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EXECUTIVE SUMMARY

Adolescents (ag#0-19) and youth (ag#524) bear a disproportionate share of the HIV burden,
especially in seBaharan Africa. However, little is known about what projects are doing to make their
interventiongdolescentaind youtHriendlyandwhichinterventions are effective for chandihy-

related outcomes in this age group. Program managers and policymakers have littlerexedeinme
rigorous studiezn how best to invest resources to achie®®90 targets among adolescents/young
peopleln recognition of this evidence, gaEABURE Evaluation reviewed the evidencadohescent

and youtHriendlyHIV services as a contribution towdrd U SPr esi dent 6 s Emer gency
Relief(PEFFAR) goal of creating an AlBig&ee generation. This review had three objectives: (1)
document knowledge of whatwisrkingandwhatis not working in terms of deliveradplescentand
youthfriendlyHIV services, and why strategies and program activities work or do n¢)vaenktify

useful lessons learned about key elements dffutamblescentind youtHriendlyHIV services; and
(3)promote the use and adaptation of best practiceddimscentaind youtHriendlyHIV services in

order to improve the quality of HIV services delivered to young people.

Based on a call fpropcsals regardirgest practices amadeviewof peerreviewefigrey literature ia2
PEPFARsupported countries3projectsarepresented for which permission to publish summaries in
thecompendiumwvas receive®rojects were graded by a regewpusing vellestablished criteria.

These criteria were adolescent and youth involvement, relevance, effectiveness/impact, reach, feasibility,
sustainability, replicability or transferability, ethical soundness, and ef@iendyest practices, four
promising pacticesand two emerging practices were identified, of which five provided strong evidence
needed to recommend priorities for acfuojects with begtracticesncluded(1) Adolescerfriendly
Voluntary Medical Male Circumcision Project in South AR)€dtbol para la Vidé-PV)(Deportes

para la Vida) in Dominican Repulfi3Mema kwa Vijana ldnited Republic of Tanzanfd) One®ne
Integrated Digital Platform in Kenya; (5) SupportmghYand Motivating Positive Acti(@YMPA)Nn
Democratic Republic of Congo; (6) Program H in Ethiopia and Namibia; and (7) Zvandiri Project in
Zimbabwe. Bbjects with ppmising practices included (1) Integrated Project against HIV/AIDS in
Chibombo Distrit; Zambia; (2) Project Accept in South Africa, United Republic of Tanzania, and
Zimbabwe; (3) Sunbursts Project in Kenya; and (4) Toolkit and Training Manual for Transition of Care
and Other Services for Adolescents with (Hléhyd. Projects with emergipgactices included: (1) Feel

the Future, Malawi; and (2) Youth Voluntary Counseling and Testing, Batsevemerventions tise
projectsprovided were classified ifiboir groups based on common characteristics and choices program
managers and policymakers might have to make when deciding what to do:

Clinicbased interventions with or without a community component
Clinicbased and schebésed interventions with or with@autommunity component

Communitybased interventions

= =4 =4 -2

Mobile and webased interventions

Making Projects Adolescent and Youth Fiendly

At the program design and implementation levels, projects took several initiatives to make their
interventions adolesceyputh friendly.

1 Meaningful engagementaofolescents and youihprogram design and implementation
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1 Increasing accessibility to services by extending servicessthaftiehours, establishing
adolescent centers run traineddylescents and youtfthin health facilitiegnd providing
mobile HIV testing services in venues easily accessible to youth

9 Affordable fees or free services (e.g., free HIV testing, free cosudines medical care for
adolescents and youiting with HIV)

1 Linkagebetweersdools, youth clubs, youth corners, and other yadatidly institutions

1 Providing Bernative ways of accessing information, counseling, or services (e.g., use of digital
technologies through mobile or wesed platformsndcartoon videgs

1 Trainingstaffon provision ofidolescentaind youtHriendlyservices

1 Maintaining privacy and confidentighty., conducting mock circumcision for mdddescents
and youthwho test positive to maintain confidentiality and reduce stigma)

1 Peer counseliran rik reduction, safer sex, voluntary counseling and testing for HIV, and
adherence to antiretroviral drugs

Project Impact on Adolescent  and Youth HIV-Related Outcomes
Five projects were categorized as having rigorous evalesigmgexperimental studieglvrandom
assignment to an intervention or control condition or-gMpstimental designs involving comparison
groups without random assigntyefitbolpara la VidaMema kwa Vijana, Program H, Zvandiri
project, and Project Accepased on the resutibthe impact evaluatigorojects were categorized into
five nonrmutually exclusivgroups:
9 Effective for HI\trelated and attitudinal outcomes (e.g., Mema kwa Vijana, Program H)
1 Effective for HI\trelated behavioral outcomes
0 Sexual behavior (MEMA kWgana)
o Condom use (MEMA kwa Vijana)
o Intimate partner violence (Program H)
o HIV testing (Project Accept)
o Disclosure and ART adherence (Zvandiri project)
1 Not effective for HIVfrelated behavioral outcomes
0 Sexual behavior (Project Accept)
i Effective for HI\trelated biological outcomes
o Clinical STI symptoms and signs (MEMA kwa Vijana)
1 Not effective for HI\frelated biological outcomes
0 HIV incidence antierpes simplex vir{idSV]-2 prevalence (MEMA kwa Vijana)

Eight projects used using nonrigorous or qualigatalaation desigria.some caseth)ese projects

found positive effects on Hivelated knowledge, attitugmsd behavioral outcomakon-rigorous

designs are often caeftective for establishing the némdand reach of an intervention and building the
existing evidence bakweverprogress in identifying effective strategies for meeting theleii&d
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needs ohdolescents and yousidependent on the use of more rigorous methods for determining what
works, how long, and for whom.

Lessons Learned by Projects

1 Clinicbased interventions with or without a community component

o0 When implementing curricula among Hbéitive youth, it is to be noted that the
educational level of participants can be variable. Outside ofbsd®sabsettings,
specific adtities requiring written responses would need to be adapted for adolescents
andyouth who are unable to write (SYMPA project).

o To manage the unique needs of adolesmedysuth who are living with HIV,
individualized transitieio-adult care programs siube built (Toolkit and Training
Manual)

0 In a context where few health facilities offer HIV services that are tailored to adolescents
andyouth, counselors are able to reach more adoleswayasith during mobile
testing as opposed to fixgiteservice deliverPfoject AccepandYouth VCT
[Voluntary Counseling and TestiRgpjec).

1 Clinicbased and schebhsed interventions with or without a community component

o Community involvement and consultations are critical for creating an enabling
emvironment for recruitment @f-school adolescents for VMMC services (Adolescent
friendly VMMC project).

0 A single training during scale ofaschoolbased curricum appears to be insufficient
to impart skills required for teaching the psychosocialsasipébe curriculum.
Systematic prgervice training of teachers would be moreefficient (MEMA kwa
Vijana)

1 Communitybased interventions

o Involvement of local people asmmmunitybasedjovernmentand nongovernmental
organizationss critical to success in improving Hdlated knowledge and attitudes
amongadolescents and yo\{Eiitbol para la Vida/Deportes para la Vida).

o If HIV testing services are provided in convenient and accessible locations such as
markets, churches, commuityl shopping centers, and transportation hubs,
adolescents and youtiil make use of the services and new populations not serviced by
facilitybased services can be reached (Project Accept).

0 There is no magic bullet for community mobilization. Stratege# varying
combinations included stakeholderibygommunity coalition buildindirect
community engagemeocdmmunity participation in projaefated activitiegising
community awarenessvolving community leadeasid creating partnershipih local
organizations (Project Accept).

1 Mobile and webased interventions

0 Mobile platforms are a crucial deliveriptfor adolescen@sndyouthbecause these age
groups favor them and because thegrameymous. Anonymity makes it easier for

Best Practices for Adolescent - and Youth -Friendly HIV Services 9



adolescents and youthask questions and seek advice about health Gise&3ne
Digital Platform@IDP]).

Additional Considerations

1 Programs should document their activities in detail to clarify what is being done and the expected
outcomes

1 Most progrens need highuality monitoring and impact evaluation of interventions among
adolescents and youtWhere possible, future evaluations should use randomized-or quasi
experimental designs to strengthen the level of evidence.

1 More researcis needed on theest practicesrefor engagingdolescents and yourhplanning,
implementingand evaluating HPgrevention, care, treatment, and retention services

1 Studies are needed to identify features or characteristics that increase the effectiveness of
adolescdnand youtHriendly HIV programs.

1 Programs need to make substantial investmanvilding estimates of program efficiency and
estimates of cosffectiveness. These data were lacking (or not in the public domain) for most
projects included inidcompendium

9 During scaleip of adolescenaind youtHriendly interventions that have been proven to be
effective, attention must be paid to maintaining intervention quality (e.g., providing a supportive
implementation infrastructure, ongoing capaciygttrening activities for program
implementers, and increased attention to supportive supervision and monitoring).

1 Assessment of the lotgym impact of programs is needdBMA kwa Vijana, one of the most
rigorously evaluated and document progtzadsoty a limited effect on reported sexual
behaviors and no effect on HIV and H&yrevalence at tiéneyear followup.

1 Adequate funding must be allocated for rigorous impact evaluation, for assessments of program
efficiency, and for strengthening the nalagical expertise of implementing partners and
research staff in PEPFARpported countries.
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INTRODUCTION

Globally, an estimated 35 million people were living with HIV at the end dio2@13r(ited Nations
Programme on HIV/AIDJUNAIDS], 2014)Although new HIV infections continue to dectfabally

in 2013, young people §28 years old) accounted dasubstantial sharepfople estimated to be newly
infected with HIV globallyt the end of 2013, more than 15 percent of women living Withd#idl 5

years and older were young womeio 28 years old, of whom 80 percent lived ifSaitaran Africa
(UNAIDS, 2013 Substantial differences in the prevalence of HIV are seen between young men and
young womern subSaharan Africa, for examplemenagesl5to 24 years acquire HIV infection at
least 30 7 years earlier than their male counterparts and are twice as likely as to be living with HIV
(UNAIDS, 2014)In many countries supported by the PEPFAR, large numbers of young people are
alreadyiving with HIV. Owingto the availability of antiretroviral drudB/-positive infants are

surviving into adolescence. Even as the number of new infections among young people has declined
worldwide since 2001, the proportion of young people who havedegeHIV test and learned the
result has increased worldwide since 2000, HIV testing rateSamardn Afridaaveremained low,

with only 15ercenbf adolescent girls and young womamgeel5to 24 being aware of their HIV status
(UNAIDS, 2014).

One of the acti ogoalferaBIPSfr e @ PEPEARDIson i s to oOencc
partners providing pediatric and adult treatment and care, as well aj@p®B/EGToN of motheto-

child transmissionfo adopt evidendeased best practices in yelmindlyhealthcara nd s er vi ces 6
(U.S. Agency for International Developnig®AID], 2012, p.35. To achieve this objective, it is

important to identifand documertiest practices fadolescentind yoth-friendlyHIV services

Without an understanding of best practiceadolescentand youtkriendlyHIV services, and of

barriers to and facilitators of ileof HIV services bgdolescents and youdspecially adolescent girls,

it would bechallenmngfor countries to maximize the impact of core pii&ention, treatment, and care
interventions that have been scaled up. It would also be difficult to achidugl® 90-90-90 targets
amongadolescents and youittnese90-:90-90 targets are thay 020, 9@ercenof all people living

with HIV will know their HIV staty®0percenbf all people with diagnosed HIV infection will receive
sustained antiretrovitakerapy(ART), andd0percenof all people receividRT will have viral
suppession(UNAIDS, 2014)

The goal of this compendiust o answer <critical questions that m
supporting (a) the adoption of evidebased practicesddolescentand youtkriendlyHIV care and

services to help-gsk adolescents (8d€319 years) and youth (8djgd24 years) stay Hilvee, and (b)

the provision of comprehensive packages of HIV prevention, care, treatment, and retention services to
adolescents and yolithng with HIV in order to promote their successful transii@adalthoodThe

objectives were:

o0 To document knowledge of what is and is not working in terms of delideizsrenaind
youthfriendlyHIV servicesand why strategies and program activities work or do not work

o To identify useful lessons learned tkey elements of successfiblescentand youth
friendlyHIV services

0 To promote the use and adaptation of best practicaddiescentand youtHriendlyHIV
services in order to improve the quality of HIV services delivered to young people

Best Practices for Adolescent - and Youth -Friendly HIV Services 11



It is hoped that other organizations may be able to learn from the programs and strategies described in
thiscompendiunto inform the development and implementation of similar approaciuedatscent
and youtHriendlyservice provision.
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METHODS

MEASURE Evaluation issued a call for best practicaddlmscentind youtkriendlyHIV servicesn

May 2015This environmental scan focused on peegest 0to 24 years in 2REPFARsupported
countries: BotswarByrundi, Cameroon, Cote d'lvoire, Democratic Republic of the Congo, Dominican
Republic, Ethiopia, Haiti, Jamaica, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, Rwanda,
South Africa, Swaziland, Tanzania, Uganda, Zambia, and Zimbabwe. Thessdmwaateld through

the following listservs: ARIDS, AfrEA, Afro-Nets, AIDSFree, Ethiopia HIV and AIDS Resource
Center, NigertAIDS, SAfAIDS, KCA AIDS, Sexual and Reproductive He&ittoep, HIFNET,
Interagency Gender Working Group (IGWG), CLICK4HPbalellV M&E Information, ProNut

HIV, SEAAIDS, Monitoring and Evaluation, Young People's Sexual and Reproductive Health,
CHILD2015, CS Community, Interagency Youth Working Group, ProCAARE, The Communication
Initiative Network, and M2Front. The call was dilsseminated to the Office of HIV/AIDS, USAID
Missionsandthe USAID/Washington Youth listservs (youthcorps and youthmissionmiaillist).

addition, thecall was translated into French and issued to organizations in Francophone Africa upon
requestThe kest practices proposal submission form is included in the Appendix.

Due to the relatively low response received, MEASURE Evaluation conducted literature searches in
PUBMED and OVID between September and December 384&fches were limited to the 22
PEPFAR-supportedtountries listed abawsith key word search teams focusing on four variables: (1)
adolescamolescentteen*, youth*(2) health servicdwalth servicehealthcaremedical care, male
circumcision(3)HIV andAIDS; (4)existingdolescent prograrsotiay marketing, intervention*, best

practice*, program*, health promotion, health education, HIV infection/prevention/control, prevention.

(The asterisk denotes that any variation of the word was included in theAsiedéeshece was defined

as 100 19 years, and youth assdddo 24 years, in accordance with World Health Organization

(WHO) guideline$WHO, 2008)Articles were excluded if the projects wadednore than 15 years

ago and/or if they did not include an inggtion or were purely descriptidicles that focusesblely

on family planning were exclud&drough this process, MEASURE Evaluation was able to ifleatify
potential oObest practicesd from /unpublishedi bl i shed | i
manuscripte f i denti fi ed potenti al Obest practicesd we
supplement thiest practice proposals compilgdEASURE Evaluatidinom the peereviewed and

gray literature.

A four-persorreviewgroupwas estalshed to review submitted and compiled best practice proposals

and determine where each practice fell along the continuum of levels of effectiveness and evidence of
public health i mpact, f r odprasteabasedpnthegalving o O pr o mi s
criteriaadolescent/youth involvement, relevaeffectivenegsnpact, reach, feasibiligystainability,
replicability/transferabilitgthical soundness, and efficiehbgse criteria were modified from the

WHO guidelines for documenting and sharing best practices (WHO, 2008). During the review process,

the group met regularly to discuss each proposal and practice and compare notes on each of the criteria.
Group members @ve not required to reach consensus or change their ratings based on comments from
other members.

The rating criteria and enff points for emerging, promisjrand best practices are presented in Table 1.
Final ratings for each practice were basedccavérage ratingf individual reviegroupmembers.
MEASURE Evaluation notified authors of identified/submitted praofities results of the

Best Practices for Adolescent - and Youth -Friendly HIV Services 13



review/evaluation of the practeed provided suggestions as to heir proposal could be
strengthened ihey were to participate in a futca# for best practices propossiIEASURE

Evaluation also requested updated contact information, content, and references for each
submitted/identified best practice proposal and sought pernfiissicsuthors to publisinformaton
about their projects in ttempendiumPermission was obtained from all but one submitted/identified
best practice proposal.

Table 1. Criteria score cut -off guidance

Criteria Emerging Promising

Youth involvement 1 2 3-4
Relevance 1 2 3-4
Effectiveness/impact 1 2 3-4
Reach 1 2 2-4
Feasibility 1 2 3-4
Sustainability 1 2 2-4
Replicability 1 2 2-4
Ethical soundness 1 2 3-4
Efficiency 1 2 3-4
Total 9-17 18-23 24-36

The projects described in tbisnpendiunare organized accordioegwhether they were categorized as

best practices, promising practicegmerging practices based on the available information. We have
providal complete contact information for each praetloge possibleso that end users can get

additional informatin on practices that are of interatto where possible, each practice contains a

section on references/related documentation in which end users can find bibliographic references for
obtaining more information.NW&n adaptingleas from best practicessitecommended that end users
consider the criteria presented in Talds tvell as other factors such available resources, feasibility,
collaboration/integration, and the social, cultural, physical, and political environment which may influence
the accptability/adaptability adipractice in a given setting.
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RESULTS

Overall, the review revealed a lack of reigatously evaluated projects focusing on delivery of HIV
prevention, carand treatment servicesaolescents aiyduthin PERFAR-supportedccountriesThe
topics most commonly addressed bytinen programs included in thisnpendiumvere

sexual/HIV education (9), peer educafifjnand prevention, safe samdriskreduction counseling).
The topics least nomonly addressed were voluntary medical male circumcision (VMBI (1),
antenatal/postnatal/delivery care and prevention of mittoild transmissiofPMTCT)of HIV (1).

HIV treatment with antiretroviral drugs and Hélated opportunistic infectiorophylaxis and
treatment were each addressed by two programs. Most programs adiddessedts and yotththe
general population (12) and those who were in school (12). No programs served incarcerated or
transgendexdolescents and youlfwo programserved female sex workers and an equivalent number
servedefugeand displaceadolescents and youth

Project Approaches

Descriptions of projects included in tosnpendiunare presented in TaldeThe pojects fall into four
groups:

9 Clinic-basedprojectswith or without a community component: Theseprojectsancludedhe
Supporting Youth and Motivating Positive AC®YIMPA positivepreventiorprojectin the
Democratic Republic of CongoRD), theZvandiri project in Zimbabwe, the Toolkit for As#ion
of Care and Other ServicesAaolescentkiving with HIV ALHIV) andTraining Manual for
Health andCommunityCareProviderg(hereafter referred to as Toolkit and Training Manual)
Kenyaandthe YouthVoluntary Counseling and TestM@T) projectin Botswandn general, these
projects sought to increase access to and UEF @ind ART servicesnong adolescergndyouth
contribute to the decline of HIV infections, and improve the quality of life affféldfed youth. In
addition, the ®IPAprojects ought t o address youthds devel op
HIV in the context of their emerging independence and seXMhlleymost projects tended to focus
on health outcomes amoagplescents and youthe target audience fowolkit and Training
Manualwas not onladolescents and yoliting with HIV butalsohealth and community care
providersfamilies, and caregiverhe objectives of this projegereto provide a framework to track
and measure an adoles&ny o utrtartsifios to selfare an@dultfocused servicess well as tailor
a package of holistic care, suppmd treatment services fdrHIV .

9 Clinic- and schootbased projectsTheseprojectancludedhe Adolescertiendly VMMCproject
in South AfricaFeel the Future in Malawi, aiEMA kwa Vijana in Tanzanigith the latter two
projects also including a commubiged component. These projects sought to preverdlly
transmitted infecti@(STIs)/HIV among adolescents ayduthand increase their uptake of health
services (STI and family planning services in the case of MEMA kwa Vijana, and free medical care a
treatment foALHIV in the case of Feel the FujugheAdolescenfriendlyVMMC projectassessed
the feasibily, accessibilitgnd uptake of VMMC services when combined with denweiné
creation strategies among high school studéetebjectives of MEMA kwa Vijana were to delay
sexual debut among youth, reduce the number of sexual partners among thosesexaaibe
active, promote the correct and consistent use of condoms among those who are sexually active, an
increase the uptake of STI and family planning sefgekthe Future sought to comlathong
other thingsstigma and discrimination by dreaan inclusive network around and promoting a
welcoming approach towagatinlescents and youithing with HIV(AYLHIV). Each clinic and
schoolbased project included a training componemidfolescents and youthcility and
communitybased healtivorkers, and teachers.
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Table 2. Description of interventions included in the

compendium

Study Location and Program

BEST PRACTICES

Target Population

Description

South Africa : Adolescent -Friendly | Clinic - and In-school male 1 Community consultation and engagement
\Cl:gluntary 'MEdlcl\leN(I:ale EChogl . adolescents I ages 16620 T In-school VMMC awareness sessions and service access facilitation
rcumcision ase ears in rural areas . .
ircumcision (v ) y in 1 Health facility -based HCT and VMMC service access
1 Peerrecruitmen t
Dominican Republic : Fitbol para | Community - | Mobile and migrant , street, | 1 Bilingual Spanish/Haitian Kreyol soccer = camps and courses
la Vida (FPV) (Deportes para la based in-school, and out  -of - 1 Training-of-trainer workshops for community -based peer educators
Vida) school adolescents and (local batey soccer players), local nongovernmental organization
youth ; orphans and (NGO) staff, public schools , and health programs
vulnerable children in rural S (f th t ¢ d oth ¢ h
and urban areas 1 upport for youth camps, soccer tournaments, and other outr eac
opportunities
United Republic of Tanzania Clinic -, Adolescents ages 12619 1 Teacher -led, peer -assisted sexual health education curriculum in
MEMA kwa Vijana school -, and | years in rural areas schools
Eomrgunlty - 1 Youth-friendly h ealth services
ase . . T
1 Community -based condom promotion and distribution by youth
1 Community activities (e.g., youth health weeks)
Kenya One20ne Integrated Mobile and Adolescents and youth 1 Mobile -based sexual and reproductive health ( SRH/HIV/ gender -
Digital Platform (OIDP) web -based ages 10024 years in six HIV based violence ( GBV) services
high -burden counties 1 Provision of health information and counseling through web -based
platforms
1 Engagement of AYLHIV and key population sin message
development
i Tolkfree hotline
Democratic Republic of Congo Clinic -based | Youth living with HIV 1 Positive prevention curriculum  development and implementation
Supporting Youth and (YLWH) ages 15824 years T Monthly peer education sessions
Motivating Positive Action seeking care at a clinic in 1 Peer t or
(SYMPA) Kinshasa €er support groups
Ethiopia and Namibia : Program Community - | Young men ages 15824 1 Validated curriculum and educational video for promoting attitude
H based years and behavior change among men
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9 Lifestyle social marketing campaign for promoting changes in
community or social norms related to what it means to be a man

1  Group discussions to promote critical dialogue and reflection about
gender norms for young men

Zimbabwe : Zvandiri Project Clinic - and Adolescents and youth 1 Monthly community -based support groups run by trained facilitators
community - | 15824 years (including AYLHIV)
based 1  Community outreach conducted by a multidisciplinary team (an

HIV clinician, nurse, counselors, a social worker,  a psychologist , and
a network of community a  dolescent treatment supporters ~ [CATS)

9 Peer counseling by trained ALHIV  ages 17823 years in clinics and
through home visits.

1 Establishment of ¢ linic-based adolescent/youth  Zvandiri Centres run
by CATS

1 Community -based H IV testing and counseling (H TC) for c hildren
and young people

9  Caregiver training by CATS to improv e their understanding of the
needs and experiences of the adolescents in their care

1 Multimedia advocacy campaigns and participation in policy and
guidelines development by Zvandiri adolescents and youth

9 Provision by Zvandiri Youth of training and mentorship for health
workers, social workers , and community organizations to strengthen
the integration of psychosocial support and clinical care

PROMISING PRACTICES

Zambia : Integrated Program Community - | Adolescents and youth 1 Peer educator training in life skills education, behavior change

Against HIV/AIDS in Chibombo based ages 15024 years in six rural communication, and psychosocial support for OVC

District communities 1 Peer-led social mobilization and awareness raising on HIV/AIDS/STI
prevention, and gender issues related to child abuse, rape , and

early marriage
Income -generating activities for caregivers

Zimbab we, Tanzania , and South Community - | Age s163832 years in urban 1 Community mobilization  (volunteer recruitment, integration of HIV -
Africa : Project Accept based and rural areas infected and uninfected people around educational, social, and
political goals, community events)

1 Community -based VCT (free HIV testing, post -test counseling, free
male and female condoms to those who tested)
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1 Community -based post -test support services (information -sharing
group sessions; psychosocial support groups; crisis counseling;
coping effectiveness training; and stigma -reduction workshops)

Kenya : Sunbursts Project Community - | Children ages 649 years 1 Peer-led community support group program (open discussion,
based and adolescents ages 100 educational lessons, artistic and therapeutic activities, games and
14 and 150819 years in role -playing)
urban areas 1  Family social events

I Community outreach for stigma reduction

T Summer camp program for children living with life threatening
illnesses

Kenya: Toolkit and Training Clinic -based | Healthcare providers and 1 Development of toolkit and training manual

Ma:jngaLfors'rraqsitiop of Care AYLHIV 9 Pilot of toolkit

and Other Services for . - .

Adolescents Living with HIV i Comprehgnswg tralnlng conducted for healthcare and community
care providers in four sites

1 Monthly supportive supervision  visits

1 Adaptation of toolkit to local contexts

EMERGING PRACTICES
Malawi : Feel the Future : A Community - [ AYLHIV 91 Direct counseling of AYLHIV
Strategy to Fight the Stigma and based 1 Dedication of physical space atD ~ REAM
Discrimination Related to the (Determined, Resilient, Empowered, AlIDS-free, Mentored, and Safe)
:(IjV/IAIDS Eplgemlc_ amonfg health centers for AYLHIV
olescents: Experience from .
the DREAM Program Community i (Zl(geatlt()jnzgfgzg: -based support groups for AYLHIV (ages 11 316, 176
of SantdEgidio - years)
1 Community -based activities to combats tigma and discriminations
Botswana : Youth Voluntary Clinic -based | Adolescent s and youth in 1 HIVtesting and counseling
Counseling and Testing the general population 1 Support for ongoing counseling and social support

1  Referrals for family planning or CD4+ testing

1  Continuous education, behavior change communication
campaign to increase awareness

1 Post Test Clubs for youth and promotion of positive living
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T Community-based prgects: These prgectsworked predominantly at the community level and

consisted oFUtbol para la Vidé-PV)(now referred to as Deportes para la \idtdge
DominicarRepubli¢c Program Hn Ethiopia and Namiljilntegrated Program against
HIV/AIDS in Chibombo DistrictZambiaProject Accepn Zimbabwe, Tanzanend South
Africg andSunburst Projectin KenyaTheygenerally sought to create a supportive
environment arounaldolescents and yowthd foster attitudinal and behavioral change at the
community leveFutbol para la Vida aimed to improve knowledge about HIV/AIDS among
adolescents and yowthd create an enabling and friendly environment in which they felt
comfortable discussing sexual and reproductive (8RHhissues among peers and with
community role wdelsProgram H focused on creating a safe space to allow young men to

guestion traditional views about manhood and critically reflect on gender, gender injustices,

gender rigiditieand how these are linked to other social injsidtitegrated Proje&gainst
HIV/A IDSaimed at contributing to the decline of HIV infections and improvement in the

quality of life of HIVaffected people, with a community component that included savings and

loan schemes, peer education, and credtieferral mechanisnfroject Accedbcused on

destigmatizing and normalizing HIV counseling and testing, inculcating a sense of collective

commitment to addressing the HIV epidemic, raising awareness ahandHifiddeling
positive acceptance of those infected and affgctéV/BAIDS. The primary goal of the
Sunbursts Project wasatddress the social psychological needs of children/teens living with
HIV/AIDS by providing a safe, welcomjrend nurturing environment for them to build
positive relationships, increase théiesteemand reinforce positive health behaviors that
ensureahealthy transition into adulthood.

1 Mobile and web-based prgects: OneZOne DigitaPlatform(OIDP) in Kenya is an innovative
project that seeks to achieve and maintain improved health, kn@antkdgeess to
comprehensive SRiendeibased violenc&BYV), and HIV prevention and treatment services
among adolesceraadyouth in Kenya. This projacsesa complementary mix of multimedia
approaches that include digital platforms, direct heeadthIV information delivery including
linkages to appropriate services, capacity develpantepolicy advocacy for and with
adolescen@ndyouth.

Theoretical Foundations of Practices

One of the characteristics of effective interventions is that they are theory drivere(ldhatian03;
Small, Coonef O3 C o n n o Mhebe&t PrAclchsoposal submission form inclddthereforea
guestioron the theoretical foundation of theacticeSome of the pacticeseviewed did not present
evidence to indicate that their desiggreinformed by established social, psycholpgichbehavioral
change theories or perspecti@herpracticeslescribedheirindividualbproject theory of change
Although we did not systematically examine the theories underpinning the plesiioesiescribed
in thiscompendiumbelowwe summarizeformation gleaned from the best practices proposal or
published/graj¥iterature about establistibdories thaguided the design ahe specifiqoractice oits
theory of change

1 Social Cognitive/Social Learning TheoryThe design of the Adolescénn¢ndlyVMMC
project in South AfricgGeorgeat al., 2014yas guided bgocial cognitive theofgandura,
1977a, 1978, 1989) and that of MEMA kwa \Mijéanges et al., 2005; Doyle et al., 2811)
social learning theofandura, 1997b). These theargseghathumanbehavioiis determined
by theinteractionbetweerbehavior, personal factomad environmental influencBghaviors
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are |l earned through watching the acandons and
imitating the actions of others (modelibhg) behaviors are also influenced, accotditigese

theories, by motivation (that is, by being rewarded or punished for those actions). Learning is
strengthened if an individual models a behavior he or she has seen rewarded, which motivates the
person to model the behavior in order to get a smeward (positive reinforcement). According

to these theories, selff f i ¢ a ¢ ycapakility pnelanfeddenodd gerforma particular

behavior) is one of the most important prerequisites for behavior change.

1 Transtheoretical (Stages of Change) ModeThis model underpinned Progranamhtl its
theory of changéifp://www.nsmcentre.org.uk/resources/showcase/progn@mew=a)l The
transtheoreticahodel states that for most persons, a change in behavior occurs gradually, with
individuals moving through stages. The model proposes five distinct stages of behavior change:
(1) precontemplation (being unaware that the behavior is problémiationintrested, or
beingunwilling to make a change in the foreseeable)f{Bioentemplation (beginning to
consider the pros and cons of changimgéé&havioy; (3)preparatiorfintending to take action
to chang® n déhaviors in the immediate future stadting taexperiment with small
changes); (4xtion(havingtaken definitive actions to chaoge ééhavior)and(5)
maintenancéhaving sustaindzehavior change for at least six months and working to prevent
relapsejProchaskget al., 1982, 1992

1 Ecological Model: Program H also drew on teeplogicamodel and the importanitegives to
understanding and addressing barriers and constraints/torlmtaange at multiple levels.
Hence Program H interventions included the promotion of individual reflection, peer and
interpersonal group education, and a broader conybasdéyg componers conceptualized
by Bronfenbrenner (19)7 theecological modéhs five levels: (1) the individual Jevieich
comprises the characteristics of an individual that influence behavior change; (2) the immediate
social environment in which the person interacts, such as family, friendsyoeker€0
religious netwds, school, and the neighborhood; (3) the social environment that exerts an
influence on the individual fewgt, locad igdveérnmant, t h e |
village associations, businesses, transpgrtatidr{?the broader sociglplicy and enabling
environmente.g., local, state, natigaad global lawsconomic and social poli¢iscial and
cultural norms, etc.).

1 Unified Theory of Behavior:The design of the Zvandiri Project was driven bynified
theory ofbehavior (Mavhu et al., 2013). According taritiedtheory ofbehavior (Jaccaret
al., 19992002; Olinet al ., 2010), a persond6s behavior i
immediate determinants (consisting of five féctarewledge and #k for performing the
behavior, environmental constraints or facilitators, salience of or priority attached to the
behavior, habit and automatic processes, and intention or decision to perform the behavior); and
(2)thei ndi vi dual 6 s nyordedsiomtgperosnghe behavior éconsisting of six
factor$i attitude toward the behavior, beliefs and expectancies, social necors;egailf
affects and emotions, and-gdffcacy). The theory argues that to effect behavior change
strategies thaddress botthedeterminants of behavioral intentions as well as actual behaviors
may be necessary.

1 Diffusion of Innovations Theory: This theory guided the community mobilization component
of Project Accept (Khumat®akutukwa, 200&)iffusion ofinnovations theory describes the
process through which new ideas or innovations spread and become adopted by the wider
society (Roger, 2003). Rogers stated that there are four main elements of the diffusion process:
the innovation, the communication chanti@ough which the innovation is diffused, tand
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the social system. Adopters fall into four categories based on their rates of adoption of the
innovationinnovators, early adopters, early majority, late majodtiaggards. Potential

adoptergo throughan individualevel decisiemaking process that consists of five stages: (1)
knowledge about the innovation; (2) persuasion or forming a favorable or unfavorable attitude
toward the innovation; (3) decision or taking steps that lead to adojectiog the

innovation; (4) implementation; and (5) confirmation, which may also involve integrating the
innovation into lifestyle (or discontinuatidnh e s oci al context influenc
decision and potential adopters are more likalyapt an innovation when the change agent is
perceived to be similar as compared to different from them (Rogers, 2003).

1 Tipping Point Theory: The communitypased VCTCBVCT)component of the Project
Accept intervention was based on the theory thata ppi ng poi nt 6 occurs wlt
mass of adopters in a social netidhumaleSakutukwa, 2008)hree factors are held to
determine whether the tippibngthpeaihntr edecsr $ 0 ¢
there are a handfof exceptional individuaks.g. sociable, energetic, knowledgeable, influential)
who are capable of generating social ©®hange |
which is the quality that compels people to pay close, sustained atamidea, product,
message, or behavior; and (3) the power of context, which acknowledges that human behavior is
sensitive to and strongly influenced by its environment (Gladwell, 2002).

1 Social Action Theory:This theory guided the development ofbsttest support services
component of Project AccethumaleSakutukwa, 2008). Soaiztion theoryiews health
protective behaviors as a function of the interaction betiy¢lea $eHegulatory capabilities of
the individual(2) theenvironmentatontextand (3) responses to internal affective tanest,
2009)The theory focuses on how the physical and
social interactions, problesolving, seléfficacy, and projected outcopvgsich can enhance or
hinder behavioral chan@evart, 2009; Reynojds al, 2010)

Making Services Adolescent and Youth Friendly

It is increasingly realized that prograeesl to bedolescerdnd youtHriendlyto make it easier for
young peoplto obtain the health services they need. Initiatives undéntkismegartyy the projects
included in thisompendiunfall into two groups: (1) programming characteristics and (2) provider
characteristics.

Adolescent - and Youth -Friendly Programming C haracteristics

1 Meaningful involvement of alolescent/youth in program designand implementationt The
Zvandiriproject provide an illustrative example of this characteristiccdmenunity adolescent
treatment supporte(€ATS) program model wadesveloped in partnerstip #Wih and in response
to their request for a safe place where they could come together to learn about and share their
experiences in order to better cope with their health condition and its impact on their lives. Trained
HIV -positiveadolescents and youthesl 7623 yearsverementoredoy peer counselgrarho
providal adherence literacy, hotvesed counseling and monitoring, and psychosocial support.
CATS plagda vital role in the case management of young people witlm ldéition, Zvandiri
adolescents and youwtlganized innovative multimedia advocacy campaigns on their own
participated in policy and guidelines developredgrovidel training and mentorship for health
workers, social workeesxd community organizations to strengthen the integration of psychosocial
support and clinical caRrogram Horovided another example of adolescent/youth involvement in
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program desigand implementation asistrated by itsommunity strategin whichyouth activism
andyoutidesigned campaayascarried out in nearly all sites where group education was conducted.

91 Increasedaccessibility ofadolescents and youtlo services In the adolescenfriendlyVMMC
project, HTC services were undertakepuiblic sector clinics closest to schabisre there was a
demand for VMMCQwith postsurgical assessmedmggngundertaken in school the following week.
To make services more convenient for adolesiterpspject which offered HT services on
weekdayduring school hourextended services to aftehool hourso avoid having students miss
class to undertake the proced8mmentherprojects included adolescent/youth centers. For
exampleZvandiriadolescergenters were constradtwithinhealth faditiesas an entry point for
young people, HIV positive or negatisegccesmformation, peer counseling, skills development
and referral to servicks HCT, opportunistic infection®\RT, tuberculosisIB), sexual and
reproductive healtRMTCT, ancthild protectionAdolescent centers were runraynied and
mentored CATS, supervised by clinic staff. The centers alsalyefieng people to other services
including HTC, family planning, diagnosis and treatm8ii9PMTCT, and menthkalthand
social services.

1 Affordable feesin 2006 Liverpool VCT, Care and TreatmdiWCT Health, which hosts OIDP
started a tollree hotline at its premises in NairbbiCT Healthwas originallget up to serve men
who have sex with m@SM)in response ttheir identification adlack of HI\-appropriate
information especially for those who did not go to the VCTadadkof postestcounseling
information for those who didhis mobilebased platform was extended to include BulkaBMS
was hosted bgafariconand hence free tts subscriberd’he costfor handling the OIDP
platforms werabsorbed by the dongtiserebyenabihgadolescents and youthaccesieehealth
information and servic#wugh the platform#&nother example wésojectAc cept ds- commun i
based VCT servigeshichprovidedfreeHIV testingn easily @essedenues to enhantee
convenience and visibility of the sesaoglto encourage young peoplaiggVCT servicesn
addition free male and female condamese oféred to all clients at the time of HIV testing.
Similarly, Feel the Future ensured medical cafer HIV -positiveadolescents and youth

9 Linkages with schools, youth clubs, and other youtfriendly institutions: Under the MEMA
kwa Vijana project, health workers visited local primary schools to introduce services available.
Periodic visits werdsoarranged from the schools to the clinics to familiarize students with the
facilities.

9 Alternative ways to access infmation, counseling and services are provide@wo projects
stood out in this regard: OIDP and Progranr®OHDP has harnessed the growisgof digital
technologieby Kenyaradolescents and youthprovide HIV, SRH, and GBV services. Currently
the hotlhe operates daily fromt@a.m. t08:00p.m.,with counselors working a morning shift from
7:40a.m.to 200p.m.and an afternoon shift from0Bp.m.to 800p.m This peeted innovative
and evidenebased program offecomprehensive quality servigedliteracy to over one million
adolescen@ndyouth gged 5524 years) in Kenya annudliDP is comprisd of amobile and
webbased platform. Throbileplatforms include the hotline and Bulk SMS host8dfiayicom
The webba®d platforms include Egbook (Me2ne KE), Twitter, YouTubgandinstagram
(@one2oneKE)log(www.one2oneyouthkenya.wordpress.com), email (one2one@lvcthealth.org)
and WhatsApp (07001211 200of which areanchored tahe projectvebsite (one2onekenya.com).
All of thesechannels provide opportunities through which youth can engage with a professional
adolescenyouthfriendly counselor at any time on ispeegining to HIVSRHGBYV information
and service
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Pr ogr am Hifcludeanordlésgartaon edspcalledd Once Up® nwlai Bloypr esen
the story of a young man from early childhood through adolescence to early adulthood. Scenes

include the young man witnessing violence in his imbenactingvith his male peer group,

experiencingocial pressuretol®elv e i n certai n way bavihgus fitste seen ac¢
unprotected sexual experience, haviigy & and facing an unplanned pregnancyca@teon video

is used to quickly engage young men across cultugestheoh to create dialogue and @coiheir

personal stories into the video. In addition to the Program H curriculum, Promundo and partners

have worked with men themselveisl¢éntify their preferred sources of information and cultural

outlets in the communjtgndto craft messagésn theform of radio spots, billboards, posters,
postcardsanddance8 toma ke it oO0cool and-eduitalpgdnan o be a mor e

Adolescent - and Youth -Friendly Provider Characteristics

1 Staffis trained on provision ofadolescent and youth-friendly services This approach was
commonly used by theggatices examinddnder the MEMA kwa Vijana projefct; example,
health workera/ere trained for one week in the provision of ylrighdly health services and were
supervised quarterly, with the main emphasig on adopting a welcoming and nonjudgmental
attitude toward young people

9 Privacy and confidentiality are maintainedPrivacy and confidentialityereemphasized in
service delivery ainmformed by professional guidelineghe AdolescerfriendlyVMMC project
this entailed conducting a mock circumcision foradalescents and yowtho tested HIV
positive to maintain confidentiality and reduce stigma and discrimiliegidnolkit and Training
Manuakeinforced the importance lndalth and commity care providers maintaining the
confidentiality of adolescéyuuth services.

9 Peer counselors are availahl®lost of the projects included in tbeanpendiunhad a peer
education component. Under the Zvandiri CATS initiafileH |V aged123yearsvho were
coping well with their health were trained and supported to become counselors for thedt peers
provideclinichasederviceandmakehome visits. Thepersonaéxperiences with anxiety, guilt,
fear, shame, rejection, depressind feelingsef hopelessness made them credildddtescents
and youttwho were struggling with a new HIV diagnosis or with treaamdrgave them a unique
value as normative role models. The Sunbursts project in Kenya emplegyesitidB/A/oung adults
to providesupport to children and adolescents enrolled in care atahmiée DS Care and
Education ServicesAEES clinics The peeted training curriculum that was used witbethe
AYLHIV had three main sections: becoming an HIV/AIDS expert, facilitatingpsgcialogical
care and support for vulnerable children and adolescehs®ciagntrepreneurshgnd community
development.

Quantitative Impact on HIV-Related Outcomes

The projects examined set out to achieve a wide variety of outcomé3. llasymthesiethe

evidence afvhat works to improve adolescent/youth health outcomes, projects included in this
compendiunwere classified as having either a rigorous aigmsaus evaluation design. Rigorous
evaluation designs included experimental stiierandom assignment to an intervention or control
condition (e.g., randomized controlled trial) or quasi experimental designs involving comparison groups
without random assignment. &rest designs were classified asrigmmous evaluation designs.
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Table 3. Summary of intervention outcomes

Intervention Site ‘ Outcomes

Clinic/health facility Number of male circumcisions performed

(output), HIV incidence, STl incidence |, retention
in care, self -reported adherence to ART, and
psychological well -being

School Knowledge of HIV acquisition, knowledge of STI
acquisition, attitudes toward sex, sexual
initiation, number of partners, condom use

Community HIV-related knowledge, attitudes and
communication, use of health facility for recent
STI symptoms, attitude toward GBV (Gender
equitable Attitudes in Men [GEM] scale ), GBV
perpetration, HIV testing, disclosure of HIV status

Mobile and web -based Knowledg e of HIV, knowledge of GBV

Five projectdad rigorougvaluatiomesigns: (1)(fbol para la Vid42) MEMA kwa Vijand3) Program

H, (4) Zvandiriand(5) Project AccepSome of these projedike MEMA kwa Vijanavaluated
comprehensiviaterventions that combined education or gkiillsling curricula with communitgsed

andor health facilifpased interveiains, but these evaluations were the exceptitholpara la Vida

was a grassroots soccer project in whichblakegioccer @lyer role models in their communifies

were trained to deliverterventions in community centers an@litbolpara la Vidaamps TheFutbol

para la Vida curriculuoonsistdof 10 hours of instructicand wasypically administered over the

course of fie daysMEMA kwa Vijana had four main components: (a) sexual health edboztigim

an inschool teachded and peer assisted curriculimnyouthfriendlygovernmenhealthservices(3)
communitybased condom promotion and distribution by youth; anth@ommunity activities.

Program Heonsisted of four componentt) a validated curriculum that included a manual series and an
educational video for promoting attinadand behaviothange among meR) a lifestyle social

marketing campaign for promoting changes in community or social norms related to what it means to be

a man and questioning me(@)&sesearchationanethodologylfoe nce agai
reducing barrietso young mend6s use of <clinic services; an
model (the GEM Scalfor measuring changes in attitudes and social norms arcgotinity The

Zvandiri projectonsisted of peerled intervention involving ekly home visits by trained, mentored

CATS and monthly support grauphe Project Accept intervention included: (1) aomitgn

mobilization activities, (2) commuifiased VCT, and (3) commusiigsed podiest support services.

Futbolpara l&/idawas ealuated using a quagperimental design in six migrant settlements in the

Puerto Plata Province of the Dominican Repdiieimpact of MEMA kwa Vijana was evaluated

through a communitsandomized trial, in which 20 communities were randomized to intervention or

control arms, and a cohort of adolescents was recruited at study schools in both arms and followed up for
threeyeas to record outcomes of interest. Baseline and{gliaurveys were carried out within the

study school$n the Zvandiri project, 50 1® 15yearolds on ARTwhoreceived a 1&onth peeted

intervention involving weekly home visits by a trainedpmaerCAT Sand monthly support growyere

compared with 50 1@ 15yearolds receiving standard of care at the clinic. Qualitative and quantitative
datawerecollected monthly arelery six monthi both arms to measure retention in care, self
reportedadherenceind psychosocial wbking.Project Accept was a randomized control trieD of
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communities in Tanzania (Kisarawe DistBadmmunities in Zimbabwe (Mutoko District), 46d
communities across two sites in South ABicaKwazuluNatal ad 8in Soweth

Projects with rigorous evaluation desiggrecategorized intdvie nonmutualbexclusivgroupsbased
onwhetheithey were effective or ineffective ¥ -relatecknowledgeandattitudinalbehavioraland
biological outcomes

(1) Effective for HIV -related knowledge and attitudinal outcomes
Adjusting for baseline differences as well as age, sex, community, anthdesseiits of logistic
regression analysis revetilatthe Futbolpara la Vidintervention was associated waith
significant increaselitiV -related knowledge (asfed odds rati®R]=13.02, 95%onfidence
interval[CI]=8.26, 20.52), reported attitudesugtdpgOR=12.01, 95% CI=7.61, 18.94), and
reported communication (agjedOR=3.13, 95% CI=1.91, 5.1Kaufman, et al., 2012 hese
effectsremained significant at femonth followup, but declines in poghtervention knowledge
were observed in ti@ervention group while gains in knowledge and reported attitudes were
observed in theontrol group Similarlythe impact evaluation of MEMA ka Vijana showedthat a
the final survey, there were substantial and statistically significant differences in the proportions of
both male and female participants who ansabierbe questionorrectly for each of the three
knowledge outcomes, and for the repatgtlidinabutcome. The adjusteelative riskfRR]for
these four outcomes ranged from 1.28 to 1.77 fopardilpantand from 1.41 to 1.58 in female
participantsin general, intervaot/comparison differences in reported attitudes were greater
among participants with more years of potential exposure tatheahintervention, especially in
young men (Rosst al., 2007).

Program H has undergone nine impact evaluations, mditiofave used quasiperimental
designgalthough a few have had random assignment of control and intervention schools or
communities. Six out of nine evaluations found that participants in the programs demonstrated
significantly less support, on averfmagendeinequitable attitudes after taking part in the
activities based on Program H. These changes have been observed through quantitative and
gualitative data and have been consistent across settings.

(2) Effective for HIV -related behavioral outomes

Sexual behaviors:

The impact evaluation of MEMA kwa Vijana showed that the proportion of young men reporting
sexual debut during follayp was 6@ercenin the intervention and figrcenin the comparison
communities (adjusted R&®84, C£0.71,1.01). There was little difference among young women
(adjusted RR 1.03, CI 0.91, 1.16). Similarly, the proportion of male subjects who reported more than
one sexual partner in the past year was significantly lower in the intervention (19%) than in the
comparison communities (28%; adjusted ®RB9, C+0.49, 0.95), but no significant difference was

seen in female participants (adjustedlRI, C£0.58, 1.89Rosset al., 2007).

Condom use:

The proportions ohdolescents and yowtho reported initiatingpadom use during folleup

were substantially and significantly higher in MEMA kwa Vijana intervention communities among
both male and female participants. The proportions reporting condom use at last sex were higher in
intervention than control communiti@ both sexes but this was only significant in young men
Absolute levels of condom use at last sex remained relativielyd tha@0%)(Rosset al., 2007).
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Intimate partner violence:

In Ethiopia, Program H found that the proportion of young menregorted using physical

violence against a female partner dropped significantly, fpemt&tto 16percentafter taking

part in an intervention that included elements from the Men as Partners manual as well as activities
from Program H, while meuch change occurred among the group of nonparticipants.

HIV testing:

The evaluation of Project Accept revealed that the proportion ofadiegisto 32 years receiving
their first HIV test during the study was higher in CBVCT communities thanlandstdimie

based VCT (SVCT) communities in TanZ8@versu9%) and Zimbabw®1%versusH%)

(Sweatet al., 2011). SVCT consisted of services at existing district hospitals or local healthcare
facilities, which were also available in communitiethadtmmunitybased interventioA larger
percentage of HIV testers werad 67 years of age in intervention communities (CBVCT) than in
control communities (SVCT) (Sweatl., 2011)

Disclosure andART adherence:

At the time of data collection, the Zvandiri project was half way thrb2gioath study
evaluating the effectiveness of the CATS intervention in improving retention, a@imerence
psychosocial wddking among adolescents with HIV in a rural settiignbbbwe The

preliminary data from this study suggkkit this adolesceldd intervention was effective in
improving seffeported adherenemdpsychosocial wdlkeing six monthafter thentervention.
Participants report improved adherence (608tose in the intervention gronpver missed taking
medicines compared to 0% in the control group) and psychosotiaingdibllowing engagement
with a CATS (97.3% in interventgmoup versu$9.7% irthe controlgroup. Retention in support
groupswas 90percentandhealthcargvorkers repogdimprovedclinicattendancef support group
membergompared with standard of care. Disclosure of HIV &tapesticipantso caregivers
improved (100% of participants who were unaware of their status at the start oftibd study
disclosedheir HIV status to caregivasmpared to 0% in the control group).

Not effective for HIV -related behavioral outcomes

No overall effct of Project Accept on sexual risk behavior (measured by the number of unprotected
sexual acts) was detected. However, in individuals with HIV, a significant iedugkioisk

sexual behavior was noted in the intervention group. The number giatnerd of HIVpositive
menagedl8to 32 years was reduced bypé&eni(95% CIl 846, P=0.034) but, unfortunately, these
results were not presented separately for young people and older peoplet @o&1@54).

Effective for HIV -related biological outcomes

Clinical STI symptoms and signs:

At the final survey, the proportion of participants reporting genital pus or abnormal genital discharge
during the past year was substantially loWH#ENMA kwa Vijanantervention communitidélan in

the control communitieboth among malgarticipant¢adjusted RR 0.58, CE 0.41, 0.83) and
femaleparticipantgadjusted RR 0.59, CE 0.43, 0.80). Among those reporting STI symptoms,
however, there was no significant difference in the proportion who reported having sought care at a
local health facility for their most recent STI episode during the past year, in @Rbsseseal.,

2007)
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(5) Not effective for HIV -related biological outcomes

HIV and sexually transmitted infections

The two primary outcomes of the MEMA kwa Vijana project, HIV incidence afti HSV
prevalence, were based on biological tests. Only 45 partisipayssafd 40 girls) seroconverted
to HIV during 23730 persoiyears of follovup. After adjustment, HIV incidence in femadas 25
percentower in the interventiathan in controcommunities, but this difference was not
statistically significant (ad@tsRR=0.75, C£0.34, 1.66). Overall, p@rcenpf male and 21
percenbf female participants were H3geropositive at the final survey, but there was no
difference by trial arm for either madeticipant¢adjusted RR0.92, C£0.69, 1.22) or female
paticipantqadjusted RR1.05, Ck0.83, 1.32Rosset al., 2007Another followup study
conducted aaverage of 8.9 years after the start of the intervention found no sidrifggintn
impact d MEMA kwa Vijana obiological outcomes (Doyét al., 2010Y.he Project Accept
interventions also did not decrease HIV incidence in young qgedhleto 24 years, regardless of
gender (Coatest al., 2014).

Some projecteported the results singlegroup crossectional surveysxternal assements, and
pretestposttest designis some cases, positive effects on-Filted knowledge, attitudes and
behavioral outcomes were identified by projects usifggoosus evaluation desigihile non
rigorousdesigns are often castective for @ablishing th@eed forand reach of an interventjand
for building the evidentaseprogress in identifyirgffective strategies fioreeingthe HIV-related
needs ofdolescents and youshdependent atihe use ofmore rigorous methods fdetermining what
works how longand for whom.

Qualitative Evaluation Results

While some projects implemented mixed evaluation methodologies, the SYMPA project undertook a
purely qualitative evaluatioriteH1 V. cur r i ¢ ul u m®) anpléndnatiom(?) adaptatiga b i | i t y
and (4) limited efficacy. The outcomes associated with each of the four components of the evaluation are
described below:

Acceptability: satisfactioyperceived appropriatendstent to continue use

Implementation: degree ofy&cutionamount, implementation easificiencyand quality

Adaptation: factors specific to intervention maodification

O O O o

Limited efficacy: knowledge of sexual prevention topics, condom use skills, ability to deal with
triggers for unsafe sex, autonomyeicision making, ability to negotiate safer sex, openness to
discussing sexual behavior with caregivers, and ability to develop positive goals in the future.

The evaluation found thatlolescents and you#ported improving their problesolving skills,

increasing their knowledge of sexual prevention topics, improving their condom use skills, improving
their ability to deal with triggers for unsafe sex, and their capacity to assess the level tdresk of dif
behaviorsAYLHIV also reported increasing their autonomy in decision making and openness to
discussing sexual behavior with their caregivers, and improving their ability to develop positive goals for
their future. Youth reported that they felt better prepared to depbteititial future problentBarker

et al., 2013)
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Potential for Sustainability

Sustainability was interpreted in terms of sustaining project activities, transferring best practices to other
programé&ettings identifying new funding streams, and maingaimproved adolescent/youth health
outcomes over time. Several factors were identified by projects as contributing to the sustainability of
theiradolescentand youtHriendlypractices:

A Integration of project activities into existing health systems and
government/community structures: Two illustrative examplegreprovided by the VMMC
and Zvandiri project$he VMMCdemanetreatiorstrategies in schools fit vietb the
existing health systemaking it more lgdy to be sustained by theuth AfricaMinistry of
Health Also, since VMMC is a on# surgical procedure, service provision could be easily
integrated into regular school visits to maintain high coveragadités comprehensive
schoolbased sexusdproductive health servicése Zvaliri project waalsodesigned to be
integrated into facildyased care and has been integrated into government systems for more
than 10 years. A toolkit of Zvandiri materials, resources arttbbken creatéat use by
service providers, CATs ananeounities well beyond the life of the projakewisethe
village savings and loans schemes of the Integrated Project against HIV/AIDS in Chibombo
District, Zambia, though not targeted specificallddtescents and youttave been linked to
the Minisry of Agriculture and Livestock from which support is received for farming inputs,
capacityand mentorship.

A Community buy-in and advocacy for the projectin the Integrated Projectjainst
HIV/AIDS peer groups ere formedy the commurigsthemselvesnaking it likely foyouth
to continuadmplementingctivities beyond the life of the project. The yfighdly corners
will also most likely continbeingusedby adolescents and youl{s these project components
are in tandem with government politgreventing HIV transmission among yourtlsome
communitiesthesecomponentfiave been absorbed by the Ministry of Community
DevelopmentMother and Child Health (MCDMCHimilarlyFutbolpara la Vidarograms
has been successfully implemented afidated in other communities across the Dominican
Republic and its expansion into areas where health and life-deak#igneducation is much
needed bgdolescents and youghsupported by a nationwide network of facilitéik@nsfman
et al., 2011)

A Collaborative relationships and partnershipsTheseare key factors in the sustainability of
the Sunbursts projedthe Project has formetirong partnerships with the Kenyan Ministry of
Health andrarious organizations to support the implementation efgaesnpport groups,
family social events, community outreach, and camp progravEHdY . The project has
liaised witlaith-based manizationandschoolsfor the offer ofvenus andaccommodtions
freeof-chargeor at an affordable costs, dradassembled a team of volunteers to help sustain
project activitie®umerous local private and public partners also offer Sunbursts a wide range
of support, from medical expertise to program devetipme

A Coordinating funding from multiple sources to sustain the projectn many projest
financial sustainability has been ensured by continued grant writing and networking with other
organizations. In the case of the Sunbursts pdpeetions have albeen procuretfom
private entities and individuals through online systems.

A Evaluation results demonstrate the project is making a differencA:case in point is
Program KHwhichhas demonstrated its ability to make an impact on gender norms and sexual
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violence perpetration by men in a-@ffgctive way. The program bagn maintained,

replicatedand scaled up in a large variety of setlihngsProgram H approach is being
institutionalized through the development of an online tasainéng portalttat aims to

promote gender equality among both teachers

It is to be noteghoweverthat unless partnerships are built with communities, governments, and local
organizations right at the program design stagenlesssommunities are taught how to secure
continued funding/support, even prograsnewn byigorous evaluations work may notontinue

beyond the life of the initial intervention(s)

Lessons Learned by Projects

9 Clinic-based projects with or without a community component:

0 An important lesson learned by ®¥aMPA projectwhich implemented a curriculum
among AYLHIV was thathe education level of participants was variabkend
specific activities requiring writtenresponsemeecded to be adapted fothosewho
were unable to write (Parkeret al., 2013)

0 The implementation of tHolkitand TainingManual revaed thathe unique needs
of adolescents and youtouldbe taken into account when implementing ¢éhé,
support, and treatment servi¢adividualized transition-to-adult care programs
must be built to strengthen the ability of young women and men to manage their own
care.

o The Youth VCT projech Botswanaevealed thatounselorswereable to reach
more adolescents and youtlduring mobile testing as opposed tdixed-site
service deliveryin settingsvhere facilities offeriraglolescentand youtHriendlyHIV
were lacking.

9 Clinic- and schootbased projects:

o Community involvement and consultationsvere critical for creating an enabling
environment for the recruitment ofin-school adolescents for VMMC services.
This was a major contributor to the acceptability and success of the Addkstignt
VMMC project

0 While he detailed nature of tMEMA kwa Vijanaurriculum and the intensive in
service teacher training appeared to facilitate teacher motivation and the implementation
of the practicethe low level of supervision in schools afteleup likely had a negative
effect on the quality and sisfbility of the intervention. Furthermarsijngle
training during scale-up appeared to be insufficient to impart skills required for
teaching the psychosocial aspects of the curriculun$ystematic piervice training
of teachers would be more eefficient and likely to influence acceptance and uptake of
the practicéRenjyet al., 2011)

1 Community-based projects:

o Community involvement (of local people, their respected models, and local and
governmental organizations in the communitywasakeyfactor contributingo the
success of the spoittgsed HIV prevention projdefitbolpara la Vida in improving
HIV -relatecknowledge and attitud@g&aufmanet al., 2011)

o0 The skill of the educator or facilitatorwasthe most important factor for
promoting reflection and changing genddated attitudes among young men
participating in Program H.

0 Based on the experience of Prograamélithe Zvandiri projecustainability is
enhanced wheradolescents and youtlare involved in activities that enhance
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their competence, capacity, and civic engagemergpporingadolescents and
youthto carry out their own campaigns and actigimpowesthem to become agents
of change and influence public policies.

Providing mobile VCT is a feasible way tincreaseadolescents and youtluptake

of HIV counseling and testing. If HIV testing services are provided in convenient and
accessible community locations such as markets, churches, carantarsind

shopping centersocial eventand transportation hubs @da® wheradolescents and
youthlive, work, and gather, they witlake use of the services, and new populations not
serviced by faciltyased servicesll be reachefranRooyenet al., 2012).

There isno single strategy for community mobilization In Project Accepteven

major community mobilization strategies were used in combination: (a) stakeholder buy
in, (b) forming community coalitigris) direct community engageméitcommunity
participation in projectlated activitiege) raising community awaren@ss

involvement of community leadensd (g) creatinmartnerships with organizations
(Tedrowet al., 2012)

Multidisciplinary and multifaceted approaches play an integral role in ensuring

optimal viral suppression amongadolescents The Sunbursts Project showed that

peer leadership psychosocial programs can augment medical services and be part of a
lifelong continuum of care for youth living with HIV/AIDS. This approach helped
streamline youth from pediatric medical, ¢tar@dolescent care, and then into adult
treatment and care services.

1 Mobile and web-based projects:

(0]

Digital platforms are a crucial delivery point of information and services for
adolescents and youthMobile technologyn particular sian effectivevay of reaching
young people with SRH informatians i t i s.6Malling setvices anbnignionsg
for young people facilitates their asking questions about health issues.
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DISCUSSION

This report summarizes what we know about best practiadslEscenandyouthfriendly HIV

services in PEPFAR priority countries based on submissions received in response to a call for best
practices proposals and the existing literature. Tfoe babt practicproposalsvas guided by the
following researafuestions: (MWhat are the most practical and innovative approaches to providing
adolescentand youtHriendlyHIV prevention, care, treatmeand retention services and supp¢&s?
What creative, promisirand proven strategies and approacheseceglywon to ensure that services
and supports are clinically effective, culturally appropriate, and achieve desired outcomes among
adolescents and yo®{B)What are the best practices for engaglatpscents and yotithplanning,
implementingand evimating HIVprevention, care, treatment, and retention ser{dg¥¢Rat practical
strategies can be utilized to support and sustain adolescet¢gautfanizations to ensure authentic
adolescent/youth voices in HIV prevention, care, treatment, aniioreservices?

The results showed that stratefgieprovidingadolescentand youtHriendlyHIV prevention, care,

treatmentand retention services and suppated from multisite to singdgeinterventionand

ranged frontlinichasedapproaches with or without community componertbnic-based projects

with schocbased components, commuiased projects, and mobile/wledsed projectéds a group,

the projects in thisompendiuntouchont he f our el ement s IlopmentPBlisy D6 s Yo
(USAID,201d) to varying degrees: ¢$lipport(meeting basic youth developmental needs and valuing

their contributions); (Protect(preventing and responding to violence, exploitation, abuse, and neglect

and ensuring young people are aafl receive care); §8pardbuilding youth competencies and skills

to become informed, healtlayd productive citizens); andgdyagécreating channels for dialogue and
participation that enable youth to contribute to their own and their commuwid6 de vVveM opment ) .
projects addressed social norm change. It would be diffiadbfescents and youthhave longerm

behavior change @wcial, cultural, and politiealvironments that restritieiraccess tmformation and

services related sexuahealthandHIV .

While itwasdifficult to determine which of the strategiesented wetbe most practical and

i nnovative, Ob-baBed platfarm good catlas mmimationvpmvisiostrategyhat
would appeal to moatolescents and youthe tothe opportunities provided fdremto engage
anonymously with a professiceddlescentand youtHriendlycounselor at any tinbe obtainSRH and
HIV information and servicesing a platform th#tey consider to kee n  tldingdPractical
approache®r reachin@dolescents and youtith HIV andAIDS services were exemplifieddeynand
creation for VMMC in schodls SouthAfrica, the sportdbased HIV prevention intervention offered by
Futbolpara la Vida, the CATS compahof the Zvandiri project, the Program H processes of engaging
young men in changing inequitable and violent norms related to masculinityprajettifeccept
approach of proding mobile VCT in convenient locations in the contgiiuputside schools drat

local social everitsvhereyoung people were likely to be.

Various initiatives were undertaken by the projects examined to increase the adolescent/youth
friendliness of the services provided. At the program design and implementation levelstithese initi
includedengagingdolescents and youthprogram desigand implementation in meaningful ways
increasing accessibility to services, providing free services or instituting affordable fees, establishing
linkages with schools, youth clubs and other-faertilly institutions, and providing alternative ways for
youth to access Hixélated informatig counseling, and other services. At the health facility level,
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initiativesconsisted dfraining staff on provision afiolescentind youtHriendlyservices, maintaining
privacy and confidentiality, and ensuring that peer counselors were available.

The submissions received undersabethck of integrated monitoring and evalu@ti&rc) systems.

The Zvandiri project, for example, stated that in retrospect, it would have been much easier to
demonstrate the impact of the commuéged interventidn improving ART retention and adherence

and adolescent/youth psychosocialbestig if there had been a stronger shared M&E system with

health facilities. The lack of commufatility integrated health information systems made it difficult to
analyzehte impact of the project on biological outcomes such as CD4 count and viral load and behavioral
outcomes such as clinic attendance. Feel the Future also pointed to thMgiBckysfems to track

outcomes of interest among the beneficiary population.

Thelack ofrigorous evaluations of projects serathglescents and youwtiasan issuef concern and
wellnoted bya number oprojects The AdolescenfriendlyVMMC project notedpf examplehat

having control schools/communities in different settirdjsvith different components of the strategy
couldhave helped to assess the impatieoproject. For multifaceted projects, it wasoaiserved that
the effect of each individual component on desired adolescent/youth health cuttclmhmex be
guantifed whichsuggested needor multicomponent evaluation desi@imilarly, it was noted that to
ensure the contextual and cultural appropriateness of the Toolkit and Training Manual, it would have
been necessary to pilot the manual in a variety mfséttsutsaharan African countries over a longer
period of time, and conduct a rigorous evaluation to examine the health impact of the toolkit on
adolescents living with HIVhese factorsonstrained our ability tketermine the best practifes
achieving desired health outcomes ammdolgscents and youth

The limited information provided by the five projects with rigorous evaluation designs revealed that the
had aclear and beneficial impact on HBlated knowledge and attitudes, sexualibehaspecially

among men, HIV testingnd disclosure. The only project that included d@damgmpact assessment

impact, aboutineyears after the initial intervention, was MEMA kwa Vijana. Thedonfpllowup

evaluation study found that SRH kremge improved anbatthis knowledge was retained for many

years. HowevelW) EMA kwa Vijandnad only a limited effect on reported sexual behaviors and no effect
on HIV and HSV2 prevalence at tineyear followup. Although the findings could not be galeed

to otheradolescents and youihwas suggested that youth HIV prevention programs be integrated with
risk-reduction programs that tackbeialnorms as that might be a more successful approach (Etoyle

al., 2010).

This review has several fatiors. There was also a general lack of interest in responding toftine call
best practice proposal¥e believe that this highlights a persistent problem in the field in that the
majority of programs are not well documented and never make it ttipnbhidhe grey or peer
reviewed literature. It was difficult to find sufficient detail of the interventions and oet@missm
references provided hygiverproject orto identify relevant documeritsthe grey literature. In addition,
our synthesidid not entail a systematic and comprehensive assessment of the extent to which the
projects reviewed were adolesaadyouth friendlyFew projects provided costing gdataimportant
omission for end users who may want to consider the evidenc@edsemgcinterventions.

A number of other factors need to be considered when interpreting the findings. Although issues of
replicability, sustainability, and retrospect are addressed in the best practice proposals, it is difficult to
determine whether intervention quality woelddsured when a practice is scaled up and whether a pilot
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project would work in a reabrld setting where the social, religiang political context is likely to
exert a nontrivial influence on program success. Most projects included mghisliunwerenot
rigorously evaluated and assessmentiofahgterm impactvaseven more limitedlthoughit cannot
be assumed that a practice that has not beenexiglirsdffective, ogress towards identifying best
practices foadolescentand youtkriendlyHIV services is contingent on the allocation of adequate
funding for rigorous impact evaluatidar assessments of program efficiencyfarsirengthening of
the methodological expertise of implementing partners and research staff in-SUgpbrid
countries.
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ADDITIONAL CONSIDERATONS

34

Programs should document their activities and outcomes in detail to clarify what is being done
and the expected outcomes.

Most programs need high quality monitoring and impact evaluation of interventimuosaarg
adolescents and youtWhere possible, future evaluations should use randomized-or quasi
experimental designs to strengthemrwence.

More researcis needed on thzest practiceer engagingdolescents and yourthplanning,
implementing and evaluating H¥kévention, care, treatment, and retention services

Studies are needed to identify conditions of effectiveness of programsddajesiognts and
youthand establish for which gra{p.g., males versumtdes) or geographical areas (e.g., rural
areas versus urban areas) a given program works.

Programs need to make substantial investment in providing estimates of program efficiency and
estimates of cosffectiveness. These data were lacking (or notanklie domain) for most
projects included in ttempendium

During scaleip ofadolescentand youtHriendlyinterventions that have been provewadok,
attention must be paid to maintaining intervention quality.

Assessment of the letgym impact oprograms is needed.

Adequate funding must be allocated for rigorous impact evaluation, for assessments of program
efficiency, and for strengthening of the methodological expertise of implementing partners and
research staff in PEPFARpported countries.
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APPENDIX 1.CALL FOR BEST PRACTICES FBROLESCENT
AND YOUTHFRIENDLYHIV SERVICES

MEASURE Evaluation welcomes proposals for inclusioBampendiunof Best Practices for
AdolescentandYouth-FriendlyHIV Services. The goal of this activity is to answer critical questions that
move forward USAI DO6s missi on ebhsedspiagtipesanidlescany ( a)
and youtHriendlyHIV care and services telp atrisk adolescents (8d€819 years) and youth (88

24 years) stay Hilvee, and (b) the provision of comprehensive packages of HIV prevention, care,
treatment, and retention serviceadolescents and yolithing with HIV in order to promotéeir

successful transition to adulthood. Add your voice, knoydedgexpertise in answering these questions:

1 What are the most practical and innovative approaches to pradidé@sgenand youtHriendly
HIV prevention, care, treatmeand retentioservices and supports?

1 What creative, promisirand proven strategies and approaches can we rely on to ensure that
services and supports are clinically effective, culturally appropriate, and achieve desired outcomes
amongadolescents and yo@th

1 What areghe best practices for engagidglescents and yourhplanning, implementipand
evaluating HIMprevention, care, treatment, and retention services?

1 What practical strategies can be utilized to support and sustain adolesckytt/goyahizations
to ensure authentic adolescent/youth voices in HIV prevention, care, treatment, and retention
services?

This environmental scanadolescentind youtkriendlyHIV services focuses on persages (624

years in 22 countries receiving support frordi®8® r esi dent ds Emer gency Pl an
(PEPFAR)These countries include Botswana, Burundi, Cameroon, Cote d'lvoire, Democratic Republic of
the Congo, Dominican Republic, Ethiopia, Haiti, Jamaica, Kenya, Lesotho, Malawi, Mozambique, Namibia,
Nigeria, Rvanda, South Africa, Swaziland, Tanzania, Uganda, Zambia, and Zimbabwe.

Why submit?This is an excellent opportunity for you or your organization to showcase your programs and
share your expertise with colleagues. Sharing your gregcaesses, chafiegand lessons learned with
colleagues, public health specialists, program managers, and policy makers provides an opportunity to
enhance the field of HIV prevention, care, treatment, and retention. Furthermore, submitting your best
practices foadolesent and youtHriendlyHIV services could enable you to provide-fmepeer support

for program and policy replication.

Please send the completed form directly to Anastasia Gage of MEASURE Evaluation/Tulane University at
agage@tulane.edvith a copy tondo@tulane.edifhe form should be sent as a Microsoft Word

attachmet. If you do not receive ammil reply within three business days, pleateténastasia Gage

at 5049883647 oragage@tulane.edll Best Practices submissions must be receivadéd@0, 2015

How are best practicesselected?A Best Practices Review Group composed of USAID, imgieghen

partners, and other experts in the HIV/AIDS field will review submissions and determine if a practice
meets the designated criteria for a best practice or whether it should be classified as a promising practice.
Submitters will beotified about the gatus of their proposal via email on October 1, 2015.

To submit your proposal, please fill out the form b&lmwe form for each submission. If you have any
questions or should encounter difficulty in filling out this form, please agata®tulane.edu
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A. Please mark the topic areas that treslplepemsd youthiendlgest practice fits into (check all that apply)

Best Practices Submission Fornd Part 1

A Access to HIV services (location, hours, fag A Counseling and testifay HIV
environment)
A Sex/HIV education A HIV treatment with antiretroviral drugs
A staff preparedness to semdelescents and A HIV-related opportunistic infection prophylax
youth and treatment
A Condom provision A care and support fadolescents and youth
living withHIV
A Family planning services A Sexual abuse/violence prevention and treatn
A Needle and syringe exchange A Diagnosis and treatmentsafxually transmitted
infections
A Social mobilization A Medical male circumcision
A Substance use (including alcohol) A Drugtreatment including drug substitution
therapy
A Referrals and linkages to services A Antenatal/postnatal/delivery capeévention of
motherto-child transmission (PMTCT)
A Peer education A Mental health services fafolescents and yout
living with HIV
A Prevention, safer sex, ais#reduction A Other (specify)
counseling
A Other (specify) A Other (specify)
A Other (specify) A Other (specify)
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B. Which age groupdadéscents andwerglbeneficiaries of the best practice? (Check all that apply):

A 1M14years old

A 15919years old

A 20524 year®sld

C. Which subgroupédaléscents andwerdtbeneficiaries of the best practice? (Check all that apply)

A Adolescents and youththe general A Pregnanadolescents and youth
population

A Female sex workers A Incarcerateddolescents and youth

A Maleadolescents and youth A Transgendeadolescents and youth

A Men who have sex with men (including mal A In-schooladolescents and youth

sex workers)

A Refugee and displaablescents and youth A out-of-schooladolescestand youth
A Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth
A Adolescents and youtfno inject drugs A Adolescents and youthing with HIV
A Traffickedadolescents and yhut A Other (specify)

D. In which site(s) was the best padoiiesciartd youthiendliflV services implemdtedek all that apply)

Health facility

Community

School

Work place

Outreach

i
i
A
A Worship place
i
i
i

Other (specify)
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Best PracticesSubmission Formo Part 2

Please complete all fields.

Name Name gfroject, policy, law, or strategy

Country Country where the practice is or was carried out

Topic area Which of the topic areas on page 2 apply to this practice? (Include U
Year When did the practice start? When did it finish? When is it expected

Contact Person

Name

Title

Contact information

Mailing address
Phone

Fax

E-mail

Website, etc.

Implementers

Who implemented the practice? Please introducénatitlitiesaribe the
organization that was rd&Prgsedoaot
simply list the information.

If it was a partnership, who were the partners?

Weradolescents andigeoled in the implementation of the practice?
they involved?

Weradolescents andlianghwith HIV/AIDS or their representative gro
involved in the implementation of the practice? How were they invol
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Funding

Who providedftimeling and other resources?

Goals/objectives

What was supposed to change or be accomplished as a result of thg

Background

What historical, medical, social, or other background can help reade
need for the practice, detltércauiich it was carried out?

Design

Describe the methodology used to develop the best practice initiativ
number of tasks that were needed to develop your best practice. Th
helpful if another organizatbwisiewio pursue the same endeavor. Wh
cost and/or budget ramifications? Please include any organizational
involvement required or solicited during the planning stage. What w.
foundation of the practice?

Main atvities

Describe the implementation process. What are the main things the
accomplish its objectives? How is the work organized, and who doe
order in which activities are carried out? Information timat boecpitfe H
and issues is helpful to those interested in duplicating your best pra

Beneficiaries

Which subgroupsiaiescents andwergtbeneficiaries of the practice? |
3 from the listpage. 3

Implementation sites

Inwhich sites was the practice implemented? Include up to 2 from th

Was the practice implemented in urban or rural areas or both?

Outcomes/results

What were the practical outcomes, including the measurable results
example: condom use, HIV testing, abstinence, ART attlatedce, HI\
knowledge, personnel performance improvement, client satisfaction
HIV/STI disclosure, etc.

Ethical soundness

Please describe how the practice follovfesbstahaaddsrofessional con
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Relevance

To what extent did the practice achieve the déalhed wagtmasagnity
the effect size (not just whether it was statistically significant but wh
health significance)?h&exgcomes relevant to HIV/AIDS prevention,
treatment and retention, and if so, to what extent? What were the be
risks/potential for harm?

Reach

To what extent dighthetice achieve the desired outcomes for the inte
Who (or what) were the beneficiaries (or processes) that were affec
eligibladolescents and(goyitocesses) was known to be affected by tf
(Youmagpd cul ate a Or each r atdeléscebtas
youtlfor processes) could ultimately be affected (projected reach)? H
the groupsdblescents and(goytocesses) that were reached compar
utimately affected by the problem? Is there external validity or gene
the ability to achieve health equity? Please explain.

Efficiency

Describe how the practice demonstrated cost and resource effictiess
timestaffingndmateriatge appropriate in relation to the benefits).

Effectiveness/impact

To what extent has the practice been supported by quantitative eval
peer review of practice or pubiit#tiopPactice also hpue g qualitat
research or use mixed riétsoitie?e tHpaty verification of the RLitte?)
evaluation of the practice include comparison or control areas? Plea
methodology used for the evaluation and the results.

Feadiility

What problems or obstacles were encountered in implementing the
the or could they beercome? How does the practice streamline or
procedures? Does implementation of the practice requireyeagdriizadj
in what wawhat resources are absolutely necessary for the practice
field?

Lessons learned

What are the most important lessons that a reader should take from
are the keys to its success?

Retrospect

Discuss anything that might have been done differently if applicable

Best Practices for Adolescent - and Youth -Friendly HIV Services 43



Replicability To what extent has the practice been replicated across similar conte
desired results? When the practice is applied in differenhtahtexts, \
components of the practice must be included without alteration? WH
practice can be changed or adapted for different contexts while still
results? Have the adaptable elements been changed indiifferpractm
still shown to be effective? Please explain.

Sustainability To what extent has the prantizeritained? To what extent has the pra
achiesdrdesired outcomes ovéo e extent was the practice designe
integrateddrexisting programs and/or standard operating practices?
was the practice designed to be incorporated into existing networks
what extent was the practice didiweel2 the laegereffects? What is
practadility of securing ongoing funding/support? Has there been m:
improvement in effects fveveéim@ithout ongoing funding/support?

References/related Include with your submission any documents that will hedghes poactid
documentation (examples are evaluation reports, project documentation, academic
clippings). Any documentation of program assessment and external
most welcome.

When submitting your application, please remdmber

1 Answer all questions as completely as possible

1 Clearly explain what you did, why you did it, what population you targeted, how you measured
success, and what the results of your activities were

1 Please clearly define all acronyms the first timedhewysed
1 Check spelling
1 Attach extra pages if you wish to give more information
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APPENDIX 2. BEST PRACTICES
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Adolescent -Friendly Voluntary Male Medical
Circumcision (VMMC) Project , South Africa

Carl Montague
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Best Practices Submission Fornd Part 1

E. Please mark the topic areas that traelplegeastd youftiendligest practice fits into (check all that apply)

X Access to HIV services (location, hours, fag X Counseling and testing fofV
environment)

A Sex/HIV education A HIV treatment with antiretroviral drugs

X Staff preparedness to seadelescents and A HIV-related opportunistic infection prophylax

youth and treatment

A Condom provision A Care and support fadolescents and youth
living with HIV

A Family planning services A Sexual abuse/violence prevention and treatn

A Needle and syringe exchange X Diagnosis and treatmentsafxually transmitted
infections

X Social mobilization X Medical male circumcision

A Substance use (including alcohol) A Drugtreatment including drug substitution
therapy

X Referrals and linkages to services A Antenatal/postnatal/delivery capeévention of

motherto-child transmissiofPMTCT)

X Peer education A Mental health services fmtolescents and yoult
living with HIV
A Prevention, safer sex, aig#-reduction A Other (specify)
counseling

F. Which age groupdadéscents andwergltbeneficiaries of the best practice? (Check all that apply):

X 10314 years old

X 15319 years old

X 20324 years old

G. Whiclsubgrofg) ohdolescents andweretbeneficiaries of the best practice? (Check all that apply)

A Adolescents and yoluiththe general A Pregnanadolescents and youth
population

A Female sex workers A Incarcerateddolescents and youth

X Maleadolescents and youth A Transgendeadolescents and youth
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Men who have sex with men (including mal
sex workers)

In-schooladolescents and youth

A Refugee and displaablescents and youth Out-of-schooladolescents and youth
A Non-refugee/nordisplaced mobile and Married adolescent girls
migrantadolesents and youtlincluding street
adolescents and youth
A Adolescents and youthno inject drugs Adolescents and youthing with HIV
A Traffickedadolescents and youth Other (specify)
H. In which site(s) was the best padoiiescarid youthiendIiIV services implemdtieeek all that
apply)
X Health facility
X Community
X School
A Worship place
A Work place
X Outreach
A Other (specify)
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Best Practices Submission Fornd Part 2

Name

Name gfroject, policy, law, or strategy

AdolescenFriendly Voluntary Medical Male Circumcision (VMMC)

Country

Country where the practice is or was carried out

South Africa

Topic area

Whiclof the topic areas on page 2 apply to this practice? (Include up t

1. Access to HIV services (location, hours, facility environment)
2. Peer education

3. Counseling and testing for HIV

4. Medical male circumcision

Year

When did the practice start? Wiiemstizi\When is it expected to finish?

June 2010 with community consultatiand continuedntil February 2013

Contact Person

Carl Montague

Chief Operating Officer

Contact information

Dr. Carl Montague, PHD, MBA

Chief Operations Office€APRISA
ManageDST-NRF Centre of Excellence in HIV Prevention
Doris Duke Medical Research Institute (2nd Floor)
University of KwaZuhNatal,

719 Umbilo Road

Durban, South Africa

Tel:+27 (0)31260 4564

Fax:+27 (0)31260 4549

C:+27 (0)71678 4604

Carl.montague@caprisa.org

Professor Quarrdia Abdool Karim

CAPRISA

Doris Duke Medical Research Institute (2nd Floor),
University of KwaZuhNatal

719 Umbilo Road

Durban, South Africa

Tel: +27-310 2604550
Quarraisha.abdoolkarim@caprisa.org

Implementers

Who implemented the practice? Please introduce and describe the in
t hat was r espons rattiteBleaseao notisimgplyl li i
information. If it was a partnership, who were the padfesseni¥enad yo
involved in the implementation of the practice? How were theyl@soeint
and youliving with HIV/AIDS or the@presentative groups involved in th
implementation of the practice? How were they involved?
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The Centre for the AIDBrogranof Research in South Africa (CAPRISA
implemented this practice in partnership with a local M@&MadiZonke.
CAPRISA wasreated in 2001 and formally established in 2002 under
NIH -funded Comprehensive International Program of Research on A
(CIPRA) by five partner institutiotniversity of KwaZuhkiNatal,
University of Cape Town, University of Western Cape, Nanetialte for
Communicable Diseases, and Columbia University in New York. CAF
is a designated UNAIDS Collaborating Centre for HIV Prevention Res
The main goal of CAPRISA is to undertake globally relevant and loca
responsive research that ctmiies to understanding HIV pathogenesis,
preventionand epidemiologgs well as the links between tuberculosis &
AIDS care.

Adolescents and youtfere involved in the implementation of the practi
and some sergi@s peer educators and recruiters.

Funding

Who provided the funding and other resources?

PEPFARthrough theJ.S.Centers for Disease Control and Prevention
(CDC) under the terms of 5U2GPS001350.

Goals/objectives

What was supposed to change or be accomplished as a result of the

The main objective of this practice was to assess the feasibility, acce
and uptake of VMMC services when combined with dergnecreation
strategies in high school students in the Umgungundlovu district.

Background

What historical, mediciall, &v other background can help readers unde
for the practice, or the context in which it was carried out?

KwaZuluNatal in South Africa is at the epicenter of the global HIV
epidemic with an estimated prevalence of 24.7% of the gepelatign in
2011. The rural Umgungundlovu district in KwaRldtal is one of the
three highest HIV disease burden districts in South Africa and is a pri
district for HIV prevention intervention efforts.

Surveillance data in this districtddemorstrated that the risk of HIV
infection among males increases dramatically after adolescence, with
prevalence of-2% and 112% among males of agelP5years and 23
years respectively. Voluntary medical male circumcision (VMMC) has
demonstrated teeduce risk of HIV acquisition through heterosexual va
sex in males by &8%. Therefore, targeting VMMC at young males as
of such a combination prevention program in schools before entry int
highrisk period could represent a directedcasteffective means of
altering current HIV epidemic trend

Design

Describe the methodology used to develop the best practice initiative
number of tasks that were needed to develop your best practice. This
helpful if another organization would wish to pursue the samereridea
and/or budget ramifications? Please include any organizational/instity
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required or solicited during the planning stage. What was the theoreti
practice?

After appropriate scientific ethical approval, camtypnieaders and key
stakeholders were also engagéelpthem to understand the details and
importance of the practice and get their supporcrabtancef the
intended practice. This was followed by engaging all 42 high schools
Vulindlela (a rutaubdistrict of Umgungundlovu). These high schools v
all mixedsex day schools and the number of males per school ranged
91 to 892 with an average per school of 317. Only male students wer
recruited fothe VMMC procedure and a total male pdjpaizof 11,088
was recruited between March 2011 and February 2013.

The target age group was 16 to 20 years, but services were also avai
younger volunteeegges 2to 15 years who had parental consent and to
of school volunteers over 20 yeadds

VMMC information and awarengagsing sessions, centralized HIV
counseling and testing (HCT) service access and VMMC service accg
facilitation, and peer recruitment and decentralized HCT service acce
all done in the schools

In each of the 2 high schools, the principal identified a teacher to serv
the liaison with the VMMC recruiters. The role of this teacher was to
oversight of the VMMC program in the school and to alert CAPRISA ¢
there be any problems. The teachers weeetiely involved in the
recruitment of students for VMMC.

Main activities

Describe the implementation process. What are the main things the p
accomplish its objectives? How is the work organized, and who does
in vhich activities are carried out? Information that concerns the timeli
issues is helpful to those interested in duplicating your best practice.

The practice was implemented in three phases:

Phase I:This involved a severmonth (startingn June 201Gommunity
consultation and engagement waklitional, school, and community
opinion leaders to assess the support and acceptance of the practice
community. After these consultations, consent and collaboration were
attained with the commity and a local NGO in other to initiate the
dissemination of information explaining the evidence that VMMC prev
HIV acquisition and the VMMC procedure. These outreach activities \
done in churches, primdrgalthcarelinics and other small infmal
community groups.

Phase II: This involvd in-school VMMC awareness sessions, centraliz
HCT service accessid VMMC service access facilitation starting from
2011 Four VMMC coordinators were appointed to disseminate inform
on the HIV riskand the preventative benefits of VMMC and local VMM
service points during school assemblies. VMMC information was alsg
incorporated into sexual and reproductive health classes for students
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The local NGO counselors provided HCT services to studentsdatssch
and also arrangeeferrals to the clinic for the surgical procediitie

transport to and from the school provided. In the school, information ¢
HCT services took place on Monday through Thursday and surgical
procedures weperformedn Fridayafternoois and SaturdayNurses i
postsurgical assessments in schools in other to minimize disruption o
schooling.

Phase IlII: This involve peer recruitment and decentralization of HCT
service access startigrch 2012. Students wéuccessfullyndewent the
VMMC procedure were recruited to serve as peer recruiters. Their rol
inform their colleagues about the VMMC surgical procedure and its.b
They were also tasked with schisgahd properlgoordinatingransport to
the CAPRISA VMM¢linic. They were well trained and also receive
incentives within ethical limits.

Also in this phase, HCTaaundertaken at the CAPRISA climig well am
other public sector clinics closest to the schools where there was den
Postsurgical assesstaamere undertaken in schools the following week

In other to make the practice much more adolescent friendly:

T The CAPRISA VMMC clinic, which offered HCT services on
weekdays during school hgergendedts servicet afterschool
hours to avoithavingstudents miss classes.

1 Atthe CAPRISA clinjtiCT services were offered to all male
volunteers, including those who tested HIV negative and posit
Circumcision was not done for thegeotested positiveThey were
rather referred to CAPRISA's AIDS tmeant program. Howevex,
mockcircumcision process warformedor thosetestingpositive
to maintain confidentiality and reduce stigma and discriminatic

9 Also, volunteers were screened for other STIs and if necessar
treated appropriately according standard protocol. VMMC waj
rescheduled for those males who successfully completed STI
treatment.

1 Trained and qualified clinicians performed the circumcision
procedure followed by appropriate postsurgical management

Beneficiaries

Which subgroupsloliescents andwerglbeneficiaries of the practice? Ing
from the listamge. 3

1. Maleadolescents and youth
2. In-schooladolescents and youth

3. Out-of-schooladolescents and youth
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Implementation sites

In which sites was the practicaediplasiade up to 2 from the list on pag
1. Health facility
2. School

Was the practice implemented in urban or rural areas or both?

It was implemented in rural areas.

Outcomes/results

What were the practical outcomes, including the metsmhldicesURs K
example: condom use, HIV testing, abstinence, ART adlaszhkrpl&t
personnel performance improvement, client satisfaction, services utili
disclosure, etc.

There was high acceptability of the VMMC prograarah
Umgungundlovu. Although no baseline dataavailable for adolescent
uptake of VMMC services in this setting prior to this pilot;fal&.#hcrease
in VMMC uptake was observed followingdttmanecreatiorstrategids
from an average of 58 prooegs/month among instant and early adopte
to a peak of 308 procedures/month on initiation of phase three of the
demanetreatiorstrategy in March 2012.

Ethical soundness

Please describe how the practice followed standards of socthl@nd pr

VMMC is part of routine service provision in South Afitd
implementation is in accordance with WHO guidelines. Ethical review,
soughtby the projecand granted by the Biomedical Research Ethics
Committee of the University of KwaZiNatal for chart review of clients
usingthe VMMC services.

The implementers did not just impose this practice on the community
ratherconsuledand engagehem to obtaintheir consent, suppoénd
collaboration. These consultations were cfiiicaleating an effective
enabling environment for the recruitment of adolescents for VMMC se
Themockcircumcision process for the Hpésitive males was considere
ethically necessary to prevent social harm to males through unintenti
disclosure aheir HIV status on the day of the VMMC clinic visit.

Relevance

To what extent did the practice achieve the dasihed wastmeasagnitud
the effect size (not just whether it was statistically significant but whet
healtkignificance)? Were the outcomes relevant to HIV/AIDS prevent
treatment and retention, and if so, to what extent? What were the ben
risks/potential for harm?

Although no baseline datareavailable for adolescent uptake of VMMC
servges in this setting prior toethilot, an impressive 5:#ld increase in
VMMC uptake was observed followdegnanecreatiorstrategies, from an
average of 58 procedures/month among instant and early adopters, t
of 308 procedures/month on init@ti of phase three of tlkdemand
creatiorstrategy. This means that this practice was widely acceptable
community and will therefore have the public health benefit of reducin
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risk of HIV acquisition through heterosexual vaginal sex in makes in t
community. Also, because this program indslveme level of screening
before the circumcision, it me#ratadolescents whwereHIV - and or
SThpositive and in the asymptomatic phageidentified early enough to
initiate treatment to reduce thekrof further spread of the disease.

Reach

To what extent did the practice achieve the desired outcomes for the
Who (or what) were the beneficiaries (or processes) that were affecte
eligibladolescents and(gomitocesses) was known to be affected by the
may <calcul ate a o0r eac hadolestestdandye
(or processes) could ultimately be affected (projected reach)? How re
groups adiolesnts and ydathprocesses) that were reached compared t
affected by the problem? Is there external validity or generalizability?
achieve health equity? Please explain.

Calculating the coverage of this progreowed challenging. From the
number of male students and the VMMC participants from each scho
estimated 4fgercentoverage wdkehighest leveattainedHigh schools in
low male circumcision, high Hiék settings provide a convenient venus
reaching large numbers of young males who would benefit most from
VMMC services, which over time could become normative. Since
recruitment was done from all 42 high schools in the comraahag|
going adolescents in the community were well represahtedample of
participants. However, further work will be required to reach more vul
adolescent populations who have dropped out of schools.

Efficiency

Describe how the practice demonstrated cost and resource sfficheaiey
time, staffirgndmnateriatge appropriate in relation to the benefits).

Working closely with community members who understand the benef
the progranenabled the project teegotiate and collaborate with existing
local NGOs, community health centarsl targeted high schools with ea
without the need of reinventing the wheel. @iddbled the project tse
resources already available in the community to achieve gogjsahiso,
incorporating informationndMMC intothe school lifeskillscurriaulum
serve as a resouragfficient approach that is cost effective and more lik
to be successful and sustainable in the comniRedthing young males
with VMMC as part of a combination prevention program in schools b
entry into the highisk peiod could represent a direct and-eff&ctive
means of altering current HIV epidemic tsend

Effectiveness/impact

To what extent has the practice been supported by quantitative evalu
peer review of practice or publicatipnécbee tiso have support from qu
research or use mixed methods? Wamatheretiicdtion of the results? [
evaluation of the practice include comparison or control areas? Pleas
methodology used for the evaltiatioaslts.

Findings ofinincrease in VMMC rates among adolescent males in a I¢
VMMC region following community awareness, sensitjzattn
involvement have also been demonstrated by the Department of Hea
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survey in Tanzani@ihere were noontrol areas in the evaluation of this
practice

Feasibility

What problems or obstacles were encountered in implementing the p
they or could they beercome? How does the practice streamline or a
procedures? Dgésnrantation of the practice require organizaicifes @he
what way¥hat resources are absolutely necessary for the practice to

The scheduling of clinic operatitmeat took into accoursichool timetables
wasmainlyreponsiblgor the progrard success. Howevénere were
marked reductions in VMMC demand during examination periods anc
holidayswhichtherefore posed some challenges with respect to optim
of service provision, predominamtlyerms otlinic staffing.

The marked VMMC coverage variation observed between schools ne
further evaluation to understand the causes of such variation, as well
determine maximal VMMC coverage leVéisse stepsill be important in
determining théeasibilityof widescale implementation of a scHoated
VMMC program. More work will also be required to improve lgtiage
care, and to reach more vulnerable adolescent populatiaswbicbe
reached through trelucational settings.

Lessons learned

What arthe most important lessons that a reader should take from this
are the keys to its success?

Community involvement and consultations are critical in creating an €
enabling environment for the recruitment of adolescents for VMM¢&se
This is a major contributor to the acceptability and success of the pra

Monitoring, review, and adaption also led to the success of the VMM(
demanetreatiorstrategies in schools, with the launch of both the short
school awareness sessionstla@ peer recruitment system dramatically
increasing service uptake.

Retrospect

Discuss anything that might have been done differently if applicable.

Since the various comporsritthedemanetreatiorstrategy were design
to be complementary, it is not possible to quantify the effect of each
individual component on VMMC uptake. External factors that are not
this program may have influeshttee uptake of this practice. Therefore,
having contrbschools in different settings and with the different
components of the strategy will help to evaluate/assess the impact of
different component and other possible influential factors.

Replicability

To what extent has the practice been repboaitn aordgexts and achieve
desired results? When the practice is applied in different contexts, wh
of the practice must be included without alteration? What elements of
changed or adapted for diffenetstwehile still achieving the desired resul
adaptable elements been changed in different contexts and the pract
effective? Please explain.
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This practice has mainlyebémplemented in high schools in particular
communiteswith low circumcision ragand high risk of acquiring HIV.
Thereforemore work will be required to improve linkage to care and r¢
more vulnerable adolescent populations who have droppedchuaalf
Community involvement and participationeasential components that
should be maintained.

Sustainability

To what extent has the peantn@eritained? To what extent has the pralct
desired outcomes ovEo timha®? extent was the practice designed to be i
existing @yrams and/or standard operating practices? To what extent
designed to be incorporated into existing networks and partnerships?
the practice contikivieatavere the ldrgareffects? What is the practicabi
sawring ongoing funding/support? Has there been maintenance of/or i
effects overtimeen without ongoing funding/support?

VMMC is already part tferoutinehealthservice in South Africa and its
implementation is in accordance Witbrld Hedth Organization guidelines
The VMMCdemanetreatiorstrategies in schools fit weltheexisting
healthsysteowhi ch makes it more | i kel
Ministry ofHealth Also, since VMM a oneoff surgical procedure,
service vision could be easily integrated into regular school visits to
maintain high coverage ratesd@RtMC informatiornintegrated into
comprehensive schduhsed sexual reproductive health services. ldcre
coverage in VMMC would tinefuture reduce HIV acugition for
adolescesthrough heterosexual vaginal intercourse.

References/related
documentation

Include with your submission any documents that will help us to unde
(examples are evaluation reports, project documeantitien, acadarsjap
clippings). Any documentation of program assessment and external €
most welcome.

George, G. I, Strauss, M., Chirawu, P., Rhodes, B., Frohlich, J., Mon
C., & Govender, K. (2014). Barriers and facilitators to the uptake
voluntary medical male circumcision (VMMC) among adolescent
in KwaZuluNatal, South Afric&frican Jaual of AIDS Reseatéh
17987.

Montague, CNgcobo, N.Mahlase, GErohlich, J.PRillay, C.YendeZuma,
N..6 Kar i m, Q.Implamentéti@ntofladojescdriendly
voluntary medical male circumcision using a school based recruif
program inural KwaZuldNatal, South Afric®LoS ONE9, e96468.
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Futbol parala Vida (Deportes parala Vida) , Dominican
Republic

Jon Erickson

Best Practices Submissiofrorm o Part 1

A. Please mahlettopic areas that the padplesedand youthiendligest practice fits into (check all that apply)

A Access to HIV services (location, hours, fag A Counseling and testing for HIV
environment)

X Sex/HIV education A HIV treatment with antiretroviral drugs
A Staff prepaness to senaglolescents and | A HIV-related opportunistic infection prophylax
youth and treatment
A Condom provision A Care and support fadolescents and youth
living with HIV
A Family planning services A Sexual abuse/violence prevention and treatn

A Needle and syringe exchange A Diagnosis and treatmentsaixually transmitted
infections

A Social mobilization A Medical male circumcision

A Substance use (including alcohol) A Drug treatment including dregbstitution
therapy

A Referrals and linkages to services A Antenatal/postnatal/delivery capeévention of
motherto-child transmission (PMTCT)

X Peer education A Mental health services faolescents and yout
living with HIV

X Prevention, safer sex, and-riskluction X Other (specify)

counseling
A Other (specify) A Other (specify)

B. Which age groupdadéscents andwerglbeneficiaries of the best practice? (Check all that apply):
X 10814 years old
X 15319 years old
X 2024 years old
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C. Whichsubgrof{g) oadolescents andwerdtbeneficiaries of the best practice? (Check all that apply)

A Adolescents and yoliththe general A Pregnanadolescents and youth
population
A Female sex workers A Incarcerateddolescents and youth
A Maleadolescents and youth A Transgendeadolescents and youth
A Men who have sex with men (including mal| X In-schooladolescents and youth
sex workers)
A Refugee and displacatblescents and youth| X Out-of-schooladolescents and youth
X Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth
A Adolescents and youtlno inject drugs A Adolescents and youthing with HIV
A Traffickedadolescents and youth X Other (Orphans and vulnerable children)

D. In which site(s) was the best padoiiesctartd youtfhiendlflV services implente@ieeick all that apply)

Health facility

Community

School

Worship place

Work place

Outreach

Other FuatbolPara la Vidaamps)

X | 3> B> i | X |
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Best PracticesSubmission Formo Part 2

Name Name gfroject, policy, law, or strategy
FatbolPara la VidéDeportes para la Vidajogram
Country Country where the practice is or was carried out
Dominican Republic (DR)
Topic area Which of the topic areas oaagad®this practice? (Include up to 4.)
1. Sex/HIV education
2. Peer education
3. Prevention, safer sex, aigtreduction counseling
4. Communication on HIV/AIDS
Year When did the practice start? When did it finish? When is it expected to finish?
2002
ContactPerson | NameZ.A. Kaufman
Contact Yanlico Munesi Dusdal
information Dream Projeadd Deportes para la Vida

Plaza Novus Mare, Local 11
Segundo Piso, Carretera Cabarete
Entrada de La Callejon de la Loma
Cabarete, FRuto Plata

Republica Dominicana
yanlico21@gmail.com

Dr. Jon Erickson
George D. Aiken Center
University of Vermont
Burlington, VT 05405
jon.erickson@uvm.edu

The Dream Project: Dominican Address:
Plaza Novus Mare, Local 11

Segundo Pis@arretera Cabarete
Entrada de La Callejon de la Loma
Cabarete, Puerto Plata
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Republica Dominicana
Tel: +1 (809) 570497
info@dominicandream.org

The Dream Project:.8 Address
916 Williams Rd, Unit 2
Colchester, VT 05446

Tel: +1 (607) 216697

Fax: +1 (815) 550727

Implementers

Who implemented the practice? Please introduce and describe the institution
responsi bl e f or OPleageldenoteimtiidimfgrmdtione o

If it was a partnership, who were the partners?
Wereadolescents andigeolted in the implementation of the practice? How wer

Wereadolescents andliinghwith HIV/AIDS or their representative groujpsthevol
implementation of the practice? How were they involved?

Fatbolpara la Vida (FPV) is now referred to as Deportes para la Vidd $peng
for Life), andis a core part of the youth leadership program of

the Drug Resourc&nhancemerdgainsAlDS andMalnutrition(DREAM) Project
based in Cabarete, Dominican Republic. It originally started at Batey Libertad
partnership with the University of Vermont and Grassroot Soccer. Over the ye
DPV has grown into a nationwide program. DPV is an HIV/AIDS prevention
educationrad youth leadership program in the Dominican Republic that usgs s
gamebased activities, and peer mentoring to engage youth in the creation ang
of healthy life choices through bilingual Spanish/Haitian Kreyol camps and co

Adolescentand youttwere involved in the implementation of the practice by ug
soccer players as the role models in their communities to deliver the FPV
interventionsi-PVtargeted atisk youth populations in Haitian migrant communi
where a lack of investmémhealthcarand education has contributed to some of
highest rates of HIV infection in the Caribbean and Latin America.

DPV partners are mainly local communities, DomiNiGaDs, international NGQs
and universities. DPV is a member of the infern@tGrassroot Soccer network a
provides bilingual Spanish/Haitian Kreyol camps and courses;-ttréamers
workshops for commun#tyased peer educators, local NGO staff, and public sc
and health programs; and support for youth camps, smooambents, and other
outreach opportunities.
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Funding

Who provided the funding and other resources?

Kaminsky Family Fund through Dartmouth College's Dean of Faculty as well
John Sloan Dickey Center for International Understanding. It was pdsteslpy
the Fundacion de Libertad, the Lintilhac Foundation, and the William Jewett T
Foundation.

DPV, which has grown into a nationwide program, has support from Peace C
funding from PEPFAR.

Goals/objectives

What was supposed to charageomplished as a result of the practice?

The program aims to i mprove qgraedotthet
to believe and realize that they can protect themselves from contracting HIV,
create an enabling and friendly environment in which they feel comfortable di
sexual and reproductive health issues among peers and with communitglsle

The study therefore evaluhtiee shortterm outcomes of FPV interventions to
determine whether they significantly influenced what adolescent/youth knew,
and communicated about HIV and whether any observed effects were sustair
severbmonths offollow-up.

Background

What historical, medical, social, or other background can help readers underg
practice, or the context in which it was carried out?

The significantly higher HIV prevalence among Haitian migranpsivede
communities that lack investmertié@althcarand education ithe DR compared to
the national average (3.2%arteydsur times the national average of 0.8%, and
roughly 1.%imes the Haitian national average of 2CBSDEM, 2007a; UNAIDS,
20@) with the difference more pronounced (5.2% ¥%) 28 0ng mothemye19
25 years (Romdtouerietet al., 2009).

Also, the low HIVrelated knowledge and attitudes, and common stigma and b
myths among the Haitian migrant population iDReuggest that Hgrevention
knowledge iolv (Lopez Severino & De Moya, 2007; Martinez, 2005). Risky be
is also of concern in these communities.

While this underscores the need to reach adolescents in these communities v
effective prevention programs, there were no published sttitkesnaé to assess
the outcomes of HI\prevention interventions serving this population.

Design

Describe thethodology used to develop the best practice initiative. There may
tasks that were needed to develop your best practice. This information would
organization would wish to pursue the same endeavor. &vidébmmrégee cost
ramifications? Please include any organizational/institutional involvement req
the planning stage. What was the theoretical foundation of the practice?
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Participants were invited to participate in adiyeFPV camNinety-nine chose to
participate (thitervention group), 41 chose not to participatesgtiteol group),
and 24 were log follow-up.

DPV is a member of the international Grassroot Soccer network and provides
bilingual Spanish/Haitian Kreyol camps @ndsedyrainingof-trainers workshops
for communitybased peer educators, local NGO staff, and public school and H
programs; and support for youth camps, soccer tournaments, and other outre
opportunities. DPV partners were mainly local comesyriiominicaNGOs, and
international NGOs and universities.

Main activities

Describe the implementation process. What are the main things the practice (
objectives? How is the work organized, and who does what? dhediaiiesde|
carried out? Information that concerns the timeline, pitfalls, and issues is help
duplicating your best practice.

The partners trained lotategoccer playdisrole models in their communifie®
deliver FP\Mnterventions in community centers and in FPV cars
interventiongonsistdof 10 hours of instruction, typically administered over the
course of five days. Each agtikied an interactive component and a discussion
component.

Beneficiaries

Which subgroupsiolescents andwerdlbeneficiaries of the practice? Include up
list on page

1. Non-refugee/nordisplaced mobile and migradblescents and youth
including streeddolescents and youth

2. In- and outof-schooladolesces and youth

3. Orphans and vulnerable children

Implementation
sites

In which sites was the practice implemented? Include up to 2 from the list on

1. Community
2. FPV camps

Was the practice implemented in urban or rural areas or both?

The practice wasiplemented in both urban and rural areas.

Outcomes/

results

What were the practical outcomes, including the measurable results of the pr
condom use, HIV testing, abstinence, ART adhetatertkhtdwledge, personnel
performairog@rovement, client satisfaction, services utilization, HIV/STI disclos

The outcomes were Hikélated knowledge, attitugmsd communication among tf
targeted adolescent/youth. The program sought to determine whether FPV
interventions significantly influenced what young people knew, thought, and
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communicated about HIV and whether any observed effects were sustained ¢
seveal months.

Ethical
soundness

Please describe how the practice followed standards of social and profession

The practice was implemented according to the values &EAdproject, which
include acting and treating all participants with respect, responsibility, honesty
authenticity (integrity) and equity.

Relevance

To what extent did the practice achieve the déalhed waktmeasagnitude of the
siz€not just whether it was statistically significant but whether it had public he
Were the outcomes relevant to HIV/AIDS prevention, camel, reéattantand if sg
what extent? What were the benefits versus fisksépotential

The results of this practice sugeptbtat this sportbased intervention could play @
valuable role in HIN9revention efforts in the Caribbean, particularly those targe
early adolescentst. postintervention, significant differences vedrgerved betweer
groups in HIVrelated knowledge, reported attitudes, and reported communica|
These differences remained significant anfionth followup.

Reach

To what extent did the practice achieve the desired outcomes fon@éhimt@mndec
what) were the beneficiaries (or processes) that were affected? Wi |psmets
andyouthor processes) was known to be
based on available data). Hadasognts and outtrocesses) could ultimately b
(projected reach)? How representative weagldtesgemipsuod (popitocesses) that
reached compared to those ultimately affected by the problem? Ig there exter
generalizability? Is there the ability to achieve health equity? Please explain.

There was significantly greater increase in knowledge of the sexual transmiss
AIDS, knowledge of condoms as a prevention method, communication; and s
efficacy to amd AIDS in the intervention than in the control group imbstvention
and afour-month followup, after adjusting for age, sex, community, descent, &
baseline responses. The small sample size, higtidbs®/ tgp, and shotterm
scope had a majeffect onthe generalizability of this practice.

Efficiency

Describe how the practice demonstrated cost and resource sffichedimye(i &affix
andmateriage appropriate in relation to the benefits).

This practice is thought be resourceful as the development and appliction
practice involves using soccer as a platform to develop youthreznibzing
community asse@ndtrainingcommunity/local role models as FPV peer educat
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Effectiveness/im
pact

To whakeent has the practice been supported by quantitative evaluations or g
of practice or publication? Did the practice also have support from qualitative
methods? Was therpahiydverification of the @gltte® evaluation of the practice
comparison or control areas? Please describe the methodology used for the

A guasiexperimental study was done in which structuretbffaee interviews wer
conducted at baseline wi4 adolescenagesl 0520 years in fourateyasd two
Haitian barrios in the north coast province of Puerto Pigeziews were
conducted prior to, immediately following, and four months after the intervent
program. While the evaluation inclualedntervention group and a control group
the study did nahclude measures of reported sexual risk behavior or biologic:
endpoints. The instrument used was calibrated through pilot testing with 45y
(nonstudy participants) in two of the commusiifiiis practice has also been
supported by similar studies with peer review i8ali@ran Africa with significant
effects on HlVrelated knowledge.

Feasibility

What problems or obstacles were encountered in implementing the piiactice &
could theyimvercome? How does the practice streamline or add to existing p
implementation of the practice require organizatibifaiogveimaewvay? What reso
are absolutely necessary for the practice tceld?used in the fi

The main problems encountered in implementing this praet&ienited funds and
loss tofollow-up. Further evaluation of spottased interventions should include
indicators assessing behavioral and biological outcomesgelondalfowup, a

larger sample, randomization of study participants, and strenuous efforts to
lossto follow-up. All of these will require adequate funding.

Lessons learned

What are the most important lessons that a reader should take from this prac
to its success?

The most important lesson learned is that the potential success-tisgortd|V
prevention in improving knowledge and attitudes isyndai@ to the involvement o
the local people, their respected modetipcal and governmental organizations
the community rather than bringing in fordigeed policies or activities.

Retrospect

Discuss anything that might havedierediné applicable.

Since the evaluation of the intervention regid@dt participants did not retain
knowledge of partner reduction/faithfulness as a prevention method as comp
knowledge of condoms, improvensame needeith FPV. FPVactivties in the
curriculum should be modified or supplemented to increase emphasis on par
reduction/faithfulness as a prevention method without detracting from educat
about abstinence and condoms.

Replicability

To what extent has the practiceehsshaeqss similar contexts and achieved the
When the practice is applied in different contexts, what essential components
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included without alteration? What elements of the practice can be diféergat of
contexts while still achieving the desired results? Have the adaptable elemen
contexts and the practice still shown to be effective? Please explain.

This practice has been replicated across similar settings (liesibenicgettings in
subSaharan Africa.g, Kenya TanzanisgndZimbabwe with similar results.
Activities in the FPV curriculum should be modified or supplemented to incree
emphasis on partner reduction/faithfulness as a prevention nidsiood
elements/indicators asses$irbavioralgexual risk behavioes)d biological
outcomes are needed to be included in this practice as measures of the
effectiveness/impact of this practice.

Sustainability

To what extent has the pramtia@rtained? To what extent has the pradesradhit
outcomes over TimeMPat extent was the practice designed to be integrated intg
and/or standard operating practices? To what extent was the practice wekigiu
existing networks and partnerships? To what extent was the practice continug
longdgerm effects? What is the practicability of securing ongoing funding/supp
maintenamdeffects overftieen without onfisiding/support?

In terms of sustainabilityis practice has developed programs that can be sucg
implemented and replicated in other communities across the country, leaving
the necessary tools for future generations to continue their development.

DPV currently hosts two facilitatoainings and one National Conference each y
for youth leaders and Peace Corps volunteers from across the Dominican Re
This has created over 200 facilitatdrshave been trained since 2010, and over
1,400 studentghohave receivkthe curriclum each yeaiThis nationwide network
of facilitators enables the program to grow into many areas, where health and
decisioAmaking education is much needed. This has made DPV grow into a
nationwide program with support from Peace Corps and furaim@EPFAR.

References/
related
documentation

Include with your submission any documents that will help us to understand tt
evaluation reports, project documentation, academic articles, or newspaper c
documentatioprogram assessment and external evaluation would be most we

CESDEM (2007a). Prevalencia de VIH en labRep Dominicana, ENDESA
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epidemic. Geneva: UNAIDS.

66

Best Practices for Adolescent - and Youth -Friendly HIV Services



Mema kwa Vijana, United Republic of Tanzania

David Ross
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Best Practices Submission Fornd Part 1

A. Please mark the topic areas that treelplegemed youthendlipest practice fits into (check all that apply)

A Access to HIV services (location, hours, fag A Counseling and testing for HIV
environment)

X Sex/HIV education A HIV treatment with antiretroviral drugs

A staff preparedness to seadelescents and A HIV-related opportunistic infection prophylax

youth and treatment
X Condom provision A care and support fadolescents and youth
living with HIV
Family planning services A Sexual abuse/violence prevention and treatn
A Needle and syringe exchange A Diagnosis and treatmentsafxually transmitted
infections
A Social mobilization A Medical male circumcision
Substance use (including alcohol) A Drug treatment including drug substitution
therapy
A Referrals and linkages to services A Antenatal/postnatal/delivery capeéventiorof

motherto-child transmission (PMTCT)

X Peer education A Mental health services fdolescents and yoult
living with HIV
X Prevention, safer sex, aig#reduction X Other (Training and supervisidrhealth
counseling wor ker s t o -fprrioevni ddley 6o

health services)

B. Which age groupdadéscents andwergltbeneficiaries of the best practice? (Check all that apply):
X 101410514 yearsld

X 15319 years old

X 20524 yearsld

C. Whiclsubgrofg) ohdolescents andweretbeneficiaries of the best practice? (Check all that apply)

X Adolescents and yoliththe general A Pregnanadolescents and youth
population
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A Female sex workers A Incarcerateddolescents and youth
A Maleadolescents aryduth A Transgendeadolescents and youth
A Men who have sex with men (including mal| X In-schooladolescents and youth
sex workers)
A Refugee and displagablescents and youth| A Out-of-schooladolescents and youth
A Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth
A Adolescents and youtto inject drugs A Adolescents and youthing with HIV
A Traffickedadolescents and youth A Other (pecify)

D. In which site(s) was the best padoiiesciartd youthiendlif IV services implenie@ieeick all that apply)
X Health Facility

Community

School

Worship place

Work place

Outreach

> >y > Py X| X

Other (specify)
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Best PracticesSubmission Formd Part 2

Name MEMA kwa Vijand 6 Good t hings for young
Country Tanzania, Mwanza Region
Topic area Which of the topic areas on page 2 apply to this practice? (Include up
Sex/HIV education
Condom provision
Peer education
Ot her (Training and supervi-sion
friendlyod sexual health service
Year When did the practice start? When did it finish? When is it expected t

1999 to 2002

Contact Person

David A. Ross, Angela I. N. Obdsinny Renju, Aoife Doyle, and Richar
Hayes, Fern Terfigresholt

Contact information

David Ross

World Health Organization

Department of Maternal, Newborn, Child and Adolescent Health
Avenue Appia 20

1211 Geneva 27

Switzerland

dross.rbridge@googlemail.com

Angela Obasi
angela.obasi@lstmed.ac.uk

Dr. Rita Noronha

Acting Country Representative
AMREF/Tanzania

1019 Ali Hassan Mwinyi Road
P.O. Box 2773 Upanga

Dar es Salaam

Tanzania

Tel: +255 22 211 6610
Fax:+255 22 211 5823

Dr. Serafina Mkuwa

ProgramManager for Health Research
AMREF/Tanzania

1019 Ali Hassan Mwinyi Road

P.O. Box 2773 Upanga

Dar es Salaam

Tanzania

Tel: +255 22 211 6610

Fax:+255 22 21 5823
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Dr. Jenny Renju (PhD)

Department of Epidemiology and Biostatistics

Kilimanjaro Christian MedidahiversityCollege (KCMCUCo0)
Moshi

Tanzania

Tel: +255789734603

Email:;jenny _komrower@yahoo.co.uk

Skype: jenny.renju

Implementers

Who implemented the practice? Please introduce and describe the in
t hat was responsi blokleaseda notisimpy list th
information.

If it was a partnership, who were the partners?
Weradolescents andigeolied in the implementation of the practice? K
involved?

Weradolescents andliinghwith HIV/AIDS or their representative grou
involved in the implementation of the practice? How were they involve

The practice was implemented by African Medical and Research Fou
(AMREF) in Mwanza, Tanzania, in collaboration with theaiiem

National Institute for Medical Research (NIMR), the Ministries of Educ
and Culture and of Health of the Government of Tanzania, and the L¢
School of Hygiene and Tropical Medicine.

AMREFHealth Africa was officially founded in 1957 to efefivobile
health services and to provide mission hospitals with surgical support
medical radio network wasveloped to coordinate the sergite provide
communication. AMREF Heal®&M7)AfTr
focuses on finding ways to limalth services to the people that need th
by focusing more on people and less on difetslEsingresponses to
specific community needs.

Adolescents were involved in the implementation of the sexual health
education component of the practice thrautdacheled, peeassisted
program of lessons on sexual health delivered in thedagears of
primary school (standard’h

Funding

Who provided the funding and other resources?

The practice was supported by grants from the EurGosamission, the
UK Department for International Development, and Irish Aid, with

additional funding support from the Medical Research Council of Gred
Britain and UNAIDS.

Goals/objectives

What was supposed to change or be accomplishepraste@sult of the
The objectives of MEMA kwa Vijana were to:

a. Delay sexual debut among youth

b. Reduce the number of sexual partners among those w
were sexually active

C. Promote the correct and consistent use of condoms ar
those who are sexually active

d. Increasehte uptake of STI and family planning services
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Background

What historical, medical, social, or other background can help reader
for the practice, or the context in which it was carried out?

SubSaharan Africa has the highest HIV peexea in the world, with an
estimated 27 milliggeopldiving with HIV/AIDS in 2003. Around half of
new infections in 2003 were among young peopl&sag4 years. Althoug
HIV prevalence amongdBtyearolds tends to be low even in countries
with hyperendemic scenarios, as adoledmnume sexually active
especially girls, they are at high risk of acquiring HIV and other STIs.
prevalencamong young girls/young wonrises to 2@ercenbr more by
age 20 in some settings.

If HIV reductiontargets are to be achieved, effective interventions will
to be implemented on a wide scale in countries where young people i
risk. There is clearly a need for specially designed interventions to im
the sexual health of adolescents, andipothhem establish behavioral

patterns that will reduce their risk of STls, ,l A unwanted pregnancies
Unfortunately, little is known about what interventions are effective, a
policymakers have little rigorous evidence of how best to invest didea
resources for AIDS control. The MEMA kwa Vijana project was carrie
in rural Tanzania to meet this information need. The aim was to deve
innovative adolescent sexual health intervention and to evaluate its in
and coseffectiveness thrgh a community randomized trial.

The practice was carried out in rural areas of Mwanza Region for sev
reasons. Firghere wasa wealth of background information on the
epidemiology and control of HIV and other Sitlthis regionSecond, the
commurity-randomized design was easier to implement in a large rura
in which distinct, wefleparated communities could be selected and
randomized. Third, oumigration and consequent loss to follpawvere
expected to be less of a problem in rural tHemwareas. Finally, apart fr¢
a pilot project in the district capitals and a-swalk church project, there
were no other initiatives specifically targeting adolescent sexual healt
districtsin the regionThe full effect of the intervention cothérefore be
assessed (Hayesal., 2004).

Design

Describe the methodology used to develop the best practice initiative
number of tasks that were needed to develop your best practice. This
helpful if anothearozgtion would wish to pursue the same endeavor. W
and/or budget ramifications? Please include any organizational/instity
required or solicited during the planning stage. What was the theoreti
practie?

The intervention was basedsoniallearningheory. The design and
development of the intervention was coordinated by a small team wol
within AMREF, in collaboration with officials from the Ministry of
Education and Cultyréhe Ministry oHealth (MoH)and the London
School of Hygiene and Tropical Medicine. The intervention was deve
four phases:
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Phase 1: From 1996 to 1998, a framework for the intervention was de
using best practice reviews and recommendations and data from
epidemiological and intervention studies in Mwanza Region and othe
of Africa.

Phase 2: From March to December 1997, as part of af\Wid€d situation
analysis, interviews were conducted with senior officials from all the r
governmentninigries; with the program directorgioé United Nations
Chi | dr e WNdCEF),RaoitaddNations Population FundNFPA),
Chama Cha Uzazi na Malezi BofanzanigUMATI) (the leading family
planning organizatior@ndPopulation Services Internatiofisl) (the lead
condom social marketing organization in Tanzania); and with senior S
scientists at the Muhimbili University Centre for Health Sciences. Tea
visited six schools in Mwanza town and at least two rural schools and
health unitsn each of the four trial districts, and interviewed head teac
curriculum development teachers, teacher guardians, pupils, lead heg
workers, and staff in charge of family planning services. The interview
to ascertain existing levelsnatonal and local priorities for, and obstaclg
to the provision of health and education services for. yichdl were also
intendedo ensure the appropriateness of the intervention with respec
existing needs, capagiyd policy.

Phase 3: A schoalirriculum was developed incorporating modified
exercises from various programauding the WHOWnNited Nations
Educational, Scientific and Cultural OrganizétiblESCO guides (WHO
& UNESCO, 199¢ WHO & UNESCO, 199% WHO & UNESCO,
1994), the UK $HARE program (Wight & Abraham, 2QCGhdexperience
from visits to other prograin East and Southern Afrig@basi, 1996;
Kinsmanet al., 1999; Shyey al., 1999 outhfriendly services and
condom promotion interventions were developed in partnesighipS|
Pilot testing of different components of the intervention took place frof
1998/1999 (Chimat al., 1999; Cleophkessch et al., 2000a; Obasi, 2001

Phase 4: The intervention was further modified over the subsequent t
year impaatvaluatin periocbased omontinued process evaluatiorhaf
implementation of thiaterventiorconductedy intervention staff, the
MEMA kwa Vijana qualitative research program (HALIRA), and exterr
evaluatorgeg.,Guyon et al., 2000; Obast al., 2000; Lugoe, 2001,
Cleophas-risch et al., 2002).

Main activities

Describe the implementation process. What are the main things the p
accomplish its objectives? How is the work organized, and who does
inwhich activities are carried out? Information that concerns the timel
issues is helpful to those interested in duplicating your best practice.

The program had four main components:
- Sexuahealth education
- Youthfriendlyhealth services
- Communitybased condom promotion and distribution by youth
- Community activities
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Sexual Health Education

This component was a participatory, tedeldepeenssisted, iachool
program, comprising an average of 1if0te sessions per year, held in
normal school hours in year® of primary school. The program built ¢
the experience of adolescent reproductive health projects in Tanzanid
to include all 10 characteristics previously identified as associated wit
effective programs.

Youth-Friendly Health Services

In all 20 trial communities (both intervention and comparstafi)of all
health units were trained in syndromic management of STls, and the
ensured a regular supply of STI drugs and other supplies. In,addten
10 ntervention communities only, health workers were trained for one
on the provision of youtfriendly sexual and reproductive health service
andtheywere supervised quarterly. The main emphasis was on adopt
welcoming and nonjudgmental attittoveard young people, and ensurin
privacy and confidentiality. Health workers visited the local primary sg
to introduce the services availabteeriodic visits were arranged from {
schools to the clinics to familiarize students witlatilgies.

Condom Promotion and Distribution
Young men and women, elected by youth in each community, were tf
promote and supply condoms to adolescents and young people at an
affordable price (US$0.08 for a packet of 3 condoms) using a social
maiketing approach.

Community Activities

An advisory committee was established in each community, and mee
were held with parents, religious leaders, local government aytratitie
womends groups to inform them a
were held annually, during which there were special activitie® lsskel
health Health units held special open days for yatiich included
condom demonstrations (Ohagial., 206, Hayeset al., 208).

Beneficiaries

Which subgroupsiaiescents andwergtbeneficiaries of the practice? Ing
from the listmage. 3

Adolescents and youth in the general population
In-school adolescents and youth

Implementation sites

In which sites was the practice implemented? Include up to 2 from the
the practice implemented in urban or rural areas or both?

T Community
1 School
I Health facilities

The practice was implemented in rural ardde/ahza regim The practice
involved 62 primary schools in 10 intervention communities, 18 health
189 teachers, 62 head teachers, 2248 class peer educators, 228 con
promoters/distributors, and 54 health staff trained in the provision of y
friendly serges(Obasjet al., 208 Hayeset al., 208).
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Outcomes/results

What were the practical outcomes, including the measurable results ¢
example: condom use, HIV testing, abstinence, ART adleszhkrol&t
personnel perforingmoeement, client satisfaction, services utilization,
disclosure, etc.

The outcomes that were measured were:
- Knowledge of HIV acquisition
- Knowledge of STI acquisition
- Knowledge of pregnancy prevention
- Attitudes to sex
- Sexual initiation
- Number d partners
- Condom use
- Contraceptive use
- Use of health facility for recent STl symptoms
- Biological outcomes
o HIV
Herpessmplexvirus (HSV2)
Syphilis
Chlamydia trachomatis
Gonorrhea
Pregnancy
Genital discharge
Genital ulcer

OO0OO0OO0OO0OO0O0

Ethical soundness

Pleas#escribe how the practice followed standards of social and profe

The trial protocol received ethical clearance from the Tanzanian Med
Research Coordinating Committee and the Ethics Committee of the L
School of Hygiene & Tropicakilicine. Signed informed consent was
obtained from each participant on the day of the survey. Additional si
consent was obtained from parents of participants under the age of
18 years.

Relevance

To what extent did the practice achieve twraesthad was the magnitud
the effect size (not just whether it was statistically significant but whet
health significance)? Were the outcomes relevant to HIV/AIDS prevel
treatmer@nd retention, and if so, to wiratwhxatemiere the benefits versus
risks/potential for harm?

Knowledge and reported attitudes

At the final survey, there were substantial and statistically significant
differences in the proportions of both male and female participants wk
answered all three questions correctly for each of the three knowledg
outcomes, and for the reported attitadeeome. The adjusted RR for the
four outcomes ranged from 1.28 to 1.77 for male and from 1.41 to 1.5
female participants. These results were independently confirmed by t
results of a school examination administered tegreastudents in July
2002.
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Sexual behaviors

The proportion of young men reporting sexual debut during-iglovas
60percenin the intervention and p2&rcenin the comparison communiti
(adjusted RR 0.84, CI 0.71, 1.01). There was little difference among
women @djusted RR 1.03, Cl 0.91, 1.16). Similarly, the proportion of 1
subjects who reported more than one sexual partner in the past year
significantly lower in the intervention (19%) than in the comparison
communities (28%; adjusted RR 0.69, Cl 098), but no significant
difference was seen in female participants (adjusted RR 1.04, CI 0.5§

Condom use

The proportions who reported initiating condom use during fofiomere
substantially and significantly higher in intervention commumitieg a
both male and female participants. The proportions reporting condom
last sex were higher in intervention communities in both sexes, but th
only significant in young men, and absolute levels of condom use at |
remained relativelywo(<30%).

Clinical STI symptoms and signs

At the final survey, the proportion of participants reporting genital pus
abnormal genital discharge during the past year was substantially low
intervention communities, both among male (adjusted RRI058L, 0.83
and female (adjusted RR 0.59, CI 0.43, 0.80) participants. Among thg
reporting STI symptoms, however, there was no significant difference
proportion who reported having sought care at a local health facility fc
most recent8 episode during the past year, in either sex.

HIV andsexually transmitted infections

The two primary outcomes of the trial, HIV incidence and2HSV
prevalence, were based on biological tests. Only 45 participants (five
and 40 girlgeroconverted to HIV during,Z30 persoiyears of follovup.
After adjustment, HIV incidence in female subjeass2fpercentower in
the intervention communities, but this difference was not statistically
significant (adjusted RR 0.75, Cl 0.34, Og6jall, 1ercenbf male and
21percenbf female participants were H3¥eropositive at the final surv
but there was no difference by trial arm for either male (adjusted RR
0.69, 1.22) or female (adjusted RR 1.05, CI 0.83, 1.32) participan

In general, intervention/comparison differences in knowledge, reporte
attitudesand reported risk behaviors were greater among participants
more years of potential exposure to theelool intervention, especially if
young men (Rosst al., Q07).

Reach

To what extent did the practice achieve the desired outcomes for the
Who (or what) were the beneficiaries (or processes) that were affecte
eligibladolescents and(poytfocesses) was known to be affected by the
may <cal cul ate a o0r eac hadolesteetandyq
(or processes) could ultimately be affected (projected reach)? How re
groups adioleents and ydatiprocesses) that were reached compared t
affected by the problem? Is there external validity or generalizability?
achieve health equity? Please explain.
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The practice was designed as a commanipmized trial. This meant th
mass media and other national or reggpproaches could not be includg
The cohort studied also excludedhigrants and 2¥ercenbf the initial
cohort were lost to followp despite considerable efforts to tracelmesn
who were absent during the folloprrounds. An analysis of socioeconof
differentials in the impact of the intervention revealed some evidence
greater impact on STI knowledge among +meaaied women (P=0.07).
The effect on HIV incidence watbstantially greater in never married
women (adjusted RR 0.40, Cl 81189) than evanarried women (adjuste
RR 0.98, Cl 0.42.03), although this was not statistically significant. Th
was no consistent difference by marital status for any of tiie itz oa
other biological outcomes.

Efficiency

Describe how the practice demonstrated cost and resource sfithengy
time, staffimgdmnaterials are appropriate in relation to the benefits).

This trial demonstrated tfeasibility of largecale implementation of an
adolescent sexual health intervention using existing government staff
structures in suBaharan Africa. The average annual cost of the interv
was almost US$800 per trial community (approximaggjyivalent to an
administrative ward, mean total population approxima@d8uring the
trial phase, including all staptand capital costs, approximately equival
to US$10 per adolescent per year within the primary target age dafge
years)Within a districtwide program, figgtar costs are projected to be
US$22000 per ward (US$7.30 pedli®yearold), decreasing to USSR
per ward (US$1.20 pedl2yearold) in subsequent years (Resal.,
2007).

Effectiveness/impact

To whagxtent has the practice been supported by quantitative evaluat
peer review of practice or publication? Did the practice also have sup
research or use mixed methods? Wamtheketticdtion of the @EUtts?
evaluation of the practice include comparison or control areas? Pleas
methodology used for the evaluation and the results.

The impact of the intervention was evaluated through a community
randomized trial, in which 20 communitie®wendomized to interventior
or control arms, and a cohort of adolescents was recruited at study s¢
both arms and followed up fitrreeyears to record the outcomes of inter
Baseline and folleup surveys were carried out within the studylschit
final followup, all communities were visited twice to maximize fafow
Up to three visits were made to the homes of cohort members to trac
not presenting to the survey team. An attempt was made to trace coh
members reported to havevad within the same ward, or withiB0
minutedrive of the ward boundary. During April 2002, a survey team v
major migration points in Mwanza Region and neighboring regions in
attempt to locate cohort members who had migrated from their origin:
communities. In 2007, a creestional survey was conducted in the 20 {
communities among 13,814 young peapkes(5330 years) who had
attended intervention or comparison schools between 1999 and 2002
assess the loigrm impact of the practice.
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Feasibility

What problems or obstacles were encountered in implementing the p
thefy or could thefy beercome? How does the practice streamline or a
procedures? Does implementation of the practice reqeliengaydriizatio!
what way¥hat resources are absolutely necessary for the practice to

Regarding problems or obstacles with the implementation of the prac
there was greater coverage of biological sessions (e.g.,HiMIAIDS,
STIs) than life skillsased session when the practice was scaled updR
al., 2011).

Lessons learned

What are the most important lessons that a reader should take from t
are the keys to its success?

The detailedature of the curriculum and the intensivgeivice teacher
training appeared to facilitate teacher motivation and implementation
practiceThe low level of supervision in schools afteteup likely had a
negative effect on the quality and seiity of the intervention.
Furthermore, a single training during agal@ppeared to be insufficient t
impart skills required for teaching the psychosaocial aspects of the cur
Systematic prgervice training of teachers would be moreeffisent and
likely to influence acceptance and uptake of the practice.

Retrospect

Discuss anything that might have been done differently if applicable.

Interventions that were tested in the trial were all directly targeted at

adolescents themselvesetmospect, communityide interventions aimed
at changing societal norms that compromise the ability of adolescents
change their sexual behavior should have been implemented.

Replicability

To what extent has the practice been replicarechatests anuitchieved
desired results? When the practice is applied in different contexts, wh
of the practice must be included without alteration? What elements of
changed or adapted for differenhiterst#kechveving the desired results?
adaptable elements been changed in different contexts and the pract
effective? Please explain.

A terfold scaleup of the practice started in 2004 to include all schools
health urts. The scalep (hereafter referred to as MkV2) adopted a trai
cascade mechanism from the region through the district, to the ward
school level, and culminating in the selection and training of three sci
teachers per school. Teachers, asbigwalected students known as
classroom peer assistants, were expected to tealesBent sexual and
reproductive healtbessions per year to students in each of théhfieal
years of primary school (yed@8)5The class peer assistants were expe
to perform role plays as discus
guides.

The followingmodifications were made to the intervention to make it
feasible on a larger leca

1 The role of the NGO that implemented the trial phase change
from direct responsibility for conducting the teacher training a
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schoollevel supervision to merely facilitating the local govern,
employees in these roles.

1 There was a reduction ofitriag for teachers from once per yea
once overall

9 There was a change in training class peer assistants from an
NGO-supervised training to ad hoc training by teachers

1 There was a decreased level of supervision from once per qu
an NGOledteam to inclusion as part of routine district
observations

1 The annual youth health week was replacauklolay events (e.g
Day of the African ChildndWorld AIDS Day).

The low level of supervision in schools aftateup likely had a negative
effect on the quality and sustainability of the interveRtiahermore, a

single training during scale appeared to be insufficient to impart skills
required for teaching the psychosocial aspects of the curriculum,@en
2011).

Sustainalbil

To what extent hapretice been maimtdioedhat extent hgwalcdce achie
desiramlitcomes over TimeRat extent was the practice designed to be i
existing programs and/or standard operating practices¥akotehptamtie
designed to be incorporated into existing networks and partnerships?
the practice contikieatAvere the ldrgareffects? What is the practicabi
securing ongoing funding/support? Has there be&ormmprizvemeatan
effects overftieeen without ongoing funding/support?

An assessment of the lelegm impact of MEMA kwa Vijana in 2007
revealed that the impact on pregnancy prevention knowledge and rep
attitudes to sex increased with yeargpafseire to the practice. It has bee
recommended that implementers take steps to ensure that interventic
quality is maintained through supervision and retraining of teachers,

especially if new teachers are recruited as others are transferred out.
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Referaces/related
documentation

Include with your submission any documents that will help us to unde
(examples are evaluation reports, project documentation, academic 3
clippings). Any documentation of programnassetsmaravaluabord be
most welcome.
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One2 One Integrated Digital Platform (OIDP), Kenya

Chelimo Keter

Best Practices for Adolescent - and Youth -Friendly HIV Service 85



A. Please mark the topic areas that treelplegemed youthendlipest practice fits into (check all that apply)

Best Practices Submission Fornd Part 1

A Access t¢IV services (location, hours, facill X Counseling and testing for HIV
environment)
X Sex/HIV education A HIV treatment with antiretroviral drugs
X Staff preparedness to serve adolescents ar] A HIV-related opportunistic infection prophylax
youth and treatment
A Condom provision X Care and support fadolescents and youth
living with HIV
X Family planning services X Sexual abuse/violence prevention and treatn
A Needle and syringe exchange A Diagnosis and treatmentsafxually transmitted
infections
A Social mobilization A Medical male circumcision
X Substance use (including alcohol) A Drug treatment including drug substitution
therapy
X Referrals and linkages to services A Antenatal/postnatal/delivesarefpreventiorof
motherto-child transmissiofPMTCT)
X Peer education X Mental health services fafolescents and yoult
living with HIV
X Prevention, safer sex, aig#reduction X Other (sexual and reproductive health)
counseling
A Other (specify) A Other (specify)
A Other (specify) A Other (specify)

B. Which age groupdadéscents andwerglbeneficiaries of the best practice? (Check all that apply):

X

1M14years old

X

15319years old

X

200524 yearsld
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C. Whiclsubgrofg) ohdolescents andweretbeneficiaries of the best practice? (Check all that apply)

X Adolescents and yoliththe general X Pregnanadolescents and youth
population

X Female sex workers A Incarcerateddolescents and youth

X Maleadolescents and youth A Transgendeadolescentsnd youth

X Men who have sex with men (including mal| X In-schooladolescents and youth
sex workers)

A Refugee and displagatblescents and youth| X Out-of-schooladolescents and youth

A Non-refugee/nordisplaced mobile and X Married adolescent girls
migrantadolescents and yopihcludng street
adolescents and youth

X Adolescents and youtio inject drugs A Adolescents and youthing with HIV

A Traffickedadolescents and youth A Other (specify)

D. In which site(s) was the best padoiiesctartdyoutfiriendlid |V services implente@ieeck all that
apply)

Health facility

Community

School

Worship place

Work place

Outreach

X| P P> P>y D >y D

Other(Integral Digital Platforjn
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Best Practices Submission Fornd Part 2

Name One®ne Integrated Digital Platfor{@IDP)
Country Kenya
Topic area Counseling and testing for HIV

Sex/HIV education

Staff preparedness to semdelescents and youth

Care and support fadolescents and youithng with HIV
Family planning services

Sexual abusel/violence preventiontegatment

Social mobilization

Substance use (including alcohol)

Referrals and linkages to services

Peer education

Mental health services #atolescents and yoluiting with HIV
Prevention, safer sex, arsit-reduction counseling

Sexual and reproductivealth messages

Year Started in 2006

The end dateot determinedas we continue to enstine sustainability
of the intervention

Contact Person Chelimo Keter

Adolescents and Youllrogrars Coordinator

Contact information P.O. Box 1983% 00202 Nairobi
Kenya

cketer@lvcthealth.org
one2one@lvcthealth.org
www.one2onekenya.org
Tel:+254723612705
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Implementers

OIDP is a peeled practice implemented by LVCT Health in partner
with a cellular service provider (Safaricomgdébinological suppowith
financial support frorHivos Population Servicd8g Kenyaand
UNICEF. Adolescents and youth including those living with HIV an
populatios were involved in the design of OIDP anecurrently
involved in the implemetitan, including in the development of simplé
messages that resonate with them. They have also been involved
development of the OIDRformation, education, and communicatio
materials used today.

Funding

HIVOS
PS Kenya

UNICEF

Goals/objectives

Our goal is to achieve and maintain improved health, knoofiedge
access to comprehensive SRH, G HIV prevention and treatmer]
services among adolescents and youth in Kenya.

Background

The low HIV, SRH and GBYV knowledge levels, linkage antkeservi
uptake among adolescents and youdswissthe high mobile telephony
and internet penetration in at 80%, in urbanypean and rural setting
led to this program.

In context, the comprehensive HIV knowledge arh@diglyears is only
at 17.4ercen{Kenya AIDS Indicator Sury&p12) and among youth
15325 years is at pércenfor boys and 5gercenfor girls (kenya
Demographic and Health Sun2814). This shows that there is a gaj
information and services provision. The practice was implemented
create a forum for open discussion, sharing and counselling for yo
people to explore HIV and AIDS, sex, sexualiySRH issues and
make infomed decisions.

Design

In 2006, LVCT started a télee hotline at its premises in Hurlingham
Nairobi. The hotline was originally set up to serve men who have §
men, in response to their identification of lack of HIV appropriate
information espeially for those who did not go to VCT, and post
counseling information for those who did.

Until 2011, the One20ne hotline operated mithwork stations, having
fivetrained counselofeom 20 to 30 years agewho were working in
shifts to keep the Bs open betweern08a.m.and8:00p.m.on weekday
and 1@00a.m.to 400p.m.on weekends. More than 32,000 calls wer
answered at the hotlifrem 2006 to April 201 Xepresenting about 50
percenbf calls received. Recognizing opportunities to hanedsst
growing mobile telephongein Kenya and better infrastructure, in Af
2011, the hotline began operations at the Safaricom Jambo Call C
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a public private partnership in which Safaricom waipescéhtdirect
operational costamong dier benefits to the hotline with LVCT fundi
the rest from donor funds. The number of counselors was increase
sevenwith sixwork stations. In the first quarter (April and July 2011
the move to Safaricom, a total of 37,958 calls were received.

At thattime, the other digital platforms were also introduced. An
assessment of the OIDP utilization in 2013 indicated that it largely
15524yearo |l d youth from the gener a
innovative OIDP has hence harnessed the grosaod digital
technologies by the Kenyan adolesceny@uttt populationtd provide
SRH/ HIVIGBYV services. Currently the hotline operates daily frébn
a.ma8:00p.m.with counselors working a morning shift froA®@.m.to
2:00p.m.and an afternooshift from 200p.m.to 800p.m.This peeted
innovativeandevidencédased program offecomprehensive quality
direct servicemndhealthliteracy to over one million adolescent31@0
yearsandyouth (1824 years) in Kenya annually

Mainactivities

Oneneusesa complimentary mix of multimedia approaches that
include digital platforms, direct healéimd HIV information delivery
including linkage to appropriate services, capacity deve|@muent
related policy advocacy for and ailldescents and youth

OIDP comprises mobile and wiebsed platforan Themobilebased
platforms include the hotline and Bulk SMS hosted by Safaricom a
hence free from their numbers. The-dvabed platforms include
Facebook@neZne KE), Twitter, YouTubeard Instagram
(@one2oneKE), Blog (www.one2oneyouthkenya.wordpress.com),
(one2one@lvcthealth.argihd WhatsApp (07001211 21))anchored to
our website (one2onekenya.com).

All these channels provide opportunities through which youth can ¢
with a professional adolescent and youth friendly counselor at any
issueselatedo SRH information and sengc€&hese activities are
compkmented by mainstream medé#io, TV, teen magazines) and
belowtheline adolescent/youth activations.

Beneficiaries

Agel®14
Agel5d19

Age 2@24

Implementation sites

OIDP is implemented nationally with a focus orsithidlV high-burden
counties (Nairobi, Kisumu, Homabay, SMgapbasgand Turkana). In
this regard, the practice is implemented in urbamyrpan, and rural
settings.
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Outcomesresults

In 20132014, over 2.8 milliadolescents and youtiere reached with
information on HIV, SRHand GBYV through the integrateditl
platform.The bulk SMS tool has improved HIV literaagllinkage to
and uptake of HIV services. Reminders sent tepdbitive clients ka
increasethekeeping of medical appointments fronp&Zento 83
percentWe have seen increhS&RH, HIV, and GBV knowledge amon
young people by creating a forum for open discussion, Shraging
counseling for young people to make informed decMiertsave linked
adolescents and youth with targetethppropriate services. The OID
has mobilized teenscayoung people for perpeer education and
advocacy.

Ethical soundness

The professional counsellaiso implementhe OIDP follow ethical
principles of counselifigcluding confidentiality and being
nonudgmental.

Relevance

OIDP useghe one thing adolescents and youth highly depend on t
share the information they highly lack. This practidebashown to
reach a large number of adolescents and youth in different parts o
country with information and services for HIV and GBA¢gmtion.

Reach

OIDP has the capacity to reach over 20 million adolescents and y¢
countywide with information on HIV, SRihdGBV among other
health, adolescénbuthrelated issues. Currently, onlpéenbf this
population is being reachedhich includes those using drugs, those |
at risk, those HIV positivand so on. The first step is always to gath
the demographics of the clients who contatiemsewe can
disaggregate the data to highlight the region they are from, their a(
HIV status, their disability status, their level of educatidrithe issue
they are conceedabout without any discrimination. The mebised
platforms of the OIDP can be accessed by any simple phone and
can help us achieve health equity.

Efficiency

OIDP has proven to be very effective with only 10 counselors serv
over 2.8 adolescent and youth clients annually. The cost for handl
OIDP platforms are absorbed by the donors and hence free to the
which meets their expectatiomdngse tbse adolescents and youth
cannot yet absorb the costs. The fact that they can access the plai
the comfort of their homes also demonstrates that it is also dfficien
the clients.

Effectiveness/impact

Between July and September 2014, an external assessment supp
UNICEF and HIVOSwas conducteid analyze the level of access,
service utilization, characteristics of adolescent and youth clients,
methods, issues addresaed potential forcalability. The literature
review, focus group discussions (FG&¥) key informant interviews
showed that the populations reached by the OIDP services were
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predominantly boys and young men agitIiainly from urban area
The primary service of aletligital platforms was interactive forums
a safe and enabling space for young people while offering free SR
information and services though the OIDP platforms.

The ages of clients varied by type of service. Yaith g€ars and
adolescents @59 yees of age accounted for the majority of respond
while fewer than gercentvere below 14 yearsage At the hotlinethe
leading three topigertainedo interpersonal relationships; pregnanc
and sexual health and HIV. Topics coverdtie websig, blog,
Facebookand Twitter were more varied. Results from the FGDs
highlighted that most adolescents had more concerns about psych
issues than the physical aspects.

It recommended that the relevant government body provide leader
setting plicies for designiragolescentand youtHriendlyservices
taking intoaccountigital platforms as service delivery pdimasa legal
and regulatory framewdskput in place to guide operations of health
hotlines in Kenydhatanational coordirteon bodybe formed tdoring
together all the service providers in this space to share experience
enrich practices; atftatdata from the serviegeutilized as instant
evidence for advocacy to policymakers.

Feasibility

Guidelines and standardsdperating a health helpline in Kenya was
big gap as the program was being implemamigd VCTHealth had to
define its path as the practice unfqldddpingto needs as they

emerged. With the learnings obtained, the organization worked tog
with theMinistry of Health (MOHbo put together guidelines for other
emerging helplines.

Lessons learned

Some of the key lessons learnt with the OIDP are

- Digital gatforms are a crucial delivery p@oninformation and
services for adolescents and youth.

- Mobile technology is an effective way of reaching young pe
with SRH informatd on as it

- Peerled programs work well as they relate withsisadarget
audience is going throygfusprovidingmaximum support

- A servicghathas anonymitynakest is easjor adolescents anc
youthto ask any question.

- This is a successful pulgiivate partnership for health
improvement.
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Retrospect

The 119 toll free number is currently only open to Safaricom subsc
and it would have been grédtas available on more than one mob
network.

Replicability

The practice has been implemented in urbaryrpan and rural areas
and hence continuously adapted to fit the context. The main chang
have had to consider is training the counselors to respond to the v
needs of this population.

Sustainability

With the experience in implementing diffecentponents of the OIP
and the high impact and results demonstrated, the next step is to K
government on boafdr theMOH to adopt the call center to ensure
adolescents and young people get accurate,, cntieaf@ppropriate
information and seices.

References/related
documentation

MemiahD., MahasiG., lkuaW., KembaiS., & Oyugi, G2014. The
digitalplatform: Assessmentaf o | e s ¢ gooth HI\&#SR& n d
programming througtiigitaltechnologyserviceprovisionand
policyadvocacy. Neobi, Kenya: LVCT Health.
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Supporting Youth and Motivating Positive Action (S YMPA),
Democratic Republic of Congo

Lisa Parker
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Best Practices Submission Forni Part 1

A. Please mark the topic areas that treslplepemsd youthiendlgest practice fits into (check all that apply)

A Access to HIV services (location, hours, fag A Counseling and testing for HIV
environment)

A Sex/HIV education X HIV treatment with antiretroviral drugs

Staff preparedness to semdelescents and A HIV-related opportunistic infection prophylax

youth and treatment

A Condom provision A Care and support fadolescents and youth
living with HIV

A Family planning services A Sexual abuse/violence prevention and treatn

A Needle and syringe exchange A Diagnosis and treatmentsaixually transmitted
infections

A Social mobilization A Medical male circumcision

A Substance use (including alcohol) A Drug treatment including drug substitution
therapy

A Referrals and linkages to services A Antenatal/postnatal/delivesarepreventiorof

motherto-child transmissiofPMTCT)

X Peer education A Mental health services fafolescents and yout
living with HIV
X Prevention, safer sex, aig#reduction A Other (specify)
counseling

B. Which age groupdadéscents andwerglbeneficiaries of the best practice? (Check all that apply):
A 1014years old

X 15319years old

X 2024 yearsld

C. Whiclsubgrofg) ohdolescents andweretbeneficiaries of the best practice? (Check all that apply)

A Adolescents and yoluiththe general A Pregnanadolescents and youth
population
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A Female sex workers A Incarcerateddolescents and youth

Maleadolescents and youth A Transgendeadolescents and youth

A Men who have sex with men (including mal A In-schooladolescentand youth
sex workers)

A Refugee and displacatblescents and youth A Outof-schooladolescents and youth

A Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth

A Adolescents and youtfho injet drugs X Adolescents and youthing with HIV

A Traffickedadolescents and youth A Other (specify)

D. In which site(s) was the best padoiiesciartd youthiendldlV services implente@ieeck all that
apply)

Health facility

Community

School

Work place

Outreach

X
A
A
A Worship place
X
X
X

Other (specify)
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Best Practices Submission Fornd Part 2

Name Supporting Youth and Motivating Positive Action (SYMPA)
Country Country where the practice is or was carried out
Democratic Republic of Conff6inshasa)
Topic area Which of the topic areas on page 2 apply to this practice? (Include
Prevention, safer sex, ais#reduction counseling
Year When did the practice start? When did it finish? When is it expectg

The practice stied in April 2012 and ended in May 2012

Contact information

Lisa Parker

Monitoring andevaluatiortechnicaédvisor
308 West Rosemary Street, Suite 203A
Chapel Hill, NC 27516

Tel:+1 919 240 4403
Iparker@futuresgroup.com

Dr. Jean Lambert Chalachala
Local study coordinator
chalasjl@yahoo.fr

Dr. Faustin Kitetele
Healthcargrovider
kitetele@hotmail.com

Dr. Catherine Akele

Director

Kalembe LembBediatric Hospital
Kinshasa

The Demacratic Republic of Congo.
akelekat@yahoo.fr

Implementers

The program was implemented by the Futures Group Chapel Hill,
Carolina, in collaboration with thepartment of Medicine and the
Gillings School of Global Public Health at The University of North
Carolina at Chapel Hill, the Kinshasa School of Public Health
Kalembe Lembe Pediatric Hospital, Kinshasa, Democratic Republ
the Congd\dolescentand youth living with HIVAYLWH) were
involved in implementation through monthly peer educational sess
and peer support groups through which medical doctors, counselg
people living with HIVRLWH) volunteers delivered basic positive
preventiormessages.
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Funding

The HIV care and treatment program in Kinshasa received funding
support from multiple donors including the CDC Global AIDS Prog
originally as part of the University Technical Assistance Program;
Providing AIDS Care and Treatmemdt t he DRC wunde
Emergency Plan for AIDS Relief; the William J. Clinton Foundatior
Elizabeth Glaser Pediatric AIDS Foundation; the Global Fund to F
Al DS, Tubercul osis, and Mal ar
and the BelgaCooperation. Funding for the implementation of the
SYMPA was received from the Ruth L. Kirschstein National Reseg
Service Institutional STD/HIV Pii2octoral Training Award (National
Institutes of Health) through the University of North Carolina seCh
Hill Institute for Global HealthndInfectious Diseases.

Goals/objectives

The goal of the project was to develppsativeprevention program thg
addressed youthsd devel opment
in the context of their emerging independence and sexuality. The
purpose of the program waq19 ensurdYLWH did not transmit the
virus to others; (2) ane AYLWH remained physically healthy; (3)

ensuréAYLWH remaine@n treatmentand (4) ensure the involvemer
of PLWH in prevention activities.

Background

Over 60percenof the population in DRC is under the age of 20.yea
The prevalence of HIV among yoaties 5524 is 0.&ercent
nationwide and 1pkrcenin Kinshasa, the capital (Ministry of Plann
Democratic Republic of the Congo, 2007). A study conducted in
Kinshasa found that over half of young women and a guatter o
young men had already had sexual intercunlges3percenpf
sexuallynitiated young womeand 6 fercenof their male counterpart
reported using a condom at their most recent sexual encounter (B
Pettifor, 2008). Therefore, this popidatwas at risk of transmitting thg
virus to their partners through unprotected sex.

Design

The SYMPA intervention was adapted from the Healthy Living Pro
and guided bsocial action thearfhe adaptation process followed th
four steps of the CDCIPAPT frameworkgsesselectprepare, and
pi |l ot), whi c h difusionftnsoeationdheory &d g e
includes principles of community health education, social work,
participatory resear@nd community empowerment. The process
included:

1 Conducting an tdepth literature review of the literature to
determine risk behaviors and their determinants in the targ
population

1 Reviewing relevant theories based on their relevance and
changeability using intervention mapping as a guide
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1 Assessing guirical data from previous research with\WH in
both the United States and stdtharan Africa

1 Adapting and adding components to the intervention. The
intervention addedveeryimportantperson(VIP) component.
The VIP was an individual th¥ LWH identifed as a trusted
person to whom he/she would be willing thadalready
disclosed his/her HIV status and to whomAlé&WH would
go for support. Two additional adaptations were made: (1)
reducing the number of sessions from Eixtirough
combining sesons and eliminating content not directly reley,
for the target population; and (2) change from an individual
format to a singlsex youth group format.

1 An analysis of the capacity of the clinic to implement the pi
intervention (program staffplies, space, funding for
participant incentives, access to the targeted population of
AY L WH, and interventionds f

1 Identifying existing and potential stakeholders and areas of

capacity building and increasing staff capacity

Pretesting the intervention materials

Implementing a twday training of the SYMPA intervention

with the Kinshashased program coordinator and four

facilitators to increase staff capacity for effective implemen
of the intervention

1 Piloting the SYMPitervention

= =

Main activities

The intervention was implemented with two ssagtegroups with
between five antD participants each. Each session was planned to
approximately 90 minutes with the six sessions spreack oxks.
Sessions werefafows:

Session 1: Living with HIV

Session 2: Coping and problem solving
Session 3: Safex |

Session 4: Safex I

Session 5: Social support and disclosure

Session 6: Wddking and health maintenance

Sessions were taught by one male and thrde faai#ators. Three we
psychosocial counselors and one was a nurse with training in fam
pl anning. One male and one fe
while two females facilitated
medical doctor servedthe Kinshas@ased program coordinator. The
roles and responsibilities for each member of the study team were
in eightstandardoperatingorocedure documents.
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Beneficiaries

Beneficiaries wereYLWH aged 5524 years of age seeking care at th
clinic in Kinshasa, DRC

Implementation sites

The intervention was implemented in one hospital in Kinshasa, the
city of DRC.

Outcomesresults

A qualitative feasibility analysis was conducted on four areas: (1)
acceptabilitf2) implementatiqii3) adaptatigrmand (4) limited efficacy.
The outcomes of interest were as follows:

Acceptabilipatisfactioyperceived appropriatengagent to continue us

Implementatidegree of executipamount, implementation ease
efficiencyand quality

Adaptatioffiactors specific to intervention modification

Limited efficdayowledge of sexual prevention topics, condom use §
ability to deal with triggers for unsafe sex, autonomy in decision m
ability to negotiate safer sex, opennessdasdiag sexual behavior wi
caregivers, and ability to develop positive goals in the future

Youth reported improving their problawmlving skills, increasing their
knowledge of sexual prevention topics, improving their condom us
skills, improving theability to deal with triggers for unsafe sex, and
capacity to assess the level of risk of different behAWitY&H also
reported increasing their autonomy in decision makigness to
discuss sexual behavior with their caregaretsmprovingheir ability
to develop positive goals for their future. Youth reported that they {
better prepared to deal with potential future problems.

Ethical soundness

Written informed consent was obtained fyauth living with HIV
(YLWH) ages 18324. All studyrocedures were approved by the UN(
Institutional Review Board and by the Kinshasa, DRC School of P
Health Ethics Committee.

Relevance

The practice achieved the desired results. The adapted interventio
acceptable, satisfyjagd attractive to both program facilitators and
participantsable to be implemented effectivehd showed promise of
success with the target population. As the feasibility analysis was
qualitative, statistical significance of the findings could deteleined
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All outcomes were relevant to HIV/AIDS care and treatment. The
benefits of the intervention outweighed the risks/potential for harm

Reach

As of April 2012, the famitentered HIV care and treatment progran
the pediatric hospital in Kinshasa had served more thalY19/H
aged 5924 yearsThe intervention was tested with six males and se
females. It was difficult to determine whegbeth reached by the
intervention were representativé\¥L.WH in Kinshasa. Therefore,
findings were not generalizable.

Efficiency

No information was provided to determine whether the interventior
and resource efficiency (i.e., expensgsasime,staffingandmaterials
were appropriate in relation to the benefits

Effectiveness/impact

The evaluation was largely qualitative and guided by the Bowen F
Framework. Data were collected from (1) demographic questionng
with AYLWH partici@nts (2) indepth interviews with facilitatp§3)
evaluation reports completed by the facilitators after each, $¢&ssion
FGDswith facilitators(s) singlesexFGDswith AYLWH participants
conducted after each sessioml (6) activity sheets completed by
AYLWH patrticipants. Alh-depth interviewdls) and FGDs were
audiorecorded and translated into French. The IDIs and FGDs coll
information about the acceptability, implementation, adaptation, ar
limited effiacyof the interventionThere was no thirgarty verification
of the results. The feasibility analysis results have been published
reviewed journal articles. The analysis showed that the interventio
suitable, satisfyirand attractive to pgnam facilitators and participant
and able tbeimplemented effectively.

Feasibility

| mpl ementati on challenges per{
schooling, which could be addressed by implementing the interver
during the school summer vacat{@pjong hours of implementation,
which could be address by reducing the length of each session, sy
the content over a greater number of sessions, cutting content fror,
activitiegshatAYWLH and facilitators did not find helpful; and (3) loy
educatnal level oAYWLH participants, which could be addressed
further simplifying the curriculum.

Lessons learned

The curriculum should be simplified to reflect the educational level
participants and specific activities requiring written resgpbosés be
adapted for youth who are unable to wHgxing VIPs participate in
more than one session would strengthen the intervention.

Retrospect

Prior to wider implementation, the intervention should have (1) inc
more content on navigating maeiagnile living with HIV and
disclosurgand (2) adjusted intervention timing and session length.
Although sessions were intended to be 90 minutes, the average le
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approximately 3.5 houvaith additional time spent in the FGDs after
each session. &lprogram was implemented over six successive Sg
afternoons to avoid interfering with schooling. However, many you
participants found it difficult to attend sessions on time because th
required to attend school on Saturday morning. It ivdsafeSaturday

afternoons were not ideal to hold the intervention because youth w
distracted.

Replicability

The intervention has not been replicated across similar contexts o
applied in different contexButure applications of the intervention

shauld consider modifying the sessions on disclosure to include thg
differences between disclosing to friends and family members vers
sexual partners and be explicit about not pushing youth to disclose
address conflict with youth schooling, the intépreshould be
implemented over the school summer vacation. For future
implementation, the length of each session should be reduced to ¢
maximum of 90 minutes, with up to 10 total sessions.

Sustainability

The practice has not been maintained over time.
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Program H A Working with Young Men, Ethiopia and
Namibia

Alexa Hassink
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A. Please mark the topic areas that treslplepemsd youthiendlgest practice fits into (check all that apply)

Best Practices Submission Fornd Part 1

A Access to HIV services (location, hours, fag A Counseling and testing for HIV
environment)
X Sex/HIV education A HIV treatment with antiretroviral drugs

A Staff preparedness to seadelescents and

youth

A HIV-related opportunistic infection prophylax

and treatment

Condom provision

Care and support fadolescents and youth
living with HIV

A Family planning services A Sexual abuse/violence prevention ezatinent

A Needle and syringe exchange A Diagnosis and treatmentsaixually transmitted
infections

X Social mobilization A Medical male circumcision

A Substance use (including alcohol) A Drug treatment including drug substitution
therapy

X Referrals and linkagesservices A Antenatal/postnatal/delivery capggvention of
motherto-child transmissiofPMTCT)

X Peer education A Mental health services faolescents and yout
living with HIV

X Prevention, safer sex, aig#reduction X Other (specify) Violergrevention

counseling
A Other (specify) A Other (specify)

B. Which age groupdadéscents andwerglbeneficiaries of the best practice? (Check all that apply):

y

1014years old

X

15319years old

X

200524 yearsld

C. Whiclsubgrofg) ohdolescents andwerelbeneficiaries of the best practice? (Check all that apply)

X Adolescents and yoliththe general A Pregnanadolescents and youth
population
A Female sex workers A Incarcerateddolescents and youth
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Maleadolescents and youth

A Transgendeadolescentsnd youth

A Men who have sex with men (including mal| X In-schooladolescents and youth
sex workers)
A Refugee and displagatblescents and youth| X Out-of-schooladolescents and youth
A Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth
A Adolescents and youtfno inject drugs A Adolescents and youthing with HIV
A Traffickedadolescents and youth A Other (specify)

D.

In which site(s) was the best prddliesciamid youthiendlidlV services implente@aeick all that
apply)

Health facility

Community

School

Worship place

Work place

Outreach

i >y Py X[ X| X

Other (specify)
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Best Practices Submission Fornd Part 2

Name Name qfroject, policy, law, or strategy
Program H: Working with Young Men

Country Country where the practice is or was carried out
Promundo and partners have adapted Program H for implementatio
more than 20 countries worldwide in partnership with local civil socie
organizations arldnited Nations agencies, including in the Balkans,
Ethiopia, India, Tanzania, Vietnam, Chile,,d8é& Canada. Program H
has been subject to rigorous impact evaluations in Brazil, India, the
Ethiopig and Namibia.

Topic area Which of the tapéas on page 2 apply to this practice? (Include up to
Sex/HIV education
Social mobilization
Peer education
Prevention, safer sex, ais#reduction counseling

Year When did the practice start? When did it finish? When is it expected

2002- present

Contact Person

Alexa Hassink
Communications Officer

Contact information

PromundeUS

1367 Connecticut Avenue NW
Washington, DQ0036

USA

Tel:+ 1 202 588 00€dnd 588 0060
Fax:+ 1 202 588 0063
a.hassink@promundoglobal.org
Skype: alexahassink
www.promundoglobal.org

Implementers

Who implemented the practice? Please introduce and describe the i
organization that was responsible for impéetnenting tHéeaseado nhot
simply list the information.

If it was a partnership, wibevgaetners?
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Weradoleste and youtkiolved in the implementation of the practice?
involved?

Wereadolescents andliinghwith HIV/AIDS or their representative gro
involved in the implementation of the practice? How Were they invol

In 2002, four Latimerican NGO partners launched a comprehensiv
process to engage young men in changing inequitable and violent n
related to masculinity called ProgrdindHH 6 hénmemr man in
Portuguese arttbmbiia Spanish. Since then, the parfhé&somundo,
ECOS,and Instituto PAPAI in Brazil, and Salud y Género in Mexind
new organizatiofisincluding local civil society organizations and UN
agencies, have continued adapting, implementing and evaluating Pr
in diverse settings internationally.

In each impmentation site, campaigns, which are combined with grg
education, are informed and led by youth program participants.

Funding

Who provided the funding and other resources?

Funding for Program H implementation and adaptations has been pr
by mutiple sources, including: USAID (India), MacArthur Foundation
(Brazil, Mexico), UN Trust Fund to End Violence Against Women an
Girls (BrazilChile),North American Aerospace Defense Command
(various sites in the Balkans), Dutch Ministry of Internia@ooaeration
(Rwanda and other sites).

Goals/objectives

What was supposed to change or be accomplished as a result of the

Program H is named aftsmemsmdhombrethe words for men in

Portuguese and Spanish. Launched in 2002 by Proamshpdlartners and
now used in more than 22 countries, it primarily targets men ce2ses 1
to encourage critical reflection about rigid norms related to manhooo

Ultimately, this process contributes to achieving two sets of objective

1) Gender equity, byhich we mean fairness and justice in the
distribution of opportunities, responsibilities, and benefits ava
to men and women, and the strategies and processes used t
achieve gender equality.

2) Attitude and behavior changes at the individual and catynmun
level that lead toward transformed gender norms within spec
objectives (for example, increased condom use, lower rate of
reported intimate partner violence, lowesrsptirted rates of ST
symptoms, and greater likelihood to contribute tedmid
chores).

Background

What historical, medical, social, or other background can help reade
need for the practice, or the context in which it was carried out?
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When Program H was being developed, within the fields of sexual a
reproductive health, HIV/AIDS preventiand gender equity, there hag
begun a growing consensus of the need to engage young men. Mar
major UN agencies working in health, geaddrHIV/AIDSAH including
UNFPA, WHO,Pan American Health OrganizatiBAKO), the World
Bank, and UNAIDB had confirmed the importance of engaging boys
young men in the promotion of health and gender equity. And, a gro
body of research on young merog§ affirmed numerous reasons for
focusing attention on their sdiation.

Worldwide, an estimated 25 percent of new cases of HIV/AIDS were
amongyoung men under the age of 25. In most societies, adult and
men had and have more power in intimate and sexual relationships
generally decide when and how sextinibyatakes place. In addition,

young men who have sex with other men are generally stigmatized i
of the world and have unmet health needs. Awareness about HIV/AI
and access to and use of condoms had all increased in most parts g
world. Noneheless, the percentage of young men who used condom
consistently was still less than degsisettl lower than their reported

knowledge about condoms and HIV/AIDS. This gap between knowlé
and behavior suggests a continuing resistance to condom usebiiat ¢
explained, in part, by how young men view gender roles and sexual

In some settings, for example, young men may perceive that risky o
unprotected sex I ® Dhetbatyree

sexual issues, including condommus ar e womends r €
aspects of young mends behavio

know from international data that in many parts of the world young n
generally have sex earlier and with more partners before forming a g
union than do young women. In some settings, young men have the
sexual experiences with sex workers, potentially creating lifelong pa
viewing women as sexually subservient. Young men are also more |
than young women to have occasisealial partners outside of a stable
relationship. Some young men are abusive or violent toward their int
partners.

In survey research Promundo and partners carried out with 750 mer
income areas in Rio de Janeiro, Brazil, up tthivs of yung men
believed that violence was acceptable against women when a womg
unfaithful, and a quarter of all men agé65L.6ad used physical violenct
least once against an intimate female partner. Young nizib24jead

the highest rates of setforted physical violence against women (in th
current or most recent intimate relationship) than any other age rang

To develop the Program H curriculum and approach, Promundo alsd
carried out household surveys and qualitative research with young n
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showing more gendequitable attitudes and determined critical factor
helping boys and young men adopt similar attitudes and behaviors.

These life histories that we carried out with young men ifirectone
setting in Brazil found similar factorsoagated with more young men
having more gendequitable attitudes: (1) being part of an alternative
peer group that supported more gesmdgiitable attitudes; (2) having
personally reflected or experienced pain or negative consequences
of traditional aspects of manhood (for exanadigther who uskviolence
against the mother, or a father who abandoned the family); and (3) K
family member or meaningful male role models (or female role mode
who showed alternative gender rétastners around the world have sin
adapted these activities based on local research findings.

Design

Describe the methodology used to develop the best practice initiativs
number of tasks that were needed to develop ydhishagtipnatiticewou
helpful if another organization would wish to pursue the same endeg
cost and/or budget ramifications? Please include any organizational
involvement required or solicited during the plératingsthgetheoretica
foundation of the practice?

Pr ogr am Homgrorkhan irf Petuguese, draimbiia Spanish),
through group education and community activism, seeks to engage
men in reflection on rigid genderms related to manhood and to
promote respectful and nemlent behavior and to encourage them to
responsibility for caring for their children and being equitable partner

First and foremost, the activities focus on creating a safe space to al
young men to question traditional views about manhood and to critic
reflect on gender, gender injustices, gender rigatitidsow these link to
other social injustices. These activities are informed by a belief that
men are not empty vesselstf@ passive reception of gender or other
social norms; rather, they have the capacity to develop their own ge
consciousness, or critical attitudes about gender norms. Program H
includes a community strategy based on youth activism andegputd
campaigns, which have been carried out in nearly all the sites where
group education has been conducted.

Program H&6s oO0theory of changeo

guestioning and critical reflection about gender norms, (2) rehearse
equitable and neviolent attitudes and behaviors in a comfortable spa
and (3) internalize these new gender attitudes and norms, applying {
their own relationships and lives. Supporting institutions and structur
when accompanying this integralup education process, encourage y
individuals and organizations to develop and use the tools to becom
of change for gender justice and social justice.
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Four main concepts are fundamental to understanding Program H: (
gender consciousng&d gender as relatign(@) diversity as a cresgting
theme, inseparable from gender; and (4) ggyrshronized approaches

1. 0Gender consciousnessoO was
Freire (1970) cal |l ed eminsblitestare).eThe
oconscientization process, 0 ac
capacity to reflect on the world and choose a patrticular course of ac
informed and empowered by that critical reflection. This process of
critically reflaing on the history of the cultural conditions and class
structures that support and frame experiences of gender inequality (
other forms of inequality) can promote personal growth, political and
awareness, and activism. In turn, engagingvisraciind living in more
egalitarian ways can create the conditions for achieving greater gen
justice and social justice.

2. By o0gender is relational,h o
rather, it is expressed and produced through constantitations and
interaction. Program H constitutes a set of tools for incorporating a
relational notion of gender into youth programming. Gendered socia
norms affect both men and women, offering benefits and costs in arg
such as health, secyritlyvidence, and with implications for diverse tyj
of relationships. Through the
gender norms, and benefits that come with more egdtable ways of
being a man or woman and interacting in the contexinahiatand family
relationships

3. Diversity refers to differences in terms of sexual orientation, race,
ethnicity, age, socioeconomic status, marital status, maternal or patg
status, disability or health statunsl culture. Inequalitidae tothese
characteristics are closely tied to inequalities related to gender, and
be understood in order to promote inclusion and positive relations.
Program H includes specific activities that promote respect for sexu:
diversity and tolerance.

4. ProgramHt epr esents part of a o0gen
it oactively strives to examin
i mbal ance of power as a means
Depending on context, Programs H and M (a coopanbgram designe
for young women) can be implemented with sseglgroups at times an
with young women and men together (mixed groups) at other times.
Practitioners can make this decision in consultation with youth them
and considering the cemt. Our intention is to engage young women g
men in confronting and changing gender inequalities in ways that ar
meaningfyland effective.
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Main activities

Describe the implementationiraicass the main things the practice do
acauplish its objectives? How is the work organized, and who does
order in which activities are carried out? Information that concerns tf
and issues is helpful to those interested in duplicating your best prag

Progam H focuses on helping young men question traditional norms
related to manhood. It consists of four componét)ts: validated
curriculum that includes a manual series and an educational video fq
promoting attitude and behavior change among(®)exifestyle social
marketing campaign for promoting changes in community or social 1
related to what it means to be a thabare combined to promote a criti
dialogue and reflection about gender norms for young men, includin
guesti oni nygolente agdirst wanser; 3)@ feseatoin
met hodol ogy for reducing barri
(4) a culturally relevant validated evaluation model (the GEM Scale
Gender Equitable Attitudes in Men Scale) for measuring clmanges i
attitudes and social norms around manhood has been developed to
outcomes of the initiative.

These components were develope
baseline research, previously mentioned, which identified important
programmatic implications: 1) the need to offer young men opportun
interact with gendequitable role models in ithewn community setting;
and 2) the need to promote more gerdeitable attitudes in small groy
settings and in the greater community.

Promundo and partnersd researc
the level of individual attitude and d&ebr change; and 2) at the level o
social or community norms, including among parents, service prandi
othersthat influence these individual attitudes and behaviors.

The centerpiece of tiRrogram Happroach is group discussions carrieg
geneally with male facilitators who serve as geupdtable role models.
The program includes 70 activities, available for download, to be car
with young meraesl5524) on gender, sexuality, reproductive health
fatherhood and caregiving, violence prevention, driandpegventing
and living with HIV/AIDS. Each module includes a series of activitieg
lasting between 45 minutes amadhours. It is recommended foripers
to implement 10 to 16 activities, once a week, over a period of sevel
monthsin conjunction with community awareness campaigns create
youth themselves.

The activities in the manual series are designed to be carried out-in
sex group semg, and generally with men as facilitators who also sery,
more gendeequitable role models for the young rAetivities include
role-plays, brainstorming exercises, discussion semsibimslividual
reflections about how boys and men are sodjalieepositive and negat
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aspects of this socialization, and the benefits of change. The proces
seeks to encourage boys to question gender stereotypes, bamdviors
attitudes and to engage those
rigidgender norms.

The manuals are accompanied bymoor ds cartoon v
UponaBoyp whi ch presents the stor
childhood through adolescence to early adulthood. Scenes include t
young man witnessing violence irhbime, interactions with his male pe
group, social pressures to behave in certairavagso be see
man, 6 his first unpr ohn8Ttadnefdcingan
unplanned pregnancy. The video was developed in workshopeproce
with young men in diverse settings in Latin America and the Caribbe
being a cartoon video, it quickly engages young men and transfers ¢
across cultures. And by having no words, facilitators work with youn
to create dialogue and to projeeir personal stories into the video.

In addition to the Program H curriculum, Promundo and partners als
devel oped a olifestyle social

genderequitable lifestyle among men in a given cultural setting. This
involves working with men themselves to identify their preferred sout

information, identify younganie
craft messageédn the form of radio spots, billboards, posters, postcar,
anddancést o make it tobeaormie geadeglitablé npag.

Beneficiaries

Which subgroupsioiescents andwerdtbeneficiaries of the practice? Ir
3 from the listpage. 3

Young merages 5324, including:

1 Adolescents and youththe general population
1 Maleadolescents and youth
1 In-schooladolescents and youth

1 Out-of-schooladolescents and ybut

Implementation sites

In which sites was the practice implemented? Include up to 2 from th
the practice implemented in urban or rin@h&eas or

Program H has been implemented in both rural and urban settings.

Schootbased In these sitegducational workshops, social marketing
campaignsndindividual outreacivere incorporated in various settings

Community-based In these sitegjroup education sessions, communit
campaigns, lifestyle social marketing campatigisports tournaments
were incorporated in various settings.
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Outcomes/results

What were the practical outcomes, including the measurable results
example: condom use, HIV testing, abstinence, ART at#atedce, HIV
knowledge, personnel performance improvement, client satisfaction
HIV/STI disclosure, etc.

Pr ogr am Homgrorkhan irf Pertuguese, draimbiia Spanish)
was developed and validated in Latin America and the Caribbean ar
since been tested, implemepded adapted to loaalltures by project
partners in South and Southeast Asia, the Balkans, other parts of Lg
America and the Caribbetire USand several settings in-<&dharan
Africa.

Program H has undergone nine impact evaluations and has shown
consistently to lead to changes in &RBpported attitudes and in some
settings to |l ead to reduct i ofose
of GBV. Interventions are evaluated using a culturally relevant, valid
evaluation model (the GEM SéaleenderEquitable Men Scale) that
seeks to measure the degree to which young men and women chan
attitudes as a result of the intenzeTsi

Most of the evaluations of Program H so far have usedgpasmental

designs; a few have had random assignment of control and interven
schools or communities. Six out of nine evaluations found that partig
in the programs demonstrateahsigantly less support, on average, for
gendeiinequitable attitudes after taking part in the activities based or|
Program H. The consistent changes observed through quantitative ¢
gualitative findings across settings affirms that Program H has skibw
to be adaptable and apt for scaling up as a promising and successfu
approach to achieving changes in gender norms and practices amo
and adult men, with important implications for women and girls.

Program H has been named a best practicenmofing gender equality b
UNICEF, the World Bank, UNFPAInited Nations Development
ProgrammeNDP), the InterAmerican Development Bank and
WHO/PAHO.

Ethical soundness

Please describe how the practice followed standards of sociaicand p

Promundo follows all standard ethical procedures for research with
children, including parental consent procedures. Additionally, if anyg
the group shows a need for special attention due to an act of violencg
have suffered, the facilitastrould consider referring the young man to
appropriate services and discuss the issue with other senior staff at
organizations.

Relevance

To what extent did the practice achieve the déalhed wag tdmasagnitu
the effect size(sbiyjhether it was statistically significant but whether
health significance)? Were the outcomes relevant to HIV/AIDS prevg

Best Practices for Adolescent - and Youth -Friendly HIV Service 113



treatmem@nd retention, and if so, to what extent? What were the bene
risks/potential fomhar

Program H has shown to have-sgiforted decreases in STI systems in
addition to increases in condom usage, both directly related to HIV g
AIDs prevention. Additionally, Program H seeks to address the norn
perpetuate risky sexual pradiicesluding addressing and challenging

gendered power dynamics and rigid gender norms. The following ar
of the key results of these evaluation studies:

1 The impact evaluation of the application of Program H in the favg
Rio de Janeir&razil, found that young men participants had fewe
seltreported symptoms of STIs compared to similar youth who h
participated. In one of the groups which received both group edu
sessions and a community campaign, the percentage of young n
STIsymptoms decreased by alnoosithird, from 23percento 14
percentpver the course of the program.

1 InIndia, young men who participated in the Yaari Dosti program
almost 2 to 3 times more likely to use a condom during sex after
completing the pgram than young men in a control group.

1 In Ethiopia, the proportion of young men who reported using phy
violence against a female partner dropped significantly, fpent&t
to 16percentafter taking part in an intervention that included elen
from the Men as Partners manual as well as activities from Prog
while no such change occurred among the group -ganticipants.

1 In Bosnia and HerzegovinaandCroatia, students who attended
classroom sessions combined with residential educetieads were
significantly more likely to have increased their support for-gende
equitable nornfisincluding a rejection of homophdbiavhen
compared to their peers who did not participate as intensively.

Reach

To what extent did the practiceaadesivedtioutcomes for the intended |
Who (or what) were the beneficiaries (or processes) that were affect
eligibladolescents and(poytfocesses) was known to be affected by th
may cal catabebas eéedean hadolescehtadndy
(or processes) could ultimately be affected (projected reach)? How 1
groups adfiolescents and(poptitocesses) that were reached compared
ultimately affeloyethe problem? Is there external validity or generaliza
the ability to achieve health equity? Please explain.

Since its inception, Promundo and partners have reached more thar
250,000 young men and women in over 20 countries with acpoeseint
gendetbased violence, including the Program H toolkit, which combi
group education with youlid activism to achieve equality and reduce
violence. Public school systems in Brazil, India, Croatia, Chile, Nica
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and elsewhere have offigialdopted the approach as a part of their sc
curriculum.

Efficiency

Describe how the practice demonstrated cost and resource sffitens
time, staffimgdnateriatge appropriate in relation to the benefits).

When programming is being implemented and facilitated directly by
staff, the intervention costs approximat&$2575 per individual. When
facilitators are trained via an online teacher training portal, the cost i
approximatellyS$5 per individdaroup participant.

Effectiveness/impact

To what extent has the practice been supported by quantitative eval
peer review of practice or publit#tiempPactice also have support from
research or use mixedigfeas there tRiraty verification of the @gUtts®
evaluation of the practice include comparison or control areas? Plea
methodology used for the evaluation and the results.

Major international organizations are recognizingalRtdd) as a best
practice in promoting gender equality. In 2007, Program H was cited
UNDP®3s 50dgias Brasiledos de Mudar o Mando( t r aodn5s(
Brazilian Ways to Change t heStaW
of t he Worlh20@88sUNERAIirecognizedProgram H as an
effective strategy for engaging young men in the promotion aifaeku
reproductive health in i&ate of World Populatiseport. In 2010RAHO
and theWHO namedProgram H as a best practice in integrating a ge
perspective in health. In 20fdtmer UN Women Executive Director
Michelle BacheleemedProgram H a good practice in the prevention
violenceagainst women, and the World BanKik&siProgram H as a be
practice in programs integrating gender and HIV&Aprevention.

See references below for relevant published literature.

Feasibility

What problems or obstacles were encountered in implementing the
thefy or could they beercome? How does the practice streamline or «
procedures? Does implementation of the practice require aagernfzaii(
in what wawhat resources are absolutely necessary for the practice
field?

Overall, Pogram H is a cogfffective, accessible initiative that with
institutional buyn can be implemented successfully across a variety
settings and contexts.

Given the short timeline of many interventions with young men, it is
unrealistic to expelbehavior change and difficult to measure such chg
The GEM Scafe an attitude scale used to assess the degree to whic
believe in a more rigid or more equitable view of manhood (which is
associ at e d-repartedibehaviors id wrms@BY, €ondom
use and sexual behavior), and has since been used in more than 20
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countries as an evaluation and baseline tool, including in studies suj
by USAID, PEPFARand the World Barikthus provides a potentially
more sensitive evaluation instemtrfor measuring attitude changes tha
suggest a movement or change in the direction of gender equity on
of young men. Promundo and par
and behavior change are possible to achieve, but more research wg
necessarly and ongoing interventions and peléxel discussioisto
confirm and sustain lotgrm gender equity.

Lessons learned

What are the most
important lessons that
reader should take fro
practice? What are the
to its success?

A keyfactor in Program H implementation is the educator or facilitatg
up to him/her to know whether the young men feel comfortable with
themes and to administer the activities in such a way that honest ref
is promoted, but without becomiagroup therapy session. The facilita
must also be aware when specific participants may need individual 4
and in some exceptional cases, even referrals to counseling. The py
behind this type of group intervention is to go beyond mersipnoof

information, to a stage of prompting reflections and changes in attitu

Also, Promundo recommends supporting youth to carry out their ow
campaigns and activism as a way to promote the core themes and t
youth directly at the school onmomunity levels. Campaigns and other

community actions empower youth and organizations to become ag
change and influence public policies essential for achieving gender

social justice.

Retrospect

Discuss anything that
have been doneiffef
applicable.

With regard to evaluations conducted of Program H, including variol
gquasiexperimental studies, the impact of group education has been

captured more comprehensively to date. In the future, further efforts
be made to captureetisuccesses and impact of the community camps
and the combined, added valued of implementing these campaigns

alongside group education.

Furthermore, efforts to incorporate elements of diversity into the
curriculum have been made through Program D ykgivethe future
these activities should be even more deliberately integrated into Pro
H6s core curricul um, to ensure
diversity of gender identities, sexuality, race, etc.

Replicability

To what extentthaspractice been replicated across similar contexts g
desired results? When the practice is applied in different contexts, w
components of the practice must be included without alteration? Wh
practice cawclinged or adapted for different contexts while still achig
results? Have the adaptable elements been changed in different cor|
still shown to be effective? Please explain.

Promundo has adapted Program H for implementatmore than 20
countries worldwide in partnership with local civil society organizatio
United Nations agencies, including in the Balkans, Ethiopia, India,
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Tanzania, Vietnam, Chilénited Statesind Canada. Program H has be
subject to rigoralimpact evaluations in Brazil, India, the Balkans,
Ethiopig and Namibia.

In each context, partners select and implemeatlB0activities, tailored {
the theme and audience they seek to address. Experience in using t
materials has shown thasipreferable to use the activities as a compl
set (or selecting groups of activities from the different sections) rathe
using just one or two activities. Many of the activities complement eg
other and when used together contribute to richerexpe than using
just one activity. Carrying out a carefully selected combination of act
recommended over holding scattered or isolated group educational

activities. In any implementation of Program H, a facilitator and othe
program staffnembe should go through a thoughtful process to desig
program and select the activities best suited to bring about the desir
changes in attitudes and behaviors and that best work for the partic
group of participants.

Sustainability

To what extéais tharactice been maimtdioedhat extent hawalstice

achievddsired outcoverstim&® what extent was the practice designe
integrated into existing programs and/or standard operating practice
was the praaes®igned to be incorporated into existing networks and |
what extent was the practice oMhiaiweel® the ldegereffects? What is
practicability of securing ongoing funding/support? Has there been n
improvemaneffects ovefitiewven without ongoing funding/support?

The practice has already been replicated, maingaidiadaled up in a lar
variety of settings. To avoid having an isolated impatt, raagimize
sustainability, it is necessary to institalize this approach.

An example of this is illustrated here, through the Portal for Gender
Equal ity i n SRotabEguidade deoGénel® Ba& Escafa
Portuguese), which is an online teaichating portal that aims to promo
ganderequait among both teachers and
system. After years of programming and evaluation experiences in g
Promundo aimed to scale up its flagship initiatives, Programs H and
PEGE was launched in 2011 to fulfdleanand fom tool designed for
educators that could be used to spread the methodology behind Prg
H and M to a larger audience. It has since become the centerpiece ¢
Promundods work in tdaneisrmdhemat i
adapted for use with teachier€roatia.

References/related
documentation

Include with your submission any documents that will help us to und
(examples are evaluation reports, project documentation, academic
clippings). Any documeataiiogram assessment and external evaluat
most welcome.

Best Practices for Adolescent - and Youth -Friendly HIV Service 117



Barker, G., Nascimento, M., Segundo, M., & Pulerwitz, J. (2004). Ho
we know if men have changed? Promoting and measuring attity
change with young men: Lessons from Program Hin Latime r
In Gender Equality and Men: Learning froreditedttigeS. Ruxton,
14®161. Oxford: Oxfam GB.

Guedes, A2004. Addressing gendeased violence from the reproduct
health/HIV sector: A literature review and analysis. Washington,
USAID, Bureau for Global Health. PulerwitzBarkerG., Segundo,
M., & NascimentpM. (200§. Promoting more gendequitable
norms and behaviors among young men as an HIV/AIDS preve
strategyHorizons Final Report. Washington, DC: Population @oy

UNDP (2007) Jeitos Brasileirogndalar omondo.Retrieved from:
http://www.oei.es/oeivirt/50jeitos.pdf

UNICEF (2006). Thetate of theworld'schildren 2007: Women and
childrenthe double dividend of gender equality. Retrieved from:
http://www.unicef.org/sowc07/docs/sowc07.pdf

World Health Organizatio(2007). Engaging men and boys in changin
gendetbased inequity ihealth: Evidence froprograminterventions.
Geneva. Retrieved from:
http://ww.who.int/gender/documents/Engaging_men_boys.pdf

118

Best Practices for Adolescent - and Youth -Friendly HIV Services


http://www.oei.es/oeivirt/50jeitos.pdf
http://www.unicef.org/sowc07/docs/sowc07.pdf

Zvandiri Project, Zimbabwe

Nicola Willis
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Best Practices Submission Fornd Part 1

A. Please mark the topic areas that treelplegemed youthendlipest practice fits into (check all that apply)

X Access to HIV services (location, hours, fag X Counseling and testing for HIV
environment)
X Sex/HIV education X HIV treatment withantiretroviral drugs
X Staff preparedness to seadelescents and | X HIV-related opportunistic infection prophylax
youth and treatment
X Condom provision X Care and support fadolescents and youth
living with HIV
X Family planning services X Sexual abuseblence prevention and treatme]
A Needle and syringe exchange X Diagnosis and treatmentsaixually transmitted
infections
X Social mobilization A Medical male circumcision
A Substance use (including alcohol) A Drug treatment including drug substitution
therapy
Referrals and linkages to services X Antenatal/postnatal/delivery capeevention of
motherto-child transmissiofPMTCT)
X Peer education X Mental health services ffolescents and yout
living with HIV
X Prevention, safer sex, aig#reduction X Other(Vocational Skills Training
counseling
A Other (specify) X Other(Integration of adolescents with HIV an
disability and those living on the sjreet
B. Which age groupdadéscents andwergtbeneficiaries of the best practice? (Check all that apply):
X 1M14years old
X 15319years old
X 20524 yearsld

C. Whiclsubgrofg) ohdolescents andweretbeneficiaries of the best practice? (Check all that apply)

X Adolescents and yoliththe general
population

X Pregnanadolescents and youth

X Female sex workers

A Incarcerateddolescents and youth

A Maleadolescents and youth

A Transgendeadolescents and youth

A Men who have sex with men (including mal
sex workers)

X In-schooladolescents and youth
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Refugee and displaaablescents and youth A Out-of-schooladolescents and youth

> >

Non-refugee/nordisplaced mobile and A Married adolescent girls
migrantadolescents and youthcluding street
adolescents and youth

A Adolescents and youttho inject drugs A Adolescents and youtting with HIV

A Traffickedadolescents and youth A Other(AdOIescentS with dlsablllbles

D. In which site(s) was the best padoiiesciartd youthiendldlV services implente@ieeck all that
apply)

Health facility

Community

School

Workplace

Outreach

X
X
X
A Worship place
Y
X
X

Otherd churches
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Best Practices Submission Fornd Part 2

Name Zvandiri
Country Zimbabwe
Topic area 1. Counseling and testing for HIV
2. Care andupport for adolescents with HIV
3. HIV treatment and antiretroviral drugs
4. Staff preparednessserve adolescents/youth
Year Zvandiri started in November 2004. It continues to be scaled up nationally

Contact Person

Name: Nicola Willis

Title: Director

Contact
information

Zvandiri House

12 Stone Ridge Way
Avondale, Harare
Zimbabwe
Tel:+263731 253205
Nicola@zvandiri.org
www.africaigzvandiri.org

Implementers

The Zvandiri modelasdeveloped and implemented by Africaid, apowate
voluntaryorganizatiorin Harare, Zimbabwe. Africaid vessablished in
Zimbabwe in 2004 by a group of volunteers who were working in pediatric
facilitiesat a time when ART was just beginning to be rolled out for children
adolescent¥et there was very little, if any, opportunityéang people with
HIV to access pasist support in the community. There was a critical need f
psychosocial support servittestrecogrzedA Y L H | bxbader psychological,
socialand developmental negidsaddition to clinical care.

When a group of six adolescenked#\fricaid for assistance in establishing a
support group for children and adolescents growing up with HIV, the first
Zvandiri support group was establishedmed, creatednd planned by
adol escents with HIV themseploves,
volunteers. Over the years, Africaid has evolved from a vehagady
community organization in Harare to a national,-doribr funded organization
supporting the steady growth of adolesitemdly HIV services through the
Zvandiri model. It mbeen adopted by the Ministry of Health and Child Car¢
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(MoHCC) and the Ministry of Public Services Labour and Social Services
(MoPSLSW) as a key model in the treatment cascade for adolescents with
case management of vulnerable children and adtdesc

This growth has been a partnership AithHIV and their families, the MoHC(
the MoPSLSW, the National AIDS Couttdlrare City Health Departmeand
multiple funding partners, as described below. In the same way that young
were at the focus of designing and planning the first support group, they h
remained at the heart of the Zvandiri model, setting the standard for mean
participaibn of adolescents with HIV in planning, implementing, monitaridg
evaluating theprograns, in addition to implementing their own research.

Funding

Africaid was initially funded by donations from individuals and small grants
However, over the yeaits funding based has increased to largedonidt
grants. Financial and/or technical support for Zvandiri has come from the
government of Zimbabwe, multind bilaterals (especially UNICEF, USAID
through World Education Ind®PEPFAR through the US Iitic Affairs Section,
the Child Protection Furohcludingthe EuropeariJnion, Department for
International DevelopmerRRoyal Netherlands EmbdsSjida, UNAIDSand
UNFPA), and from foundations and similar sources (ELMA, Elton John Al[
Foundation, Brist Myers Squibb Foundation), as well as from civil society
organizatios working in partnerstiipsuch as Southern Africa AIDS Trust (SA
Gesellschatft fur Internationale Zusammenarbeit (GIZ), Swiss AIDS Care
International (SACI), and the Centre for Sexealth and HIV and AIDS
Research (CeSHHAR). Africaidds op
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Goals/objectives

Zvandiri is a theoreticalised, multicomponent, community psychosocial a
health intervention for HIpositive children and youpgople living with HIV
(CYPLHIV). The goal is for CYPLHIV to have physical, sacidimental well
being. In 2014, Africaid worked with young people living withpirdgramstaff
and stakeholders to develop the Zvandiri theory of change, as below:

Contextual factors:

Mediating factors:

Theoretically-based,
Multi-component,
Community Psychosocial
and Health Intervention for
HIV positive CYPLHIV.

Interventions are overlapping
and designed to impact more
than one programme area

Interventions aim to Inflluence

® HIV diagnosis, disclosure, link-
ages, adherence and retention
in HIV care

® Psychosocial well-being and
mental health

® Sexual and reproductive health
® Policy environment

® Health service delivery

poverty, orphaning, neglect and violence, stigma, late diagnosis, late disclosure, lack of linkage and
retention in care, poor adherence and high virological failure, neuro-psychological dysfunction

OUTPUTS
® CYPLHIV reached
® Support Groups,

® Outreach Team,
CATS,

® Zvandiri Centres,
® SBCC materials,

® Income Generating
Projects,

® Advocacy

® Trained health care
workers

® Policy involvement

OUTCOMES

e Engagementin the
continuum of care;
adherence; sexual
and reproductive health,
psychological well-being

® Children’s agency

® Improved health care systems

® Reduced stigma

® Improved socio-economic status

® Improved family support,
communications / parenting

® Multi-sectoral awareness of
needs of CYPLHIV

® Child and adolescent friendly
policies

® Protection and Safety

STAKEHOLDER ENGAGEMENT

Badkground

While Zimbabwe has reported a decline in HIV prevalence, it remains one
countries most affected by HIV in the wpnlidh 15 percenbf adultsages 5549
years living with HIVZimbabwe National Statistics Agency (ZIMSTAT) and
International 2013). Zimbabwe has a generalized, mainly heterosexivalty
HIV epidemic in which HIV transmission to childreainty occurs vertically, by
also throughinprotected sex in casese@kfual abuse and as children mature ¢
become sexuallyactifvéehi s i s having a devast 3
and adolescentsf @e 1.3 million people living with HIV, approximately 11
perceni{148,089) are children and adolescents (MOHCC, 2014).

Antiretroviral treatment (ART) has substantially setlda Zimbabwe in recent
years, but many factors impede early diagndsaaessful treatment for
adolescent®istrict health information system data for 2014 showedh¢hat t
antiretroviral therapy (ART) coverage for adolescents living with Hideirsdigt
for the10814age group, Slercenamong thosagesl 0319, and 5¢ercenfor
adolescentaged 5319. Approxinately half of adolescents living with HIV in n
of ART are not on treatment; and those not on antiretroviral treatment and
have digh likelihood of dying prematurely. This situation urgently needs to
improve. Although the recenLIAIN! countryasessment pointed to the gradu
decline in new HIV infections and AHBSated deaths among adolescents in
Zimbabwe, the report highlightihat intensive, accelerated efforts are requir
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within the national HIV program response on adolescents, if Zimisaioweacl
its targets of 7percentreduction in HIV new infections and@&rcenteduction
in AIDS-related deaths in this age gr@uNICEF, 2015)

I n e v er yadolescénse id aiperiedsof substantial physical, ematidna
social change, the transition from childhood immaturity and dependence t¢
adulthood roles, relationshigad responsibilities. Adolescents with poor
immunity because of HIV face huge additional challenges, from repeated b
ill health, stuntingnd delayed growth and development, to multiple psycho
stressors. These arise directly from their physical ailments and from fear, s
and discrimirtéon, low selesteemand all too often, orphanhood and insecuri
at home. Adherence is known to be challenging in this age group and two
Harare have reported virologic failure rates péd@nin their adolescent
cohorts.

As increasing numars of children born with HIV survive into adolescence an
adulthood, mainly through improved treatment access, therdrisreasing
need to provide for them a comprehensive continuum of care. It is clear th
support for psychosocial needs and mbatdth, supportive and wiglformed
caregivers, reduced stigma and discriminatidtyoutkriendly health provider
attitudes and facilities are essential, in addition to the availability of prophy
treatment for opportunistic infections, atviral medication and adherence
supportand sexual and reproductive health These are the challengesttiat
Zimbabwean civil sociatyganizatiom\fricaid sebut to address in its Zvandiri
program

Design

The Zvandiri model has been developed in partnershighiv, with the

different components of the model being piloted then scaled up progressiv
the years in response to the emerging, evolving nédtsmisitive adolescents
growing up in Zimabwe.

The Zvandiri community support groups were the first step, developed in r¢
to young people themselves asking for a safe place where they could com
to learnmaboutand share their experiences so that they may be able to cope
theircondition and its implications in their lives. Once the groups were runr
decentralized in the communégd found to be therapeutic and supportive, tf
support group members, their famikesl health service providers expressed
need for additimal follow up support at home for those with counseling neec
adherence difficultiisatneeded support beyond the clinic. The multidisciplir
outreach team wabkereforeformed and has been working in close partnersk
with clinics and health sigev providers for the past decade in Harare,
strengthening bidirectional referral fmtldw-up of adolescents throughout the
treatment cascade.

In 2009, theommunityadolescentreatmentupporters (CATS) intervention wa
then piloted in response to theed for innovative, adolescki@ndly, sustainabl
adherence interventiohHV -positive adolescents 23 years old, are trained,
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mentored peer counselors who provide adherence literacy, coamseling
monitoring in the home, together with counseling for their broader psychos
support needs. As the CATS initiative was found to be effective and accep
families and health service providers, it was then scaled up across Harare
the CATShemselvesvho are widely accepted by service providers, faamities
young people themsehasplaynga critical role in the case management of y|
people with HIV, through case finding.(éog HTC, opportunistic infection®I,
ART, investigatits for treatment failure, child protection cases) followed by
enhanced support in the home and community for adherence, mental heal
disorders, SRH, PMTCand child protection. In addition to the CATS, Zvanc
Centres were constructed within four hdattiities as adolesceentersled by
CATS themselves. Thesmtersare an entry point for young people, HIV posi
or negative, for information, peer counselling, skills develppntereferral to
other services (e.BITC, OI/ART, TB, SRH, PMTCTchild protection).

Each component has been planned, developed and implemented with or b
people with HIV, with strong liaison and collaboration with health facilities,
families, th®epartment oSocialServicesand National AIDS Council. Without
these partnerships, the model would not have been possible. Africaid now
technical assistance to MOHCC and MoPSLSW through thaiaitingare
providers, social welfare officarsd communitpasedrganizatios how to
integrate the Zvandiri within thpiograns, and this has been documented in t
Zvandiri Toolkit. The Toolkit contains a variety of tools designed to suppor
implementers in establishing the Zvandiri model or integrating it within thei
existingprograns, with sustained mentorship support from Zvandiri Provinci
Officers.

Although the Zvandiri model in its entirety has not yet been costed, the CA
intervention has recently been costed by the Clinton Health Access Initiati
follows with @stsbeing calculatquker patient per year (PPPY)

CATS program costs

(PPPY) Personnel Equipment Buildings ORC Trainings  Total
|H2;are (Zvandiri - | ¢3513 | $2.93 $2.23 $9.42 | $1.68 | $52.39
e

Provinces $49.44 $4.49 $2.30 $10.48 | $1.48 $68.18

(MOHCC -led with
Zvandiri support)
Provinces $14.83 | $0.84 $0.77 $4.23 | $1.86 | $22.53
(MOHCC -led with
Zvandiri support
at scale -up)

ORC  Operating and running costs

Source: Pangaea and Clinton Health Access Initiative (2015
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Main activities

As described abovéyandiri has
evolved over time and combines
communitybased psychosocial
support, health services, trainamy
advocacy for children and young
people living with HIV through a
network of community support
groups, outreach tearmemmunity
adolescent trement supporters
(CATS) and adolesceifitcused
0Zvandi i Thester &
integrated within clinical care in
government and private sector clinics.
There is bidirectional referbgtweertlinicsandcommunity. Zvandiri aims to
directly influenceyoupge opl eds experience of |
adherengand retention in HIV care. As well as the direct focus on treatme
involves ongoing support for their psychosociabeiely and mental health,
protectionand sexual and reprativre health throughout the HIV care cascac

In addition to direct implementation of the model in Harare, Africaid provide
training and mentorship for health services and CBOs wishing to integrate
Zvandiri within theiprograns. Working with partnersbaseline cagity
assessment is conducted, followeddoggranof training and mentorship. Ove
the past three years, the majority of training and mentorship has been con
through the MoHCC, beginning with training of fadditgl nurses and
couns#ors, together with thgrovincialanddistrict nursing officerTraining
focuses on the specific treatment,, eauek support needs of adolescents with
HIV, followed by an introduction to the role of Zvandiri in strengthening the
care cascade for this group. Clinics have then gone on to request furthens|
establishing community support groups, CATS senrncddinkages between th
community and clinic. CATS are engaged as training facilitators in all train
mentorship.

Zvandiri combines the interventions described below:

1. Monthly community-basedsupport groupsrun by trained facilitators
(including YPLHIV) providing structured activities to build resilience, confid
and sekesteem, to develop knowledge and skills related to HIV, to promote
adherenceind improve sexual and reproductiveheaite generally. These

support groups provide opportunities for sharing experiences and develop
friendships and support networks, and an opportunity for informal review o
benef i c4ang.iYath groupseahdlyoung pafgnips are also ruo t
respond to the evolving needs of this group of young people with HIV.

2. Community outreachconducted by a multidisciplinary team, which includ
HIV clinician, nurse, counselors, a social waksychologisand a network of
CATS, provides hormased clinical monitoring, counselmgladherence
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supportand ensures linkage to and retention in care. The team identifies a
back to the clinic children requiring ART, laboratory investigations, manags
of opportunistic infections (Ols)ogsible ARMelated toxicities and treatment
failure.

3. The CATS initiative was established in 2009. Young people living with H
between 17 and 23 years old who are coping well with their own HIV have
trained and supported to become counselotldirpeers, working in clinics al
through home visits. CATS have experienced and therefore understand m
the issues aroundlilkalth, anxiety, guilt, fear, shame, rejection, deprasdion
hopelessness. They have also benefited in terms of lpg@etiaand
transformation from Zvandiri, and this enables them to support others effe
Their lived experience makes them particularly credible to others strugglin
new HIV diagnosis or with treatment, and they have a unique value agenor
role models. Remuneration of US$100/per month has enabled individual C
furthertheireducatiorandsupport themselves and family members and has
contributed towards 1@@rcentetention of CATS in therogram

4. Clinic-based Zvandiri Centresvere established in 2013 in four clinics in
Harare. These cerg provide an adolescdatused environment for young
people to access HIV and SRH related information, counseling, peer supp
skills training, and recreational activities. Trained aar@eCATS from
Zvandiri run the ceats, supervised by clinic staff. The@sradlso refer young
people to other services including for HTC, family planning, treatment for S
PMTCT,andmental health and social servicesfa.gchool fees.

5. Community-based HTC for children and young people began in 2012 to
improve the uptake of HTC services for this age group. CATS conduct
information sharing sessions with community groups and schools, advocat
early testing and treatment for childférecommunity outreach teghen
provides counseling and referral to the local clinic for children and families
HTC. Children testing HIV positive are then referred back to Zvandiri by th
for posttest support. CATS also identify siblingshalre not yet been tested a
theyrefer those for HTC. Africaid is the lead technical partner to the MoHC
the training ohealthcargvorkers in the provision of adolesefieindly HTC
services and actively supports the national HTC campaignsgehatri
adolescents are reached and referred by CATS for posttest support.

5. Zvandiri links with one of the main refecetersn Harare, Newlands Clinic
to support young people in establishing a rangeoofhie-generating projects
(e.g, hairdressig, graphic design, painting, dressmaking). This is only imple
in Harare

6. Progrars forparents and caregiversf CYPLHIV began in 2010 after
research suggested they fedqjllipped to support the children in their care.
Caregivers are trained@4TS and Zvandiri trainers with the aim of improvin
their understanding of the needs and experiences of the adolescents in th¢
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7. Zvandiri adolescents have strengthened services and support for CYPL}
through their own innovative, multimeailvocacy campaigns arghrticipation
in policy and guidelines development.

8. Zvandiri youth provid&aining and mentorshipfor health workers, social
workersand community organizations to strengthen the integration of
psychosocial support and clinical.care

Beneficiaries

Which subgroupsloiescents andwergtbeneficiaries of the practice? Include
the list grage. 3

Adolescents with HIV: The primary beneficiaries of Zvandiri are children an
young people living with HIVO®4 years old. Beneficiaries have dpragram
development through their insights into the specific needs and gaps they s
existing service provision and supppantiers in their home, school and socia
environments to coping with their HIV status and related concerns; and ho
think these can best be addressed. In addition to being the recipient of ser
they also take the lead in the delivery of seagia@ainselors in their own
communities, national trainexsd advocates thte community, nationgnd
international level

As part of his focus on adolescents with Hiittentionis includedo awareness
raising and strengthening of service provisioHIV- positive adolescents from
vulnerable populations including those with disabilities, those with mental i
young sex workers, MS§ung offenderand those living on the streets.
Examples include:

1 CATS are providing enhanced ART suppaltcaanseling for
adolescents on ART with depression through daily home visits and
with the HIV clinic and psychiatry service

1 Young people with HIV and hearing impairment were identified thrg
partners, counseleahd integrated within the community support grot
CATS were trained in sign | ang
trained and counseled.

9 Africaid is also in the process of strengthening partnerships with
organizatios working with LGBTI to impra access to services for th
population of adolescents.

I We have also assistdtk Centre for Sexual Health and HIV AIDS
Researce$HHAR in the training of sex workers to provide adherer
support for their peers, drawing on the same methodologies we us¢
Africaid. We have also begun enrolling young sex workers within o
vocational skills trainipgogram following referral by pagrs and
government.

9 Adolescentwith a diagnosis of HIV who dreconflict with the law are
referred to Africaid by the national case management system. Afric
provides counseling, treatment support services, support in court
proceedingand linkge to other services as required.
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In-school adolesceritsThrough a partnership with the National AIDS Counc
andthe Ministry of Primary and Secondary Education, CATS have been
conducting information sharing sessions and advocacy campaigns in scho
adwcating for supportive, stigffrae environments in school, a greater aware
and understanding of what it means to growing up withaidtMhe importance
of HIV testing and counseling and ART. This has been extremely effective
mobilzing young peoplwho have then gone on to access HTC services at t
local clinic and also made contact with Zvandiri for counseling and referral
Zvandiri support groups. Africaid was also invited by the National AIDS Cqg
to train teachers and guidance celons in adolescent HIV. This has been
extremely well received and is now continuing in other provinces.

Implementation
sites

1. CommunityMostZvandiri services are implemented in the community, ¢
described above, with robust bidirectional referral pathways between tt
community and clinic. For example, the support groups and CATS are
implemented in the community, but adolescents are refetinedhtby the
clinics, as part of their treatment, and support. CATS who identify
adolescents who are at risk in some wayp(e-8RT yet eligible, unwell,
nonradherence, possible treatment failure, child protection issues) will t
refer them bek to the clinic. The clinic will also refer adolescents who at
to follow-up to the CATS who then trace them and refer back to the clin

2. Clinics CATS also work within the clinic, assisting the counselors and n
with counseling, disclosure sopppadherencand broader psychosocial
issues for adolescents. Zvandiri Centres are only in four clinics in Haral
other clinics have established adolescent corners drawing on the sameg
principles. Afr i c aprogrands alsortageted at megt
facilities and strengthening the knowledge, akillsttitudes of service
providers in order to improve access for adolescents to adolescent frie
prevention, treatment, care and support services.

Zvandiri has been successfully dadlet in both urban and rural settings, work
with local stakeholders including young people themselves.
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Outcomes/results

Zvandiri secures multiple benefits for its young benefidlaiesaregiverand
overstretched health professionals, with potentially much wider benefits fo
managing the HIV and AIDS epidemic as a wholgrblgeamhelps make healt
services more efficient and effective by taking extensive responsibility for |
to care, losto follow upand adherence monitoring, as well as changing heg
provider attitudes and building their skills to provide sgartbfriendly services
By strengthening disclosure, treatment aeckesencend retention in care,
Zvandiri contribugs substantially to Hipositive health, dignjignd prevention
as part of wider SRH benefits and improved mental health. In turn, these ¢
generate substantial cost benefits and cost savings over time through fewe
infections, earlier access toingsand treatmerdndreduced occurrence of dru
resistance and subsequent treatment failure.

More broadly, Zvandiri also contributes to advocacy, raising awanehess
challenging stigma and discrimination in schools, chamthése community at
large. Finally, Zvandiri contributes to policy and guideline development anc
training.

In 2014, an independent consultant documented the impact of the Zvandir
and reported the following:

Overarching benefits

9 Effective bidirectional links between coomity and clinic to strengther
the HIV care cascade including uptake of HTC, linkage and retentic
careandadherence

9 Psychosocial wddking, including improved resilience and confidenc
improved mental health, earlier and supported discloswee, bett
adherencendbetter health outcomes for HIV positive children,
adolescentand young people

1 Improved linkage to child protection servibagprevent and respond tg
neglect, violence, stigraad discrimination

1 Support for HIV prevention, includifgy the next generation and for
wider sexual and reproductive health (positive health,, digaity
prevention)

1 Reduced incidence of drug resistance, treatment faititeansmission
of resistant virus

1 Longterm cost benefits through contribution to Hinvention and
improved sustainability of treatment and care with reduced opportu
infections and need for secondthirdline ARV regimens

1 Strengthened childndyouthfriendly health service provision

1 Improved capacity of families and communitiesupport children and
young people with HIV
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Youth empowerment as future adults, workadsparents that benefits
themselves and their communities

Expansion of the documented experience of effective approaches fi
children and young people with HIV

Model for active participation with potential for sustainability andigc
that can beisedby differenbrganizatios with other vulnerable childrer
and young people.

Benefits for children and young people living with HIV

Psychosocial and megital benefits:

Reduced isolation, improved psychosociabeiall and mental health,
including alleviation of fear, depressiod anxiety

Increased sedfsteem, confidence, motivatiand capacity

Increased HiMWelated knowledge, understandang ife skills

Greater capacity to handle stigma and discrimination

Improved family communications and parenting, happier home life

Opportunities for regular involvement in activities and groupfevyenis
uplifting, involving, inspiring, developing skillsiafadmation.and
making friends

Direct health benefits:

Earlier diagnosis, supported disclosure, adhgaadagtention in care,
leading to lower rates of treatment failure and better overall health
outcomes

Better sexual and reproductive health, imguckatment for sexually
transmitted infections, reduction in unintended pregnancy, improve
access to PMTCT services

Indirect and loemgn benefits:

Improved education: less time s toillness, reduced stigma and
discrimination; more acceptance anderstanding by peers and teach

Vocational training and potential for improved socioeconomic statu
Direct support and social welfare referral to meet some material ne
Improved, more youtfriendlyhealthcarsystems

Reduction in HIV transmissi@amd new infections in sexual partners

Improved access to PMTCT, reduced infant infections and mortality
supported parenthood

As CATS, learning valuable skills, personal empowerment, opportu
to give back, and generate some income
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Benefits forcaregivers

1
1
1
1

Benefits for clinic staff and health services

T

= =4 =4 =
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Improved knowledge and understanding about HIV
Reduced fears of infection
Healthier children and adolescgrfesver needs, illnessd costs

More support from HIpositive child/adolescent in the home and for
future

Improved capacity to copppropriately

Less isolation and stigma

Strengthened commurdgjinic linkages for a greatly improved holistig
and comprehensive continuum of psychosociabeiet] andhealthcare

Training opportunities fdrealthcareroviders at different levels,
increased understanding of adolescent needs, and skills developm

Time saving, suggestions for more efficient practice, reduced stres:

Fewer repeat visits by children, adoleseasmtsioung people forill
health increased counselor involvement, suggestions for more effic
operating patterns

Improved linkage between health and child protection services
Support to develop youtand gendefriendly health services
Support for defaulter tracing, reducing lo$slitwn-up

Improved track records for successful disclosure, treatmentaatess
adherence and retention in care

More job satisfaction through greater engagement and better result

Ethical soundness

Zvandiri is rooted in the principle of child rigind seeks to uphold:

)l

Therights of adolescents to knowledgabout their own health in way
they can understand and cope with through supporting families and
service providers with disclosure and ensuring policies and guidelir]
in place to suppbdisclosure; to ensure that adolesitentsed

information and health and treatment literacy is available for them

Their right to health, through early access to adolessemditive HIV
testing and counselling, treatment and care services; sestaird,
adherence suppoand early detection of nonadherence and potentig
treatment failur@pportunistic infectiongnd treatment toxicities,
followed by effective referral and fology engagement in evidebesed
activities and servidimtpromote optimal sexual and reproductive hg
and mental health

Theright to supportive and stigmafree environments in the home,
community, schools, churchesd their daily lives
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