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Discussion 

In this thesis I have explored to what degree an innovative multi-component adolescent sexual and 
reproductive health (ASRH) programme can be delivered though government systems.   The 
operational research focused on the tenfold scale up of a proven ASRH intervention that was 
originally developed and tested as part of the first phase of MEMA kwa Vijana (good things for young 
people) [1-4].  I used a mix of qualitative and quantitative techniques (see figure 1) over a period of 
time to assesses the coverage, quality and outcomes of the intervention implementation in a sample of 
service delivery points.  The papers focus on all levels of programme implementation; from the 
service delivery points, through the implementation at the community level to the policy environment 
at the district level.   
Figure 1: A modified schematic representation of the analysis framework presented in chapter one, 
highlighting the mix of methods that were used in this research to determine the factors influencing 
the coverage and quality of the implementation of the intervention. 
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In chapter 2 we explored how the partnership between a non-governmental organisation (NGO) and 
the local government authorities (LGAs) facilitated or hindered the scaling up and integration of an 
innovative NGO programme in a wider policy context (namely in light of the new National multi-
sectoral AIDS strategy).  There is virtually no documentation of ASRH interventions that have been 
designed for scale up through existing government systems in Sub-Saharan Africa.  Evidence from 
other types of programmes (gender mainstreaming, health systems reform and integration of STI 
programmes) cite challenges of low capacity, weak systems and a disconnect between national 
priorities and plans and district level activities [5-8]. Simmons et al. [9] developed a model of scale up 
and suggest that there are three types of factors that are important in the scale up of interventions.  
Firstly in terms of the intervention design; that the plan to scale up and adaptability/versatility are part 
of the intervention design from the outset.  Secondly in terms of implementation; building capacity 
and implementing a phased intervention through existing systems. Finally that the scale up should 
takes place within a supportive social and political environment [9, 10].  We used a mix of qualitative 
methods (key informant interviews, focus group discussions and observations) to explore how such 
factors affected the scale up of the MEMA kwa Vijana intervention as well as investigating other 
potentially facilitating or inhibiting factors.   We demonstrated that trained and supported district 
teams were successful and capable of conducting a series of ASRH training sessions for teachers and 
health workers across all districts. Further we showed how the NGO-seconded technical assistant 
(TA) was vital in supporting this process thereby suggesting operational integration was achieved.  
Our findings agreed with and built upon the factors laid out by Simmons et al [9]; the intervention 
was, from the outset, designed to be scaled up, however various modifications were necessary in order 
to make the scale up logistically and financially viable.  The effects of such modifications (reduction 
in training rounds, use of routine supervision rather than additional project-led supervision and the 
development and support of LGA teams) are described in more details in later sections.  However the 
study clearly highlighted that adaptability and versatility were not only important for the intervention 
but also for the original implementing NGO.  We support the findings of others in the recognition of 
the need to build local capacity [7, 9, 11-13] and we showed that it is feasible to build the capacity of 
LGAs to scale up innovative interventions. We illustrate that building capacity should not only focus 
on where the intervention is going, but also from whence it came, in this instance the NGO struggled 
to shift from their original role as the implementing body to the supportive and facilitative role 
necessary for the scale up.  In addition to this we showed that rather than focus solely on capacity 
building at the level of the individual, greater efforts are needed to change the structural aspects of 
systems, in the case of NGO-initiated programmes this would mean strategies to address ingrained 
project mentality and donor dependency on the part of the NGO and LGA.   
 
When a system is not completely decentralized, as is the case in Tanzania where policy decisions are 
all made by central government, projects seeking to integrate new interventions into LGA structures 
need to work both from the bottom up and the top down in order to facilitate a bridging of the 
disconnect between policy formulation at national level and its implementation at LGA level.  
Further, whilst we show that the NGO assistance at LGA level was successful in supporting 
operational scale up, our research suggested that psychological and financial integration were 
hampered by high rates of senior staff turnover, persistent strategic and financial control by the NGO 
and limited understanding and acceptance of the overarching policy framework at district level. The 
ultimate goal of full financial integration of scale up activities into LGA plans was therefore not 
achieved.  
 
The paper we presented in chapter two focused primarily on the district level processes.  It 
recommends that future interventions of this nature must plan for more time to further strengthen and 
sustain the districts’ active involvement in the operational management of scale up. Donor timetables 
should include substantial time to ensure that technical assistance precedes implementation and so 
ensure effective hand over of responsibility to district based staff.  However the ultimate goal of 
MkV2 was to provide young people with correct and timely ASRH information and services. This 
necessitated additional studies to examine the facilitating or inhibitory factors that affect 
implementation at these lower levels, namely the schools, health facilities and the communities.  
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In Chapters 3 to 5 we examined the effects of the ten-fold scale up on the process, outcomes and 
impact at the school level.  School based ASRH interventions can have a significant impact on ASRH 
related knowledge, attitudes and reported behaviours [4, 14-17] and various reviews have 
recommended them for wide spread implementation [18].  However there is relatively little evidence 
from the developing world of how such education interventions can reach larger numbers of young 
people when implemented to scale.  With some notable exceptions [3, 19, 20] many evaluations 
overlook the process aspect in favour of outcome evaluations [19]. The process of scaling up is likely 
to lead to changes in the coverage and quality of the intervention implementation, and such changes 
could subsequently dilute the effect of the intervention [21, 22].  In this thesis I have presented not 
only the impact and outcomes of the school based intervention, but have focussed strongly on the 
processes that help to explain these findings.   
 
In Chapter 3 I have presented the results of a process evaluation of the scale-up of a school based 
ASRH intervention, focusing on teachers’ attitudes and experiences.  Further support for focussing on 
teachers is emphasised by notable examples in recent and past studies that have demonstrated an 
association between personal characteristics of teachers and their confidence, ability and willingness 
to implement sex education programmes [23-27].  Others have shown how teachers not only struggle 
with the content of the sessions but also with the mode of instruction, particularly the focus on 
participatory training methods [23, 25, 28-31], that are viewed as  vital in the development of life 
skills [3, 4, 32-38].  Further, many studies have emphasised the challenges inherent within rural 
African education systems, specifically a lack of support for ASRH lessons, a lack of resources, 
undisciplined and unmotivated teachers as well as inappropriate relationships between teachers and 
pupils [24, 25, 28, 39, 40]. 
 
In order to investigate the implementation realities for teachers, interviews and focus group 
discussions with teachers, head teachers, ward education coordinator and school committees from 
eighteen schools prior to, during and 6.5-10 months after the implementation of the intervention were 
conducted.  The results were triangulated with training session observations and pre and post training 
questionnaires.  The baseline findings suggest similar environmental constraints presented elsewhere; 
teachers were de-motivated by their salaries and working conditions, they felt unsupported within the 
school and by the surrounding community and challenged by insufficient classrooms, too many pupils 
per class and a lack of teaching resources.  Despite these environmental constraints the MkV training 
led to small but significant improvements in teachers’ ASRH knowledge each year from a high base 
(RR of 1.02 to 1.16).  The greatest benefits were on knowledge of reproductive organs, in particular in 
2005 (from 82% to 94%, RR of 1.16).      The training led to significantly improved teachers’ attitudes 
each year towards teaching about condoms and with substantial improvements in attitudes concerning 
confidentiality (RR 1.30-1.92). The qualitative data confirmed these findings; trained teachers were 
much more receptive to teaching primary school pupils about condoms (albeit in the last year of 
primary school) and were less likely to associate teaching of ASRH with the initiation of sexual 
activity (10 of 47 MkV teachers interviewed) than their non MkV trained counterparts (55 of 151 non-
MkV teachers interviewed).  Finally the training led to modest improvements in self efficacy from a 
fairly high base, anecdotal reports and observations supported these findings suggesting that the MkV 
training impacted on teachers’ behaviours both within and outside of the class room.  Some teachers 
reported to have stopped or reduced their reliance on the cane as their only form of discipline.  In the 
interviews some of the trained teachers (33%), ward education coordinators (25%) and head teachers 
(12%) reported to increasingly use participatory techniques both in MkV classes and other sessions, 
explaining that the training made them feel more confident in the class room.   Facilitating factors 
included the teachers’ enjoyment of the training, their recognition of benefits, the participatory 
teaching techniques, support from the districts as well as the prescriptive structured nature of the 
intervention.  Various challenges were noted in scaling up the intervention: including a difference in 
participation between male and female teachers, the availability of materials, shyness of female 
teachers, the high turnover of trained teacher and the reduced levels of supervision.   
 
The findings presented in chapter 3 both support and add to the limited current literature on the scale 
up of school-based teacher-led ASRH interventions.  A recent randomised control trial developed, 
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implemented and evaluated an evidence based and culturally sensitive intervention in South Africa. 
Like MkV2, their process evaluation findings suggested that supervision; a prescribed programme and 
training to increase teacher capacity and confidence facilitated the implementation of their 
intervention [26].  Likewise they also found that there was a low priority placed on ASRH sessions, 
stating that this was most likely to be due to its non-examined status.  Mukoma et al [26] described 
how the teachers were challenged by the technical content of the subject; chapter three shows how the 
careful selection and training of science teachers overcame this challenge.   The process evaluation 
described by Mukoma et al. relied solely on teacher reports and did not triangulate this data with data 
from other sources. Whilst they reported that the programme was unsuccessful in achieving a link 
between the community/parents and the students within the school, they did not go further to 
investigate this link.  By triangulating data from interviews with teachers, head teachers, local 
government extension workers and school committees (which are made up of parents, community 
members and teachers) the paper I present in this thesis provided insight into the reasons behind the 
disconnect between the school and the community.  The paper suggests that a lack of understanding 
and awareness of the intervention; its rationale and aims, was perpetuated by the communities lack of 
trust in the ‘foreign’ teachers (the majority of selected MkV2 teachers were not from the dominant 
ethnic group in the area).  Increased community activities and involvement of the school committees 
could be important strategies in overcoming this challenge. 
 
Chapter four builds on the study described in chapter 3 in order to investigate how the scale up 
affected the coverage of the intervention in the school.  In this paper I describe various modifications 
that took place in order to scale up the intervention.  These modifications include the reduction in the 
number of training rounds per teachers, reduced project focused supervision, reduction in the intensity 
of training for the class peer assistants (CPAs) and changes to the original community based youth 
awareness week to a single day of ASRH awareness raising activities.  Unlike various other studies 
evaluating the coverage of a school based intervention [21, 26, 27, 29, 34, 41-43], we use multiple 
methods to assess coverage and quality of implementation at the school level.  We triangulated 
interviews with trained and non-ASRH trained teachers, head teachers, local government extension 
workers and school committees with reviews of pupils’ exercise books and observations of class peer 
assistant role plays and ASRH lessons.  
 
Our findings showed that despite modifications the ten-fold scale up achieved high coverage.  89% 
(989) of exercise books contained some MkV notes suggesting that over 80% of sessions had been 
taught 16-30 months after the intervention.  Teachers were enthusiastic and interacted well with 
students and students enjoyed the sessions and the scripted role plays strengthened participation.  
Coverage of the biological topics was higher than the life skills based sessions. Our findings suggest 
that the scale up was facilitated by the structured nature of the intervention and the examined status of 
some of the topics, thereby supporting the previously cited study [26].  However, delays in the 
intervention, turnover of teachers, lack incentive to teach extra-curricular activities and the low level 
of supervision [12, 44]  were barriers in its implementation.  Other studies have found that teachers 
struggled with the use of participatory techniques [25, 30, 45], in part the study presented in chapter 3 
supports this, showing that teachers found such methods challenging due to large class sizes and time 
constraints, however the scripted CPA led role plays proved to be a useful technique in supporting the 
teachers.      
 
In chapter three we demonstrated a clear and significant effect of the intervention on the teachers, 
chapter four went further, showing that, to a reasonable extent, teachers were able to implement the 
intervention on a large scale without significantly compromising the quality of its delivery.  However 
further studies were still needed to assess, if, when implemented on a large scale and faced with all 
the previously described constraints, the intervention could still impact on pupils knowledge, attitudes 
and reported behaviours.  
 
In chapter 5 I describe the findings of a quasi-experimental study in which 7942 pupils were surveyed 
at baseline and 7432 pupils at the end of the project.  The findings supported other studies, 
highlighting low pupil attendance as a significant constraint in school-based interventions [3, 26, 39, 
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46].  In the study I present here, 7908 pupils registered in class 4, 5 and 6 in the 36 intervention 
primary schools visited during baseline data collection. On the actual survey date 5069 (64%) were 
present while 36% of pupils were absent.  In the 41 schools visited during follow up in intervention 
schools there were 6112 pupils registered in class 6 and 7 but only 4360 (71%) pupils attended school 
on the survey date.  Attendance was slightly higher amongst girls as compared to boys.  Given that 
data collection took place at different times throughout the year, the low attendance witnessed during 
the data collection is likely to be indicative of low attendance throughout the school year. Strategies 
are needed to increase school attendance [46].   
 
The survey findings showed that the proportions of pupils providing all correct responses to questions 
on knowledge and attitude were similar at baseline for both intervention and control groups. This 
proportion increased for both groups at follow up. The percentage increase was greater in the 
intervention group for all knowledge and attitude responses with the exception of knowledge about 
HIV in girls.  After controlling for confounders the results suggested that the intervention significantly 
increased pupils’ knowledge and attitude, for all outcomes except HIV knowledge amongst girls.   
Whilst different survey instruments were used and the timings of the survey differed to that of the 
original MkV trial, the impact on knowledge during the scale up appeared to be in the same order the 
changes in knowledge seen during the original trial [4].   
 
The importance of implementing ASRH education programmes is becoming more widely recognised 
by many governments [34, 35, 47, 48].  Chapters 3-5 present valuable lessons from this detailed 
process evaluation of a tested ASRH intervention [4], ultimately suggesting that a supported cascade 
training system can successfully train large numbers of teachers through existing government systems 
subsequently reaching and improving the ASRH knowledge of large numbers of primary school 
pupils.   
 
In chapter 6 I move outside of the school and towards the provision of youth friendly services through 
the health facilities.  There is increasing recognition of the need to break down the barriers that 
prevent young people from accessing quality health care [49-53]. This is especially so for sexually 
transmitted infection (STI) and reproductive health (RH) services in sub Saharan Africa which are 
particularly vulnerable to many cultural and social barriers [54, 55].  There are a number of examples 
of successful small scale Youth friendly service (YFS) interventions aimed specifically to improve STI 
and RH provision[51, 56-60]. However these projects are often short term and have low coverage 
[61].  In order to have a significant impact on young people’s RH, these initiatives must be 
implemented over a sustained period and on a large scale [62]. Little is known about factors that 
facilitate or inhibit the effective scale-up of STI and RH YFS programmes, or about the effect of 
scale-up on intervention quality and implementation [12, 58, 62, 63]. Few studies examine 
adolescents’ satisfaction of such services [64].  The National Adolescent Friendly Clinic Initiative in 
South Africa is one of the few YFS programmes that has been scaled up and evaluated, it was 
implemented nationally by building the capacity of HWs and establishing national standards and 
criteria for adolescent health care in public clinics across South Africa [65].  The evaluation reported 
improvements in the youth friendliness of intervention clinics, specifically in terms of HWs’ 
knowledge of adolescent rights and nonjudgmental attitudes [66], however there were limited in-depth 
analysis of the implementers’ and YP’s point of view.   
 
Chapter 6 describes the changes that took place in order to scale up the health component of the MkV 
intervention.  for logistical reasons the original YFS intervention [4, 67, 68] was modified in two key 
ways: (i) HWs were trained once, compared with annually in MkV1; (ii) districts set their own criteria 
for selecting which HW were trained.  Multiple methods were used to evaluate the quality and 
immediate outcomes of the YFS training and the subsequent intervention implementation. Pre and 
post training questionnaires, training observations and informal interviews were triangulated with a 
simulated patient study and HW interviews.  The study showed that the training was well 
implemented; over time trainers’ confidence and ability to lead sessions improved.  The district-led 
training significantly increased knowledge (RR ranged from 1.06-2.0) and attitudes towards condoms, 
confidentiality and young people’s right to treatment (RR ranged from 1.23-1.36).  Intervention HUs 
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scored higher in the family planning and condom request simulated patient scenario but lower in the 
STI scenario.  The study is important and lends more support to the need to scale up YFS 
interventions [6, 9, 10, 63, 69], providing evidence that such interventions can remain well delivered 
even after expansion through existing systems.  The intervention led to important improvements in the 
supply of YFS.  The scaling up process did effect some aspects of intervention quality and supports 
others in three important areas.  Firstly in emphasizing the need to train more staff [70](clinical and 
non clinical) per facility in order to further enhance YFS delivery. Secondly, increased emphasis 
needs to be placed on the supervision and supports that should follow from intensive training 
programmes [66], without which the sustainability of any gains will be threatened.  And finally, such 
interventions should not take place in a vacuum; community support and acceptance is an important 
element in the provision of YFS [66, 71]. 
 
Community support, acceptance and understanding are the theme of the final paper in this thesis 
(Chapter 7).  Contextual factors and social norms play an important role in HIV transmission and 
intervention research needs to address these influences [72-76].  Multiple methods were used to 
explore villagers’ perceptions of ASRH and of HIV risk-reduction interventions.  The study formed 
part of an extensive needs assessment that took place as part of the design and development of a 
community focused intervention.  The methods included rapid interviews with shop owners, 
questionnaires with video show operators as well as numerous focus group discussions and in-depth 
interviews with parents, youth, school committee members and religious, village and ward leaders.  
In-depth data was collected from four villages, one in each of the four MkV-operating districts.  A 
thematic and grounded theory approach was used to generate hypothesis, which were then tested 
against the data during repeated readings. Triangulation increased the reliability of the reported data.   
The study discusses the communities’ perceptions of young people’s vulnerability.  In particular it 
shows how many parents linked this vulnerability to young people’s aspirations to lead a modern life, 
in terms of dress style, leisure activities, consumption of modern goods as well as changes in their 
intergenerational relationships.  Community members discussed how the ‘Shikome’ which refer to 
fireside discussions (which were cultural gatherings of the past) no-longer take place.  They felt that 
whilst such discussions were not a channel to talk about sexual activity, they did allow an opportunity 
to relay culturally acceptable behaviours and roles.  However only one in 10 families said that 
shikome were continuing today.  Young people confirmed the lack of communication, stating that 
when SRH issues are discussed it is often in the form of a rebuke after an event has taken place.  The 
study highlighted that a lack of parental monitoring and an expectation of young people that they need 
to financially contribute to the family, increased their vulnerability.   
 
The inferences drawn from work described in previous chapters were further confirmed in chapter 7.  
The community generally perceived SRH education to equate to basic sex education and family 
planning, thereby omitting the more holistic topics covering life skills and health relationships.   
Whilst previous studies failed to fully explain the disconnect between school based ASRH 
interventions and the community [26, 66], this study, as with previous chapters, further highlights 
how the lack of communication between teachers and parents perpetuates the misunderstanding that 
teaching ASTH education encourages sexual activity.  In addition to encouraging sexual activity, 
parents felt that communication between adults and children about sexual issues actually discourages 
intergenerational respect.   
 
However all this being said, parents (teachers and leaders alike) did acknowledge their role as the 
primary care givers and subsequently their responsibilities to give young people the knowledge they 
need to protect themselves.  However, as found in other studies, they felt they had insufficient 
knowledge and skills [27, 43, 77].  The parents interviewed in this study reported to remember a time 
before AIDS, however they knew this was different for their children.  Their children had an 
increased exposure to education and mass media and they felt that this had accentuated the generation 
gap, they worried that their children knew more than them.  During group discussion and interviews 
community members were asked to suggest community-based activities that they thought could help 
to reduce sexual health risks amongst adolescents.  Four types of activities appeared consistently 
throughout these discussions: (1) supporting parents with SRH information and parenting skills; (2) 
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positive leisure activities for young people, such as soccer games and vocational skills; (3) screening 
health awareness videos; and (4) condom awareness and increased availability.  The study, described 
in chapter 7, provided important information to support the design and development of a parenting 
intervention.   Prevention efforts need to move beyond the individual level and towards a community 
level [71].  Parents occupy a crucial social position, bridging the family and community level.  
Working with parents has great potential, however changing community norms is complex [40, 78-
81] and working with parents is only one aspect.   
 
The overall strategic approach for HIV/AIDS prevention amongst young people has been spearheaded 
by school based programmes.  Primarily because such programmes can reach large numbers of  young 
people at a relatively low cost [10, 34-36, 82].  Despite the failure of these interventions to 
demonstrate an impact on HIV, some, including MkV1 have shown substantial impacts on knowledge 
and reported attitudes and behaviours.    
 
The challenge remains as to how to scale up such programmes.  In this thesis I have outlined lessons 
from a ten-fold scale up of a multi-component ASRH intervention.  Inevitably the scale up led to 
some changes in the intervention design and delivery, the nuances of which have been described in 
detail in this and previous chapters.  Whilst MkV1 satisfied 16 of the 17 characteristics of effective 
curricula based programs (see box 1) (omitting safe environment (owing to evidence of sexual activity 
between pupils and teachers [39])), MkV2 only satisfied 14 of the 17 characteristics.  The process of 
scaling up meant that other areas that had been highlighted as important for an effective curricula 
based programs were no-longer satisfied, including: lack of a safe environment, lack of multiple 
activities to change each of the targeted risk and protective factors and all activities were not always 
implemented as intended (therefore reducing fidelity).   
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Box 1: Characteristics of Effective Curriculum-Based Programs (Taken from Kirby et 
al.[83])  

A. Curriculum Development and Adaptation 
1.  Involve professionals, stakeholders, and those with relevant experience in the development process 
2.  Used a logic model approach to develop the curriculum that specified the health goals, the behaviours 

affecting those health 
goals, the risk and protective factors affecting those behaviours, and the activities addressing those 
risk and protective factors 

3.  Assessed relevant needs and assets of target group 
4.  Designed activities consistent with community values and available resources (e.g., staff time, staff 

skills, facility space, 
and supplies) 

5.  Pilot-tested the program 
B. Curriculum Content  
6.  Created a safe social environment for youth to participate 
7.  Focused on clear health goals – the prevention of STI/HIV and/or pregnancy 
8.  Focused narrowly on specific behaviours leading to these health goals, gave clear messages about 

these behaviours, and addressed situations that might lead to them and how to avoid them 
9.  Addressed multiple sexual psychosocial risk and protective factors affecting sexual behaviours 

(e.g., knowledge, perceived risks, values, attitudes, perceived norms, and self-efficacy) 
10.  Included multiple activities to change each of the targeted risk and protective factors 
11.  Employed instructionally sound teaching methods that actively involved the participants, that helped 

participants personalize the information, and that were designed to change each group of risk and 
protective factors 

12.  Employed activities, instructional methods, and behavioural messages that were appropriate to the 
youths’ culture, developmental age, and sexual experience 

13.  Covered topics in a logical sequence 
C. Implementation of the Curriculum Content  
14.  Whenever possible, selected educators with desired characteristics and then trained them 
15.  Secured at least minimal support from appropriate 

authorities such as ministries of health, school districts, or community organizations 
16.  If needed, implemented activities to recruit youth and overcome barriers to their involvement (e.g., 

publicized the program, offered food, or obtained consent) 
17.  Implemented virtually all activities with reasonable fidelity 

 
Despite such changes the research presented here was able to demonstrate that a complex ASRH 
intervention can be scaled up through existing systems.  The findings support others in advocating for 
a combined approach [82].  As introduced in chapter one and discussed throughout the papers, young 
people’s vulnerability can be categorized into different factors operating on three different levels: 
individual, structural and societal.  The work presented in this paper lends support to the need for 
complex interventions in order to address the influential factors on all three levels. Such an approach 
needs to be implemented on a large scale over a sustained period of time before we can expect 
community level impact [4, 18].   
 
However, the research presented in this thesis was subject to several methodological limitations, 
which must be considered when interpreting the results.  Firstly we conducted operational research in 
‘real life’ conditions meaning that, unlike more rigorous controlled conditions of a randomised control 
trial, we cannot attribute all changes to the intervention itself.  The operational nature of the study 
presented additional challenges in that the intervention timetable was controlled by the districts 
themselves, the research team had to fit in around these plans.  The studies we present relied primarily 
on reported data which are subject to a range of biases. Social desirability bias can be a particular 
problem in such studies for example teachers and district implementers may not have felt comfortable 
giving adverse reports of the project and its implementation for fear of repercussions by the superiors.  
Theoretically it was possible for challenges to emerge from the use of multiple methodologies, e.g. in 
showing contradictory findings or mixed messages.  The only challenge we had to overcome was the 
sheer volume of data we generated from one single study.  Each day of qualitative research in the field 
would yield at least 4 days of cleaning and analysis time, over the course of MkV2 we conducted 
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more than two months of qualitative data collection culminating in a lot of information.  Similarly 
quantitative data analysis took time to double enter the data, clean and then analyse.  The operation 
research component was intended to lend support the implementation of the project in real time.  
Therefore the research team conducted initial rapid analysis and feedback of each study for the 
purpose of the implementation team.  These papers were finalised after all the studies had taken place 
allowing time for a more in-depth and detailed analysis of all the data.  
 
In each of the studies great lengths were taken to minimise biases thereby ensuring a rigorous research 
design.  The use of independent researchers decreased the likelihood of bias, as did the use of direct 
observations of trainings and meetings and the triangulation of multiple methods repeated over time. 
A final limitation was the lack of any economic evaluation to explore the cost effectiveness of such an 
intervention.  Unfortunately this was not possible during this project and should be conducted as part 
of any future studies of this nature.  Despite these limitations the research presented in this thesis has 
described in detail the factors that can facilitate or inhibit the scaling up of a complex ASRH 
intervention such lessons will be important in the scaling up of similar interventions.  
 
To conclude the thesis I have once again revisited the schematic representation of the analysis 
framework (see figure 2 below) to summarise the effect of scaling up on the coverage and quality of 
the intervention implementation and subsequently on its overall outcomes.   This thesis has shown 
that a scaled up ASRH intervention can, by training large numbers of health workers, teachers and 
government workers reach large numbers of young people with good quality information. Such an 
achievement was assisted by sustained support from an experienced and well established NGO as well 
as a demand by the community and districts’ for this support. Conversely the coverage and quality of 
the implementation were challenged by the high turnover of trained person, the incomplete coverage 
of ASRH sessions, little difference between the services provided by YFS-trained and untrained 
health workers and the alien nature of participatory teaching techniques.  Further, coverage and 
quality were hampered by other contextual factors, including that the NGO faced challenges shifting 
from the role of an implementing agent to that of a facilitating one, the districts were reliant on the 
NGO, maintaining a strong donor dependency and finally contradictory community norms and limited 
parental supervision persisted.  Whilst such challenges did prevent the intervention from becoming 
properly integrated within the routine government structures, important achievements were realised.  
Namely the intervention was successful in improving the knowledge, attitudes and capacity of pupils, 
teachers, health workers and government officials.  The findings presented in this thesis have 
supported continued work in the area of adolescent sexual and reproductive health, namely in the 
continued development of a parenting intervention (as implied in chapter 7), known as ‘MEMA kwa 
Jamii’ meaning ‘good things for the community’ and in the design and implementation of another 
research project known as IntHec (www.inthec.org).  The IntHEC project builds on the findings of 
presented in this study and will address the structural drivers which limit adolescents’ access to 
effective reproductive health services.  It is therefore hoped that the findings we present here continue 
to increase the equity, integration and effectiveness of adolescent reproductive health services and 
therefore ultimately improve reproductive health outcomes for this vulnerable group. 
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Figure 2: A modified schematic representation of the analysis framework presented in chapter one 
and earlier in this chapter (chapter 8) highlighting project achievements (in black) and challenges (in 
red italics.)

 Improved knowledge and attitudes of pupils

 Improved government capacity to plan and run training sessions

 Improved teacher and health worker awareness of SRH issues

 Lack of government ownership and therefore limited sustainability of
the intervention activities

Outcomes 

Quality Coverage  NGO support to the implementers 
 Demand for increased support and 

capacity in area of ASRH 
 Challenge for NGO to switch from 

implementers to facilitators 
 Donor dependency and reliance on the 

NGO to implement activities. 

 Contradictory community
norms and limited parental

support to encourage sustained
behaviour change

 

 Reached >100,000 pupils
with ASRH information

 Trained 429 health
workers from 179 health
facilities

 Trained 1396 teachers
from 620 schools

 Trained 103 ward
education officers

 High turnover of trained
persons

 Low coverage of latter,
life skills sessions

 Good quality training
sessions delivered to
teachers and health
workers

 Trained teachers taught
ASRH sessions to a high
standard

 Little difference in the
type of services
provided by trained and
non trained health
workers

 Teachers experienced
some challenges
conducting all the
participatory techniques
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