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acquired immune deficiency syndrome
antenatal clinic
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British Overseas NGOs for Development
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community-based distributor
community-based organisation

Center for Disease Control

children in especially difficult circumstances
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commercial sex worker
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Department for International Development
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European Community/Union

expanded programme of immunisation
focus group discussion
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Global Programme on AIDS

human immuno-deficiency virus

Institute of Development Studies

injection drug use

information, education and communication
Instituto de Educacion y Salud

knowledge, attitude and practice
knowledge, attitude, practice and belief
monitoring and evaluation

Ministry of Health
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mother-to-child transmission

medium-term plan

National AIDS Control Programme

National Community of Women Living with HIV/AIDS
national AIDS plan

non-governmental organisation

objectively verifiable indicator

participatory learning and action

people living with HIV/AIDS

priority prevention indicators

participatory rural appraisal

Population Services International
randomised controlled trial

rapid plasma reagen

Southern African AIDS Information Dissemination Service
Southern African Network of AIDS Service Organisations
Save the Children

specific, measurable, achievable, relevant and time-bound
sexually transmitted disease



STI

TBA
UNAIDS
UNCRC
UNDP
UNICEF
URTI
USAID
VAC
VCT
VvDC
WHO
YFHS

sexually transmitted infection

traditional birth attendant

Joint United Nations Programme on AIDS

United Nations Convention on the Rights of the Child (1989)
United Nations Development Programme

United Nations Children’s Fund

upper respiratory tract infection

United States Agency for International Development
village AIDS Committee

voluntary counselling and testing

village development committee

World Health Organization

youth-friendly health services



1: Introduction

Human immuno-deficiency virus (HIV) and acquired immune deficiency syndrome (AIDS)
together currently constitute one of the leading threats to human development.

Institutions such as Save the Children UK (SC UK) have been building up much programme
experience since the epidemic started having an impact on people’s lives in the mid to late
1980s. The severity of the epidemic, with the particular vulnerability of young people, has
placed a huge responsibility on child-focused development agencies. They need to reflect on
their experiences and take the lead in the promotion of good practices.

To do this, an organisation is dependent on its skills to collect, analyse and disseminate
information. With the new challenges presented by the HIV/AIDS pandemic, come new
needs for information and the skills to produce it. After some self-reflection, it was clear that
projects (on the whole) were not generating the information needed for both programme
development and advocacy. Experiences were being shared, but in an unsystematic
manner, while information varied in content and method of generation. This meant that good
practices were difficult to identify (due to our inability to compare or analyse projects), and
evidence of project impact was either weak or non-existent. The root cause of this was a
lack of monitoring and evaluation (M&E) procedures within a programme design. This
document aims to address that gap and its relevance to SC — although the principles are
relevant to all development agencies working in HIV/AIDS-related issues. It aims to help
programme and project staff to understand the main concepts behind M&E, and how these
can be applied to HIV/AIDS-related projects.

The specific aims of this handbook, therefore, are:

» To introduce the concepts which underlie project M&E.

» To demonstrate how these are practically applied in HIV/AIDS projects.

» To provide an overview of existing good practice in key sectoral areas, and how these
practices have been identified.

» To give examples of methods and procedures which can be used in monitoring and
evaluating HIV/AIDS projects.

*» To encourage the use and adaptation of these methods, (a) to improve programming,
and (b) to advocate the adoption and expansion of effective projects by others.



2: The Growing Importance of Lesson-Learning in HIV/AIDS Programmes for Young
People

In the global attempt to halt the transmission of HIV, this ultimate goal of a project has
evolved into the definition of ‘best practice’. HIV prevention is more, however, than just a
bio-medical intervention. It is also a social process which includes factors difficult to assess
by scientific or rigorous methods. ‘Best practice’ is thus most useful as a theoretical concept,
and the term should not be taken literally. More useful are discussions and sharing of
experiences about ‘effective practices’. Lesson-learning, then, is a reflection which
acknowledges the gradual accumulation of good practices in HIV prevention, and supporting
children affected by HIV/AIDS. These practices need to be analysed to a consistent — and
high — standard if they are to be confidently promoted.

But defining this good practice is difficult. We don’t know, for example, what the situation
would have been without intervention. And bad practices also exist, of course: in some
cases, a development project or even an HIV-related intervention could actually increase
infection rates. Such negative projects need to be identified through good MONITORING and
EVALUATION.

Acting on the need to develop better evaluation methods

The truth is that most projects have a combination of outcomes — both positive and negative,
intended and unintended. In most cases, the absence of evaluation procedures, or the lack
of sensitivity of INDICATORS, means that these changes often remain unrecorded, or are
difficult to explain even when recognised. So, developing good practices implies that if and
when they are implemented, such changes are recognised. This makes us ask whether
currently employed M&E procedures can define what good practice is. In other words, what
is the accuracy of the representation, and recording, of the real outcomes of a project? To
know this, we must first ask what information we need to assess a project’s worth.

To begin with, one must understand the important terms involved in lesson-learning:

Impact assessment notes lasting and significant changes introduced by a project in relation
to its specific objectives (Roche 1999). These changes may be both intended (as defined in
the project objectives) or unintended.

Inputs are things required for the project to occur. They include labour, materials, time,
infrastructure, etc. All inputs have a cost.

Activities or processes are the events carried out by the project. They include training,
materials development, product design and dissemination, education sessions, condom
distribution, etc.

Outputs are created when the activities have been completed using the inputs. They may
include a set of information, education and communication (IEC) materials, an upgraded
health facility, or trained project personnel.

Outcomes/impacts are changes which result from the outputs. They may be short-term
(intermediate), or longer-term and more permanent. Intermediate outcomes could be
changes in levels of knowledge, or the nature of attitudes and behaviours (both of individuals
or institutions). Longer-term change might relate to the health status of communities, the
quality of life and/or the status of the HIV/AIDS pandemic itself. As changing people’s
behaviour, or the quality of service infrastructure and practice, is a continual process,
HIV/AIDS programmes must take a very long-term view. In this context, the appropriate
8



time-scale might be decades — well beyond the span of virtually all projects. This is
important. For once the benefits of practising preventative behaviour become less obvious,
the more likely are people to abandon or inconsistently practise it. It is vital then to look for
both short-term and longer-term impacts.

Monitoring refers to the regular collection, analysis and use of information to help guide a
project. The main elements of monitoring are project inputs, performance and progress.

Evaluation is the careful examination of an ongoing or completed project. Evaluations
usually include examination of the project design (objectives and plan), IMPLEMENTATION
(inputs and outputs) and results (outcomes/impacts) (Barton 1997).

There are important differences between monitoring, evaluation and impact assessment
which are worth highlighting (Roche 1999):

Timing: Monitoring occurs frequently and evaluation periodically. Impact assessment,
however, occurs infrequently, usually towards, or after, the end of a project.

Analysis: Monitoring is mainly descriptive, recording inputs, outputs and activities. Evaluation
is more analytical and examines processes, while impact assessment is mainly analytical
and concerned with longer-term outcomes.

Specificity: Monitoring is very specific and compares a particular plan and its results.
Evaluation does the same but also looks at processes, whereas impact assessment is less
specific and also considers external influences and events.

An important concept is the link between the outcomes identified in the analysis and the
contribution of the project (compared to other outside factors) to them (ie, the degree of
ATTRIBUTION). The question is, to what extent do we need to demonstrate that change in
conditions or in the status of a target group is because of our work?

Changes in approaches to evaluation over time

Approaches to project and programme evaluation have changed over time. We are now in a
phase where there are very different ways of assessing a project's worth. There is the
scientific point of view (emphasising rigorous measurement and objective ‘facts’) and there is
the more qualitative/interpretative method, which emphasises the views of different actors
and states that the truth is ‘unknowable’.

The scientific/interpretative distinction is, in reality, a continuum rather than a distinct
either/or situation, with most practitioners adopting positions along the continuum rather than
at either extreme. Within this debate, the importance of data TRIANGULATION becomes
evident (using different data sources to address a single question). Different evaluation
methods can be used in the same context to give different types of information to answer the
same questions.

The debate later switches to the type of information sufficient for the purpose, and hence the
potential for conflict between stakeholders. Chapter 3 looks at who these stakeholders are,
and what types of information are desired. After all, the initial question is — who are we
evaluating for?



3: Stakeholders: Who are they and what do they want to know?

Given that there is a need for improved impact assessment within HIV/AIDS programming,
the evaluation must ask several questions. Whom is the project actually for? Who will find
the collected information useful? Why is the evaluation being done in the first place? As
Table 3.1 shows, potential users of such information are varied, and at different levels in the
‘aid-chain’ connecting donor to individual. A stakeholder is any person, group of people, or
institution, who or which has an interest in a particular project or set of activities. This can
include the beneficiaries of a project (such as an adolescent seeking sexual health services),
as well as community members, project workers, government staff, donors and academics.

Table 3.1 Benefits of Conducting HIV/AIDS Project Impact Assessment
Stakeholder

Potential Benefit

Beneficiary/ >
Community >

Sense of ownership through participation
Empowerment for change through self-reflection
(removal of fatalism through the demonstration of
project-effectiveness)

CBO/NGO/
Government
counterpart

Information for planning and strategic choices
Development of good practice

Improved reporting to funding agency
Improved information for fund-raising
Capacity building in project planning and M&E
techniques

YVVYVYY

SC: Project Officer Development of good practice

Assessment of project impact/cost-efficiency
Capacity building in project planning and M&E
techniques

Improved reporting to programme officer

Y V VY

SC: Programme
Director

Information for programme strategic choices
Development of good practice

Recognition of project impact/cost-efficiency Improved
accountability to government and donors

Improved information for fund-raising

SC: Globally Examples of good practice
Improved accountability to stakeholders
Demonstration of project-effectiveness to other

stakeholders

VVV |V VVVY |V

Donors,
international
agencies

\ A7

Sharing of experience as to supervising the monitoring
of project-effectiveness

Recognition and implementation of good practice
Reporting to governments/parliaments

Involving stakeholders and ensuring participation

Stakeholder participation is crucial and necessitates some kind of dialogue at different
levels. A typical example is an advisory board where members represent different interest

groups.
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The evaluator may talk to the different stakeholders — if appropriate. Each stakeholder may,
however, have their own conflicting position.

In response to this stakeholder-participation dilemma, some have found it useful to adopt the
principle of utility (Peers and Johnston 1994) which identifies several ‘ideal’ emphases:

» Potential users should be identified and involved from the outset — and at every stage.

» The content of the evaluation should be agreed between the various users (or
stakeholders).

= The evaluators should make user-participation their goal, and should see their role as
training stakeholders in the use of evaluation.

» Consideration should be given to all the possible forms of evaluation impact.

» The cost of user-participation (in money, time and other resources) should be accepted.

These may not all be practical or feasible, but they are valuable as principles of both
programme planning and evaluation design.

CHILDREN AND YOUNG PEOPLE’S PARTICIPATION IN PROGRAMMES

A major challenge for HIV/AIDS and young people is the inclusion of children and
adolescents in the design, implementation and evaluation process. Not only should young
people be viewed as the primary stakeholders, the UN Convention on the Rights of the Child
1989 (UNCRC) emphasises that children have the right to be heard and that all actions
concerning children should be in the best interests of the child. It is worth examining the
specific mechanisms and challenges of this inclusion in both HIV prevention, and AIDS-
impact mitigation.

1. HIV-prevention projects

The primary issue here is whether children are the subjects or objects of the evaluation. If
children are simply studied, they become the subjects. If they actively participate, then they
become the objects of evaluation. For child-focused agencies, this child perspective is
central to the understanding of the real impacts of projects.

Letting children express their opinions should therefore be a main aim when assessing the
influence of behavioural development programmes. The best techniques for this are focus
group discussions and other participatory evaluation exercises, ie, participant observation by
children; art work; storytelling; social mapping; diary-keeping; or looking at changes in norms
and levels of peer pressure (Feuerstein 1986; Barton 1997; Theis 1996; Feldman and
others, 1997; Solim and others, 1997). These qualitative approaches must complement
more quantitative techniques such as knowledge, attitude and practice (KAP) surveys, or
sexually transmitted disease (STD) surveillance, in a single evaluation framework.
Evaluations which harness the interest and experiences of children themselves, as objects
of the study, provide a better understanding and more holistic picture of the situation (Colling
and others, 1998).

2. AIDS-impact mitigation

When analysing an intervention which aims to alleviate the impacts of HIV/AIDS on children,
we need to be clear which children we are concerned with, and how this may differ
according to context:

= children living with HIV (asymptomatic)

= children living with HIV (symptomatic)

» children (uninfected/HIV status unknown) of seropositive parent(s)
11



maternal orphans

paternal orphans

double orphans

relocated children

abandoned/destitute children
child/adolescent-headed households
children who are ‘unaffected’/control children

Children’s involvement in a project evaluation is partly dependent on their age and overall
situation.

In a developing context, evaluations involving children often face cultural restrictions. The
level of child participation in the evaluation of the Community-based Options for Protection
and Empowerment programme (COPE) in Malawi, for instance, was limited. Community
members involved in the project stated that the children would not open up to insiders,
though they might, on a one-to-one basis, with an outsider — so long as confidentiality was
assured. Group work with children was deemed unfeasible, and if it were to be conducted,
only generalised views would be given. Children are presumed to be reluctant to talk for fear
of (a) being chased away from the house by guardians, and (b) being considered ‘rude’. The
point to be learnt here is that if children were involved in planning and monitoring from the
outset of a project, there would be less resistance from adults to ‘including’ them in an
evaluation later on.

So far as the author knows, no evaluation of a project to alleviate the impacts of HIV/AIDS
has yet been documented with children as the objects of the evaluation. Certain principles of
participation, however, have been defined, and it is worth listing them here (Box 3.1).

Box 3.1 Questions to ask in evaluating children and young people’s activities

= Have children and young people, and their families, been involved in deciding the

measure for the evaluation?

Can children and young people benefit from the evaluation, and how?

What have been the risks and costs for children of their involvement?

Have confidentiality and privacy been respected at all times?

Do the children involved know that they are free to refuse, or withdraw at any stage, and

that this will not be held against them?

» |f certain children have been excluded from participating, can their exclusion be justified?

» Have the children concerned and/or their carers, helped to plan, implement, analyse and
evaluate the activity?

= Are the children concerned aware of the purpose and nature of their participation,
methods, timings, benefits, consequences and outcomes?

» What have project workers learnt from the participation of children and young people?

= Will the children, young people and their families be told of the main findings?

» Apart from the effects of the activity on the participants, how might the conclusions affect
other children and young people?

» What are the constraints on the participation of girls, disabled children, orphans or
children living with HIV/AIDS? How can these constraints be overcome?

Based on Colling and others, (1998),Children living in a world with AIDS: Guidelines for
children’s participation in HIV/AIDS programmes, The Children and AIDS International Non-
Government Organization Network (CAINN)/UNAIDS.
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PARTICIPATION IN PRACTICE:
1. School-based programmes

The highly contentious nature of sexual health education for young people makes it
important that sources of potential conflict are actively acknowledged from the start. Points
of agreement can be used as a basis from which to negotiate further, for example, ‘no child
should be sexually abused’.

If stakeholders are involved from the beginning in curriculum design and production of
educational material, extra flexibility is possible if pamphlets or a series of booklets are used.
For instance, sensitive issues can be left out if necessary, rather than the whole educative
tool being rejected. Consultation with the community and religious authorities can give a
sense of wider ownership from the outset, and addressing the fears of parents is crucial.
Often the results of FORMATIVE RESEARCH can be used to make a community aware of the
need for school-based (and other forms of) sexual health education, especially in areas
experiencing high levels of denial (as may be the case in low-PREVALENCE countries,
particularly in South-East Asia [Tewari 1998]). Within the school itself, the support of the
head teacher is vital, and he or she needs to be constantly updated on the progress of the
work. Problems occur when these key gatekeepers are marginalised from the overall
process. Similarly, a big challenge for the teachers is allowing more participation of parents
in school-based events.

As with school-based education, peer education has the challenge of identifying the relevant
stakeholders, and then involving them in programme design and implementation. They might
include government agencies, the police, organised crime, brothel owners, teachers,
parents, community leaders and clinic workers.

2. Youth-friendly health services

Clinics often represent the focal site for many different actors: health workers,
neighbourhood health committees, Ministries of Health (and the various departments within
them), provincial and district health authorities, women’s groups, youth groups, NGO
interventions, and research institutions such as universities or foreign study teams. Within
the clinic itself, all departments (primarily antenatal, out-patient, and maternal and child
health) need to be involved. Only such a wide involvement can ensure that services (which
may have different distribution sources and supply lines) are co-ordinated effectively. These
include the supply of drugs, education materials and condoms.

Because so many actors are potentially involved, the feedback loops within the system need
to be well defined and consistent, thus allowing rapid identification of problems and ease of
project monitoring. This implies regular meetings of the relevant actors and sensitivity of
project co-ordinators. Clear definitions and project objectives are vital from the start— all must
understand, for example, what is meant by the term ‘youth friendly’. And all the actors should
know from the outset their roles and responsibilities. A common problem in this type of
project is the often blurred role of the peer educators, both in and outside the medical
environment. The training of the medical staff and the educators must clearly define these
roles (which must be agreed with them), to avoid any build-up of resentment between actors.

The process of stakeholder identification and consultation is a continual one throughout the
life-span of a project. A key event for both the identification of these groups, and their
involvement in the programme design, is the SITUATION ANALYSIS stage. This forms the
subject of the next section.
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4: Situation Analysis and Objective Definition: Identifying the needs

Before any project begins one must do a situation analysis. This is sometimes referred to as
a ‘NEEDS ASSESSMENT’ or ‘formative research’: the terms mean the same thing and are
interchangeable. There are two major steps involved in any initial project/programme
development, namely the situation analysis (which itself has two stages), and then
identifying the main objectives.

Situation analysis

Research should focus on situations relevant to HIV, and the factors favouring or impeding
its spread. What are the most serious obstacles to reducing the spread and impacts of
HIV/AIDS? Attention should be given to children and young people at risk and their
experiences should be the key source of data. Who is at risk? Where are they? Why are
they are at risk? What factors protect against HIV infection? The differences in the situation
as it affects males and females should be clearly identified. A SURVEILLANCE DATA review is
essential. This information is usually provided by the national AIDS programme, or
sometimes by provincial/district health authorities.

The second part of this process is the RESPONSE ANALYSIS — looking at who is doing what in
relation to children and sexual and reproductive health (including HIV/AIDS). This covers all
government policy positions and strategies, as well as development of the National AIDS
Strategic Planning process. If such positions exist, how are they being encouraged and
implemented? Are actors aware of them? Also needing assessment will be the activities of
other, relevant, non-governmental and community-based organisations, and where, and
whom, they are targeting. What are the most important gaps, and what opportunities are
there to fill them? (Annex gives an example of a key-informant interview-guide to research
these issues.)

The identification of goals, objectives, activities and outputs

This is the second major step: what should be done, by whom, in what time-frame? The
specific role of Save the Children (SC) within a larger (national and/or provincial) response
(to the epidemic) should be clearly outlined as well as the areas of competence which SC
wishes to build on, including special expertise in children’s participation. Central to this
process is the participation of stakeholders (especially the project beneficiaries and
gatekeepers.

At programme level, there are distinct elements which need to be looked at before moving
on to the identification of goals, etc, (eg, SC [UK] 2000a):

» SC’s own existing situation (objectives, strategy, target groups, partners, studies,
community-based training, training materials)

* needs assessment of HIV/AIDS and reproductive health and young people in the
country/target areas

» institutional profile — who is doing what and where?

= activities — HIV prevention, care of infected and affected children, after-care, mitigating
social impact

= unmet needs

= vulnerable groups

= operational research needs.

A good situation analysis should generate both qualitative and quantitative information. This
distinction is an important one and needs to be understood.

14



Qualitative research: a flexible and open-ended method of building up an in-depth picture
of an institutional profile, situation, community, etc. The emphasis is on questions of how and
why. PLA methods commonly used are:

focus group discussions
in-depth interviews

time lines

body mapping

gender workload analysis
community resource mapping
ranking and wealth

venn mapping

transect walks

social mapping

force field analysis

problem trees

seasonal calendars

health matrix

income and expenditure tree

Quantitative research: this method is used to collect data which can be analysed in a
numerical form. Behaviours, occurrences of events, perceptions, socio-economic data, etc,
are therefore either measured or counted, or questions are asked according to a defined
questionnaire so that the answers can be coded and analysed numerically.

Then there is also the important distinction between a needs assessment and baseline data.
Baseline data is data collected using a set of methods and indicators which can be later
replicated. Such data is directly comparable, thus enabling any trends to be identified: this
implies the use of a numerical or quantitative baseline. However the collection of baseline
data cannot begin until it has been decided what changes the project is aiming for. These
aims, in turn, cannot be identified until the information gathered from the needs assessment
has been analysed. Such information should never itself be considered baseline data:
though sometimes it may be directly comparable to data produced later in the project.

It is worth looking at some questions and methods used in situation analyses of different
programmes.

School-based programmes

Good formative research is crucial in designing an appropriate school-based programme.
This exploratory data can be used in the development of education materials. Or the link can
be made between materials to be used and the design of the baseline survey itself. New
education materials may not always be needed as much is already available. (However,
involving young people in a participatory process to generate materials virtually assures that
the materials will be relevant and understandable). Formative research in this case must
look at the appropriateness of different material options, and the generation of baseline data
related to the messages and objectives of the education materials (AIDSCAP n.d).

Knowledge, attitude and practice (KAP) surveys are a reliable method of baseline data

production, but they must be combined with qualitative techniques. Potential formative
research questions for school-based programmes are many and varied (Box 4.1).
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Box 4.1 Formative research questions for school-based programmes

»  When do boys and girls become sexually active?

»  What is known about HIV and STD prevalence in the community by health workers or by

parents?

How do youth perceive their risk of HIV/STD infection?

What are their main health concerns?

What are their attitudes to sex?

What is known about the most common sexual practices in adolescence?

What do parents think about sex education?

What does the community of which the school is part think about sex education?

What do teachers think about sex education, and are existing teaching methods

appropriate?

» |s there any room for expanding out-of-school activities to support the school-based
programme?

» What type of organisational structure is available to support the programme?

» What is the approach of the official curriculum? Is it necessary to supplement the
deficiencies in the top-down approach of a national curriculum?

» How could a peer-health-educator programme be set up to supplement the official
curriculum?

» Do teachers have sexual relations with students?

» Do school counsellors or guardians need to help protect students’ sexual health?

Source: Schapink and others, 1997.

A question crucial throughout a project is, ‘How do we know that the project is responding to
the main concerns of the adolescents?’ Focus group discussions with young people are
important here, and they can be repeated with different community-based stakeholders at
various stages throughout the project.

Important to note are the different perspectives of the various stakeholders. It is vital to
consider these differences when designing the intervention so that none of the stakeholder
groups feel alienated or isolated.

Case stories and narratives

Another qualitative method, which can yield a rich blend of information, is to produce case
studies with young people. This may be most appropriate with groups who are not
organised, or accessible, through survey techniques.

Development and use of problem trees (see annex)

A useful analytical method in these formative group discussions is the problem tree. This
allows participants to focus on a central problem, identify its causes and impacts, rank these
factors, and define objectives for an intervention. Problem trees can be conducted
separately with boys and girls to determine the gender elements of a specific problem. In this
way project activities can recognise, and respond to, different needs.

If many problem trees are used with different groups around a central problem, the
aggregation of findings can give an overall picture of how young people see an issue.
Ranking responses in this way will not show how important these factors are in causing a
problem, but it will indicate how common or widespread a particular factor or perception is.
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Using a problem tree to develop objectives and indicators

Problem trees can be the first step to developing objectives and indicators within a programme.
An example is shown from the Children First project which works with out-of-school youth in
Spanish Town, Jamaica, providing education and vocational opportunities and outreach
education in local communities. A focus group was conducted with teachers and some of the
elder students, and a problem tree constructed with ‘risky sex’ as the central problem (Figure
4.1).

In attempting to define objectives for the project regarding the sexual and reproductive
health of young people, and ultimately finding ways of assessing the impact of the project,
various important questions need to be addressed:

What behaviour is the project trying to (a) encourage, and (b) prevent?

Children First identified various behaviours to encourage:

respect — for self, life, others, etc

abstinence

condom use (responsible choices — normalisation of safe sex)
seek education

use services available

correct treatment

positive peer influence.

And discourage:

early sex (delay until ‘mature’)
irresponsible behaviour

multiple partners

unwanted pregnancies

drugs’ use

unemployment — dependence
illiteracy

succumbing to negative peer pressure
discrimination/homophobia
self-treatment for STDs/home remedies.
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Result

Cause

Death Increased
poverty Decreased
™ literacy
Figure 4.1
Suicidal
thoughts
- \ Rejection and
Moral decline stigma
Depression )<
Physical deformity HIV/AIDS Abortions
STDs Unwanted
pregnancy
Guilt/anxiety Pleasure
I Risky sex I
Sex work Not using a | — Don't feel at risk
condom
Aphrodisiacs Alcohol/drugs
Low self- Don't like ]
esteem condoms Peer pressure
Lack of
recreation Ignorance
facilities /
Lack of Lack of family Society
Poverty education communication pressure
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From the problem tree (Figure 4.1), and other discussions and exercises, objectives can be
identified which the project can monitor:

Changes in the context or environment:
» reduction in poverty of target group — reduction of female economic dependence
» increase in literacy and education.

Changes in individuals:

» increased ability to deal with peer pressure

= changes in alcohol and drug-taking behaviour
* increase in self-esteem.

Intermediate impacts:

* increase knowledge of condom use

» reduce feelings of invulnerability

* raise awareness of condom use

* increase family communication on SRH issues.

Behavioural outcomes:
= increase condom use.

Long-term impact:
* reduction in unwanted pregnancies.

An important step in the planning process is recognition of what the project can and cannot
achieve. Projects should consider two important points: (1) What factors have most
influence over a certain behaviour? (2) Which factor is the project best placed to influence?
Realistic assessment of these two points can help define the objectives, and will ensure that
the project does not attempt too much. The factors influencing young people’s behaviour are
very complex, and no one project should feel that they have the responsibility to change the
behaviour of all the beneficiaries.

Collecting baseline information

Baseline data information is essential to assess the impacts of a project, and its collection
should be planned at the beginning of the project cycle. Without baseline information,
projects are forced to rely on recall methods and retrospective techniques. To address these
concerns, a number of organisations use a ‘rolling baseline’ which allows changes in
people’s lives and priorities to be regularly recorded. This is generally done by using ‘panel
groups’ or ‘COHORTS’ (groups of individuals or households) who are tracked over the lifetime
of the project (Roche 1999). It is important — if using a rolling baseline — to measure the
same indicators or benchmarks at each stage. Too often the indicators, and other measures,
change over time which makes comparison between different stages of the project difficult.

In collecting baseline information, a key lesson is to only gather information which is actually
going to be used. This should reduce wasted time and resources and ensure the relevance
to the project of the collected information. The link between the baseline data question, the
indicator and the objective should be clear (Table 4.1). All baseline data should be
disaggregated by age, gender and other differences as appropriate.

A challenge with baseline data collection is that sensitive information is sometimes required.
Here, the evaluator must balance the need for such information with the fact that a
respondent may not feel at ease in answering some questions. There may be some ‘padding
questions’ to establish a rapport, before the crucial questions are asked. It may, then, be
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important to recognise the padding questions and not waste too much time in their analysis
after the data has been collected. Evaluators should be able to pinpoint the crucial questions
in a baseline survey, and link them back to the project objectives. Once again, the
importance of using different tools and methods is emphasised to give a comprehensive
picture of any one situation. The next step is implementation which is the focus of the next
few sections.

Table 4.1 Linking Objectives with Indicators

Objective Indicator Example Question

Increase HIV-related Understanding of HIV How long is it before someone

knowledge latency period who has HIV shows symptoms?

Increase safe sex behaviour | Condom use at last On the last occasion you had
intercourse (unmarried sex, did you use a condom?
person)

Harm reduction regarding Prevalence of needle Would you say that you (a)

injection drug use sharing always share needles, (b) very

often share, (c) share about half
the time, (d) rarely share, (e)
never share?

Reduce stigma associated Willingness to care for If a family member or a close
with people living with someone with AIDS friend became ill with AIDS, who
HIV/AIDS would care for them?

Reduce stigma attached to Degree of rejection Do orphans get teased at
children affected by experienced by orphans | school? Why is that?

HIV/AIDS in the school

environment
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5: Major Strategy Options for Reaching Young People

Once a situation analysis has been done, strategies to reach young people are devised. It is
worth focusing on four of the major strategies employed for HIV prevention: (a) school-based
education, (b) peer education, (c) youth-friendly health service development, and (d)
outreach work with especially vulnerable children. These four are not the only options
available to project designers, but the focus on them is deliberate. They are the programme
approaches most commonly adopted by practitioner organisations, as they have been
effective in achieving project aims and objectives. This section looks at understanding their
rationale and the key concepts underpinning them. Following sections look at what we
understand by ‘good practice’ within these strategies.

The rationale of school-based education

No other institutional system worldwide reaches as many children as the school system. Its
potential for sexual health education of children and young people is therefore vast. And
UNAIDS have specified the overall aim to significantly increase the number of countries with
detailed policies and implemented programmes for non-discrimination and HIV/STD
prevention in the school setting (UNAIDS 1997).

As well as a wide coverage, also important is the pre-existing body of educators, ie,
teachers, who are in regular contact with these children. The pre-existence of a group of
trained educators, however, does not presuppose that the teachers are sufficiently equipped
to play the role of sexual health educators. The notion that teachers can simply add a certain
teaching component to an existing curriculum, and use the existing didactic teaching style,
has proved extremely naive.

The added complication of the contentious nature of sexual health education as seen by
some teachers (as well as parents and opinion leaders outside school), makes programme
design a diplomatic as much as a technical process. Participation by these actors is thus
especially crucial throughout the design, implementation and evaluation cycle.

Reaching young people through peer education strategies

There are many reasons why peer education is a logical approach (Kathuria and Wilson
1995; Peers and Johnston 1994; Fee and Youssef 1993; Feldman and others1997; Newton
2000; UNAIDS 1999b):

* |n areas of high unemployment, peer education taps the large pool of human resources
in a cost-effective way.

» Peer educators are able to reach marginalised groups denied access to formal
structures.

» Peer education, by definition, requires community participation and is an integral element
of wider community development processes.

= |t provides training and resources to marginalised communities.

* Young people are ready-made experts in communicating with other young people,
especially where adult-adolescent communication on sexual health issues is taboo or
limited.

» Peer education is a means whereby the effectiveness of a single, trained educator can
be multiplied (cost-effectiveness).

=  Empowerment: it is right that young people themselves should control the process of
education.

» Young people feel more at 