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INTRODUCTION
This report presents the findings of an operational research on youth-led social 
accountability activities within the Get Up Speak Out programme in Ghana and 
the effects these activities have had on young people themselves, their sexual and 
reproductive health and rights and the quality of youth-friendly sexual and reproductive 
health services.

GET UP SPEAK OUT PROGRAMME AND SOCIAL ACCOUNTABILITY STRATEGY

Get Up Speak Out (GUSO) was a five-year programme (2016-2020) developed by a consortium 
consisting of Aidsfonds, CHOICE for Youth and Sexuality, Dance4life, the International Planned 
Parenthood Federation (IPPF), Rutgers (the lead partner) and Simavi. The programme was 
financed by the Dutch Ministry of Foreign Affairs under the SRHR Partnership Fund. The GUSO 
programme addressed the following problem: ‘Young people do not claim their sexual rights 
and their right to participation because of restrictions at community, societal, institutional 
and political levels. This hinders their access to comprehensive SRHR education and services 
that match their needs, as well as their ability to make their own informed SRHR decisions’. 
In partnership with partners in programme countries, GUSO addressed this problem in seven 
countries: Ethiopia, Ghana, Indonesia, Kenya, Malawi, Pakistan and Uganda. 

One of the five core outcome areas of the GUSO programme was to increase access to and 
utilisation of sexual and reproductive health (SRH) services. One of the programme’s main 
strategies for achieving this was scaling up social accountability systems that actively involve 
young people and communities in monitoring the quality of health services and taking part 
in (multi-stakeholder) dialogue aimed at  improvement. The assumption was that this will 
contribute to young people and communities engaging with service providers and local 
authorities in improving the quality of services through social accountability mechanisms. 
To this end, IPPF developed a ‘Guide to Using Community Scorecards for Youth-Led Social 
Accountability’. This guide aims to provide a step-by-step approach to implementing youth-
led social accountability using the Community Scorecard (CSC) approach as a tool for reaching 
and effectively engaging young people in understanding and demanding their SRHR. 
Basically, through the scorecards, young people can indicate their concerns and any issues 
they may have with the type and quality of services provided, the nature of the facility and the 
attitude of service providers. This feedback is then used in regular face-to-face discussions 
and action-planning sessions between young people, wider communities, service providers 
and other duty bearers.

Within GUSO, a social accountability manual was developed by Simavi, with Presbyterian 
Health Services North (PHS-N) providing input based on its past experiences. This manual 
provides information and checklists for deciding whether introducing social accountability is 
useful in a particular context. It also describes four main steps in the implementation of a social 
accountability intervention. These steps focus on working with citizens as rights-holders and 
service providers as duty bearers, collecting data and evidence, and bringing together both 
citizens and service providers to improve mutual understanding and promote joint action.1

SOCIAL ACCOUNTABILITY ACTIVITIES WITHIN THE GUSO PROGRAMME IN GHANA

In Ghana, GUSO was implemented by six organisations that are members of the Ghana SRHR 
Alliance for Young People in six districts: East Mamprusi, Sagnerigu, Tamale Metro, Gushegu, 
Bolgatanga and Talensi. The following organisations were involved: Planned Parenthood 
Association of Ghana (PPAG), Curious Minds, Hope for Future Generations, NORSAAC, 
Presbyterian Health Services North (PHS-N) and Savana Signatures. The GUSO programme 
in Ghana sought to increase the utilisation of high-quality youth-friendly SRHR services that 
respond to the needs and respect the rights of all young people. 

1  The manual is available at: https://www.getupspeakout.org/sites/default/files/2020-11/Simavi%20Social%20Account-
ability%20online%20manual.pdf 
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To achieve this, social accountability interventions were implemented in 26 health facilities 
in the East Mamprusi, Talensi, Tamale Metro, Bolgatanga Municipal, Gushegu and Sagnerigu 
districts, involving several health care providers in each health facility. In 2018, Simavi’s partners 
(including NORSAAC and PHS-N) held a workshop using the Simavi social accountability 
training manual. The workshop’s participants looked at the community scorecards they had 
already used and asked how these could be adapted and improved for use in youth-led social 
accountability for SRHR services for young people. This training workshop was facilitated by 
Simavi Netherlands and staff from the Ghanaian partners PHS-N and NORSAAC. Afterwards, 
in order to adapt and/or design their specific youth community scorecards, each partner was 
to conduct their own training workshops with young people in their operational area. The use 
of these scorecards was intended to enhance dialogue between young people and service 
providers and other duty bearers, with the aim of improving SRHR services for young people. 

The annual GUSO Ghana programme reports (2017-2020) show that youth-led social accountability 
on SRHR issues worked well, enabling positive engagement between young people and service 
providers and incited the planning of health services to suit young people. Through the GUSO 
programme, service providers were trained and encouraged to keep an open mind, respect 
confidentiality, and be non-judgemental and non-discriminatory toward all young people, 
regardless of their identity, who visit their facilities. Unfortunately, few social accountability 
activities could take place in 2020 due to restrictions related to the COVID-19 pandemic.2

STUDY OBJECTIVES AND STUDY QUESTIONS

The study was conducted during the final year of implementation of the GUSO programme 
in Ghana. The general objective of this study was: To understand how youth-led social 
accountability initiatives contribute to i) the empowerment of the young people involved and 
ii) the improvement of the quality and inclusiveness of sexual and reproductive health (SRH) 
services for young people. 

The questions the study answered in order to address this objective were: 

1.  What are the effects of being involved in social accountability processes on young 
people themselves?

I. How are young people involved at each stage of the process?
II.  How does being involved in social accountability processes enable young 

people to better articulate, voice and express their concerns regarding service 
delivery?

III.  To what extent do young people have a better understanding of their SRHR 
rights through their participation in social accountability processes?

IV.  What are the dynamics between young people and other groups in the 
community, including health care providers and local officials?

2.  What are the effects of youth-led social accountability on the quality of SRH services 
for young people? 

2  GUSO Annual report 2020
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STUDY METHODOLOGY

STUDY PARTICIPANTS AND SAMPLING

The study took place in three districts, at a total of five health care facilities: two health facilities 
(Zantili and Boggu) in NORSAAC’s area of operation in Gushegu District; two health centres 
(Namolgo and Duusi) in PHS-N’s area in Talensi District; and one health centre (a Marie Stopes 
clinic) in Tamale Metropolitan Area, where Curious Minds operates. 

The three partner organisations selected the study locations and recruited and mobilised 
young people for the focus group discussions (FGDs) and key informants for interviews.

The participants in focus group discussions and interviews were separated into the following 
six groups:

1. Young women and men who are involved in CSC activities (32 people)
2. Young people who are not involved in CSC activities (32 people)
3. In-charges (IC) of the health facilities (4 people)
4. SRH service providers (8 people) 
5. The staff of the three partner organisations (3 people)
6.  Other people involved in social accountability activities, representing communities, 

schools, and district-level government departments (12 people) (See list of involved 
persons by district in Annex 1, Table 1.2.) 

DATA COLLECTION METHODS AND TOOLS

Qualitative data were collected using different question guides for the six specific participant 
groups. The young people participated in FGDs, whereas the other participants were 
interviewed. The main themes of the FGDs and interviews were participants’ involvement at 
different stages of the social accountability processes, effects on young people’s knowledge 
of SRHR, effects on quality and use of SRHR services for young people.  

A team of five young researchers, including the national GUSO Youth Country Coordinator 
and four young people who played key roles in the GUSO programme at their organisational 
level (two male and two female), collected the data over eight days in August 2020. The young 
researchers all had previous experience with SRHR-related research. The researchers received 
a half-day training (online) from the Operational Research Coordinator for the Get Up Speak 
Out programme, based at Rutgers. 

DEMOGRAPHIC CHARACTERISTICS OF YOUNG PEOPLE IN THE FGDS

There were slightly more young men (35) than young women (29) participating in the FGDs. 
Only in Talensi district were a considerable number of participants teenagers; in the other two 
districts, the majority were 20 or older. The education level of young people in Gushegu district 
was far lower than that of young people in Tamale and Talensi. In Gushegu District, 16 out of 29 
FGD participants had either no education or only a few years of primary school. In Tamale, all 
participants had attained a senior high school- or university-level education. In Talensi district 
and Tamale Metropolitan Area the great majority of FGD participants were students, while in 
Gushegu district the majority were farmers (see Table 1 and Annex 1, Table A1). 
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Table 1: Demographic characteristics of FGD participants

Gushegu district 
(NORSAAC)

Tamale Metro      
(Curious Minds) 

Talensi district 
(PHS-N) Total

N total 29  13 22 64

Sex

Male 16 9 10 35

Female 13 4 12 29

Age

15-19 8 0 11 19

20-24 17 8 8 33

25 + 4 5 3 12

Education level

No school 14 14

Some primary 2  2 4

Completed primary 6 6 12

JHS 2  5 7

SHS 5 2 9 16

College/university 11 11

Occupation

Student  11 11 17 39

Farmer 17 17

Other jobs 2  2

None 5 5

DATA ANALYSIS AND REPORTING

All interviews and FGDS were audio recorded and transcribed by the research team. Guided 
by the research questions and study themes, an external consultant analysed the data and 
wrote a draft report. This final report was written after validation and the contribution of 
additional information by the three involved partner organisations, the acting coordinator for 
the Ghana SRHR Alliance for Young People and Rutgers’ Operational Research Coordinator 
for the GUSO programme. 

ETHICAL ISSUES

Ethical clearance for the study was received from the Navrongo Health Research Centre 
Institutional Review Board, of the Ghana Health Service (ethics approval ID: NHRCIRB393). 
All participants in FGDs and interviews were informed of the study objectives and signed a 
consent form. 

STUDY LIMITATIONS

1.  There was a language problem when it came to some of the FGDs and the interviews 
with community members in Gushegu; the FGDS and interviews could not be 
conducted in English and questions had to be translated into the local language 
because most participants had attended school for only a few years or not at all. This 
negatively affected the quality and depth of the discussion.  
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2.  During the week in which data was collected, health staff were on strike, demanding 
higher salaries from the government. Not all relevant managers and service providers 
could therefore be interviewed. 

3.  The time available for data collection was too short, and this may have affected 
the availability of suitable participants. Not all participants were aware of social 
accountability activities.  

4.  COVID-19 restrictions made it impossible for GUSO’s Operational Research Coordinator 
to travel to Ghana for data collection and the training of the research team, as was 
originally planned; everything had to be done online, which may have negatively 
affected the quality of the data. 
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STUDY FINDINGS

YOUNG PEOPLE’S INVOLVEMENT IN SOCIAL ACCOUNTABILITY PROCESSES

Ideally, young people’s involvement in the different stages of youth-led social accountability 
using the scorecard approach would mean designing scorecards and filling them out; 
analysing results (that is, counting them); presenting and discussing those results in interface 
meetings with health care providers and other stakeholders; giving recommendations for 
action plans to improve health services and monitoring changes. 

The three partners have implemented the youth-led social accountability process, using 
scorecards filled out by young people, in different ways. The following sections first describe 
how the three partners explained the young people’s involvement (and that of other 
stakeholders) in different phases of the social accountability process, followed by what young 
people in the FGDs said about their involvement and concluding with what other stakeholders 
said about young people’s and their own involvement in the process. 

PARTNERS ON THE SOCIAL ACCOUNTABILITY ACTIVITIES IN THEIR AREA

PHS-N was involved in other social accountability projects using community scorecards 
designed by Ghana Health Services, so it was easy to get stakeholders, including young people, 
committed to what PHS-N calls the ‘youth-friendly scorecard’ (YFSC). The only challenge they 
foresaw was that health workers might have mixed feelings about young people scoring 
them, fearing they would be targeted with bad reviews. Within the GUSO programme, in 2017, 
PHS-N trained young people who were already involved in other SRHR programme activities 
to teach their peers about the scorecard and how to use it. A three-day refresher training 
took place in 2020. Care was taken to include equal numbers of female and male participants 
and those in and out of school in the training. According to PHS-N, young people were part 
of designing the youth-friendly scorecard, a process that was based on a review of existing 
scorecards (see PHS-N YFSC in Annex 2, figure A2.1). 

Young people’s involvement took the form of scoring the cards when they visit the health 
centre, compiling scores and taking part in interface meetings. They are also involved in 
monitoring; PHS-N staff regularly check with young people to find out whether health 
facilities which have committed to making changes have in fact done so. All young people 
who visit the health centres can get a card and score the services. Once they have done so, 
they return the completed card to a special locked box, the key to which is kept by one of 
the young people who have been trained. The cards are collected biannually, and the young 
people themselves tally up the scores and write a report on their findings. They present this 
report during interface meetings that are held twice a year in each health facility and which 
last about two hours. The participants are four young people who are in school and four who 
are not, a teacher and two health workers (the nurse or midwife providing reproductive health 
care and the officer in charge of the health facility), the Ghana Health Service/District Health 
Management team (GHS/DHTM) and PHS-N staff. 

NORSAAC started CSC activities in 2016-17. To get young people involved in scoring health 
facilities, it tasked youth implementers and peer educators who were already part of its 
activities. NORSAAC has a structure of youth implementers and peer educators – both in and 
out of school – who are trained on the CSC, their SRHR rights and how to speak out, among 
other things. These young people received a two-day training in 2017. The youth implementers 
and peer educators mobilise other young people for meetings and facilitate interface 
meetings. NORSAAC uses the ‘whole community approach’ of scoring the performance of the 
health facilities on youth-friendly services rather than individual scoring by youth after they 
visit the health centre. Facilities are scored using the card, during interface meetings which 
bring together young people, in-charges, health providers, community representatives and 
other stakeholders. These meetings are held out in the community, at the health facility or 
at district level. These meetings are initiated and facilitated by youth implementers and peer 
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educators and last around three to four hours. Once the different groups have finished scoring 
the facility, their marks are then compared and discussed in front of all the participants. In 
such meetings the health providers comment on their scores, giving them the opportunity, 
if they score poorly, to explain why. For instance, they might explain that some services were 
in fact available, though the community thought that they were not. They can also say how 
they intend to make corrections, if doing so is within their control. In these annual interface 
meetings NORSAAC can monitor change by comparing scores with those of the previous 
year. NORSAAC motivates participants in the meetings: ‘We try to make the young people 
understand the fact that this is the opportunity to voice out the reality on the ground. And 
that is the opportunity for the in-charge and the facility nurses to know what the issues are 
and then correct them’. 

Curious Minds selected young people from the pool of peer educators active in in the 
communities in which the organisation’s projects were undertaken. These included young 
people both in school and not. The rationale behind this was that these peer educators would 
then support and provide step-down trainings to their peers, with whom they had been 
engaging in the communities. These young people received a three-day training on SRHR, 
accessing information and services, identifying appropriate services, good staff attitudes and 
how to administer the scorecards. Curious Minds works with client satisfaction cards. Some 
of the young people were involved in review and redesign of these cards and deciding which 
main issues to focus them on. Through the client satisfaction cards, young people who visit 
the clinics can score the services they receive. The young people who received training were 
responsible for handing out the scorecards and ensuring that they were filled out properly. 
Young people in need of an SRHR service could get a card from a peer educator, who would 
then provide support if they couldn’t understand the card or needed help filling it out. To 
ensure confidentiality, peer educators were careful to hand out the cards on a one-to-one basis. 
Healthcare providers did not know the identities of the young people who scored the cards; 
it was only during the interface meetings that they were informed of any issues with their 
services that had been identified. Once they had filled out their cards, young people could 
drop them in a locked suggestion box at the health facility. The peer educators and project 
officers collected the cards. The peer educators in the project communities were responsible 
for tallying the scores, writing the initial reports and sharing them with the project officer for 
review and further action. The project officer then initiated the interface meeting, which was 
held quarterly and generally lasted for an hour or two. On average, ten young people and eight 
stakeholders attended the meetings. Supported by the project officer, the peer educators 
presented the findings from the cards. The service providers, district health directors, young 
people, district population council, planning officers and young people were invited. The 
interface meetings were held at the health facilities and the District Ghana health offices. 

Young people’s accounts of their involvement in social accountability processes

The following are the accounts of the young people involved in the FGDs, in which those who 
were involved in the various stages of the CSC process describe that involvement, touching 
on such activities as training, designing the cards, scoring, analysis and interface meetings. 

SELECTION AND TRAINING

Most of the young people who were trained for the CSC activities were already involved in 
other PHS-N, NORSAAC or Curious Minds programmes. They were contacted because they 
were known to the organisers or contact people. The young people in Tamale (who lived in the 
Curious Minds’ area) received training in referring their peers to services and explaining how 
to fill out the client satisfaction cards. The young people in Duusi and Namolgo (in PHS-N’s 
area) reported receiving training on how to score the card; in Duusi they were also trained on 
counselling and on their right to receive services in the clinic. The young people involved in 
NORSAAC’s area did not mention any training on the scorecards but reported that they had 
been trained on preventing teenage pregnancies, family planning, issues related to unsafe 
abortions and taking care of their health. 
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DESIGN OF CARDS

None of the young people in the FGDs reported being involved in the design of the 
scorecards; a male participant in Duusi (PHS-N) said, ‘Young people are only involved in the 
implementation but talking about the monitoring and evaluation, talking about the ….er, you 
know how to design things, we don’t do that or involve in that. The involvement is only to 
implement’. According to NORSAAC and Curious Minds, some young people were involved in 
the design of the CSC, but this was not confirmed in the interview with a youth implementer. 

SCORING

In Curious Minds and PHS-N clinics, young people complete the cards themselves. In the 
Marie Stopes clinic (in Tamale district, Curious Minds’ area) young people are given client 
feedback forms after having received a service at the clinic. They fill the form out privately, 
then return it to the service provider. In PHS-N’s area of operation, Talensi District (Namolgo 
and Duusi), young people have to request the scorecard from the service provider. They can 
fill out the card at the clinic or at home and then drop the completed card in the suggestion 
box. As is clear from the earlier account of them, scoring is done differently in NORSAAC areas. 
Young people in Boggu and Zantili report that health staff bring groups together in meetings 
(according to young people in Zantili, these meetings are held annually), and then explain 
the questions and the scoring. The cards have pictures and symbols on them so that people 
who are not able to read can also understand them. Those who are literate fill the cards out 
themselves, while staff assist those who are not. 

COUNTING AND ANALYSING SCORES

Only one of the FGD participants (in Tamale) reported being involved in compiling and 
monitoring the findings. The rest either said that they were not or did not address the issue.  

INTERFACE/DIALOGUE MEETINGS

All the young people involved participated in the interface meetings. Meetings are facilitated 
by the partners, and include health staff, teachers and possibly other stakeholders such 
as district officials. The young people reported feeling free to air their views in a friendly 
environment and also learn new things. As one FGD participant at the Marie Stopes clinic put 
it, ‘The facility knows where you are coming from so there is nothing like intimidation’.  

I think interface meetings are always the best meetings in this project. […]  
In that meeting you have the director of Health Service at times being with 
you, you have the district coordinator to advocate for the young people, the 
nurses and some opinion leaders in that. So sometimes when we express 
our view on the matters that has affected most of the young people in the 
community concerning the confidentiality of nurses towards young people, 
they normally address it and the same problem won’t occur in the near 
future again. So I always feel very proud and then feel very free to share 
my views, especially sensitive ones, in the community especially for young 
people (B, 23, SHS, Duusi).

Youth feel the meetings are useful and appreciate being taken seriously, especially if they 
see changes in the health facility over the years. With regard to the question of whether their 
views are representative of those of young people in general, the young people in PHS-N’s 
area think they are not, as few of them were taught how to score the cards and only those 
few are involved in scoring the services and interface meetings. The young people in Zantili 
(NORSAAC) report that many more young people now participate in scoring sessions during 
meetings, and they therefore feel that their views are representative. In Tamale, only young 
people who attend the clinic fill out the cards; for that reason, the youth there feel that their 
views are not representative of young people in general.
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Some of the youth who were not involved in social accountability activities reported that they 
had heard of the scorecards and they knew that some young people from their community 
– who are, as they said, ‘more knowledgeable on SRHR’ – participate in meetings. They were 
not aware of how the young people involved were selected. None of the participants in any 
of the four FGDs with these uninvolved youth had seen the cards; a few participants in the 
Tamale FGD (concerning the Marie Stopes clinic) had seen the cards but they had not scored 
any themselves. 

ROLES OF HEALTH PROVIDERS AND OTHER STAKEHOLDERS IN SOCIAL 
ACCOUNTABILITY PROCESSES

Those health providers who were involved in interface meetings generally enjoyed being part 
of them and see the meetings as a very useful way to get feedback on their services from 
young people. A staff nurse in Boggu said: 

I think that as you are providing services, you can’t really tell how they [your 
services] are, unless an external person tells you. […] I saw this [the community 
scorecard] as important because I may be doing something that I feel is alright 
but to the young people, it’s not. So once I participate in the community scorecard 
process, I get to learn about the things that I do that are offensive to young 
people or the things I do that young people don’t like. 

Health providers report that they try to be accommodating to young people and encourage 
them to speak out during the interface meetings. According to one, ‘We give them smiling 
faces we try to be in their shoes so that they can bring out whether it is rubbish or not and 
mingle with them so that they’ll bring out their issues. […] You don’t take offence on whatever 
they say, so that we can correct the mistakes and applaud them for what they have done’ 
(male nurse officer, 34, Namolgo).  

Usually the in-charges and staff who participate accept the scores given by the community, 
though they may want to explain some of the issues that have been raised – that they 
resulted from a lack of communication or misunderstanding, for instance. However, issues 
do sometimes come as a surprise. For example, ‘There was a serious reported issue of nurses 
fidgeting with their phones and leaving clients [waiting] when they come. […] We have to 
accept because everything that the community people say is a true reflection of what they 
think’ (NORSAAC health centre). 

Concerning the involvement of stakeholders from the community, members of the 
community health and clinic committees in NORSAAC’s area reported that they were shown 
the CSC (although one said that he couldn’t read and was therefore unable to understand it). 
Stakeholders’ main role is to mobilise community members and young people for meetings. 
PHS-N actively involved representatives from Talensi District’s health and education 
departments in both interface meetings and drawing up the action plans that resulted. The 
Ghana Health Services (GHS) adolescent health coordinator likes to be part of the interface 
meetings, saying that ‘they need to add us to make informed decisions with some of the 
matters arising and the problems identified, and so therefore they involved us’. Patrons of girls 
clubs and teachers at schools in the PHS-N and Curious Minds areas reported being involved 
in interface meetings with their students and mobilising their students for activities. 

YOUNG PEOPLE’S INCREASED ABILITY TO EXPRESS THEIR CONCERNS REGARDING 
SERVICE DELIVERY

Through the social accountability processes, young people have the opportunity to express 
their concerns about SRHR service delivery to service providers, whereas before they had 
kept quiet. Before the scorecards were introduced, young people’s channels for airing their 
satisfaction or dissatisfaction mainly amounted to talking to friends about health centres 
where they had been poorly treated and either avoiding those centres in favour of others or 
not accessing health services at all. A young woman at the FGD in Duusi said: 
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We come to consult each other. Ok, so you went to this clinic – so what happened? 
Did the nurse welcome you nicely? Were you able to get what you need? Then, 
from the person’s response, you will get to know that she was given the services she 
wanted or not and from the person’s experience the way she is explaining to you, 
you will get to know that ok she wasn’t received properly in this thing [health facility].  

Some young people in Boggu noted that sometimes they just had to endure bad treatment 
because there was no alternative. FGD participants in Zantili said that previously, they had 
been able to take complaints about the health centre to the ‘Assembly Man’,3 who would take 
them up with the health centre. But they also noted that they did not see much change after 
these complaints.

Through training on social accountability, the use of the scorecards and the dialogues that 
take place in the interface meetings, young people are empowered and receive a platform to 
express their views on service delivery. At all study locations, the youth involved are generally 
very positive about these interface meetings, which they consider a safe place to freely air 
their concerns regarding services; they report that health service providers listen to their 
observations and respond to the issues that they raise. Young people said that because of 
the meetings’ regularity, they learnt how to air their concerns. As one young person in Duusi 
put it, ‘In the first meeting we did not completely feel comfortable, but now most of us do’. 
The teacher in Tamale, who is also patron of Nahada Islamic Primary and Junior High School, 
noticed that generally, students are no longer timid. Instead, they seem to feel confident and 
comfortable sharing problems with the teacher. Curious Minds implemented the Journey4Life 
Curriculum in schools, which increased young people’s confidence of and enabled them to 
share their views regarding their SRHR.

Generally, the young people involved in the programme feel they are empowered to speak 
freely about their SRHR with teachers at school and with health service providers. They possess 
the confidence to seek out and demand good quality services and be critical of things like 
the charging of illegal fees for those services. They report that the scorecard processes have 
boosted their confidence in assessing services. Young people now feel empowered to educate 
those of their peers who have not been part of the activities on SRHR issues. The healthcare 
provider at the Marie Stopes clinic noticed the change in young people’s confidence: ‘Ever 
since I started to engage young people, they were shy but somewhere along the line, they got 
this enlightenment that they freely voice out what is in their hearts and minds because they 
believe it is their right’.

YOUNG PEOPLE’S INCREASED UNDERSTANDING OF SEXUAL AND REPRODUCTIVE 
HEALTH AND RIGHTS 

Through social accountability processes, young people involved in them have come to feel 
more knowledgeable about what SRHR issues entail. They also understand that they and 
their peers have the right to good-quality services and feel motivated to improve the situation 
for their fellow youth. 

The young people involved in the scorecard activities say they are motivated to learn new things 
and contribute to improving the health situation for other young people in the community. 
They see the problems among youth in their community – including teenage pregnancy 
leading to child marriage and sexually transmitted infections (STIs) – and believe these can 
be prevented through better access to contraception. Acknowledging what he had learnt, a 
young man in Boggu said, ‘Initially, we did not know certain things. But now we know it and 
our rights’. Young people are motivated by the fact that through their scoring they contribute 
to the improvement of services for other young people, which will likely lead to increased use 
of these services. A young woman in the Namolgo FGD testified to this motivation, saying, 
‘Maybe some of them [service providers] were ignorant about what they were doing or if a 
young person comes how they will treat them. So through the scorecards I think they have 
worked on it and there are changes. That one motivates me to always use the scorecards’.  

In Boggu and Zantili especially, where many young people have little or no formal education 
and most are farmers, youth reported that involvement in the CSC is empowering. They 
appreciate learning new things, have become aware of their right to receive high-quality SRHR 

3  In the government’s District Assembly Structure, an Assembly Man or Woman is the government representative    
closest to members of the community.
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services and are proud that they are enabled to help improve the health of their community. 

Stakeholders, including service providers, noticed young people’s increased knowledge and 
understanding of SRH and their right to quality services. The patron of the girls club in Talensi 
noted that young people now know what SRHR services they can receive at the health centre, 
whereas before they did not. A nurse at Gushegu municipal hospital who recently got involved 
in interface meetings said she was impressed with the young people’s SRHR knowledge. She 
gave an example (which occurred before she herself was involved) of two young girls claiming 
their right to services: 

I can remember some two young girls even came to me the time I wasn’t involved 
in the scorecards process. They told me that they wanted to do family planning. 
[…] I told them that they are too young to be having those discussions. So I told 
them to go and tell their parents. You know what they said? That they don’t want 
their parents to know that they did family planning. And they even said they have 
the right to do it without telling their parents. I told another nurse and we did it 
for them. [The follow-up on this incident was that the facility did not receive a 
good score in the interface meeting]. 

The head teacher from Ghana Education Service in Talensi noted that nurses now have to 
take into account that young people have learnt about SRH and their rights: ‘The health 
sector, they are now aware that gone are the days that they said children know nothing, is no 
more like that, they know something yes, they know everything they have been taught’. The 
representative from the Gushegu National Health Insurance (NHI) agency mentioned that 
lately a lot of young people have been coming in with complaints about services; this is due, 
he believes, to the fact that ‘young people are getting more conscious about their rights’. 

CHANGED DYNAMICS BETWEEN YOUNG PEOPLE AND HEALTH CARE PROVIDERS 
AND COMMUNITY MEMBERS 

Most young people involved in the interface meetings experienced an improved relationship 
with the health care providers who were part of the meetings that they participated in. 
Youth said that they liked that in the interface meetings, staff can explain why they act in a 
certain way. Youth in Namolgo, for example, complained about long waiting times, and health 
providers were able to explain that because of personnel shortages, it is inevitable that young 
people will sometimes have to wait. Another example is that young people in Boggu said that 
they now understand that some issues, including drug and condom shortages and lack of 
space, are beyond the health facility’s control and need to be taken up at district level. Youth 
in Namolgo see the interface meetings as true dialogues, as staff are also able to bring up 
issues that they have with young people. For example, one reported, ‘Some of us will go there 
and go and misbehave, so they also speak in front of us so that next time when we come we 
won’t do the same. So it is always good to speak’.

If the outcomes of meetings were widely shared in facilities, and if in-charges were part of the 
meetings or at least informed about these outcomes and chose to take action, the improved 
relationship sometimes extended to all the health care providers and workers in the health 
centre. For example, youth complained in an interface meeting that the Marie Stopes clinic’s 
security officer refused young people access to SRHR services. The security officer now has a 
welcoming attitude and lets young people enter.  

Now that young people know how to express themselves and are aware of both their 
rights and what is meant by ‘good quality services’, they have noticed that communication 
between themselves and service providers has improved. They report that staff have a better 
understanding of their needs and that young people can trust that the service providers they 
speak to will keep conversations confidential, as the following quote by a male FGD participant 
in Duusi illustrates: 

I think it [the social accountability process] makes it more accountable for 
both parties, the health personnel and the young people. The young person 
will understand his rights and what he is supposed to know concerning his 
sexuality, concerning his whole self. And the nurses too will understand that 
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okay, these are young people, this is what they are saying and these are 
their demands and this is what they need, so this is the way I am supposed 
to behave towards this person so that they can openly share their – what is 
ever in their inside for me to help them. So it normally makes them [health 
providers] more accountable to be, maybe, let’s say confidential in receiving 
them [young people] and also to develop more friendly relations with the 
young people in the community (B, Duusi).

Most health providers acknowledged that the biggest problems that young people have long 
had with their services are the negative attitudes of staff, who judge the young people who 
come to them for things such as condoms, family planning and STI treatment, as well as the 
general lack of privacy and confidentiality when they visit the clinic. 

As a result of the scorecard process, partner organisations and health providers noted that the 
relationship between health providers and young people was cordial and improved. They also 
noticed that the process has brought staff and young people closer together.  In response to 
the low scores that youth awarded in interface meetings, some health centres made sure to 
improve the way young people are received, as a staff nurse in Gushegu explained: 

Something they [young people] made mention of at the interface meeting 
was that when they come nurses passed remarks such as ‘and you this small 
girl, you’ve started doing this and that’. So they [the young people] were not 
comfortable with that. So now we’ve stopped saying that. So when they 
[young people] come, you don’t have to say that ‘so this small girl’, or you go 
and call another colleague to come and see that a young pregnant person 
has come in.

Concerning relationships with adults in their community, in the NORSAAC area (Boggu and 
Zantili), where interface meetings are held in and with the community, more young people 
said they feel free to express their views and talk about sexuality with their parents and other 
adults in the community than was the case in the other areas, where interface meetings are 
held without community groups involved. 

Young people in PHS-N areas report that it is not easy talking about issues related to sexuality 
(asking questions about contraceptives, for instance) with their parents or other adults in the 
community, due to fears that people will think they are ‘spoilt’ (B, Namolgo) or suspect that 
they have had a ‘type of experience’ – that is, sexual relations (G, Duusi). In Tamale, all of the 
students said it is difficult for young people to speak to adults, who think that a young person 
with such questions is disrespectful or arrogant. Interestingly, findings indicate that having a 
voice in the community may have less to do with age and more with being independent from 
parents, as a 24-year-old businessman in Tamale explained: ‘In my community if you start 
fend for yourself – that is, feeding yourself and taking care of certain things for yourself – that 
is the time you begin to speak what is on your mind. But if adults still look after you, in my 
community you don’t have the right to talk some certain things’. 

According to all of the young people, community members consider premarital sex and young 
people using contraception to be ‘bad things’ for both male and female youth. Adults consider 
these young people immoral. A girl involved in premarital sex is called a prostitute and told she 
should get married; boys are called womanisers. Community members are also said to believe 
that young people engaged in premarital sex will not go far in life because they do not focus on 
their studies and will inevitably get pregnant, have to get married and leave school. 

Some young people involved in NORSAAC’s area, where scorecard activities are often used in 
the community, say these community beliefs make it difficult for them to participate in SRHR 
activities because sexuality is still a taboo subject. A few participants in Boggu report that 
the community gossips that young people only go to the clinic to get contraception or have 
abortions. According to one girl, ‘When you are coming [to CSC activities], they [community 
members] will say you are coming to learn more and come and continue with what [bad 
things] you were doing previously, so it makes the young people feel very bad anytime they 
are coming for these educations’. 
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EFFECTS ON QUALITY OF SRHR SERVICES FOR YOUNG PEOPLE 

In most health facilities, youth involvement in the CSC processes has improved the quality of 
SRHR services for young people when it comes to the attitude and behaviour of staff, waiting 
time, confidentiality and the organisation of services.  

The health centre staff who were involved in the interface meetings said they usually discussed 
meeting outcomes with management and other staff. ‘The main issue I shared with my 
colleagues was about the confidentiality. I shared with them what the young people had told 
me about us, the nurses and midwives’, said a staff nurse in Gushegu who had attended a 
meeting in Zantili. NORSAAC reminds staff and community members (including youth) of the 
outcomes of the regular interface meetings (and motivates them to deliver quality services) 
by printing and posting the scores at the clinic entrance at the end of the day, which is also 
useful for monitoring purposes. ‘So any person that comes in sees your performance and 
anybody who comes will also know areas you didn’t perform well. And will be looking to see 
if you are working on it or not’.

ACCOUNTS BY YOUNG PEOPLE ON IMPROVED QUALITY OF SERVICES

The young people involved in the programme report improved staff attitudes: staff now treat 
them nicely and rather than judging them when they come for condoms, as they did before, 
they provide the services the youth have come for. ‘At first when you come, they will tell you 
that ‘this small girl or this small boy you are coming for condom, we will not give you’. But 
this time around when you come they are very careful, they will give you and any service that 
you want they will do so there is a positive change’ (G, FGD, Namolgo). The young people 
think the reason for this change is that health service providers do not want to be scored 
badly and receive negative feedback in the interface meeting. Some of the young people 
involved doubt whether the good behaviour of staff extends to all young people and think 
they themselves, who are known by staff, are better treated than those young people who do 
not fill out the scorecards. 

In addition to improved treatment by staff, young people in Namolgo noticed reduced 
waiting times after they had complained in the interface meeting about having to wait a 
long time before being attended to. A young woman in the FGD elaborated: 

At first, when you come to clinic, they will not even bother to do fast to even 
show that they notice you are not feeling well and you are sitting there. They will 
not even attend to you. They will be doing certain things – some will be making 
calls or doing other, different things. I don’t even know what comes into their 
mind but because of this scorecard I think they are improving. When you come 
it doesn’t take long for them to attend to you.  

In some clinics, after youth complained about lack of confidentiality and privacy, special 
service arrangements were made for young people so that they do not have to run into 
community members who might think they have come to get an abortion. For instance, young 
people in Namolgo report that youth are now referred to specific staff. The in-charge and the 
midwife in Namolgo elaborate on how the clinic has changed the way services are organised 
in order for young people to be attended to in a timely manner by specially appointed staff 
and not have to wait long: ‘They don’t have to queue. So at the records there, immediately they 
come, their folders are retrieved, their vitals are taken and they are directed to either come to 
me [the IC] or to the midwife’s office and they are seen.’ In Namolgo, they also created a youth 
corner and have organised for a 24-hour-a-day extension of services, with community nurses 
running shifts. A nurse officer in Namolgo said he changed his behaviour towards young 
people because the CSC made him understand that to feel comfortable opening up, young 
people need privacy; this means, for instance, never having more than one staff member at 
a time in the room. ‘I have heard a complaint that a lady came here with a problem but when 
she came, she met two nurses sitting together and she left with her problem’.  
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Even some youth who were not involved in the programme reported seeing an 
improvement in services in four of the health facilities over the last few years. In Tamale, they 
noticed youth being attended to more quickly and staff offering warmer welcomes, speaking 
more politely, encouraging young people to ask questions and providing better treatment, as 
well as service providers explaining procedures first before performing them and being non-
judgmental in situations in which, in the past, ‘you were criticised if you seek such services’. 

In one health facility, Zantili, no improvements in the quality of services were seen. There, 
young people were very negative about the services, with one young man even commenting, 
‘I don’t know what I like about it’. According to the young people, every new doctor lowers 
their professional standards and begins to exhibit bad behaviours in Zantili. Young people not 
involved in the programme mentioned many things they disliked about the services generally 
and about some of the staff specifically, including having to buy medicines elsewhere and 
a lack of privacy and confidentiality. A male student in Tamale said, ‘Well, most of them are 
doing well but the few have this judgmental attitude as if you are the worst sinner on earth 
and it makes me and other young people feel shy to go there, that judgmental attitude’. Some 
of the specific negative observations young people shared included favouritism (staff first 
treating people they knew); theft of blood used for transfusions; patients, including those with 
health insurance cards, having to buy drugs and medical supplies (such as plasters and items 
necessary for lab tests) outside the facility; nurses shouting at patients and not attending to 
sick people quickly (‘they [health staff] just sit’); a lack of respect for privacy and confidentially 
on the part of the staff and staff embarrassing patients in front of other people.  

ACCOUNTS OF IMPROVED QUALITY OF SERVICES FROM OTHER STAKEHOLDERS

Health staff and other stakeholders also noticed the improvements in health services for 
young people, even pointing out the same improvements as the youth had, such as reduced 
waiting times, better staff attitudes and the enablement of greater confidentiality by 
creating specific opening hours or youth corners. The accounts of many service providers 
contradict the idea, held by some young people, that service providers only treat nicely those 
young people that they know to be scoring them. Health service providers described how the 
CSC activities led them to improve their SRHR services for young people, as they had helped 
them better understand the needs of young people and see the shortcomings in the services 
they provided. 

Staff in Tamale said they came to realise that young people need special treatment. According 
to one, ‘Initially, we saw all clients to be the same. We never saw the difference between a 
normal person and an adolescent who is still new or who is still fresh in knowing his/her 
reproductive health.’ Speaking about her motivation in improving SRHR services for youth, a 
nurse in Gushegu said, ‘Good that through the process staff learns to understand problems 
of young people. […] I mean, I now want to and am ready to provide the services to them and 
even assist them to do other things that can help them. You see, it is not only good for the 
young people but also for the service providers’. Interestingly, just reading though the points 
made on scorecards can make health providers conscious of their behaviour and create an 
incentive to change, as the new in-charge in Namolgo testified: 

I saw the scorecard in the consulting room. […] So I read through it and found out 
the scorecard was about us and how we handle the youth. After that, I was very 
conscious about it and I made room for adolescents when they came. I made a 
point to spend more time with them and to probe a little further so that I can still 
ensure the issues they are shy about are addressed.

By making better arrangements, some clinics have improved the availability of drugs and 
contraceptives. In Boggu, they now make requisitions in a timely manner and follow up on 
them with the district health administrator, who requests them from those at the regional 
level. To improve privacy and confidentiality, some facilities began allowing young people to 
make individual appointments, rescheduled opening hours to make them more convenient 
and created youth-friendly corners. The scorecard can expose poor practices in clinics that 
had previously been unknown to the facility’s in-charge, thus making it possible for them to 
be redressed; for instance, the practice of clients paying for services but not getting a receipt. 
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Various other stakeholders noticed the improvement in the staff attitudes. A male community 
health committee member in Zantili noticed improvement in staff attitudes in general, not 
only among those dealing with young people, saying, ‘As for hospitals, [compared to] how it 
was, it seems it is changing because now when you go to hospital, before when it was like 
you can visit the hospital and [be] ignored, it seems it has changed. Now when they see you it 
looks like you are a human being’. Some district-level, government staff play an advisory role in 
improving SRHR services for young people, even beyond the GUSO programme. For example, 
the Bolgatanga GHS adolescent health coordinator, who is involved in the programme, now 
advises all health centres that they should arrange for young people to be attended to quickly 
after they arrive at the health centre; rather than queuing, they are to be directed straight to 
the community nurse or the midwife

EFFECTS OF BETTER-QUALITY SRHR SERVICES

One effect of the improved quality of SRH services – especially the better attitudes of health 
staff towards young people, which was the latter’s main stumbling block in accessing services 
– has been the increased use of services by young people, leading to their improved 
sexual and reproductive health. This effect was reported by young people, all the partner 
organisations, health service providers and other stakeholders at both the community and 
government levels. 

Young people involved in the programme see how the social accountability activities have 
improved the sexual health of young people, as due to improved services and a more 
supportive community environment young people now feel comfortable going to the health 
centre for SRHR information, counselling and services; they are no longer as afraid of gossip 
and stigmatisation. 

Back at days it was…it wasn’t easy to get yourself closer to the clinic because 
of stigmatisation. Anytime they just see you, people think going there, you are 
going there to do something bad,  which might not be your aim of going there. 
So at times – years back or days back – they were just these issues. Anytime 
they just see you closer to the clinic they just a have a bad perception for you 
but because of this program for young people, it fights against stigmatisation 
and now it has changed positively (G, Duusi). 

The Regional Ghana Health Service Adolescent health coordinator in Bolgatanga noted more 
frequent visits to health centres, increased use of contraception and more visits just for advice 
and counselling among youth, who now trust that their information is safe with the health 
providers. The female senior staff nurse at the Marie Stopes clinic reports that increased 
attendance by more young people is the result of positive feedback from their peers, saying, 
‘If one [young person] comes in and gets a good attention or a good welcoming environment, 
he/she goes out there to tell a friend so as times goes on we keep increasing the number of 
young people who come here for the services.’ The teacher in Tamale noted an increase in 
attendance at the Marie Stopes clinic; whereas just 10 young people had visited the clinic 
before, around 35 now do.  

Health providers in Namolgo and Boggu health centres noted a reduction in teenage 
pregnancies and unsafe abortions. They believe that this is the result of increased use of 
contraception and decreased drug abuse. The Namolgo nurse officer reported that ‘We used 
to record teenage pregnancy so much but for now the percentage has come down. As a result 
of this scorecards, teenage pregnancy has actually reduced. Comparing now and then, there 
is a massive change; the nurses have changed their way of doing things positively. Before now, 
we didn’t want to talk about condoms and STIs even though it was part of our duties as nurses’. 
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INFLUENCE OF COVID-19 ON USE OF SERVICES

COVID-19 led to few young people accessing health services, for two reasons: i) the fear of 
getting infected with COVID-19 when visiting a health facility; and ii) because they were not 
going to school, they could not visit the clinic without their parents knowing. As the second 
point indicates, some young people still keep accessing SRHR services a secret from their 
parents. As a male participant in Tamale Metropolitan explained, ‘You will realise that most 
of these young people are able to visit these facilities when their parents are not around so 
they get that opportunity to go visit the places but with the COVID-19 around most parents 
are staying home so it doesn’t afford young people the opportunity and freedom to get the 
chance to visit such facilities.’ Some respondents reported higher rates of teenage pregnancy 
and child marriage because of COVID-19 restrictions, which prevented young people from 
going to school and therefore from accessing services and getting contraceptives. 

PARTICIPANTS’ RECOMMENDATIONS

The following recommendations, which study participants gave for improving the 
social accountability processes, also point at some weaknesses in these processes. The 
recommendations are directed at the partner organisations. 

•	  Better explain the questions on the scorecard so that everyone can understand them. 
The questions should be made simpler, as not all are clear and some use difficult words 
(for example, not everyone knows the meaning of ‘confidentiality’). Alternatively (or 
additionally), design different cards for 10-18 year olds and those over 18. 

•	  Translate the cards into the local language, because many young people in rural areas 
do not read or speak English.

•	  Train more young people on the scoring of the cards so that health providers – who 
fear being badly scored by the youth – will treat all young people in the same improved 
way. Such training could be conducted via radio programmes.

•	  Involve young people in designing the cards and choosing the questions. Some 
young people feel not of all their needs are addressed (for instance, those concerning 
the menstrual cycle).

•	  Better sensitise community members – e.g. parents – on sexuality issues and SRHR 
services for young people. Currently, some parents and community members think 
that when young people go to the clinic it is because they want to do bad things. 

•	  Find a way to involve young people who cannot read and write: ‘There are young persons 
who are not educated, they too need the services. How they will use the scorecards, I 
think if there can be a way out for them too. I think it will help’ (G, Namolgo).

•	  Provide a telephone number through which young people can provide oral feedback 
on the services they have received. This would be useful for young people who cannot 
read and write (at least in English) and for those who can better express their feelings 
in spoken rather than written language.

•	 Inform all young people that these scorecards are available at the facility.
•	  Collaborate with governmental, non-governmental and civil society organisations to 

push forward some of these activities. ‘Collaboration is key’ (B, Tamale).
•	  Involve all staff and hold refresher trainings on the processes for both staff and young 

people, as staff do sometimes get transferred and young people eventually become 
adults and leave the area.

•	  Invite representatives of district-level government bodies to the interface meetings, 
because some of the issues identified can only be solved above the health facility level.

•	  Work on scaling-up. As a member of staff at the Marie Stopes clinic said, ‘Because I think 
that social accountability is one of the best process to ensure that reproductive issues 
are addressed and concerns are addressed, so I think we should commit more resources 
to it. Involve more young people to understand the process and be part of it’ .

•	  Make the interface meetings regular – held every month or two – so as to be able to 
monitor interventions to improve the quality of services. 

•	  Also, give the scorecards to patrons of girls clubs, so they can give the cards to the 
students and explain how to fill them out.  
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CONCLUSIONS AND
LESSONS LEARNT
The general study objective of this operational research was: To understand how social 
accountability initiatives contribute to i) empowering the young people involved and ii) 
the improvement of the quality and inclusiveness of Sexual Reproductive and Health (SRH) 
services for young people. 

The findings demonstrate that the youth-led social accountability processes were rather 
successful. By taking part in social accountability activities, including training, the assessment 
of health services by filling out scorecards or client feedback forms and interface or dialogue 
meetings with health services providers and other duty bearers, most of the young people 
involved feel empowered to articulate and express their concerns about the delivery of SRHR 
services, whereas before they had kept quiet. They feel their involvement has increased their 
knowledge of sexual and reproductive health and their awareness of their right to quality SRH 
information and services. Through their involvement in social accountability processes, they 
feel they have contributed to the improved quality of SRHR services that address the needs 
of young people. For instance, they noted better, more non-judgmental attitudes among 
staff, as well as improvements in their treatment of young people.  Reductions in waiting 
time, increased and easier access to contraceptives and better organisation of services for 
young people (leading to enhanced protection of privacy and confidentiality) were also 
noted. Although some young people who were not involved in the programme also noticed 
improvement in the quality of SRHR services for youth, not all did. Moreover, some of the 
youth who were involved feared that improvements in staff attitudes and treatment of young 
people are limited to themselves and do not extend to youth in general. 

Overall, the effects of social accountability were positive when it came to the youth involved 
in the programme and the quality of SRH services. However, it should be noted that few 
young people were involved; others were not aware of the scorecards or the interface 
meetings. Another issue is that most of the youth did not participate in all stages of the social 
accountability processes. For example, young people said that they were not involved in the 
design of the scorecards or the counting of scores. Therefore, we cannot consider the social 
accountability process to have been fully youth-led.  

Concerning sustainability, we cannot be overly optimistic that the positive effects of youth-led 
social accountability processes will persist if funding for printing scorecards, training young 
people and organising interface and dialogue meetings should cease, especially given that 
the processes are not firmly embedded in government systems. In the Marie Stopes clinic, the 
client satisfaction card was already part of regular feedback processes prior to GUSO, although 
it was not focused on young people. Therefore, the effects of social accountability processes 
may be sustainable in Marie Stopes clinics if the staff keep on paying specific attention to the 
needs and feedback of young people. 

Based on the study’s findings, including the successes, less-positive experiences and 
recommendations by study participants, we can draw the following lessons for similar youth-
led social accountability initiatives geared toward improving the quality, utilisation and 
sustainability of SRHR services.  

1.  Involve as many young people as possible in the social accountability activities at all 
stages: training (in SRHR, advocacy, expressing oneself and the scoring of cards), design 
and review of scorecards, the filling out of cards, tallying of the results of the scores 
and interface/dialogue meetings. Make sure to include and accommodate all youth, 
including those in and out of school, as well as more vulnerable and marginalized 
groups of young people.  

2. Translate the card into local languages. 
3.  Encourage participation in the interface meetings by senior staff, health facility 

management, community representatives and district-level duty bearers with 
influence who have been sensitised to the youth-led social accountability initiative. 
Some problems that youth identify are beyond the ability of individual staff members 
or health facilities to solve. 

4.  Involve the community in interface meetings and sensitise them to young people’s 
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SRHR, their need for and right to SRHR services and their right to express themselves. 
It was found that when community members participated in interface meetings (in 
NORSAAC’s area), this improved communication on SRHR issues between adults and 
young people. It also created a more empowering environment for promoting the 
SRHR of young people. 

5.  Involve all staff in a health facility in working with young people. Inform them about 
the community scorecard. Let all staff give scorecards to young people when they 
visit the health facility and have them make sure the young people understand how 
the card should be filled out and where it can be dropped off.  

6.  Ensure that new health staff, in-charges and administrators are informed about the 
history of the process and know the tools (scorecards and feedback forms) of the 
youth-led social accountability initiative. 

7.  In order to increase young people’s visits to the facilities, ensure that SRHR supplies 
such as contraceptives and condoms are available. 

8.  To foster sustainability, organisations should scale up youth-led social accountability 
activities and make efforts to embed youth-led social accountability processes, using 
scorecards and interface meetings, in government health structures and budgets. 
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ANNEX 1: STUDY PARTICIPANTS

Table A1.1: Background of young people in FGDs

Gushegu District Tamale Metro Talensi District
Total by group of 

young peopleBoggu CHPS Zantili community Marie Stopes 
Clinic 

Namolgo health 
centre 

Duusi health 
centre 

In-
volved

Not in-
volved

In-
volved

Not in-
volved

In-
volved

Not in-
volved

In-
volved

Not in-
volved

In-
volved

Not in-
volved

In-
volved

Not in-
volved

N total 7 7 7 8 6 7 6 7 6 3 32 32

Sex

Male 4 4 4 4 3 6 3 4 3 0 17 18

Female 3 3 3 4 3 1 3 3 3 3 15 14

Age

15-19 0 3 3 2 0 0 2 7 0 2 5 14

20-24 6 4 2 5 5 3 3 5 21 12

25 + 1 2 1 1 4 1 1 1 6 6

Education 
level

No school 5 3 6 5 9

Some pri-
mary 1 1 1 1 2 2

Completed 
primary 3 3 2 3 1 5 7

JHS 1 1 1 3 1 2 5

SHS 1 3 1 2 2 6 1 12 4

College/uni-
versity 6 5 6 5

Occupation

Student 2 4 3 2 5 6 6 2 6 3 22 17

Farmer 5 2 4 6 9 8

Business 1 1

Mechanic 1 1

Health 
information 
officer

1 1

None 5 5

Table A1.2: Persons involved in scorecard activities – other than health facility staff or in-charge

Person involved in scorecard activities
Talensi district / Bolgatanga

PHS-N

Gushegu district

NORSAAC

Tamale Metro,

Curious minds

Patron of girls club Kpatia JHS

Assistant head teacher Bolga Gaara/Bani JHS

Adolescent health coordinator Bolgatanga – Ghana Health 
Services

Head teacher Ghana education service, 
Bolgatanga

Community health committee member Zantili HC

National health insurance agency manager Gushegu NHI Agency

Clinic committee member Boggu CHPS

Community health team member Boggu CHPS

Youth implementer NORSAAC

Peer educator NORSAAC

Teacher and patron Nahada Islamic primary and 
JHS

Teacher and patron of girls’ club Zogbeli girls’ JHS, Tamale
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ANNEX 2: SCORECARDS USED 
BY THE PARTNERS
PICTURE A2.1: YOUTH-FRIENDLY SCORECARD USED BY PHS-N

Picture A2.2: Scorecard used by NORSAAC
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