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Adolescents and youth (10-24 years)i have the right to live healthy sexual 
and reproductive lives. However, many adolescents and youth—particularly 
those in low- and middle-income countries (LMIC) —lack the information, 
skills, agency, and access to services that enable them to fulfill that right. 
Data from LMIC reflect this situation. For example, 46% and 49% of 
unmarried adolescent girls in West and Central Africa and East and Southern 
Africa, respectively, have an unmet need for contraception,1 and few 
married and unmarried adolescent girls across least developed countries 
are currently using a modern contraceptive method (20% of 15-19 year 
olds and 29% of 20-24 year olds).2 Low use of contraception, as well as 
early marriage, and societal pressure to bear children soon after marriage 
often leads to early childbearing and increased risk of unsafe abortion 
and maternal and infant mortality.3 Youth (15-24) continue to have a 
disproportionately high rate of HIV incidence, representing one-third of new 
HIV infections.4 Further, there is a growing cohort of young people living 
with HIV (YPLHIV) who have a unique set of sexual and reproductive health 
(SRH) needs. All too often, early childbearing, HIV, and other SRH outcomes 
have negative impacts well beyond the health of young people, including 
limiting educational or employment opportunities and preventing young 
people from fulfilling their full potential.

Use of high-quality and comprehensive SRH services could prevent or 
mitigate many of these poor health outcomes, but a wide range of barriers 
prevent young people from accessing these services.5,6 These include: 

•	 Structural barriers, such as laws and policies requiring parental or 
partner consent, distance from facilities, costs of services and/or 
transportation, long wait times for services, inconvenient hours, lack 
of necessary commodities at health facilities, and lack of privacy and 
confidentiality.

i The WHO and other international organizations define youth as 15-24, adolescents as  
10-19, and young people as 10-24. For the purposes of this tool, the terms will be used 
according to these definitions, with the terms “adolescents and youth” and “young people” 
being used interchangeably.

Background
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•	 Sociocultural barriers, such as restrictive norms and stigma 
around adolescent and youth sexuality; inequitable or harmful 
gender norms; and discrimination and judgment of adolescents by 
communities, families, partners, and providers. 

•	 Individual barriers, such as young people’s limited or incorrect 
knowledge of SRH, including myths and misconceptions around 
contraception; limited self-efficacy and individual agency; limited 
ability to navigate internalized social and gender norms; and limited 
information about what SRH services are available and where to  
seek services. 

Youth-friendly services (YFS) (also called adolescent-friendly services) 
are designed to mitigate these barriers in order to attract and 
retain young people for services.7 According to the World Health 
Organization (WHO), to be considered youth-friendly, health services 
should be equitable, accessible, acceptable, appropriate, and effective 
(see Box 2). 

YFS have been implemented for over two decades in LMIC. While 
studies of YFS are limited both in number and in their ability to assess 
the impact of YFS on health outcomes, sufficient evidence exists to 
suggest that YFS can increase young people’s use of SRH services when 
they include three major components: (1) training for health care 
providers (on youth-friendly service provision and core competencies 
for delivering adolescent health services);40 (2) improvements in 
facilities to increase access and quality of services for young people 
(e.g., lowering user fees, organizing services to improve client flow, and 
increasing privacy), (3) and community-based activities to cultivate an 
enabling environment and increase demand.5,8,9,10 Furthermore, young 
people themselves consistently prioritize privacy, confidentiality, and 
respectful treatment by providers as the most important attributes of 
quality health services.7,11,12  

Addressing gender, age and  
life-stage barriers to SRH
Individuals are socialized from birth on the roles, 
responsibilities, and behaviors expected of them based 
on their age, sex and life stage. These inter-related norms 
shape perceptions of what it means to be a young man or 
young woman, including expectations for sexual activity 
and reproduction. For many young people, gender- and 
age-related norms restrict their ability to understand 
their SRH options, make informed SRH decisions, access 
SRH information and services, and sustain positive SRH 
behaviors. When choosing YFS model(s), it is important 
to address the gender and age norms that are barriers to 
youth SRH.  Some examples include norms related to:

•	 Masculinity and femininity (e.g., expectations  
of how men and women should act, interact or treat 
each other);

•	 Sexual activity (e.g., promoting sexual experience 
for young men, while restricting pre-marital sex  
for women);

•	 Fertility (e.g., norms that place value on 
demonstrating fertility or on the desired number  
of children);

•	 Mobility (e.g., norms that restrict autonomous 
movement, particularly for women and girls);

•	 Couple interaction (e.g., communication between 
men and women or decision-making within marriage);

•	 Access to or control of finances and  
other assets (e.g., norms that restrict young 
women from earning or controlling their own income; 
inheritance laws or practices).

box 1
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box 2

Characteristics of youth-friendly services

The World Health Organization has established five characteristics for 
adolescent-friendly services:39

Equitable: All adolescents, not just certain groups, are able to obtain the 
health services they need.

Accessible: Adolescents are able to obtain the services that are 
provided.

Acceptable: Health services are provided in ways that meet the 
expectations of adolescent clients.

Appropriate: The health services that adolescents need are provided.

Effective: The right health services are provided in the right way and 
make a positive contribution to the health of adolescents.

What does this mean when applied to health providers, health facilities, 
SRH services and programs?40

Health provider and other staff characteristics and 
competencies:41

•	 All health providers are trained in YFS, including: basic concepts in 
adolescent health and development, including protective and risk 
factors; young people’s evolving capacities; effective communication 
with adolescents; how to raise and discuss sensitive issues; local 
attitudes, beliefs, and practices related to youth SRH; how gender and 
life-stage-related norms influence young people’s SRH; reflection on 
how providers’ beliefs and values influence the delivery of youth SRH, 
in addition to the delivery of clinical SRH services tailored to young 
people. 

•	 All staff are oriented on providing confidential YFS, including health 
providers, receptionists, security guards, cleaners, laboratory 
technicians, etc.

•	 All staff treat male and female young people with respect and 
demonstrate non-judgmental attitudes toward all young people.

•	 All health providers are aware of and apply laws and policies related to 
youth SRH access and choice, including those that allow young clients to 
receive services without the consent of their parents or spouses.

•	 Providers provide adolescents with time to understand their options and 
make decisions. 

Health facility characteristics:
•	 Hours are convenient for males and female youth.

•	 Services are conveniently located so that both male and female youth  
can access them.

•	 SRH services, including contraceptives, are offered for free or at an 
affordable fee for young people.

•	 There are short waiting times for services.

•	 Counseling and treatment rooms guarantee privacy (auditory and visual). 

•	 Possibly specific times, days or spaces are set aside for young people, so  
that they can avoid being seen by people they know.

Program design characteristics: 	
•	 All young people, regardless of sex, age, marital status or parity, are able to 

access and choose from a wide range of integrated SRH, family planning, 
sexually transmitted infection, HIV, and gender-based violence services in  
the health facility or through referrals. 

•	 Information, education, and communication materials are available for  
young people.

•	 Community health workers/peer educators are available onsite and/or in 
the community and are able to provide or link young people to  
health services.

•	 Male and female youth are involved in the design and monitoring of  
quality services. 

•	 Written guidelines exist and are well-known by all staff providing services  
to young people.

•	 Drop-in clients are welcomed and/or appointments can be quickly arranged.

•	 Publicity of YFS informs young people of the YFS. 

Background 5



What is this tool?
This is a decision-making tool to guide program designers in selecting 
and adapting appropriate youth-friendly service delivery model(s) based 
on the country context, target population, desired behavioral and health 
outcomes, SRH services to be offered, and needs and objectives for 
scalability and sustainability.  The tool outlines seven different YFS models 
and seven steps for selecting and planning the scale-up of appropriate 
YFS models. This tool is primarily focused on supply-side interventions. 
It is not designed to help program designers plan and implement 
demand-generation activities or interventions for fostering an enabling 
environment. However, users are encouraged to keep demand-side and 
broader enabling environment interventions in mind when working 
through the steps of this guide.  

Why is this tool needed?
Taking into consideration the essential features of YFS described above, 
there are many channels, modalities, structures, or ways (i.e., different 
models) through which friendly services can be provided to young 
people. Yet, the most common approach—using a separate space or 
clinic to ensure privacy coupled with recreational and other programs 
to attract young people—has been implemented across a range of LMIC 
contexts. This model may not always be the most appropriate to the 
local context, it might not meet the needs of the specific young women 
and men that the program is aiming to serve, it may be more costly 
than other alternatives, and it has not been shown to be consistently 
scalable or sustainable. There is growing recognition, most notably in 
the WHO’s 2014 report, Health for the world’s adolescents, that it is time 
to shift from small-scale YFS initiatives to adolescent-responsive health 
systems.13 To move in this direction requires a shift in the way YFS are 
conceptualized and designed by donors, governments, and NGOs; from a 
one-size-fits-all YFS model to a highly adapted and contextualized model 
of YFS that is appropriate to the systems of a country and the needs of 
its diverse adolescent and youth population. Currently, there is no global 

What is this 
tool and why 
is it needed?
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tool to guide program designers through the decision-making process 
that is required to develop such an adapted YFS model. This tool has 
been developed to fill this gap. There are several guides and other 
implementation tools, such as YFS facility assessments, training curricula, 
supervision checklists, and job aids, which can support implementation 
of YFS once a model has been determined. These are listed in Annex 1. 

Who is this tool for?
This tool is developed for program designers, including government 
officials, NGO staff, donors, among others, interested in improving the 
SRH and fulfilling the rights of young people by increasing access to and 
use of SRH services.ii

How is this tool organized?
This tool is organized in four sections:

Section 1 lists the different choices for YFS models.

Section 2 walks through the seven steps that program designers 
should take in choosing YFS model(s). Steps 1 through 5 should be used 
in an iterative manner, so as to generate important information for 
steps 6 and 7.

Section 3 highlights the support elements, such as generating youth 
demand and fostering an enabling environment, that are important to 
consider when developing and implementing any approach to YFS.  

Section 4 offers additional recommendations on adapting services to 
reach specific vulnerable sub-populations of young people. 

ii This tool is designed for decision making about YFS in a relatively stable environment. 
In the case of humanitarian emergencies, conflicts, and/or other destabilizing conditions, 
additional considerations should be made for adolescent and youth SRH.  A toolkit for 
these situations is included in Annex 1.

7



Section 1

What are the different  
models of YFS? 

This section briefly describes some of the 
YFS models that are implemented in LMIC 
today. Many variations on these models 
exist, and there are other less common 
models of SRH service provision for young 
people not mentioned here. In addition, 
more than one model could be employed 
in an adolescent-responsive health system 
to increase the number of delivery 
channels through which services are 
offered to young people and thus respond 
to the needs of distinct sub-populations of 
male and female adolescents and youth. 
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First, a note on youth centers
In this guide, “youth centers” refer to recreational centers which 
may also offer some SRH services. Youth centers are most often 
separate buildings, which house spaces for recreation and/or 
vocational training, and have a space/room staffed by a health 
provider offering basic, preventive clinical SRH services or 
counseling and referral to services. Sometimes, a youth center 
(a space offering games, computers, recreational equipment) is 
located on the property of a health facility. Though the youth 
center model has been widely used in LMIC, youth centers 
have been shown to be an ineffective way of increasing use 
of SRH services among adolescents and youth.14  A systematic 
review of the evidence suggests that youth centers attract 
primarily males, usually older than the target youth population, 
for recreation, but visitors to youth centers rarely use the SRH 
services available.14  While the review found that some young 
women use the SRH services at youth centers, the review notes 
that these are rarely vulnerable youth or within the target age 
group. As such, youth centers are a costly and less effective way 
of increasing use of SRH services and have limited scalability. 
However, youth centers may remain appropriate for addressing 
the broader development needs of young people, including access 
to education, technology, and livelihood opportunities. As youth 
centers are not an effective modality of service delivery for 
adolescents and youth, they have not been included in this guide 
as an option for program designers to consider when trying to 
increase young people’s access to and use of SRH services. 

Social franchising for  
adolescents and youth

A social franchise is a network of health providers/
facilities linked through contractual agreements 
to provide services under a common brand.  The 
providers/facilities may be supported by the private 
sector, public sector, or a combination of both. In a 
social franchise, providers/facilities agree to offer a set 
of services and maintain a certain standard of quality 
in order to be affiliated with a brand. The lead of the 
social franchise (often an INGO) provides training and 
support to start up and/or maintain their business; 
ongoing supportive supervision and capacity building; 
a common brand and centralized marketing strategy; a 
quality assurance system; a clear franchise fee structure; 
and a learning culture that fosters openness and 
innovation. Social franchises are sometimes linked with 
social marketed products such that a particular social 
franchise offers a specific brand of products (and the 
demand generation for one reinforces the other). Social 
franchising can be one way of developing and marketing 
YFS. In this case all the providers/facilities in the 
network would need to uphold YFS quality standards 
and the brand/marketing for the network would be 
focused on young people. Social franchise YFS could 
be composed of standalone youth clinics (model 1), 
separate space YFS (model 2), and/or mainstreamed YFS 
(model 3).  While it will not be treated as a separate 
model in this tool, it is an important option for YFS 
designers as it provides a way to attract young clients 
and a mechanism to ensure quality services for young 
people across a network of facilities. 

box 3
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Model 1 Model 2
Standalone clinic Separate space for YFS

Standalone clinic for adolescents and youth  
through public or private sector

This model of YFS refers to a completely separate 
health center/clinic dedicated to serving adolescents 
and youth with a range of clinical services, including 
SRH services. This model is often implemented by 
the private sector, including NGOs or other private 
providers, but some countries have implemented this 
model through the public sector. Standalone youth 
clinics are often located in cities since they require a 
high volume of young clients to make them more cost 
effective and sustainable over time. This model may 
also include peer educators or counselors available for 
onsite counseling, as well as measures to promote the 
services among young people in the catchment area.

YFS offered through separate spaces co-located in 
public or private health facilities

In this model, SRH services for young people are provided 
in a separate room or separate building (by specifically 
trained providers) and/or on specific days within a public 
or private facility. This model can be implemented at all 
levels of health care facilities, but is most common in larger 
primary health centers or hospitals that have sufficient 
space for a separate YFS area, rather than at the lowest 
level of health facilities (e.g., health post or dispensary). 
Typically there is a dedicated YFS provider (i.e., a health 
provider whose only job is to provide services to young 
clients) who offers a wide range of integrated SRH services 
(i.e., contraception counseling and provision; HIV testing, 
treatment, and care; sexually transmitted infection (STI) 
testing and treatment; maternal health services; among 
others) in the YFS space. This model may also include a 
separate YFS waiting area with information, education, and 
communication (IEC) and audiovisual materials and/or 
separate reception and triage points for young clients. If the 
clinic/health system has fees for SRH services, this model 
may include subsidized pricing for young clients. As with 
standalone clinics, peer educators may be available onsite 
for counseling and this model should include demand-side 
measures to promote the services among young people in 
the facility catchment area. 
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Model 3
Mainstreamed YFS

YFS integrated/mainstreamed within existing services 
through a range of service delivery points in a public 
or private health facility (not separate space)

Rather than offering YFS in a separate room or building as 
described in the model above, this model requires that all 
(or most) health providers and support staff in the health 
facility offer high-quality services to young people as part of 
their routine service delivery. In this “whole facility” model, 
any provider, whether they offer contraceptive services, STI 
services, HIV treatment and care, maternity services, other 
SRH services, primary care services, or any other type of 
health service are non-judgmental to all young clients, ensure 
privacy and confidentiality, and offer quality counseling and 
referrals to other services if needed (e.g., the contraception 
provider would offer a full range of contraceptive methods 
to the client and refer him/her to other services within 
the facility or outside the facility, as needed). Special hours 
for adolescent and youth consultations can also be offered 
through this model. This mainstreamed model of YFS can 
be offered at any level of health facility, including primary 
health care facilities. Like the separate space YFS model, 
mainstreamed YFS should include additional demand-
generation strategies to attract and retain young clients such 
as peer educators onsite and in the community, tailored IEC 
materials, publicity of special hours for youth consultations, 
promotion of the services among young people in the facility 
catchment area, and engagement with gatekeepers to reduce 
social barriers to service seeking.

Model 4
Mobile outreach services

YFS offered through mobile outreach services

Mobile outreach services, defined here as services offered 
in strategic locations closer to the people that most need 
them, can be an effective model to bring SRH services to 
young people. There are a range of different types of mobile 
outreach mechanisms, including mobile clinics (i.e., a full 
range of services offered in a specially equipped van/bus); 
satellite clinics (i.e., a full range of services offered in an 
existing non-health space/tent on a routine basis); services 
offered by a mobile team of health providers at lower level 
health facilities that don’t routinely offer those services (e.g., 
provider trained in providing IUDs visits a lower-level health 
facility where providers don’t have this capacity); and other 
non-routine outreach events (e.g., immunization days in 
communities, MCH days).15 These outreach services, which 
always include provision of services by health care providers 
(as opposed to lay front line workers [FLWs]), can be made 
youth-friendly by: ensuring that providers are trained in YFS 
and offer quality and non-judgmental services; maintaining 
privacy and confidentiality; and planning mobile outreach 
services in locations and at times that are accessible to young 
people. Mobile outreach services can be offered in non-
health settings to reach targeted groups of young people. 
This could include: schools, workplaces, prisons, military 
facilities, sports clubs, or shelters for street youth, among 
other places. Demand-side strategies should be implemented 
in conjunction with mobile services, especially to raise 
awareness about the types of services that will be offered, as 
well as when, where, and for whom they will be offered. 

Section 1: What are the different models of YFS? 11



Model 5 Model 6
Community-based services

	

Drug shops and pharmacies

YFS offered through community-based outreach 
services by peers or other FLWsiii  

Some YFS can be offered outside of the static health facility 
by peers or by FLWs. In this model, peers may be called peer 
educators or youth peer providers and are adolescents and 
youth with similar characteristics as the target population. 
Peer educators/peer providers can be trained and supported 
to offer a range of SRH services, including counseling, select 
contraceptive methods (e.g., condoms, combined oral 
contraceptives), HIV counseling and treatment adherence 
support, and referrals and vouchers for services in schools, 
youth clubs/groups, homes, and other youth-gathering places. 
FLWs are lay health workers, usually adults, who are trained 
to provide a range of services at the community level. 
Increasingly, FLWs are an official part of the national public 
health system, but in some contexts may be working for a 
NGO. FLWs, though often supported to provide services to 
older women with children, can be trained and supported 
to offer services that are friendly to adolescents and youth 
through home visits, mobile outreach, and other community-
based channels.

Drug shops and pharmacies

Drug shops and pharmacies, usually private sector but 
occasionally public sector, can be easily accessible to 
young people, and offer fast and (relatively) anonymous 
services.16  For these reasons young people often seek 
basic SRH commodities or services, including condoms, 
oral contraceptives, emergency contraception, injectables, 
and treatment for STIs/reproductive tract infections at 
pharmacies and drug shops. Pharmacies and drug shops can 
be considered a model of delivering youth-friendly services 
if pharmacists and pharmacy staff provide accurate, non-
judgmental, and comprehensive counseling to adolescents 
and youth; provide IEC materials on SRH; maintain privacy 
and confidentiality; and refer young people to health facilities 
for any additional SRH needs.17 Social marketing, which 
uses commercial marketing techniques to make a product 
available and affordable through a range of channels, and 
links the product to a communications campaign which 
promotes brand recognition and demand, often targets 
young people and is an important tool in increasing demand 
for commodities and services at pharmacies and drug shops.

iii FLWs can also be referred to as “community health workers,” “community-based 
distributors”. “community health extension workers,” and “community health agents.”
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Model 7
SRH services in  
non-health settings

In order to reach young people where they are and reach 
some of the most vulnerable adolescents and youth, YFS 
can be offered in a range of different non-health settings 
where there is a large adolescent and youth population, 
including schools, workplaces, prisons, military facilities, 
areas where young injecting drug users (IDUs) gather, or 
areas where young sex workers live or work. In these cases, 
the YFS model will necessarily vary from place to place to 
accommodate the conditions of the non-health setting and 
the population to be reached in this setting.  Besides the 
mobile clinics and satellite clinics described above, a static 
service delivery site which provides either a separate space 
or integrated YFS could also be considered. Given the high 
degree of variability of ways in which YFS can be delivered in 
non-health settings, this decision-making tool will not include 
this as a model in the remaining sections; though it remains 
an important option for program designers to consider.

The diversity of  
adolescents and youth
Adolescents and youth are a complex and heterogeneous 
population with different characteristics that influence their 
needs and vulnerabilities, including:  

•	 age (e.g., 10-14, 15-19, 20-24); 

•	 sex; 

•	 life stage (e.g., unmarried, married, parenting); 

•	 type of relationship (e.g., casual serial partnerships,  
multiple concurrent partnerships, monogamous  
marriage, polygamous marriage); 

•	 sexual orientation (e.g., lesbian, gay, bisexual,  
transgender, queer);  

•	 behaviors that might make them a key population for  
HIV (e.g., young men who have sex with men, young 
injecting drug users ); 

•	 health status (e.g., young people living with HIV); 

•	 education level, schooling status (in or out of school); 

•	 employment status; 

•	 vulnerability status (e.g., living with a disability, street-based/
homeless, refugee, illiterate);  

•	 access and control over financial resources; 

•	 household composition (e.g., living with both parents, single-
parent household, orphans, adolescent-headed household);

•	 geographic local (urban, rural, slums, peri-urban).  

The same service delivery model is rarely able to serve all 
cohorts and sub-populations of adolescents and youth, so 
program designers should identify and prioritize the sub-
population(s) of young people that they wish to serve.

box 4
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Section 2

Choosing a  
YFS model(s)  

Each of the models described in Section 1 
can address the SRH needs and rights 
of young people. So, how should you, as 
program designers, select a model or a 
combination of models to implement? 
The next section lays out the steps and 
considerations that can yield important 
information to help identify and select the 
most appropriate model(s) for your context. 
Each of these steps and decisions described 
below should be approached through a 
consultative, participatory, and iterative 
process with a range of key stakeholders, 
including adolescents and youth (especially 
representatives from the sub-populations 
that you aim to serve), Ministry of Health 
and other relevant ministries, NGO 
partners, and health providers. 
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Determine desired health/behavioral outcomes and which sub-population 
of adolescents and youth the services should reach
The first step in designing YFS is to ask: What are the desired 
health outcomes (e.g., HIV prevention, unintended or early 
pregnancy prevention, increase HIV treatment, care, and support) 
you aim to achieve and which sub-population(s) of adolescents 
and youth will the services aim to attract, serve, and retain? These 
two questions are critical and interrelated. In some cases, you may 
choose to first use data to identify the priority SRH issues for young 
people in the intervention areas and then, based on that, identify the 
sub-population of young people to target (e.g., if the desired health 
outcome is to reduce early pregnancy, the program may choose to 
target adolescent girls 12-17). In other cases, you may choose to begin 
by determining which sub-population to target, and then identify the 
key health and behavioral outcomes desired (e.g., if you want to focus 
on very young adolescents [VYAs], then the health and behavioral 
outcomes may be focused on life skills, body literacy, healthy and safe 
passage through puberty, and reducing adolescent pregnancies). 

In both scenarios, you should conduct a thorough assessment of the 
health needs of young people in your country or selected catchment 
area using population-based data (e.g., the Demographic and Health 
Survey), census data, data collected by the Ministry of Health and 
Ministry of Youth, qualitative research examining vulnerabilities, 
service delivery data, and extensive stakeholder consultations, 
including with adolescents and youth (see Annex 1 for tools to 
support an adolescent and youth assessment). Using this data, you can 
identify priority health outcomes and priority sub-population(s) of 
young people. For example, in the context of low HIV prevalence, but 
high early marriage and childbearing, you may wish to prioritize the 

reproductive health needs of unmarried and married adolescent girls. 
Alternatively, in the context of a generalized HIV epidemic and high 
incidence among adolescents and youth, you may choose to prioritize 
integrated services for adolescents living with HIV, or in a concentrated 
epidemic, you may choose to tailor services to young key populations. 
In this step, it is important to recognize the diversity of young people 
and consider how different combinations of characteristics shape the 
realities of young people in diverse ways (e.g., married adolescents with 
no children compared to those with several children; young people 
living with HIV who are married, unmarried, parents, and have no 
children, etc.) Prioritizing key sub-populations does not mean that the 
YFS model cannot address a wider set of SRH needs and a broader 
target group, but it will ensure that whatever approach is developed 
meets the specific needs of those most vulnerable to poor SRH 
outcomes, given the specific context. 

Once you have identified desired health outcomes and sub-populations, 
it is important to conduct an in-depth formative assessment to inform 
the selection and adaptation of the appropriate YFS model(s). This 
includes developing a deeper understanding of the health needs of 
the sub-population(s); the unique barriers the sub-population(s) face 
in accessing services; the preferences, patterns, and behaviors of the 
sub-population(s) (e.g., when do they have time to seek services, where 
and with whom do they spend time); and who the key adult and peer 
influencers are that may facilitate or restrict young women’s or men’s 
SRH choices and access to services. See Annex 2 for questions to guide 
a formative assessment.

Section 2: Choosing a YFS model(s)

STEP 1
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After considering the desired health outcomes and specific 
sub-populations in Step 1, it is important to conduct a landscape 
analysis to understand the types of SRH services, health 
workforce and service delivery channels that currently exist for 
your priority sub-populations of young people, young people’s 
perceptions and current use of SRH services, key actors currently 
involved or who can potentially contribute to youth SRH service 
delivery, and environmental factors that influence young people’s 
access to and use of SRH services. Please see Annex 2 for a list of 
detailed questions to guide the landscape analysis.  

Decisions about which YFS model(s) to introduce or scale-up 
should be informed by the results of the landscape analysis and 
aligned with national standards. An advocacy strategy may need 
to be included in the YFS implementation plan to ensure that a 
supportive policy environment is in place for the development of 
comprehensive adolescent-responsive systems. Similarly, a plan 
to address the identified sociocultural barriers to young people’s 
access to SRH services within the service delivery environment 
and catchment community should be developed and included in 
the YFS implementation plan. 

Rights-based comprehensive YFS offer an integrated package of 
SRH services, including as many onsite SRH services as possible 
with referrals to all other services that an adolescent or young 
person might need (see Box 5). The selected sub-population(s) 
of young people and their health needs/priorities (Step 1) and 
the national standards and guidelines governing which services 
can be offered at which service delivery level or channel (Step 2) 
will inform the decision of which services can be offered through 
YFS. In this step, it is important to identify priority services for 
the population and their partners to be sure that the YFS model 
selected will be able to offer the most essential services. For 
example, if the sub-population identified is a young key population 
and the desired health outcome is HIV prevention and treatment, 
then youth-friendly HIV counseling, testing, treatment, and care 
services are priority services and should be guaranteed. Other 
services, such as contraception services, as well as sexual and 
gender-based violence (SGBV) counseling and referrals, should be 
priorities for integration. Similarly, if the sub-population identified 
is first time parents (FTPs)—young women (under 25) who have 
a child or are pregnant for the first time and their partners—then 
services for female FTPs should include youth-friendly maternal 
health services, postpartum contraception, and linkages with 
child health services. When considering the package of essential 
services, it is important to reflect on how to make each service 
youth-friendly (see Box 1).The selection of priority services should 
inform the selection of a YFS model (Step 6). Once a model is 
selected, all efforts should be made to provide the widest range 
of services needed by the young people, including referrals to 
the other services mentioned in Box 5 as appropriate. Please see 
Annex 2 for a list of guiding questions for Step 3.

Conduct an SRH  
landscape analysis

STEP 2

Determine what package of  
SRH service will be offered

STEP 3
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The next step in making a decision about which YFS model(s) to 
implement is to assess the resources available for YFS, including 
the financial resources and in-kind contributions available, and 
the strength of the health system (i.e., the health workforce, 
commodity logistics systems, health information systems, 
governance, financing, and service delivery infrastructure). 
Resources for demand-generation activities, youth participation 
and advocacy, and/or interventions to create a supportive 
environment should also be considered. 

The assessment of available resources should be conducted 
through a participatory process, involving the Ministry of Health 
and other key ministries, civil society, United Nations agencies, 
donor agencies, and the private sector. Assessing the existing 
resources will give you a sense of what is possible and feasible 
prior to selecting a YFS model(s). For example, is there a strong 
public or private health system to build on? Or will the program 
need to invest in substantial health system strengthening prior to 
ensuring that the system is responsive to adolescents and youth? 
Please see Annex 2 for a list of guiding questions for Step 4.

SRH services which can be delivered 
through youth-friendly modalities

•	 Counseling on SRH, including puberty, relationships,  
and sexuality

•	 Human papillomavirus vaccine

•	 Gynecological exams

•	 Pregnancy testing

•	 Contraception counseling and full range of contraceptive 
methods, including long-acting methods

•	 Counseling and treatment of irregular or painful menstruation

•	 Reproductive and urinary tract infection testing and treatment

•	 Sexually transmitted infection counseling and treatment

•	 HIV counseling and testing

•	 HIV treatment, care, and support

•	 Postabortion care

•	 Antenatal care, delivery services, and postnatal care

•	 Prevention of mother to child transmission of HIV

•	 Sexual and gender-based violence counseling, services, and 
referrals to additional multisectoral response services

box 5

Section 2: Choosing a YFS model(s)
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Which sector for YFS: public, private, or both? 

•	 Are the program designers affiliated with the Ministry of Health, 
NGOs or the private sector?

•	 Is the public-sector health system strong enough to include YFS 
(e.g., does it have capacity to participate in/conduct in-service 
training and refresher trainings, systems for monitoring and 
supervision of services, commodity logistics systems that limit 
stock-outs)?

•	 Is there a strong for-profit private sector? Does it extend beyond 
the capital and other major cities? Does it offer high-quality 
services? Is it monitored or regulated by the government to ensure 
quality and compliance with national laws and policies?

•	 Are there strong NGO or faith-based health networks or sites 
throughout the country?  Are there religious or cultural issues that 
might limit their ability to offer YFS? Do they extend beyond the 
capital and other major cities? Do they offer high-quality services? 
Are they monitored or regulated by the government to ensure 
quality and compliance with national laws and policies? 

•	 What perceptions do your target young people have of the private, 
non-governmental, and public sector providers and health facilities? 
Studies have revealed that young people’s preferences for using 
public- or private-sector services are very context specific and 
vary by country.  

As you progress through the steps in this tool, including the next step of 
model selection, you will need to determine if efforts will focus on the 
public sector, the non-governmental sector (including NGOs and faith-
based health care providers) and the for-profit sector, or a combination 
of these. There are many considerations when selecting with which 
sectors to work, including:

•	 What are the benefits and challenges of each in the context? For 
example, private-sector and NGO services can be more flexible in 
terms of hours and locations, which could make them friendlier to 
adolescents and youth. However, YFS through the NGO and private 
sector may only reach a small subset of the adolescent and youth 
population who are able to pay for services (even if service fees are 
highly subsidized). In addition, most for-profit private-sector facilities are 
in urban or peri-urban areas where client flow is sufficient to sustain 
service delivery and profits, so young people in rural areas may not 
benefit from private-sector YFS. On the other hand, implementation 
of YFS in the public sector may be constrained by limited resources 
and common health system challenges like commodity stock-outs. YFS 
offered through faith-based health providers might be restricted based 
on religious beliefs. 

•	 Is it feasible to work in multiple sectors to maximize access to services 
for young people? For example, the African Youth Alliance program in 
Ghana successfully implemented YFS through the public and private 
sectors. In this case, overall coordination and national standards and 
guidelines are critical to ensure the YFS through the two sectors meet 
common quality standards and are complementary (e.g., reaching 
different geographic areas or youth populations) with functional  
referral mechanism between them.  Other examples of public-private 
partnerships for service delivery include private sector-supported 
mobile outreach, which complements  
public-sector facility-based services  
and simultaneously builds  
provider capacity.

box 6
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With the sub-population(s) of young people and the 
services to be delivered identified, and the resources 
available in mind, you must decide what level of coverage 
the services will aim to reach prior to selecting the YFS 
model(s). For example, will the achievement of your desired 
health outcome require national coverage to reach the 
general population of adolescents and young people? Or 
will it be sufficient to focus on specific geographic areas 
and/or smaller sub-populations of adolescents and young 
people? Will the available resources enable you to reach 
your desired level of coverage? When setting targets 
related to coverage of YFS, you should consider tradeoffs 
between selecting a lean YFS model that will be more easily 
expanded to reach a large number of young people and a 
more intensive YFS model that may be more likely to reach 
particularly vulnerable sub-populations, but may be more 
cumbersome to scale up to attain national coverage. 

As program designers, you should take into consideration 
all the decisions and information from previous steps 
and determine which model(s) of YFS to implement or 
scale-up. The YFS models, described in Section 1, are 
outlined in the boxes below. The boxes include factors 
you should consider when examining the relevance of 
each service-delivery model to the context in which you 
are working, considering the targeted sub-population(s) 
of female and male adolescents and youth, available 
resources, SRH services prioritized, and objectives for 
scale-up. Following each box are some considerations 
for selecting and implementing the YFS model and the 
potential for scalability and sustainability (Step 7 examines 
scalability in more detail). Where relevant, specific 
examples of programs that have implemented the different 
YFS models are mentioned. These examples are drawn 
from three in-depth case studies: Programa Geração Biz 
(PGB) in Mozambique,20 Top Réseau Social Franchise 
in Madagascar,21 and Youth Peer Providers in Ecuador.22  
You should use information below to identify the most 
appropriate YFS model(s). 

Section 2: Choosing a YFS model(s)
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STEP 1

Privacy: Depending on how it is implemented, this model may offer 
young people the highest degree of privacy of any of the YFS models 
since only other young people will frequent the facility. However, if the 
facility is dedicated only to SRH (rather than all primary health care 
services for young people), young people may worry about being seen 
entering the facility.

SRH services: This model has the potential to offer a full range of 
comprehensive SRH services to young people all in one place. This 
will depend on resource constraints and whether the facility is in the 
private or public system. If it is not possible to offer a comprehensive 
package of SRH services, adolescent- and youth-friendly referral 
systems must be in place. 

Population of young people served: Where it exists, the 
standalone clinic is most likely to attract unmarried young people 
without children, as young people who are married or have had 
children may not identify themselves as “youth” and may not choose to 
use the clinic.  Due to the high levels of privacy and confidentiality that 
this model may offer, the standalone clinic may also attract marginalized 
youth who would be stigmatized in other circumstances. This includes 
lesbian, bisexual, transgender, and queer (LGBTQ) young people and 
young key populations such as men who sleep with men (MSM) and 
IDUs, among others. 

Scalability and sustainability: Given the need for this model 
to be implemented in urban areas and by organizations/entities with 
significant resources, it is not likely to be scaled outside of densely 
populated urban areas. It is potentially highly sustainable if client load is 
sufficient to generate revenue to sustain service delivery over time as 
initial investment and program funds diminish. 

Do you:
	 Aim to reach young people in an urban area with a large and 

dense youth population?       

	 Aim to reach a population of adolescents and youth with the 
resources to travel (even within a city) to a clinic and potentially 
pay for services?      

	 Want to offer a full range of SRH services in one place that 
offers high levels of privacy and confidentiality (low risk of being 
seen by adults in their communities)?      

	 Have sufficient resources, including budget and human resources, 
to build/run a full clinic dedicated to adolescents and youth (with 
the range of clinic staff, commodities, supplies needed) available?       

	 Aim to limit coverage to only dense urban areas?       

If you answered “yes” to at least three of these questions,  
then you might consider implementing:

Standalone clinic for adolescents and youth 

Considerations for the model
Resources required: The standalone clinic model is resource 
intensive as it requires sufficient funding and human resources to 
operate a full health facility dedicated to adolescents and youth, 
including infrastructure, staff, commodities and equipment, health 
management information systems, and laboratory facilities. It may be 
most appropriate in a dense urban area where the demand for the 
services will merit the resource investments. Also, due to the costs 
to operate the facility, this model of YFS may require charging fees 
for the services, which can limit access among young people in the 
lowest wealth quintiles (though it often includes a sliding scale or 
highly subsidized services). Investments should also be anticipated for 
provider training on YFS, youth-friendly counseling and IEC materials.

Model 1: Standalone clinic

STEPS 1 & 2

STEP 3

STEP 4

STEP 5
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In 2000, PSI/Madagascar launched the Top Réseau branded 
network of private providers and clinics. The social franchise 
network was designed as a network of private providers 
dedicated to offering youth-friendly sexual and reproductive 
health (SRH) services. In 2005, the network expanded 
to include services for men who have sex with men and 
commercial sex workers, and in 2008 the network began 
gradual expansion to offer SRH for all women and men with 
the final change in branding occurring in 2011. 

Private providers are able to join the network if they pay 
a small membership fee, agree to offer the core services 
specified for the network, uphold key attributes of the 
network (namely, confidential, affordable, high-quality 
reproductive health services for youth), and comply with PSI 
quality assurance and supervisory requirements. In exchange 
for network membership, providers benefit from training 
and coaching, allocation of certain equipment and materials, 
promotional materials and signage, and PSI’s multi-level 
communication campaign that aims to create demand for 
services for the Top Réseau network.

In 2013, there were 250 providers from 213 clinics across 
urban towns in the country within the Top Réseau social 
franchise network. From January 2001 through June 2011, 
the Top Réseau network successfully met the health needs 
of 730,839 youth. The majority of clients seeking services 
between 2001 and 2010 were females in the 20-24 year old 
age cohort, but males 15-24 make up a significant minority. 

Standalone clinics dedicated to YFS, such as those initially 
designed in Madagascar, are resource intensive and are 
unlikely to be feasible in a public sector context. Within the 
private sector, the Top Réseau example showed that they are 
possible, but unlikely to be sustained as a dedicated service. 
As the network grew so did the desire among providers 
to expand the target population and the range of services 
offered in order to both increase revenue and meet additional 
SRH needs felt by the communities. Results from the first 
few years of the expanded Top Réseau model are promising, 
suggesting that initial efforts to design and market dedicated 
YFS could maintain youth commitment to the services even 
after services are expanded to a broader client base.

Top Réseau Social Franchise, MadagascarReal life Example

Leveraging a network of private providers
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Model 2: Separate space for YFS

If you answered “yes” to at least six of these questions,  
then you might consider implementing:

Separate space YFS 

Considerations for the model
Resources required: The separate space model requires fewer 
resources than a standalone clinic for adolescents and youth, but it 
still may require more resources than may be feasible. This model 
requires that a clean, private, well-equipped separate consultation 
area be available for YFS and usually includes a separate waiting 
area as well. The model also requires a full-time or at least part-
time health provider dedicated to providing services solely to 
adolescents and youth. Investments should be anticipated for 
provider training on YFS, youth-friendly counseling, and IEC 
materials. Therefore, this model may be most appropriate for larger 
health facilities with multiple rooms and multiple providers. These 
health facilities are often found in more densely populated urban 
and peri-urban areas where the number of youth clients can justify 
the resources allocated to the YFS. 

Privacy: This model has the advantage of offering high levels of 
privacy given the separate consultation and waiting space. However, 
if the separate space is highly visible from the waiting room, it can 
diminish privacy for young clients.  

SRH services: This model has the potential to offer young 
people a comprehensive range of SRH services in one room.  
Efficient internal referrals to different services, including laboratory 
services, might also be necessary. 

Population of young people served: In the urban and 
peri-urban context, this model may reach a wide range of sub-
population(s). For example, if implemented in the public sector 
where services are typically free or low cost, the model can attract 

Do you:
	 Aim to reach a general population of adolescents and youth as 

opposed to a specific highly marginalized or vulnerable sub-
population?      

	 Aim to reach young people who are sufficiently mobile  
(with financial resources if needed) to access a static facility?       

	 Aim to reach young people in both urban and rural areas 
(assuming the public or private clinics for intervention are 
located in both urban and rural areas)?       

	 Anticipate a large enough number of adolescents and youth 
clients to keep a dedicated provider busy with a full client load?       

	 Seek to offer a full range of SRH services for young people?       

	 Aim to implement YFS in an area where adolescents might 
be highly stigmatized for seeking SRH services, and therefore 
require high levels of privacy and confidentiality (through a 
separate space) to facilitate care-seeking behaviors?       

	 Have sufficient human resources to support a dedicated YFS 
provider to work in the YFS room all day or for the majority of 
the day in each facility?       

	 Have an extra consultation room or dedicated spaces available 
in most health facilities that could be repurposed for the 
provision of services to young people?       

	 Have resources to raise awareness about the YFS offered 
through separate spaces and to increase demand among the 
specific sub-populations of young people?       

	 Aim to increase the coverage to other facilities having similar 
conditions of implementation?       

STEP 1

STEP 1

STEP 1

STEP 3

STEP 3

STEP 3

STEP 4

STEP 4

STEP 4

STEP 5
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young people in the lowest wealth quintiles. However, since this is a 
static facility-based model that usually offers services during regular 
working hours (e.g., 8 a.m.-2 p.m.), it may not reach highly transient 
populations (e.g., homeless or street youth), youth who are in school 
or working,  or populations with restrictions on mobility (e.g., young 
married mothers and VYA).

Scalability: The scalability of any YFS model depends, to a large 
degree, on the ability for the model to be successfully embedded 
within a health system. Because this model is implemented within 
existing health facilities, with sufficient commitment from governments 
and/or private-sector actors, this model could be successfully scaled 
up. In fact, this model has been scaled up in a number of countries, 
including Mozambique, Ethiopia, Ghana, Viet Nam, and Uganda.23 
However, based on learnings from the scale-up experiences of these 
countries and others, there needs to be careful consideration of the 
resources required to sustain the model before deciding to scale-up.  

Sustainability: If institutionalization—the incorporation of YFS 
into national standards, guidelines, and service delivery processes, 
such as training and supervision—is prioritized, then there is potential 
for sustainability of this model. But, reliance on dedicated space and 
providers means that services may cease to be youth-friendly if the 
trained provider assigned to provide YFS leaves or funding for new 
provider training ends. In addition, if the YFS client load is not high, 
it may be challenging for facility management or district/regional 
management to justify the use of dedicated separate space and 
providers. As a result, other health concerns may take priority over 
YFS and providers and/or the dedicated space may end up being used 
to address other priorities. This may be particularly true in the private 
sector where profit motives may cause rapid reallocation of resources 
to more profitable services when external support for YFS ends.  

Combining separate space and 
mainstreamed YFS

Programa Geração Biz (PGB) in Mozambique serves as an 
excellent example of the different implications of separate space 
and mainstreamed YFS within the public sector. PGB began in 
1999 and is implemented by the Government of Mozambique 
Ministries of Health, Youth and Sports, and Education, with 
technical support from Pathfinder International (until 2012) and 
technical and financial support from United Nations Population 
Fund (UNFPA). Over the course of 10 years, PGB scaled up YFS 
to cover all 11 provinces in Mozambique. When PGB began and 
throughout most of the pilot and scale-up phases, the primary 
model of YFS used by PGB was a separate space model: YFS 
were offered by a dedicated provider in a separate building 
and/or room at public health facilities. After nearly a decade of 
implementation, the Ministry of Health changed its approach in 
order to reduce the resources needed to implement YFS and 
improve sustainability. The new strategy includes separate space 
YFS at referral hospitals, where there is sufficient client load to 
support use of dedicated providers and space, and mainstreamed 
YFS at primary health care facilities, where the population is less 
dense and less likely to provide sufficient volume to support 
dedicated resources. During the pilot phase, the youth client 
profile was predominantly female. Gender considerations were 
taken into account during the scale-up phase to ensure the 
models could reach both young men and young women. 

Programa Geração Biz, Mozambique

Real life Example
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Do you:
	 Aim to reach a large number of the general population of 

adolescents and youth or a sub-population that experiences 
limited stigma associated with being seen at a health facility 
(e.g., FTPs)?      

	 Aim to include different perceptions and needs of youth in 
service delivery?       

	 Seek to offer a full range of SRH services to young people?       

	 Have no extra consultation rooms or space available in most 
intervention health facilities?       

	 Have a limited number or a shortage of health providers in 
most health facilities?       

	 Have resources now to invest in YFS (to train a large 
cohort of providers and facility staff), with potentially fewer 
resources in the future?       

	 Have the capacity to provide in-service training to all service 
providers and facility staff on YFS? (Note: Ideally, pre-service 
training would also be available.)?       

	 Have resources to raise awareness about the integrated 
services and increase demand among the specific sub-
populations of young people?      

	 Aim to cover a large proportion of the country, including 
rural areas with smaller health facilities?       

If you answered “yes” to at least six of these questions,  
then you might consider implementing:

Mainstreamed YFS

Model 3: Mainstreamed YFS

Considerations for the model
Resources required: This model may be less resource intensive 
than models 1 and 2 because it does not require a separate space, 
infrastructure improvements, or dedicated providers. However, 
as the model requires training all (or most) providers and staff 
in a facility, significant training resources are needed upfront. 
While these initial investments may be significant, over time less 
in-service training may be needed (compared to model 2) as a 
critical mass of trained providers will exist in the system.  As 
part of implementing mainstreamed YFS, a special emphasis (and 
resources) should be allocated to ensure that adolescent and youth 
sexual and reproductive health (AYSRH) is integrated within pre-
service training to ensure future providers are prepared to offer 
mainstreamed YFS.  

Privacy:  The mainstreamed YFS model is less private for young 
people compared with models 1 and 2 since young people may be 
seen by adults when seeking services (given there is no separate 
space or waiting area).  Young people, who often prioritize privacy, 
may find this model less appealing and may be less likely to seek 
services. However, some programs using this model have found 
creative ways to make mainstreamed YFS more private and 
attractive to clients. These include:

•	 Curtains or wall board to partition waiting areas so services are 
offered in the same room as adult services, but the waiting area 
is private. This can help assuage young people’s fears of being 
seen by an adult relative or friend while waiting. 

•	 Designate certain days or certain hours of the day for young 
people and encourage them to come during that time.  

•	 Within larger facilities, rather than separate rooms, have a desk 
available in the lobby or waiting area that is staffed by trained 
young people who can provide information and counseling, 
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referrals to community support groups, and help with 
navigating service delivery (e.g., direct them to the  
appropriate room or expedite service delivery through a  
fast-track mechanism).

•	 Work with lay counselors and/or young people to offer 
counseling and information to young people, including what to 
expect when they see the provider, while they wait to see a 
provider. This can reduce the time spent with the provider and 
reduce client wait times as well as the burden on providers. 
While this can be done in any of the facility-based models, 
it may be particularly important in the integrated YFS model 
where young people may have more concerns about judgment 
and stigma that counselors can help alleviate. 

SRH services: This model has the advantage of ensuring that 
the full range of SRH services available at a given health facility are 
offered to young people in a youth-friendly manner. However, not 
all services will be offered in the same room (such as in models 1 
and 2). Clients have to move between consultation rooms at the 
facility, which compromises their privacy. 

Population of young people served: This model can be 
implemented across a range of health facility types and in both 
rural and urban areas and may attract and serve a wide range of 
young people because it allows access to YFS across a range of 
service delivery entry points. For example, young mothers can 
receive youth-friendly maternity services, young people living with 
HIV (YPLHIV) can receive youth-friendly HIV services, and even 
young fathers who might bring in children to child health services 
can be counseled in a youth-friendly way on their SRH needs. As 
this model is a static facility-based model and it is one with less 
privacy for young clients, it may not serve sub-populations with 
limited mobility and sub-populations who are highly stigmatized, 
such as young LGBTQ people or unmarried pregnant women in 
socially conservative environments. 

Scalability: As this model of YFS can be implemented within 
an existing health system—either private or public sector—the 
model has scale-up potential. Furthermore, as this model can 
be implemented at any level of the health system (in a range of 
different types of facilities) and doesn’t require dedicated space 
or providers, it may require less resources over time and be more 
scalable than the separate space model.  However, this model has 
not been widely implemented and its scalability has not been well 
tested, so this reflects an important area for future learning.

Sustainability: The integrated YFS model has high potential for 
sustainability as the need for financial investments lessens over time. 
In addition, as noted above, the turnover of providers, which often 
negatively affects the sustainability of separate space YFS will have 
less impact on this model since a critical mass of trained providers 
will exist in the system. Like scalability, the integrated YFS model’s 
potential for sustainability has yet to be tested and there needs to 
be more learning in this area.  
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Model 4: Mobile outreach services

Considerations for the model
Resources required: In general, mobile outreach services 
are resource intensive. However, the level of resources required 
varies by type of mobile outreach. For example, mobile clinics 
(or clinics on wheels) can require significant upfront investments 
and ongoing costs such as fuel, staffing, commodities, and more 
to operate. Teams of mobile providers who go from higher-level 
facilities to lower-level facilities (or who rotate among lower-
level facilities) to provide a comprehensive set of services require 
transportation and provider payments, but because lower-level 
facility infrastructure is used, the overall resource requirements 
can be less than the clinics on wheels model. Other kinds of 
mobile outreach, including satellite clinics where services are 
routinely offered in an existing community building (e.g., schools, 
church, or under a tent near a market), require resources for 
transport, provider payments, commodities and equipment, and 
tents or other equipment to ensure privacy, but may be less costly 
than a clinic on wheels model. For all of these approaches to be 
youth-friendly, investments in provider training on YFS, youth-
friendly counseling and IEC materials, equipment to guarantee 
privacy, and demand generation activities to ensure young people 
know about the mobile services will be required. 

Privacy: Most of the different mobile outreach strategies 
allow for private consultation and service provision. However, 
the waiting area may not be private for young people since 
mobile outreach is generally offered in public places close to the 
community. Building community support for YFS is an important 
part of this model to ensure that young people can openly access 
mobile outreach and related services.

Do you:
	 Aim to reach specific vulnerable, marginalized, or otherwise 

hard-to-reach or rural young people with comprehensive 
SRH services?      

	 Have a limited range of SRH services available at the lowest 
level of the health system (e.g., no long-acting reversible 
contraceptives available at the health post/dispensary level)?   

	 Have sufficient resources to fund mobile outreach services, 
including resources for vehicles, fuel, commodities and 
equipment; counseling job aids; and payments to providers?        

	 Have the supervision and monitoring systems to monitor 
quality of mobile outreach services?       

	 Have the ability to establish youth-friendly referral 
mechanisms and follow-up mechanisms for clients requiring 
follow-up visits?       

	 Have community workers who can generate demand for 
mobile outreach services?       

	 Have the ability to build a supportive community environment 
so youth can freely access mobile outreach (and related 
demand-generation and referral) services?       

	 Have sufficient resources in place that are built into the 
existing health system; or are they private-sector resources, 
and are some costs able to be recouped to ensure  increase 
of the level of coverage?       

If you answered “yes” to at least five of these questions, then you 
might consider implementing:

Mobile outreach services

STEP 1

STEPS 2 & 3

STEP 4

STEP 4

STEP 4

STEP 4

STEP 4

STEP 5
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SRH services: The purpose of mobile outreach services is to 
expand the types of services available to clients, including the full 
range of contraceptive methods, HIV treatment services, and other 
SRH services (depending on the focus of the mobile services). With 
this in mind, this model has the potential to offer young people a full 
set of SRH services in a location that is more accessible to them. It 
is important to establish clear and effective referral mechanisms for 
services that are not offered through mobile outreach. 

Population of young people served: Mobile outreach 
services are designed to fill gaps in the access people have to health 
services. With this in mind, youth-friendly mobile outreach services 
are likely to provide access to hard-to-reach populations, including 
those who live in rural places or may be more socially isolated, 
and young mothers and FTPs. Some programs have had success 
in targeting mobile outreach services to location where large 
numbers of young people live or work (e.g., tea plantations, factories, 
universities) in order to reach the sub-populations of young people 
who are often unable to access facility services when they are open. 

Section 2: Choosing a YFS model(s)

Scalability: The ability to scale up mobile outreach services depends 
on the resources available to pay the ongoing operational costs of this 
service delivery model. The geographic characteristics and transport 
infrastructure in target communities also influence the scalability. In 
most cases, funds limit the ability to scale this model. However, there 
are some examples of government investments in this approach or 
donor funding being use to leverage public-private partnerships that 
contribute to the scale-up of mobile outreach services. 

Sustainability: Mobile outreach services could be intended as 
stopgap measure—to fill a gap in services available at lower level 
facilities, to fill a gap in the access remote communities have to health 
facilities or to strengthen referrals to static clinics . Mobile outreach 
services could also be intended as a long-term part of the health 
system. If the latter is the intention, then the mobile outreach services 
will need to be systematically integrated with the health system in 
order to be sustainable, this includes ensuring that there is an ongoing 
source of funding or cost-recovery mechanism to cover the costs of 
the mobile outreach services. 
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Model 5: Community-based services

	 Have the supervision systems and resources for ongoing 
training to maintain quality of care?       

	 Have donor or NGO support, and commitment of the 
government to increase the coverage?       

If you answered “yes” to at least six of these questions, then you 
might consider implementing:

Community-based services 

Considerations for the model
Resources required: Community-based services through FLWs 
and peer educators require sufficient resources to continuously 
support recruitment, training, supervision and quality assurance, and 
retention. Furthermore, FLWs and peer providers require a constant 
supply of commodities. These can be supplied through the public 
sector, which means they are usually free or low cost but may have 
periods of stock-out, or through the private sector, which may make 
them more costly. Though community-based services can be quite 
resource intensive, they are made less so if the program is able to 
build on an existing system of FLWs or peer educators to make 
them more youth-friendly. 

Privacy: As community-based services by FLWs or peer educators 
can be provided anywhere, it is possible to find a private space for 
services, including in a home, in a private area outside, in a building 
nearby, etc. Building community support for YFS is an important part 
of this model to ensure that young people can openly access mobile 
outreach and related services.

SRH services: While this model offers a critical channel through 
which to reach marginalized young people, it only allows for 
provision of a select set of services that can be offered outside of 
a facility. This is dependent on national policies, but it often includes 
SRH counseling, HIV prevention counseling, and provision of select 

Do you:
	 Aim to reach specific vulnerable, marginalized, or otherwise 

hard-to-reach or rural young people with select SRH services?       

	 Aim to address specific high-burden SRH issues among distinct 
sub-populations, such as early and closely spaced pregnancies 
among young married adolescents or HIV testing among  
young IDUs?      

	 Aim to engage male partners in support of family planning/SRH 
actions or as direct clients?       

	 Have the policy frameworks to allow FLWs and peer educators 
to offer SRH services, such as distributing contraceptives at 
community level and community-based HIV testing?       

	 Aim to include perceptions of the different health providers and 
FLWs in the design of the intervention?       

	 Have the ability to establish youth-friendly referral mechanisms 
back to static facilities for comprehensive, quality services?        

	 Have the resources and capacity to build a supportive 
community environment so youth can interact with FLWs or 
peer educators and access services?        

	 Have an existing and sustainable system of FLWs or peer 
educators or have the systems to develop and sustainably 
support a cadre of outreach workers (including supervision 
systems and mechanisms for recruitment and retention)?       

	 Have the systems and resources to ensure sustainable access 
to SRH commodities (such as condoms, HIV tests, oral 
contraceptives, and emergency contraception) for FLWs or 
peer educators?       

	 Have the resources to provide FLWs and peers with an 
adequate supply of IEC materials and job aids?       

STEP 1

STEP 2

STEP 1

STEP 1

STEP 4

STEP 5

STEP 3

STEPS 2 & 4

STEPS 3 & 4

STEP 4

STEP 4

STEP 4
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contraceptive methods (usually condoms, oral contraceptive pills, 
and sometimes emergency contraception and injectables). With 
this in mind, this model is best if implemented in the context of a 
supportive policy environment that allows FLWs and peer providers 
to offer a wide range of contraceptive methods and other SRH 
services, and with a strong referral system to comprehensive facility-
based YFS.  

Population of young people served: Community-based 
service delivery through FLWs or peer providers is an important 
model for reaching vulnerable or marginalized young people who 
are unlikely or unable to access facility-based services,24  including 
young people with limited mobility such as FTPs, young married 
women, VYAs, adolescents and youth in the lowest wealth quintile, 
and young people in very rural areas. This model can also allow for 
interactions with male partners to support family planning/SRH and 
address their needs.

Scalability: A community-based model of YFS is more scalable 
if the program engages with an existing cadre of FLWs or peer 
educators (e.g., a FLW cadre that is part of the public health system). 
In this way, existing systems can be built on and used to reach young 
people and this approach can be scaled to wherever the FLWs 
or peers are operating. Without an existing system for recruiting, 
training, supervising, and supporting the FLWs and peer educators, 
this type of service delivery for YFS may be too resource intensive 
to scale up.

Sustainability: Even within the context of a system of FLWs or 
peer educators that is supported in an ongoing way by the public 
or private/NGO health system, recruitment and retention of FLWs 
and peer educators can be a major challenge to sustainability. This is 
particularly true for peer educators who age out.

Peer providers and affordable  
health services

In 1998, Family Planning and Health Care Centers 
(CEMOPLAF) in Ecuador with support from Planned 
Parenthood Federation Global, a division of Planned 
Parenthood Federation of America, began implementation 
of a Youth Peer Provider model in which youth provide SRH 
information and contraceptive services to fellow young 
people at the community level.  

The Youth Peer Providers offer SRH counseling and provide 
male condoms and oral contraceptive pills; some Youth 
Peer Providers also provide injectables and emergency 
contraceptive pills. For all other services, young people are 
referred to the CEMOPLAF health center where they receive 
friendly SRH services from trained nurses and doctors. 
Commodities from the Youth Peer Providers and from the 
CEMOPLAF health center are offered at a subsidized fee, but 
no young person is turned away if they cannot pay.  

In 2011, there were 231 Youth Peer Providers across 21 
sites. Between 2007 and 2011, 98% of the 27,418 young 
people accessing contraceptive services from the Youth Peer 
Providers were from urban areas; 98% were 10-19 years old 
and 2% were 20-24; 93% were in-school adolescents; 64% 
were male; and 93% were not living with a partner. 

Peer Provider Program, Ecuador

Real life Example
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Model 6: Drug shops and pharmacies

Do you:
	 Aim to reach young people with sufficient resources to pay 

for SRH commodities?       

	 Aim to reach young people with sufficient mobility to travel 
to pharmacies and drug shops?       

	 Have formative evidence suggesting young people use 
pharmacies and drug shops for basic SRH commodities and 
needs?   

	 Have national policies supporting pharmacy and/or drug 
shop provision of key SRH commodities and counseling to 
young people?   

	 Have a wide network of private or public sector pharmacies 
and drug shops willing to work on youth-friendly delivery of 
commodities and basic services?      

	 Have a fairly stable pharmacy and drug shop system (rather 
than a pharmacy system with constant turnover and informal 
pharmacies)?    

	 Have the ability to develop and maintain clear and consistent 
referral systems between pharmacies/drug shops and 
comprehensive SRH services that are youth-friendly?      

	 Have sufficient resources and systems in place to monitor 
and assure quality of pharmacy and/or drug shop services?       

If you answered yes to at least five of these questions, then you 
could consider implementing:

Youth-friendly drug shops and pharmacies

Considerations for the model
Resources required: Working with pharmacies and drug 
shops to make them more youth-friendly requires resources for 
training, supervision/quality improvement, and routine monitoring. 
These resources may be well spent within the context of a stable 
pharmacy and drug shop sector; however, if the pharmacy sector has 
high variability and is constantly changing, then the needed retraining 
and quality improvement processes may be too resource intensive.  

Privacy: This model has the advantage of offering young people 
select SRH commodities and services in a place which young people 
often feel most comfortable and which offers them easy access. 
Privacy and confidentiality of the pharmacy and drug shop services 
depend on the location and lay out of the pharmacy or drug shop, 
but given that the process of buying a commodity and receiving 
counseling at a shop is relatively quick, young people have a great 
chance of entering and leaving without being seen. Overall, this 
model can be conducive to privacy.  

SRH services: Like community-based services, pharmacies are 
only able to offer a narrow set of services, including counseling 
and provision of select contraceptives and STI/reproductive tract 
infection treatments, so it is essential to pair this model of YFS with 
a facility-based model of YFS and ensure effective referral systems 
are in place so that young people have access to the full range of 
SRH services that they need.

Population of young people served: Pharmacies and drug 
shops are well suited to reach young people who live in urban 
and peri-urban areas (where more pharmacies and drug shops are 
located) and attract young people who have the ability to purchase 
commodities like condoms or other forms of contraception. Young 
people who may be unlikely to seek facility-based service due to 
stigma, such as young MSM or young women who are unmarried 
and seeking contraception, may be more likely to use a pharmacy 
for these services.  

STEPS 2 & 3

STEP 2

STEPS 2 & 4

STEPS 2 & 4

STEPS 2 & 4

STEP 4

STEP 1

STEP 1
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Scalability: The scalability of the pharmacy and drug shop model 
depends significantly on the strength and stability of the pharmacy 
and drug shop sector. If there is a solid network of pharmacies 
that is well regulated, the youth-friendly approach may be scalable 
within the network. If all pharmacies and drug shops in a country 
or a context are operating completely independently with no 
network or linkages, it may be too resource intensive to scale-
up this approach.  Umbrella professional associations that have 
strong membership and service platforms (for training, supervision, 
accreditation, etc.) can be important partners for this model of YFS 
and allow for scale and sustainability.

Sustainability: Similarly, the sustainability of this model 
depends on the stability of the pharmacy and drug shop sector. 
High turnover will reduce sustainability while consistency in 
the pharmacies and the pharmacists would be conducive to 
sustainability. Youth-friendly pharmacies and drug shops have 
been implemented in a number of countries, but scale-up and 
sustainability of this model has not been well documented, and 
there needs to be further learning.
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YFS Model Model 1: Standalone clinic Model 2: Separate space for YFS

Which sub-population is best reach?

Age cohort Most often young men and women 15-24 Most often young women and men over age 15

Marital and childbearing status Most often unmarried with no children (unless it is a specific 
clinic for young mothers)

Varies, but rarely reaches young mothers and parents who are 
no longer thought of as adolescents or youth

Marginalized or highy vulnerable 
populations

Potential to reach vulnerable sub-populations, but usually only 
those with high mobility and based in urban areas

Marginalized populations may find increased privacy a draw; 
though the perception of the YFS as focused on family 
planning may prevent young men from seeking services

Consideration for WHO YFS criteria: 
acceptable, appropriate, effective, 
accessible, and equitable

•	 High level of privacy and confidentiality, making it highly 
acceptable

•	 Able to offer wide range of services with high quality 
(appropriate and effective)

•	 Very limited accessibility given need to locate in urban area 
•	 May not be equitable for young people who can’t afford 

services or travel to reach services 

•	 High level of privacy and confidentiality, making it highly 
acceptable

•	 Able to offer wide range of services with high quality 
(appropriate and effective)

•	 Accessible to urban  and peri-urban areas
•	 Equitable for range of socio-economic levels, perhaps less 

equitable for particularly vulnerable groups (e.g., LGBTQ) 

Scalability (low, medium, high) Low:  Highly resource intensive and usually only successful in 
densely populated urban areas

Medium:  Relies on existing health infrastructure which 
can be scaled, but is resource intensive (requires space and 
dedicated human resources)

Sustainability (low, medium, high) Medium:  If the standalone clinic generates resources through 
fees (as many do) and they are located in urban areas with 
high demand, they can be self-sustaining

Medium:  When institutionalized within the health system 
and there is sufficient human resources to maintain dedicate 
providers; Reliance on available space and dedicated 
providers means that YFS stop when trained providers leave 
or projects end

Table 1: Summary of considerations and implication of different models of YFS
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Model 3: Mainstreamed YFS Model 4: Mobile outreach services

Which sub-population is best reach?

Age cohort Potential to reach young men and women from a wide age 
cohort given multiple service entry points (10-24)

Varies based on type of mobile outreach and who is targeted

Marital and childbearing status Potential to reach both married and unmarried MCH mobile services often reach young married women who 
have children; HIV, SRH and family planning mobile services 
can reach both married and unmarried young people

Marginalized or highy vulnerable 
populations

Generally not designed  to attract marginalized or highly 
vulnerable populations

If conducted at places where marginalized or highly vulnerable 
young people live or work

Consideration for WHO YFS criteria: 
acceptable, appropriate, effective, 
accessible, and equitable

•	 May lack privacy and confidentiality making it less 
acceptable for young people

•	 Able to offer wide range of SRH services, but not able to 
offer them all in one room; young people would be referred 
to other consultation rooms in the facility

•	 Able to be offered at lowest level of health facility making it 
accessible to urban and rural areas

•	 May be highly equitable for range of socio-economic levels 
and rural/urban, may not be equitable for particularly 
vulnerable groups

•	 Offers privacy and confidentiality and services in a 
convenient location making it acceptable

•	 Able to offer a wide range of needed SRH services, making 
it appropriate and effective

•	 Can be highly accessible if offered in locations close to 
where young people live or work

•	 Improves equitable access to health services by reaching 
poor, rural, or otherwise marginalized populations 

Scalability (low, medium, high) Potential high (yet to be demonstrated): Increased scalability 
because it relies on existing health system; but, requires initial 
resources for training for all providers in facility; however, 
there are economies of scale once critical mass of providers 
and facilities reached

Medium: Scalable only if sufficient resources are in place and 
it is built into the existing health system; or it is done by the 
private sector and able to recoup some costs

Sustainability (low, medium, high) Potential high (yet to be demonstrated): Improves scalability 
by reducing reliance on separate space and on one provider; 
has high likelihood of sustainability by reducing costs needed 
overtime 

Low: Given the need for significant and ongoing resources 
to sustain the mobile outreach services, the potential for 
sustainability is low
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Model 5: Community-based services Model 6: Drug shops and pharmacies

Which sub-population is best reach?

Age cohort Varies based on targeting, can reach full range of ages, 
including VYAs 10-14

Older male and female youth (potentially more males  
than females)

Marital and childbearing status Varies depending on objectives and provider training;   
Potential to reach married and unmarried and those with and 
without children 

Potential to reach married and unmarried and those with and 
without children

Marginalized or highy vulnerable 
populations

If targeted specifically to reach marginalized or highly 
vulnerable young people 

Potential to reach marginalized or vulnerable if they live in 
urban/peri-urban area and have some financial resources to 
buy commodities

Consideration for WHO YFS criteria: 
acceptable, appropriate, effective, 
accessible, and equitable

•	 Peer providers may be highly acceptable and appropriate, 
while adult FLWs may be less acceptable (more fear of 
judgment and lack of confidentiality)

•	 Not able to offer full range of SRH services and high 
variability in the quality of services making it less effective

•	 Community-based nature of services is highly accessible, 
but also requires effective referral systems 

•	 With targeted outreach strategies may reach most 
marginalized and vulnerable, making it equitable

•	 Young people may prefer the pharmacy for privacy and 
confidentiality (acceptable)

•	 Services offered at pharmacy are limited and quality is 
highly variable limiting effectiveness and appropriateness

•	 Highly accessible in most urban and peri-urban contexts; 
less so in remote rural areas where there are not 
pharmacies and drug shops

•	 Available to young people who can afford services, but may 
attract marginalized populations (equitable)  

Scalability (low, medium, high) Low: Rarely scalable without donor or NGO support, with 
few exceptions of scaled-up public sector FLW systems; high 
turnover of outreach workers limits scale

Medium: Ability to scale depends on coverage and strength 
of existing network of pharmacies and resources to provide 
consistent quality assurance and support  to large network of 
pharmacies

Sustainability (low, medium, high) Low: Sustainable only if fully institutionalized within health 
system, rather than reliant on project-based funding for 
implementation; in cases where it is institutionalized, potential 
for sustainability is much higher

Low: Most countries experience high turnover and mobility/
informality in the pharmacy sector making sustainability 
difficult as pharmacies open and close and pharmacists move 
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Once you have selected the YFS model(s) that are most appropriate for 
your desired health outcomes and specific context, it is important to 
reflect on the scalability of the model and take early steps to plan for 
future scale-up. This tool draws on an understanding of scale and scale-
up as articulated in the WHO/ExpandNet literature.18,19 ExpandNet 
suggests that there are different types of scaling up including:

•	 Horizontal scale-up: expansion of YFS to new places or populations

•	 Vertical scale-up: institutionalization of YFS in systems, policies,  
and procedures

The ExpandNet framework suggests that sustainable scale-up is 
achieved through a combination of vertical and horizontal scale. When 
assessing scalability of your selected YFS model(s), you should consider 
scale-up objectives related to both horizontal scale (i.e.,  the number 
of service delivery points/coverage you aim to introduce or sustain) 
and vertical scale (i.e., the degree to which the national system has 
incorporated YFS in national strategies, guidelines, tools, budgets, and 
work plans). 

It is highly recommended to work with diverse stakeholders to set 
scale-up targets, focusing on gradual expansion to ensure quality, and 
including emphasis on the policy and advocacy work that is critical for 
sustainable scale-up and an adolescent-responsive system.

When planning for scale-up it is important to identify which 
institution(s) or organization(s) will be responsible for adopting and 
implementing the selected model(s) of YFS, sometimes referred to as 

the “user organization(s).”18 In many cases, the Ministry of Health will 
be the main user organization for YFS delivery models. It is important 
to clarify which departments and divisions within the Ministry of 
Health will lead the installation, implementation, monitoring and 
evaluation of the YFS model. There may also be situations where non-
governmental entities, including NGOs or private-sector institutions, 
are user organizations. It is therefore important to clarify each actor’s 
roles and responsibilities, as well as to assess their capacity and 
credibility to introduce, implement, or scale up particular YFS models 
with quality and fidelity. 

Similarly, an assessment of the resource team, which supports the 
promotion and wider use of the YFS model(s), is important at this 
stage. The resource team can be composed of government entities, 
civil society organizations, research institutes, private-sector actors, 
and groups of young people. You should begin by clarifying which 
actors have been involved in developing or piloting YFS delivery 
models in your country. Then, assess their level of interest and 
capacity to support the process of developing new models or scaling 
up effective models.

It is also important to consider the different contexts in which the YFS 
model(s) will be scaled up and how to ensure sufficient flexibility in 
the model(s) to adapt to diverse settings.

See Annex 2 for guiding questions related to step 7. Refer to Annex 
1 for more detailed publications related to the systematic scale-up of 
health interventions. 

Section 2: Choosing a YFS model(s)

Plan for scale-up of the selected YFS model(s)

STEP 7
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Section 3

Supportive  
elements of YFS 

Regardless of which model you 
may choose for YFS, there are 
important elements beyond supply-
side interventions that should be 
considered when designing the YFS 
and working towards adolescent-
responsive health systems. These include 
demand generation and building SRH 
competencies among youth, as well 
as fostering an enabling environment 
for youth to access and use the SRH 
information and services they need.  
These are described in this section.
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How will young people be involved in the 
design and implementation of the program?
For services to be truly responsive to young people, they must be involved in 
the design of services, and young men and women can also be an important 
partner in implementing and monitoring YFS. The first step is for you, as 
program designers, to clearly articulate the purpose and desired outcomes 
of youth participation. For example, does youth participation seek to help 
ensure the relevance and appropriateness of YFS interventions? Does it aim 
to build young people’s capacity as leaders? Does it attempt to promote 
young people’s right to participation? Does it seek to amplify the voices 
of young people in advocacy and governance? Does it aim to bring youth 
perspectives to monitoring the quality of YFS delivery? Perhaps it is for 
several or all of these reasons. Clearly establishing the purpose of youth 
involvement in a program will help to guide the selection of the appropriate 
model(s) for participation. 

There are many different models of meaningful youth participation in the 
design and implementation of programs25, including: 

•	 Training and involving young people in formative research, both as 
researchers and participants;26

•	 Training and supporting young people as advocates to promote youth 
SRH and rights (SRHR), specific models of YFS delivery and/or to 
influence changes in the legal and judicial environment to promote young 
people’s access to SRHR services and information;27,28  

•	 Supporting young people to take on governance roles in program 
management, including participating in co-management committees;29

•	 Training and supporting young people to play active roles in program 
implementation, including as peer service providers,30 peer educators, 
youth program managers, etc.; 

•	 Training and supporting young people to monitor and evaluate program 
quality (e.g., through exit interviews, mystery client studies, and regular 
review meetings with providers, youth clients, and peer educators).  

The distinguishing characteristic of the Youth Peer Provider 
model is that young people are the actual service providers. 
Youth clients report that they found the Youth Peer Providers 
to be approachable since they had seen them as classmates or 
at sporting and other community events.

Youth Peer Provider Program, Ecuador 

Real life Example

It is important to consider which young people the YFS are meant to 
serve and be sure that young people who are representative of these 
groups are involved in the program design and/or implementation. For 
example, if your target population includes young adolescent girls, it would 
be important to make sure that there are adolescent girls involved in 
program design, even if they might be more difficult to identify and include 
than other groups of young people. This would apply for other sub-
populations of young people as well. 

How will demand for services be  
generated among young people?
The YFS will only be successful if young people know about the YFS 
and are motivated to seek services. Therefore, you should develop 
an appropriate demand-generation strategy to complement the YFS. 
Decisions on which strategies should be used to create demand among 
young people are highly context specific and should address the multiple 
barriers that limit access to and understanding of SRH information and 
related positive behaviors. In places with high mobile phone penetration, 
mHealth (e.g., an SMS program) might be an appropriate choice.31 In 
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places with high radio listenership, services could be advertised through 
the radio. Engaging peer educators to conduct one-on-one or small 
group sessions has been a common strategy. In addition, supporting 
school-based comprehensive sexuality education with referrals to YFS,iv 
and creating linkages between schools and other community activities 
(e.g., sports events) and YFS have been noted as effective in program 
case studies.20,22 Vouchers for services or transportation are promising 
and testing is underway to see if they increase use of services among 
adolescents.32 Building on existing community engagement strategies, 
existing community groups, and existing platforms (e.g., radio or 
schools) enhances scalability of the community engagement and 
demand generation component of YFS.  

How will an enabling  
environment be fostered?
As emphasized in the introduction to this decision-making tool, the 
evidence is clear that significant community engagement is needed 
to reduce the sociocultural barriers young people face in seeking 
SRH services. Any YFS program design—no matter which model is 
selected—must ensure that activities are planned to foster an enabling 
environment. In order to address the most significant barriers young 
people face in their environment, it is important to do a participatory 
assessment with young people  and consider the range of community 
pathways that influence AYSRH.33 Once key context-specific barriers 
are identified, you can tailor strategies accordingly.  For example, if 
fear of parents or in-laws finding out that a young person is going to 
YFS is identified as a major barrier, then the program may choose to 
have the YFS provider hold meetings with parents in the community 
to explain the purpose of the services offered and ease their concerns 
or deploy respected FLWs/change agents or women’s group leaders 
to talk with parents and in-laws to catalyze reflection and help shift 

their perspectives. Similarly, if community elders or religious leaders 
are creating an environment that stigmatizes AYSRH, then working with 
these leaders through community leader committees, public dialogue and 
reflection, and peer-to-peer engagement with well-respected champions 
will be essential. 

How will the YFS approach be linked  
with other sectors to promote positive 
youth development?
As they grow up, young people need education, livelihood skills 
and opportunities, healthy relationships, and platforms for civic 
engagement, in addition to access to high-quality health services. There 
is growing recognition of the importance of engaging various sectors 
in programming for young people in order to support adolescents and 
youth to grow into healthy and productive adults. 

Opportunities to do this within the implementation of YFS might include 
partnering with livelihood programs to offer YFS in workplaces or 
conduct service outreaches to livelihood training facilities, and working 
with schools to offer onsite services or refer to nearby YFS. These 
strategies can help increase awareness of and access to YFS. Conversely 
other sector programs benefit when young people are healthy and able 
to participate without leaving the program. 

Beyond linkages during implementation, when designing YFS, it is 
important to collaborate with diverse ministries and stakeholders 
working on youth development to identify opportunities for linkages, 
increasing coverage and achieving a collective impact. Multi-ministry 
initiatives can also be a facilitating factor for scale and sustainability as 
they contribute to increasing political investment in a program that 
includes YFS (see Box on Programa Geração Biz).

iv Pathfinder International’s Pathway to Change tool has been  
successfully used with young people for this purpose.
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How will YFS be monitored  
and evaluated?
It is essential to routinely monitor the use of services by young 
people and the quality of the services offered. To do this, it is 
important to collect data that allows for analysis of service visits 
by age cohort (10-14; 15-19; 20-24), by sex, and by type of service 
(see Annex 1 for M&E resources). If the program is aiming to 
target a specific sub-population, data should also allow for analysis 
to understand if that population is being reached (e.g., if you are 
targeting FTPs, then it is important to collect information on 
parity). This is particularly challenging when working within the 
public sector where service delivery data is collected through the 
national HMIS, which often doesn’t disaggregate by age cohorts 
in the way that would be most useful to YFS managers. Many YFS 
initiatives rely on a two-pronged strategy to address this: programs 
introduce temporary separate data collection forms to collect 
age-disaggregated data, while at the same time conducting advocacy 
to revise the national HMIS. For some YFS programs, it might be 
equally important to routinely assess which young people are NOT 
accessing services and adjust as needed. It is easy to underestimate 
the resources required to collect, analyze, and use age- and sex-
disaggregated data, and it is important to be sure to budget 
appropriately for this aspect of YFS in order to ensure quality 
services through analysis and use of data for quality improvement.

PGB was designed to improve SRH outcomes through 
collaboration and linkages between the health sector, 
education sector, and the community. Multisectoral 
coordination was institutionalized through the national 
PGB Multisectoral Coordination Committee, made up 
of national and provincial-level representatives from the 
ministries of health, education, and youth and sports as 
well as young members of civil society. Leadership of the 
committee rotated annually between the three ministries.  

The success of this program, particularly its ability to be 
scaled and sustained over more than a decade speaks to 
the importance of this multi-ministry approach and the 
engagement of civil society. 

Multisectoral Collaboration under 
Programa Geração Biz (PGB)

Real life Example
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Section 4

Additional 
recommendations to  
reach sub-populations  
of young people

As described in Step 1, it is essential for 
program designers to identify desired 
health outcomes and behaviors as well as 
the specific sub-population of adolescents 
and youth that the YFS are aiming to 
serve. The selection of YFS model(s) must 
be made with this population in mind, 
and as described above, some YFS models 
or combinations of models may be more 
appropriate for reaching vulnerable sub-
populations of adolescents and youth. 
This section provides some additional 
recommendations and considerations 
for specific sub-populations of 
adolescents and youth. The following 
recommendations stem from the 
literature and the authors’ experiences, 
but evidence and programmatic examples 
of reaching these populations are sparse. 
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First-time parents
It is important to address the needs of young people across the life 
cycle, from early adolescence to later adolescence to marriage and 
childbearing. Analyzing existing adolescent and youth programs and 
service delivery models, it is evident that FTPs—or young women who 
are pregnant or mothers for the first time and their partners—are 
often overlooked.34 Yet, FTPs have important SRH needs, particularly 
for maternal health services and for contraceptive services to help 
space or limit subsequent pregnancies. FTPs face social and gender 
barriers in accessing facility-based services, including high opportunity 
costs (i.e., their household responsibilities may prevent them from 
seeking services), limitations on their mobility, and inability to negotiate 
with partners and/or in-laws to allow them the time and resources to 
seek health services. To make health services more “friendly” to FTPs 
several service delivery models could be considered: 

•	 Community-based service delivery models: Services 
brought to the community level through FLWs and community-
based distribution of contraception may be more accessible to 
FTPs given limitations on the mobility of young mothers, and 
also allow for engagement with couples and fathers on their new 
parenting roles and responsibilities.

•	 Integrated YFS model to increase contraception 
counseling during antenatal care and postpartum 
contraception counseling and provision for young 
mothers:  While postpartum contraception is recommended 
for all mothers, anecdotal evidence suggests that providers are 
less likely to counsel young women in the postpartum period 
because they assume that young women should have another child 
again soon. These providers often have misconceptions around 
the appropriateness of certain contraceptive methods for young 
women and believe that women should have as many children 
as they can while they are young. An integrated YFS model that 
ensures all services (including maternal health services) in a facility 
are friendly and responsive to young people, including FTPs, can 
help increase non-judgmental and comprehensive counseling 

to young mothers. This is also an opportunity to involve fathers 
who attend or visit the facility upon the birth of their child in 
postpartum family planning, ongoing SRH issues, and childcare.

•	 Integrate SRH and child health services and make 
them friendly to adolescents and youth, particularly 
FTPs: FTPs may be more likely to seek services for their children 
than for themselves, and men who might otherwise not interact 
with the health system may do so when involving the health of 
a child.  A child health visit could be an important opportunity 
to screen young women or couples for SRH needs. In fact, the 
Family Planning High Impact Practice (HIP) initiative has named the 
integration of contraception and immunization services a promising 
high-impact practice. The HIP brief recommends that deliberate 
efforts to integrate immunization and family planning services, 
either through combined service provision (both services provided 
on the same day and location) or through single service provision 
plus referral (one service offered along with education, screening, 
or referrals for the other service) is a promising practice, which 
the advisory group recommends be promoted widely, provided 
that it is implemented within the context of research and carefully 
evaluated in terms of both impact and process.35 
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•	 Complement YFS for FTPs with community-level engagement with 
young mothers (e.g., through small groups or home visits), and 
their male partners, co-wives, in-laws, and other key gatekeepers 
to foster dialogue on health and fertility and engender reflection 
and transformation of inequitable gender norms. 

Young people living with HIV
With increasing access to treatment, a generation of children born 
with HIV is now entering adolescence. In addition, adolescents and 
youth continue to bear a high incidence of new HIV infections. 
With the population of perinatally and more recently infected 
adolescents and youth is growing, there is an urgent need to 
address the comprehensive SRH and psychosocial needs of YPLHIV, 
including counseling on contraception and healthy pregnancy so that 
YPLHIV can choose when and if to have a child, and have a healthy 
pregnancy and a healthy baby. In addition, YPLHIV must contend with 
sociocultural factors, including stigma, which can limit options. There 
are a growing number of resources that support the delivery of HIV 
and AIDS treatment and care services for young people, including 
supporting treatment adherence, and the transition of young people 
from pediatric to adult HIV treatment settings (see Annex 1). Fewer 
resources exist to support programs and providers to meet the 
broader SRH and psychosocial needs of YPLHIV. When considering 
services for YPLHIV, the separate space YFS model may be appropriate 
as it allows young people to receive comprehensive and integrated 
services, including HIV treatment, care, and support as well as other 
SRH services, in one private and confidential space. In addition 
to comprehensive service provision, programs for YPLHIV have 
successfully employed support groups that link adolescents and youth 
with a social support networks, education on HIV and SRH-related 
topics, life skills, livelihood opportunities, and mentorship from adults, 
depending on the support group model.  

Lesbian, Gay, Bisexual, Transgender,  
and Queer young people 
Young LGBTQ individuals are among the most underserved groups 
in many countries across Asia, Latin American and the Caribbean, and 
Africa. National laws and policies continue to deny the human rights of 
these young people, and nearly all SRH services remain entirely focused 
on serving heterosexual populations of adolescents and youth. Globally 
there is growing recognition of the importance of ensuring services 
address the needs and rights of these populations. In the 2012 Bali 
Declaration, young people themselves called on the world to uphold 
the sexual and reproductive rights of LGBTQ young people.36 Efforts to 
ensure that services are respectful and meet the needs of LGBTQ must 
carefully consider: any legal implications of working with this population 
and how to protect providers who uphold the rights of these individuals; 
where to offer services that will be most accessible to young LGBTQ 
populations; how to work with providers and other staff to ensure 
respectful and comprehensive care (e.g., going beyond training in clinical 
service delivery to include significant reflection around stigma, norms, 
and values); how to make sure it is explicit to all clients and staff that 
LGBTQ people are welcome; what package of services is needed (e.g., 
for young gay men, providers should feel comfortable counseling on safe 
anal sex practices, SGBV services. and referrals should be available); how 
to ensure that counseling and service delivery is done with inclusive 
language (e.g., that does not assume the client has a heterosexual 
partner); and how to engage young LGBTQ in designing the services and 
delivering services (e.g., serving as peer providers).37,38 Psycho- social 
support is also a critical concern among these populations as they 
often face significant discrimination, bullying, and abuse. Making services 
friendly to this population should include efforts to respect sexual 
rights, establish linkages with support groups, and work with parents and 
communities to create an enabling environment. If specific mental health 
needs are detected, adolescents and youth should immediately receive 
clinical support either at the primary health facility or be referred to 
specialized services. Any of the YFS models may be appropriate for these 
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populations if these key factors are taken into consideration, but models 
which provide greater privacy and confidentiality may be preferable, 
including community-based peer provider models, standalone youth 
clinics, social marketing, and pharmacies.  

Very young adolescents
There is growing recognition that the period of early adolescence (ages 
10-14) offers a window of opportunity to form more equitable gender 
norms before inequitable norms are cemented, prevent early and forced 
marriages, and improve health information and linkages with services 
before girls and boys have their first sexual experiences or at the age 
when they are having initial sexual experiences. 

To support healthy growth and development, all VYAs, both those who 
have experienced sex and those who have not, need comprehensive 
and age-appropriate sexuality education, including information on their 
bodies and puberty. Some VYAs also need SRH services ranging from 
counseling and treatment for girls with irregular or painful menstruations 
to a full range of contraceptive and maternal health services for those 
at risk of unintended pregnancy or who are pregnant and at risk of 
maternal morbidities and mortality.  However, program data suggests 
that VYAs are not currently accessing services through most YFS models.  
VYAs may face additional barriers to seeking services that current YFS 
models are not addressing, including an inability to travel alone to a 
clinic, challenges with providers or policies related to the VYA’s ability 
to consent to services and/or policies that require parental or spousal 
consent, laws and policies around age of consent for sex, and additional 
fear and stigma surrounding sexual activity at an early age.  

It is important to consider the needs of VYA when determining the 
health outcomes and target population for the YFS. If the context 
suggests that services must reach VYAs (e.g., there is a high rate of early 
and forced marriage), then the YFS model will need to be developed with 
strategies to reach VYAs. This may include:

•	 Community-based service delivery for newly married girls.

•	 Linking services with existing programs for VYAs, such as girls’ groups/
safe spaces programs, literacy programs, or other recreational programs 
for VYAs.

•	 Service delivery at schools or close referral systems with 
accompaniment for the VYA to services.

•	 Supporting a routine health visit for young girls (e.g., the 12-year-old 
checkup) to address a range of health issues, including vaccinations, 
menstrual health and hygiene. 

•	 Engaging with male parents and other influencers who shape VYAs 
health and development.
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This decision-making tool suggests a process and provides guidance that you, as program designers, 
can use to design YFS that are responsive to desired health and behavioral outcomes, specific sub-
population(s) of adolescents and youth, the country context, and the objectives for scale. After using 
this tool to select the model or combination of service delivery models that are most appropriate to 
needs and realities, you should proceed with developing a program implementation plan, set measureable 
objectives, and use the tools and resources in Annex 1 to fully develop and implement YFS. 

Conclusion
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Adolescent HIV Care and Treatment,  
Module 2: The Nature of Adolescence and  
the Provision of Youth-Friendly Services 

ICAP 2011 While this training guide was written for adolescents living with HIV, the training session  
could be easily broadened to youth-friendly services more generally. The guide provides step-by- 
step instructions for leading a group dialogue about how to assess for and develop  
youth-friendly services. 

Adolescent Data Guides UNFPA Multiple This series of Adolescent Data Guides, which draws principally on data from the Demographic 
and Health Surveys, aims to provide decision makers at all levels — from governments, 
nongovernmental organizations, and advocacy groups — with data on the situation of adolescent 
girls and boys and young women. The age range covered is 10-24. The data are presented in 
graphs, tables, and maps (wherever possible), providing multiple formats to make the information 
accessible to a range of audiences. The guides clearly define the gap between investment and need, 
and illustrate how the most vulnerable youth populations may be excluded from the very programs 
intended to help them. 

Adolescent HIV testing, counseling, and care: 
Implementation guidance for health  
providers and planners

WHO 2014 This new interactive tool is designed as a companion to "HIV and adolescents: guidance for testing 
and counseling and care for adolescents living with HIV." It illustrates, animates, and amplifies the 
recommendations and key messages of the guidelines with practical guidance and engaging, multi-
format resources for reaching adolescents and providing more appropriate, appealing, and effective 
HIV testing and counseling, treatment and care services specifically for them.

Adolescent Job Aid WHO 2010 This job aid is a useful desk reference, which provides health care workers with recommendations 
for working with adolescent clients. The job aid focuses on the clinical interaction between 
patient and provider with suggestions for: a) greeting an adolescent client; b) taking a history of 
the presenting problem; c) going beyond the presenting problem; d) doing a physical exam; e) 
communicating about treatment options; and f) dealing with laws and policies that affect  
young people.

Annex 1:
Guides, tools, and resources for the implementation of YFS

Title Author(s) Year Summary
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http://icap.columbia.edu/files/uploads/Module_2_-_PM_Adolescent.pdf
http://icap.columbia.edu/files/uploads/Module_2_-_PM_Adolescent.pdf
http://icap.columbia.edu/files/uploads/Module_2_-_PM_Adolescent.pdf
http://www.unfpa.org/gender-based-violence
http://www.who.int/maternal_child_adolescent/documents/hiv-testing-counselling/en/
http://www.who.int/maternal_child_adolescent/documents/hiv-testing-counselling/en/
http://www.who.int/maternal_child_adolescent/documents/hiv-testing-counselling/en/
http://www.who.int/maternal_child_adolescent/documents/9789241599962/en/


Adolescents Sexual and Reproductive Health 
Toolkit for Humanitarian Settings

UNFPA, Save the 
Children, USA

2009 This toolkit is intended to guide humanitarian program managers and health care providers to 
ensure that sexual and reproductive health interventions put into place both during and after a 
crisis are responsive to the unique needs of adolescents. It provides user-friendly tools for assessing 
the impact of a crisis on adolescents, implementing an adolescent-friendly Minimum Initial Service 
Package, and ensuring that adolescents can participate in the development and implementation of 
humanitarian programs.

Assessment of Youth-Friendly Postabortion 
Care Services: A Global Tool for Assessing 
Postabortion Care for Youth

Pathfinder 
International

2008 This tool is designed to help assessment teams, project managers, supervisors, and providers collect 
detailed information on the quality of postabortion care services provided to adolescents at a given 
facility in order to make services more youth-friendly.

Certification Tool for Youth-Friendly Services Pathfinder 
International

2004 This certification tool is a means to quantify the status of youth-friendly services in a facility setting 
in order to issue a certification or a provisional certification for youth-friendly services when 
repeated by comparing the score at follow-up to that baseline.

Clinic Assessment of Youth-Friendly Services:  
A Tool for Improving Reproductive Health  
Services for Youth

Pathfinder 
International

2003 This tool helps program managers and clinicians determine the extent to which current 
reproductive health services are youth-friendly. Results from the tool can be used to tailor services 
to better meet the needs and preferences of young people. 

The Clinical Management of Children 
and Adolescents Who Have Experienced 
Sexual Violence 

AIDSTAR-One 2013 This document should be used as a guide to help medical providers better address and respond to 
the unique needs and rights of children who have experienced sexual violence and exploitation. The 
focus is on the delivery of clinical post-rape care services and includes information on establishing 
services tailored to the needs of children. 

Core Competencies in Adolescent Health and 
Development for Primary Care Providers: 
Including a Tool to Assess the Adolescent 
Health and Development Component in Pre-
Service Education of Health-Care Providers

WHO 2014 This document aims to help countries develop competency-based educational programs in 
adolescent health and development in both pre-service and in-service education. In addition, 
it provides guidance on how to assess and improve the structure, content and quality of the 
adolescent health component of pre-service curricula.

Cue Cards for Counseling Adolescents on 
Contraception (Multiple Languages)

Pathfinder  
International

2013 The set of cue cards is designed to help a range of community- and facility-based providers counsel 
adolescents and young people on their contraceptive options. The cue cards address: combined oral 
contraceptives, progestin-only pills, emergency contraception, male and female condoms, injectables, 
implants, intrauterine devices, and the lactational amenorrhea method. The provider can use the 
front side of the cards to offer information to adolescents about all available options, and after the 
adolescent chooses a method, they can turn to the back for specific instructions on use.

Title Author(s) Year Summary
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http://www.unfpa.org/publications/adolescent-sexual-and-reproductive-health-toolkit-humanitarian-settings
http://www.unfpa.org/publications/adolescent-sexual-and-reproductive-health-toolkit-humanitarian-settings
http://www.pathfinder.org/publications-tools/Assessment-of-Youth-Friendly-Postabortion-Care-Services-A-Global-Tool-for-Assessing-Postabortion-Care-for-Youth.html
http://www.pathfinder.org/publications-tools/Assessment-of-Youth-Friendly-Postabortion-Care-Services-A-Global-Tool-for-Assessing-Postabortion-Care-for-Youth.html
http://www.pathfinder.org/publications-tools/Assessment-of-Youth-Friendly-Postabortion-Care-Services-A-Global-Tool-for-Assessing-Postabortion-Care-for-Youth.html
http://www.pathfinder.org/publications-tools/Certification-Tool-for-Youth-Friendly-Services.html
http://www.pathfinder.org/publications-tools/Clinic-Assessment-of-Youth-Friendly-Services-A-Tool-for-Improving-Reproductive-Health-Services-for-Youth.html
http://www.pathfinder.org/publications-tools/Clinic-Assessment-of-Youth-Friendly-Services-A-Tool-for-Improving-Reproductive-Health-Services-for-Youth.html
http://www.pathfinder.org/publications-tools/Clinic-Assessment-of-Youth-Friendly-Services-A-Tool-for-Improving-Reproductive-Health-Services-for-Youth.html
http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Report_PEPFAR_PRC_TechConsiderations.pdf
http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Report_PEPFAR_PRC_TechConsiderations.pdf
http://www.aidstar-one.com/sites/default/files/AIDSTAR-One_Report_PEPFAR_PRC_TechConsiderations.pdf
http://apps.who.int/iris/bitstream/10665/148354/1/9789241508315_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/148354/1/9789241508315_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/148354/1/9789241508315_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/148354/1/9789241508315_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/148354/1/9789241508315_eng.pdf?ua=1
http://www.pathfinder.org/publications-tools/cue-cards-for-counseling-adolescents-on-contraception.html
http://www.pathfinder.org/publications-tools/cue-cards-for-counseling-adolescents-on-contraception.html


Demystifying Data: A Guide to Using Evidence 
to Improve Young People’s Sexual and Rights

Guttmacher 
Institute, IPPF

2014 This guide aims to help health care providers, educators and advocates in the field of sexual 
and reproductive health and rights to better understand and use evidence on adolescents’ 
knowledge and behaviors. The guide provides demographic and socioeconomic information about 
adolescents, as well as measures of their access to, need for, and use of sexual and reproductive 
health information and services. It is ultimately designed to provide professionals in the field with 
information they can use to argue effectively for and design policies and programs to meet young 
people’s sexual and reproductive health and rights. It is useful for conducting initial assessments of 
the conditions of adolescents and youth, as suggested in Step 1 of this tool. 

Engaging Men and Boys in Gender  
Equality and Health

Promundo, 
MenEngage, 

UNFPA

2010 This toolkit addresses strategies and lessons learned for engaging men and boys in diverse themes 
such as sexual and reproductive health; maternal, newborn and child health; fatherhood; HIV and 
AIDS; gender-based violence; advocacy and policy; as well as addressing issues around monitoring 
and evaluation. It includes tools and activities from organizations and programs from around the 
world which can be adapted and utilized by other organizations.

Evidence-based guidelines for youth  
peer education 

FHI360 2010 This tool offers recommendations on evidence-based, youth peer education practices and a 
framework for quality assurance of youth peer education programs. Developed with global 
experts, these guidelines offer specific tips for each phase of program implementation, 
explanations of the available evidence on what works and real-world examples of how the 
guidelines are used in successful programs. A checklist, action planning tool, and comprehensive 
list of peer education tools and publications are also included.

FOCUS Tool Series 5 - A Guide to Monitoring  
and Evaluating Adolescent Reproductive  
Health Programs

Pathfinder 
International 

2000 This is a comprehensive guide and accompanying toolkit for monitoring and evaluating adolescent 
and youth programs. This includes guidance for setting up monitoring and evaluation systems and a 
range of tools and resources for conducting monitoring, supervision, and program evaluation. 

Girl-Centered Program Design: A Toolkit to 
Develop, Strengthen & Expand Adolescent  
Girls Programs

Population 
Council

2010 This toolkit is meant for those interested in working with adolescent girls ages 10–24. It can be 
used to design, run, or strengthen a program or to write a proposal to work with girls. The toolkit 
has three main sections: the first focuses on structure, the second on content, and the third on 
monitoring and evaluation. Within each chapter is an introduction to the topic, examples from 
existing programs for girls, and practical, user-friendly tools. 

HIV and Adolescents: Guidance for HIV 
Testing and Counselling and Care for 
Adolescents Living with HIV 

WHO 2013 The WHO, in collaboration with UNICEF, UNFPA, UNESCO, and the Global Network of People 
Living with HIV (GNP+), has developed these guidelines to provide specific recommendations and 
expert suggestions—for national policy-makers and program managers and their partners and 
stakeholders—on prioritizing, planning, and providing HIV testing, counseling, treatment, and care 
services for adolescents.
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http://www.guttmacher.org/pubs/demystifying-data.pdf
http://www.guttmacher.org/pubs/demystifying-data.pdf
http://www.promundo.org.br/en/sem-categoria/engaging-men-and-boys-in-gender-equality-and-health-download/
http://www.promundo.org.br/en/sem-categoria/engaging-men-and-boys-in-gender-equality-and-health-download/
https://www.iywg.org/resources/evidence-based-guidelines-youth-peer-education
https://www.iywg.org/resources/evidence-based-guidelines-youth-peer-education
http://www.pathfinder.org/publications-tools/publication-series/FOCUS-Tool-Series-5.html
http://www.pathfinder.org/publications-tools/publication-series/FOCUS-Tool-Series-5.html
http://www.pathfinder.org/publications-tools/publication-series/FOCUS-Tool-Series-5.html
http://www.popcouncil.org/research/girl-centered-program-design-a-toolkit-to-develop-strengthen-and-expand-ado
http://www.popcouncil.org/research/girl-centered-program-design-a-toolkit-to-develop-strengthen-and-expand-ado
http://www.popcouncil.org/research/girl-centered-program-design-a-toolkit-to-develop-strengthen-and-expand-ado
http://apps.who.int/iris/bitstream/10665/94334/1/9789241506168_eng.pdf
http://apps.who.int/iris/bitstream/10665/94334/1/9789241506168_eng.pdf
http://apps.who.int/iris/bitstream/10665/94334/1/9789241506168_eng.pdf


How to Reach Young Adolescents: A toolkit 
for educating 10-14 year olds on sexual and 
reproductive health

DSW 2011 This toolkit was designed to be used by implementers, including NGOs, governments, or private 
industries who want to implement a sexual and reproductive health project for 10-14 year olds 
enrolled in primary school. The toolkit includes a range of different approaches, activities, and 
recommendations. 

Improving the Health Sector Response to 
Gender-based Violence

IPPF 2010 This manual provides tools and guidelines that health care managers can use to improve the health 
care responses to gender-based violence in developing countries. It includes practical tools to 
determine provider attitudes to gender-based violence, legal definitions, the responsibilities of health 
care providers, and the quality of care.

Keys to Youth Friendly Services IPPF 2011 These briefs explore key elements to ‘unlocking’ access to sexual and reproductive health services 
for young people. They include adopting a sex-positive approach, ensuring confidentiality, celebrating 
diversity, developing autonomy and decision making, and obtaining informed consent. Practical tips, 
case studies, and sexual rights literature are included to support health providers.

Listening to Young Voices: Facilitating 
Participatory Appraisals  on Reproductive 
Health with Adolescents

FOCUS on Young 
Adults Project

1999 This guide provides step-by-step information on designing a participatory appraisal with adolescents 
to analyze their sexual and reproductive health-related concerns, and on using participatory learning 
and action tools for this analysis. It also discusses the process of data analysis and documentation.

Making health services adolescent friendly: 
developing national quality standards for 
adolescent-friendly health services 

WHO 2012 This guide provides step-by-step guidance for developing standards for health service provision to 
adolescents. The book is intended for national health program managers. While it is not directed 
toward individual clinics and services, it presents core values and guidelines that clinics can use in 
their own assessments and service development. It also provides valuable background information 
on youth-friendly service provision.

Making your health services youth-friendly: A 
guide for program planners and implementers

PSI 2014 This guide provides an overview of the global need for youth-friendly service provision and key 
recommendations for developing/strengthening sexual and reproductive health services so that 
providers are better able to engage and retain young people in care. The guide helps program 
planners and implementers assess the services, identify gaps, and develop action plans. It has a 
specific focus on private sector or franchise clinics, but can be applied across different service 
delivery models.

A Manual for Integrating Gender Into 
Reproductive Health and HIV Programs:  
From Commitment to Action. 2nd Edition

IGWG 2009 This is an updated and revised version of the 2003 reference manual prepared by IGWG's Gender 
Manual Task Force. It provides organizations with a current resource on how to integrate a gender-
equity approach into the design and implementation of reproductive health programs and includes 
case studies and worksheets.  
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http://www.dsw.org/uploads/tx_aedswpublication/YAP_Toolkit.pdf
http://www.dsw.org/uploads/tx_aedswpublication/YAP_Toolkit.pdf
http://www.dsw.org/uploads/tx_aedswpublication/YAP_Toolkit.pdf
http://www.ippfwhr.org/sites/default/files/GBV_cdbookletANDmanual_FA_FINAL.pdf
http://www.ippfwhr.org/sites/default/files/GBV_cdbookletANDmanual_FA_FINAL.pdf
http://www.ippf.org/resources/publications/Keys-youth-friendly-services
http://www.pathfinder.org/publications-tools/pdfs/FOCUS-Tool-1-Listening-to-Young-Voices-Facilitating-Participatory-Appraisals-on-Reproductive-Health-with-Adolescents-Part-2.pdf?x=72&y=19
http://www.pathfinder.org/publications-tools/pdfs/FOCUS-Tool-1-Listening-to-Young-Voices-Facilitating-Participatory-Appraisals-on-Reproductive-Health-with-Adolescents-Part-2.pdf?x=72&y=19
http://www.pathfinder.org/publications-tools/pdfs/FOCUS-Tool-1-Listening-to-Young-Voices-Facilitating-Participatory-Appraisals-on-Reproductive-Health-with-Adolescents-Part-2.pdf?x=72&y=19
http://www.who.int/maternal_child_adolescent/documents/adolescent_friendly_services/en/
http://www.who.int/maternal_child_adolescent/documents/adolescent_friendly_services/en/
http://www.who.int/maternal_child_adolescent/documents/adolescent_friendly_services/en/
http://www.psi.org/publication/making-your-health-services-youth-friendly-a-guide-for-program-planners-and-implementers/
http://www.psi.org/publication/making-your-health-services-youth-friendly-a-guide-for-program-planners-and-implementers/
http://www.igwg.org/igwg_media/manualintegrgendr09_eng.pdf
http://www.igwg.org/igwg_media/manualintegrgendr09_eng.pdf
http://www.igwg.org/igwg_media/manualintegrgendr09_eng.pdf


Module 16: Reproductive Health Services for 
Adolescents - Training Curriculum, 

Module 16: Reproductive Health Services for 
Adolescents - Participants Guide

Pathfinder 
International

2004 This is a training curriculum to prepare providers to offer youth-friendly services.  Providers are 
sensitized to the needs of adolescents and are prepared to tailor sexual and reproductive health 
services so that they are youth-friendly. The module puts particular emphasis on dual protection, 
safer sex, counseling, providing care to the pregnant adolescent, and dealing with issues of gender, 
sexual abuse, and sexual orientation.

Orientation Programme on Adolescent Health 
for Health-Care Providers 

WHO, 
Commonwealth 

Medical Association 
Trust, and UNICEF

2006 This comprehensive training program consists of handouts for participants and a facilitator's 
guide for the overall course and for all the modules. It provides detailed guidance on how to run 
each module. In addition it contains tips for the trainers, lecturing aids such as overhead slides in 
electronic form with accompanying talking points and study materials. 

Provide: Strengthening youth friendly services IPPF 2008 This guide is meant to support the strengthening of youth-friendly services through self-assessments 
and planning for improved quality. It includes a self-assessment tool and a sample client exit 
interview tool.

Quality Assessment Guidebook: A guide to 
assessing health services for adolescent clients 

WHO 2009 This guidebook provides instructions for assessing adolescent health services. The youth-friendly 
characteristics and definitions at the beginning of the guide are helpful for organizations and 
providers that are less familiar with youth-friendly service provision.

Toolkit for Transition of Care and Other 
Services for Adolescents Living with HIV

AIDSTAR-One 2014 This toolkit is a guide that assists both health care providers and community care providers to 
tailor a package of services for adolescents living with HIV. Health care providers and community 
care providers are the intended primary users of the toolkit, and they should use it and distribute 
content/tools as appropriate to the adolescent and the family/caregiver.

Using Data to See and Select the Most 
Vulnerable Adolescent Girls 

Population 
Council

2012 This brief seeks to find and target vulnerable adolescent girls and shape policy context. It provides 
guidance on resources and tools that can reveal the internal diversity of adolescents, identify the 
onset and extensiveness of vulnerability, demonstrate where there are high concentrations of 
vulnerable girls, assess girls’ share of youth resources, and identify communities and vulnerable girls 
for program participation. The brief concludes with field applications for making dynamic use of data.

What Works for Women and Girls: Prevention 
for young people

Futures 
Group, Health 
Policy Project, 
What Works 

Association, Inc.

2012 This is an online resource that compiles and summarizes the base of evidence to support successful 
HIV programming for women and girls. 
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http://www.pathfinder.org/publications-tools/Module-16-Reproductive-Health-Services-for-Adolescents-Training-Curriculum.html
http://www.pathfinder.org/publications-tools/Module-16-Reproductive-Health-Services-for-Adolescents-Training-Curriculum.html
http://www.pathfinder.org/publications-tools/Module-16-Reproductive-Health-Services-for-Adolescents-Training-Curriculum.html
http://www.pathfinder.org/publications-tools/Module-16-Reproductive-Health-Services-for-Adolescents-Training-Curriculum.html
http://www.who.int/maternal_child_adolescent/documents/9241591269/en/
http://www.who.int/maternal_child_adolescent/documents/9241591269/en/
http://www.ippf.org/sites/default/files/inspire_provide.pdf
http://whqlibdoc.who.int/publications/2009/9789241598859_eng.pdf
http://whqlibdoc.who.int/publications/2009/9789241598859_eng.pdf
http://pdf.usaid.gov/pdf_docs/PNAEC759.pdf
http://pdf.usaid.gov/pdf_docs/PNAEC759.pdf
http://www.popcouncil.org/uploads/pdfs/2012PGY_GirlsFirst_Data.pdf
http://www.popcouncil.org/uploads/pdfs/2012PGY_GirlsFirst_Data.pdf
http://www.whatworksforwomen.org/chapters/9-Prevention-for-Young-People
http://www.whatworksforwomen.org/chapters/9-Prevention-for-Young-People


Youth-Friendly Services Supervision Checklist 
(Available upon request) 

Pathfinder 
International

2014 This checklist can be used to assess youth-friendly services during supervision visits to clinics and 
facilities. The checklist includes a series of questions that can be used to guide the supervision 
of youth-friendly services ranging from gender, sexual and reproductive health services, and 
contraception, to STIs and HIV and AIDS care and treatment services.  

Youth-friendly services for married youth:  
A curriculum for trainers 

EngenderHealth 2008 This curriculum seeks to enhance health care providers’ understanding of young married men’s and 
women’s reproductive health needs and enables them to provide appropriate information, support 
and services.

Youth-Friendly Pharmacy Program 
Implementation Kit: Guidelines and Tools for 
Implementing a Youth-friendly Reproductive 
Health Pharmacy Program

PATH 2003 This kit is intended to guide the development of a sustainable, pharmacy-based initiative. 
Organizations can adapt the model and the materials as needed to suit a variety of environments.

Youth-Friendly Postabortion Care 
Supplemental Training Module – Youth-Friendly 
PAC Task Force, PAC Consortium

PAC Consortium 2012 This is a supplemental training to be added to a comprehensive postabortion care (PAC) health 
provider training or used as a refresher training for practicing PAC providers. The goal is to improve 
providers’ ability to provide high-quality PAC services to adolescent clients aged 10-19. The training 
module is organized around the five essential elements of PAC: community and service provider 
partnerships, counseling, treatment of incomplete and unsafe abortion, contraceptive and family 
planning services, and reproductive and other health services. The training module includes a 
trainer's manual, trainer's tools, participant handouts, and PowerPoint slides.

Youth Participation Guide: Assessment, 
Planning, and Implementation

Family Health 
International/ 

YouthNet

2005 This guide seeks to increase the level of meaningful youth participation in reproductive health and 
HIV and AIDS programming at an institutional and programmatic level. The target audience includes 
senior and middle management, program managers, staff involved in implementing activities, and 
youth who may be engaged at all levels of an organization's work.
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http://www.acquireproject.org/archive/files/8.0_program_for_young_married_clients/8.2_resources/8.2.5_tools/Young_Married_Trainers_final.pdf
http://www.acquireproject.org/archive/files/8.0_program_for_young_married_clients/8.2_resources/8.2.5_tools/Young_Married_Trainers_final.pdf
http://www.path.org/publications/detail.php?i=860
http://www.path.org/publications/detail.php?i=860
http://www.path.org/publications/detail.php?i=860
http://www.path.org/publications/detail.php?i=860
https://www.iywg.org/originating-organization/youth-friendly-pac-task-force-pac-consortium
https://www.iywg.org/originating-organization/youth-friendly-pac-task-force-pac-consortium
https://www.iywg.org/originating-organization/youth-friendly-pac-task-force-pac-consortium
http://www.unicef.org/adolescence/cypguide/files/youth_participation_guide.pdf
http://www.unicef.org/adolescence/cypguide/files/youth_participation_guide.pdf


Annex 2:
Guiding questions to operationalize each step

The following guiding questions can be used to work through each step with key stakeholders. 
They can be used during workshops and other technical working sessions to help plan and 
evaluate the introduction, modification, or scale-up of youth-friendly services (YFS) model(s).

GUIDING QUESTIONS 

Determine desired health/behavioral outcomes and which sub-population 
of adolescents and youth the services should reach.

1.1. What are the major sexual and reproductive health (SRH) issues among male and female  
adolescents and youth in the country or catchment area where you will work?

What data do you have to support this? 

What is the magnitude of the problem?

STEP 1
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Annex 2: Guiding questions to operationalize each step

1.2. What sub-groups of male and female young people are most affected by these priority SRH issues? For example: 

¨ Young men and women of different age groups (e.g., 10-14 yrs, 15-19 yrs, 20-24 yrs)

¨ Unmarried or married (monogamous or polygamous) young people

¨ Young parents or young people without children

¨ Young men, young women or both

¨ Young men and women with different levels of education (no education, primary, secondary, tertiary)

¨ Employed or unemployed young men and women. If employed, in which sector?

¨ Young men and women of different sexual orientations (heterosexual, homosexual, bisexual, transsexual, intersex)

¨ Key populations for HIV, including young men who have sex with men, young sex workers, young people who inject drugs

¨ Young men and women in rural areas or young men and women in urban areas

1.3 Among the identified sub-populations above, which will you specifically aim to serve?

1.4 What data exists about these specific sub-population’s SRH needs (including quantitative,  
qualitative, demographic, health, sociological, etc.)?

1.5 What additional formative research should be conducted to inform the selection and  
adaptation of the appropriate YFS model(s)?

1.6 Which stakeholders should be consulted to analyze this data to help design your program?  
How can you meaningfully involve young people in this process?
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2.1 What SRH services currently exist for the sub-populations of adolescents and youth identified in step 1?  
Which services do not currently exist?

2.2 What are young people’s perceptions of the existing SRH services?

2.3 Which actors are involved in providing these YFS to the specific sub-populations of adolescents and youth?

2.4 Where and how do adolescents and youth currently seek SRH services?

Which sub-populations of young people are currently accessing YFS?

Which sub-populations of young people are not accessing YFS?

What barriers prevent young people from the priority sub-population from accessing the current YFS?

GUIDING QUESTIONS 

Conduct landscape analysis

STEP 2
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2.5 What are the existing national laws, policies, and service delivery guidelines that are relevant  
to service delivery for young people?

Does a national or sub-national policy on adolescent and youth health exist?  
Does it support the implementation of youth-friendly SRH services?

Are there national or sub-national standards and guidelines for youth-friendly SRH services?

Is adolescent and youth sexual and reproductive health (AYSRH) covered in pre-service education for health care workers?

Is there a national in-service training curriculum on AYSRH for health providers?

What is the age of consent to sexual activity?

Are there any restrictive policies in place, such as those requiring parental or partner consent for SRH services,  
those that limit access to long-acting methods for adolescents, or those that make homosexuality or other  
identities or behaviors illegal?

What are the national laws and procedures related to gender-based violence?
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2.6 Who are the champions of AYSRH and YFS in the Ministry of Health, local partners, and communities?

2.7 What is the social and cultural environment in which the YFS will be implemented?

What is the role of religious institutions in this environment?

Who are the thought leaders and influencers?

Who are the gatekeepers of the sub-population of young people you are interested in reaching?

What are the predominant norms around adolescent sexuality and gender?

2.8 What demand-creation interventions currently exist to increase demand amongst the specific  
sub-populations of young people? 
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3.1 Which SRH services are necessary to achieve the desired health outcomes for the specific  
sub-populations of adolescents and young people identified in step 1? 

What types of services are necessary for prevention?

What types of services are necessary for diagnosis, treatment and care?

What is the minimum essential package of services and what is a more comprehensive package of services?

3.2 Which of these services are currently offered to young people through the health facilities in  
your intervention catchment area?

3.3 Which of these services are not offered to young people through the health facilities in your intervention  
catchment area? What are the reasons these services are not currently offered?

Annex 2: Guiding questions to operationalize each step

GUIDING QUESTIONS 

Determine what package of SRH service will be offered

STEP 3
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4.1 What type of infrastructure currently exists in your intervention catchment area that can introduce or scale up YFS  
(in the public and private sector)?

Are there stand-alone adolescent and youth health facilities (public or private)?

Are there facilities that offer SRH services to young people in a separate room or space?

Are there facilities that offer SRH services to young people on specific days or at specific times?

Are there facilities where a youth-friendly approach is integrated into the delivery of all services?

Are fully-equipped mobile health units already available to provide YFS?

Does infrastructure exist to conduct youth-friendly community-based services?

What other structures exist to offer SRH information and services to young people and adolescents?

GUIDING QUESTIONS 

Determine available resources

STEP 4
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4.2 What human resources are available to introduce or scale up YFS in your intervention catchment area  
(in the public and private sector)?

To what extent are health providers trained on providing quality SRH services to young people? 

What types of health providers are mandated and available to provide youth SRH services?

Are there existing Front Line Workers (FLWs) who can be trained in YFS provision? Will new FLWs need to be recruited?

Are there existing youth peer educators who could serve as peer providers?

4.3 To what extent does the current health management information system (HMIS) monitor data related to AYSRH?  
What changes might need to be implemented to the HMIS?

4.4 What financial resources are available to introduce or scale up the selected YFS model(s)?
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5.1 What is the optimal level of coverage to achieve your desired health outcome (e.g., national coverage to reach 
the general population of young people, sub-national coverage to reach the general population of young people in 
select regions or districts, national coverage only for specific sub-populations, sub-national coverage for specific sub-
populations in select regions or districts)?

5.2 What level of coverage is realistic given the available resources (infrastructure, human resources, and financial resources)?

GUIDING QUESTIONS 

Determine desired level of coverage

STEP 5
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6.1 Based on the results from Steps 1 – 5, which YFS model(s) is the most appropriate? 

¨ YFS model 1: Standalone clinic

¨ YFS model 2: Separate space for YFS

¨ YFS model 3: Mainstreamed YFS

¨ YFS model 4: Mobile outreach services

¨ YFS model 5: Community-based services 

¨ YFS model 6: Drug shops and pharmacies

6.2 Please consider the following factors as they apply to your situation and the proposed YFS model(s) 

Resources required

Privacy

SRH services

Population of young people served

Sustainability

Annex 2: Guiding questions to operationalize each step

GUIDING QUESTIONS 

Select one or more models of delivering YFS 

STEP 6
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7.1 Which institution(s) or organization(s) will be responsible for adopting and implementing the  
selected model(s) of YFS at scale (i.e., the “user organizations”)?

If there are several user organizations, what are their specific roles and responsibilities for  
implementing youth-friendly SRH services?

What is their capacity to implement the particular YFS model(s)?

7.2 What stakeholders will promote the introduction or scale-up of the selected YFS model(s)  
(i.e., the resource team members)?

How effective is the leadership of these stakeholders?

How well do these stakeholders understand the political, social, and cultural environments  
where the YFS models will be implemented or scaled up?

What is the capacity of these stakeholders to train the user organizations or other actors on the selected YFS model(s)?

What is the capacity of these stakeholders to advocate in favor of the selected model(s) of YFS?

v

v These questions are adapted from World Health Organization, ExpandNet. Nine steps for developing a scaling-up strategy. 2010

GUIDING QUESTIONS STEP 7
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7.3 What type of scale-up is anticipated to increase access to the selected YFS model(s) (e.g., vertical and/or horizontal)?

7.4 For horizontal scale-up:

How many sites are expected to adopt (or are already adopting) the YFS model(s)?  
Where are they located (scope of expansion)?

Are there regional differences between sites (economic, cultural, political, and programmatic) that can affect scale-up?

What is the time period during which expansion will take place?

What methods/approaches/activities will be used (or are already being used) to expand the YFS model(s)  
to new sites or sub-population groups?

Who are the main stakeholders that should be involved in horizontal scale-up?

To what extent are the core aspects of the YFS model(s) packaged in a clear and concise way in order to facilitate horizontal scale-up?
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7.5 For vertical scale-up:

What changes at the policy, legal, institutional, or political level will need to be made in order to facilitate the scale-up process?

Who will lead the necessary advocacy efforts to facilitate vertical scale-up?

Are resources for advocacy and related costs of vertical scaling up available or do they need to be mobilized?
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