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Overview of AYA: AYA is a five-year (2000-2005) partnership Program between 
UNFPA, the Program for Appropriate Technology in Health (PATH) and Pathfinder 
International. The Program is funded by the Bill and Melinda Gates Foundation and is 
implemented in Uganda, Tanzania, Ghana and Botswana. AYA aims to contribute to the 
overall improvement of adolescent sexual and reproductive health in these countries with 
a special focus on adolescents 10 to 19 years old.  Because one of the weaknesses of 
many adolescent programs have been the fact that they were ad hoc, pilot in nature and 
reached very small numbers of at risk youth in each of the concerned countries, one of 
AYA’s objectives was to identify and scale up best practices.  This mandate required that 
AYA staff conduct a thorough literature search to better understand all aspects of ASRH 
programming; define and identify best practices and lessons learned in the region and 
globally; and to define and apply models for scaling up adolescents programs.  
 
How Did AYA Define Best Practices? 
 
Using UNAIDS definitions, AYA quickly learned that a best practice is not the “ultimate 
truth” or “ gold standard” but could be a policy, an activity, a strategy, a project, a 
program, a legislation, a manual, or a research paper.  Best practices range from small 
community projects to national or international efforts. Anything that worked in 
achieving its stated objectives whether fully or in part and that provided useful lessons 
learned (both weaknesses and strengths or successes and failures) in different settings 
could be described as a best practice.  In essence, a best practice is a lessons learned 
and the continuous process of learning, feedback, reflection and analysis of what 
works or does not work and why.  
 
How did AYA Identify and Judge Best Practices? 
 
From the literature, AYA learned that one can identify and judge best practices based on 
two approaches—a)  a simple description of the practice’s accomplishments against its 
stated objective or b) through a thorough analysis using specific established criteria. A 
candidate Best Practice must meet one or more of 5 criteria (effectiveness, efficiency, 
ethical soundness, relevance, and sustainability). During the design phase, AYA also 
learned that in order to replicate any of the best practices being identified from each of 
the AYA countries and or internationally; it has to weigh the level of evidence—that is a) 
sufficient evidence exists to justify applying it right away, b) good evidence exists but 
more research is needed, and c) insufficient evidence exists but the best practice is 
promising).  
 
What are Good or Best Practices At AYA that can be Shared with the Region? 
  
The AYA Program’s final evaluation is planned for early 2005. Therefore, the verdict is 
still out on the effectiveness of its best practices. However, either a) elements of best 
practices can be seen embedded in the design of the country projects; b) elements of best 



practices are emerging during implementation. Best Practices Embedded in the Design 
Include: 
 

A. Adopting a Comprehensive Six Program Components/ Strategies to Respond to 
the ASRH Needs of Youth as follows: 

 
Behavior Change Communication: Aimed at improved knowledge, skills and 

positive attitudes and norms towards adoption of safer sexual practices 
Scaling Up YFS: aimed at increased use of quality youth friendly adolescent sexual 

and reproductive health services 
(Counseling addressed in both strategies) 

Linkage with Livelihood Programs: Aimed at integrated ASRH into livelihood 
programs using BCC and YFS strategies. 

Policy and Advocacy: Aimed at improved and/or creating an enabling and 
supportive environment for addressing ASRH Issues and programs in the homes, 
communities, and nationally. 

Coordination and Dissemination: Aimed at coordination district and national 
ASRH efforts and establishing and improving ASRH partnerships (including towards 
documentation and use of best practices). 

Institutional Capacity Building: Aimed at strengthened implementing partner (IP) 
organizational capacity to plan, implement, evaluate and sustain ASRH programs and 
outcomes. 
 
Through these six program components, AYA was able to address all dimensions of 
ASRH programming from linking behavior change to service delivery and livelihood 
development programs to advocating for positive policies, laws to actually building 
the capacity of implementing partners from local to national levels. 

 
B. Adopting Scaling Up Models during the Design Phase 
 

Because very few ASRH programs have been scaled up in the Africa region when AYA 
was being designed, Program staff spent time looking for existing models for scaling up 
programs. Scaling up is defined as” reaching more youth (10-24 years) in more 
places.” AYA considered four scaling ASRH models which were identified in the Focus 
on Young Adult’s “Getting to Scale in Young Adult Reproductive Health Programs 
which was published in April 2000. The models were as follows: 
 

• Planned expansion (Franchising): A steady process of expanding the number of 
sites and the number of people served or reached by a particular program 

• Association: Expanding program size and coverage through common efforts and 
alliances across a network of organisations. Also known as expanding through 
coalitions; 

• Grafting: Adding a new initiative to an existing program also known as 
integration; 



• Explosion Method: a sudden implementation of a specific program at a large 
scale, usually with its roots in high-level politics. Many countries have had 
experience in this method through the earlier mobilizations campaigns in the area 
of immunizations.  

 
The concept of scaling up, generally, assumes existence of effective programs (best 
practices) in the country, organizations that have extensive experience and track record in 
planning, implementing and evaluating effective ASRH programs, as well as availability 
of adequate resource to expand the identified programs.  Unfortunately, AYA quickly 
learned that even though there was a lot of talent and organizations committed to ASRH 
and implementing promising practices, the numbers of organizations and technically 
capable staff for reaching large numbers of youth were inadequate in all the countries.  
This meant that AYA had to build national capacity to plan, implement, and evaluate 
ASRH programs in each country and then to set the stage for scaling ASRH programs in 
the long run.  Activities included setting up criteria for identifying organizations with 
actual track record in ASRH programming as well as those that have the potential for  
reaching large numbers of youth if they acquired the appropriate know how and funding. 
Activities also included identifying internationally validated and/or promising strategies 
as well as locally implemented promising practices that AYA can adopt and/or expand in 
each country. The following implementers and strategies selected from Uganda can serve 
as an illustrative example of AYA’s approach: 
 



Implementers and Strategies selected for scaling Up (BCC-UG) 
 
Implementers Strategies Scaling Up Model 
Straight Talk Foundation Straight Talk and Young 

Talk Newsletters and Radio 
Program for Youth 

Planned Expansion 
Increased print run and expansion 
of radio coverage 
Produced radio program in local 
vernacular to increase its reach 
and understanding 

Ministry of Education Life Planning Skills 
(LPS)Training Program for 
in-school youth-a sexuality 
education program that was 
validated internationally as 
effective and participatory 

Grafting into school programs to 
include training of teachers in 
methodology and teachers 
providing an essential package 
(content) to adolescents in 
entering and graduating classes  

Uganda Red Cross society Youth Camps for out-of-
school youth 

Grafting a five-day LPS training 
(see above) into  
existing youth camps 

FPAU Youth Peer Educators/Peer 
Providers 

Grafting (LPS training for youth 
PEs and establishing youth 
networks 

Vocational Training Inst. Potential to reach more 
youth 

Grafting of LPS and BCC 
materials into VTIs and linking 
the VTIs with youth friendly 
services  

Parents Concern Reaching parents and 
traditional sexuality 
educators (Aunties and  
uncles) 

Grafting sexuality education and 
advocacy into Parents’ Concerns’ 
program 

 
 
 
 



youth friendly (Clinic in University of Dar Es Salaam ran by the Infectious Disease 
Center and also Marie Stopes Clinics). 
  
 
In Behavior Change Communication: 
 
In almost all the AYA countries, Life Planning Skills Training Methodology is one of the 
important sexuality education methods used for in and out of school youth. AYA first 
trains the teachers who in turn train peer educators, school club patrons, and regular in 
and out of school youth. The trainings started with a minimum package of 4 hour training 
complemented by radio, BCC materials, youth club activities and drama. In Zanzibar, 
both ZACA and UMATI are providing a five-day LPS training to various groups of out 
of school youth. The two organizations reported that the youth are very interested in the 
training and become very engaged because of its participatory nature.  They how 
mentioned that the five-days are able to teach them certain basics about sexuality and 
reproductive health but is insufficient for skills building which would help the youth to 
take action and change their behaviors. Although most project sites have been busy 
building the capacity of teachers and facilitators to better understand ASRH and the Life 
Planning Skills methodology, early signs indicate that youth who participated in LPS are 
actually changing some of their behaviors including going for VCT, abstaining and using 
condoms. This trend needs to be fostered until more youth are able to change their 
behaviors—leading to normative changes in the community. Such behavior change 
breakthrough is visible in project sites in Ugunja and Pemba (Zanzibar). 
 
In Zanzibar, AYA is working with a group of women called Somos (lesson/teachers) who 
are part of a traditional sexuality education system where each adult woman will adopt a 
pre-adolescent girl and will work with her through the first three menstruations to provide 
her with home-based training on sexuality, self-care, and home care issues.  The girls are 
taught to stay away from pre-marital sex but ensure that they satisfy their husbands and 
enjoy themselves during marriage.  Thus they learn the does and don’ts of sexuality as 
well as about self care herbs, herbs with aphrodisiac properties, cooking and other skills. 
Because the Somos were not equipped with modern sexuality education issues including 
STIs and HIV/AIDS, out of wedlock pregnancies, and the risk of being raped, the 
traditional sexuality educators were loosing credibility.  However, After AYA trained the 
Somos on ASRH issues and life planning skills methodologies, they modified their 
training approach to include a 5-day training for every five girls at a time to ensure that 
more girls benefit from each training without taking away from the intimate sharing of 
knowledge and skills and bonding that needs to happen between each Somo and her girl 
(known as Amatare). In addition to teaching traditional wisdom and modern sexuality 
education, the Somos are also encouraging girls to remain in school and discouraging 
early marriage. This aspect of the behavior change program has not been evaluated but is 
quite promising as it builds on an existing sexuality education system and is fully 
supported by the girls, their Somos and their mothers and is more likely to be sustained 
overtime. Specialized marriage Somos work with the girls during the wedding and child 
birth and give them additional information about married life, childbirth and care, and 
home care. Once a beneficiary of the Somo processes has two kids of her own, she will 



qualify to serve as a Somo for another pre-adolescent girl since she would know all that 
she has learned during adolescence, marriage processes and two pregnancies and 
childbirths. AYA is currently empowering Somos who specialize in traditional sexuality 
education for pre-adolescent and adolescents. 
 
In Youth Friendly Services 
 
The AYA program provides funds and technical assistance to both private and public 
service delivery institutions to make their services adolescent friendly and offer an 
essential package of services to youth through static clinics and outreach services using 
training peer providers. Marie Stopes in Ugunja (Zanzibar) is a good example of a private 
NGO clinic that is both providing services and empowering youth to reach out to their 
disenfranchised compatriots. Key activities include: 

1. Training peer providers in sexuality education and service promotion issues 
2. Offering services at the clinic to include voluntary counseling and testing, 

contraceptives such as condoms, general counseling, and other reproductive 
health services. 

3. Youth outreach to Kijiwedilis (young dwelling or hung out areas) in town and 
staging dramas and rap music followed by question and answer sessions with 
specific messages including “know about ASRH including STIs and HIV/AIDs, 
know your rights to services and where to get services, come for services at Marie 
Stopes Clinic, seek treatment for STIS, if you had unprotected sex go for 
voluntary counseling and testing at Marie Stopes Clinic. Protect yourselves by 
either abstaining or using condoms”. Peer Providers demonstrate both male and 
female condoms and reach 16 kijiwadilis in Urban West in Ugunja. 

4. Linking youth in Kijiwadilis with AYA sponsored radio and TV programs 
(Chowea and Ongea—both inviting youth and adults to talk and discuss ASRH 
issues, laws and policies) and Life Planning Skills training being conducted by 
ZACA. 

5. Advising out of school youth on how to organize themselves into youth groups 
and seek support from government and other agencies for small businesses. 

According to the Program Coordinator and Peer Educators, the net effect is very 
encouraging and exciting as youth are certainly learning about reproductive health and 
beginning to change their behaviors as shown by: 
 

• Number of youth using the services increased from 10 to 12 per month to 120 to 
150 per month; 

• STI treatment increased from 1 or 2 per month to about 40 per month 
• Pill uptake increased from 10/11 cycles per month to 70 cycles per month 
• Condoms distributed increased from 1000 per month to 7000 per month not being 

sufficient as more youth demand for condoms. 
• Those who used to insult the Peer Providers as being paid and as users are now 

fully participating in the Kijiwadili activities, seeking services and going for LPS 
training at ZACA. 

• Girls outnumber the boys in the clinic use while boys outnumber the girls in the 
outreach program at the Kijiwadilis. 



• Among 423 youth who sought to be tested, 3.04% tested positive for the HIV 
virus. 

Despite the positive response, the peer educators mentioned few recalcitrant youth who 
continue to abuse them and not fully participate in the program. The PEs said that these 
youth are on drugs and need more specialized services than they can provide. 
 
The Complementarities of the AYA Strategies 
 
In the Project sites in Ugunja, Zanzibar, the various project strategies tended to 
complement and build on each others’ achievements. For example: 
 

• Young people reached through the kijiwis were referred for LPS training; while 
LPS graduates staged dramas at the Kijiwis together with the peer educators; 

• ZACA drama groups and Marie Stopes Peer Educators work with the radio and 
TV programs by staging live dramas, filming short video clips to be used for 
discussions, presenting case studies of youth they met in the field, and 
participating in the radio and TV debates on ASRH issues, laws and policies; 

• Youth who participate in diverse AYA activities (watching TV, hear the radio 
program, reached at Kijiwis, or participated in ZACA trainings) seek services at 
Marie Stopes or Ministry of Health clinics in increasing numbers; 

• While Marie Stopes, Ministry of education, Ministry of Health and ZACA 
concentrate on reaching out to youth directly, UMATI and the media (Radio and 
TV) focus on youth but have a specific mandate to work with the adult 
gatekeepers (policymakers, religious leaders, parents, and members of the 
judiciary). 

 
Conclusion: While AYA has not yet been fully evaluated, it is quite clear that its unique 
design, capacity built and the initial promising signs of best practices will pave the way 
for major social change in the area of adolescent sexual and reproductive health. As one 
of the few Programs in the region that factored in scaling up into its design, AYA will 
also lay the foundation for scaling up of ASRH programs in the participating countries 
and lessons learned for other countries in the region. 
 
 
 
 


