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The endline evaluation provides insights into progress made towards the 
long-term objective and into achieving the	five	programme	outcomes. 
The long-term objective of the GUSO programme was: All young people, 
especially girls and young women, are empowered to realise their SRHR 
in societies with a positive attitude towards young people’s sexuality. 
The Theory of Change describes five interrelated outcomes aiming to 
contribute towards the long-term objective: 

Outcome 1  Strengthened and sustainable alliances. 
Outcome 2  Empowered young people voice their rights. 
Outcome 3  Increased use of SRHR information and education. 
Outcome 4  Increased  use of youth-friendly SRH services.
Outcome 5   Improved socio-cultural (5b), political and legal (5a) 

supportive environment.

The Multi-component Approach (MCA) was the overarching strategy 
in the GUSO programme. The approach provided alliances with a 
comprehensive framework for programme delivery, targeting a broad 
range of actors and addressing factors that caused young people’s SRHR 
vulnerabilities. By simultaneously improving access to SRHR information 
and education (Outcome 3), SRH services (Outcome 4), and creating an 
enabling environment for young people (Outcome 5), the programme 
worked at all levels to achieve lasting and effective change. Figure 1 shows 
the enormous reach of 5 years MCA in GUSO.   

“Here [I] am expressing myself, because I have been empowered by 
GUSO. You see, I have gotten that opportunity for knowing how to 
express myself, when to express myself, and what exactly to say…. 
So GUSO has helped me as an individual so that I can empower 
somebody….”  (Kenya, young man, 23 years, FGD)

The GUSO programme (2016-2020) was developed and implemented 
by Rutgers, Aidsfonds, CHOICE for Youth and Sexuality, dance4life, 
International Planned Parenthood Federation (IPPF) and Simavi, in 
partnership with their partners in programme countries; Ethiopia, Ghana, 
Indonesia, Kenya, Malawi, Pakistan and Uganda. GUSO aimed to continue 
and consolidate what was started by the Unite For Body Rights (UFBR) 
and Access, Services, Knowledge (ASK) programmes, with the ambition 
of creating country ownership for SRHR interventions under the lead of 
a strong, capable country SRHR alliance that would continue when the 
GUSO programme closed. The programme was financed by the Dutch 
Ministry of Foreign Affairs under the SRHR Partnership Fund.

The multi-component approach worked! The Get Up Speak Out 
programme	had	a	significant	impact	on	the	lives	of	young	people	in	
the seven countries where it was implemented. GUSO structurally 
engaged young people in multiple layers of programming and 
decision-making, enabling young people to claim their rights and play 
a meaningful role in the design and implementation of innovative, 
relevant SRHR interventions. Young people reported having improved 
knowledge, which led to a range of other positive outcomes for 
their sexual health, social relationships, and overall self-esteem and 
empowerment. In most cases, young people were at the forefront 
of advocacy. Many Alliances successfully applied youth-led social 
accountability to identify gaps in services and quality, and to facilitate 
dialogue	with	community	members	about	 the	findings,	 leading	 to	
more support from the community for youth-friendly health services. 
This not only strengthened the advocacy, it the Covid-19 pandemic, 
the GUSO programme can be seen to have positively impacted the 
wellbeing of many young people in a variety of ways.

Summary Summary
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Limitations
The endline evaluation provides insight into several indicators directly 
connected to the GUSO programme. However, the comparison between 
countries should be interpreted with care since the evaluation method 
differs between performance studies and mixed-method studies. 
Moreover, country contexts differ. In Kenya and Uganda where the 
comparative study was conducted, the coverage of the GUSO programme 
in the intervention areas was limited. In Kenya, only 21% of the sample of 
young people in the intervention area knew the GUSO programme, (9%) in 
the control area. In Uganda, the coverage of the programme was slightly 
higher (63% knew the GUSO programme in the intervention area; 41% in 
the control area). The data derived from the evaluation might not be able 
to prove considerable positive changes for all indicators, as a result of 
limited coverage by GUSO, as a result of other interventions implemented 
in control areas, spill-over effects of the interventions introduced in the 
intervention area, or the sampling method by clusters. Furthermore, 
contextual changes such as economic conditions, elections, poor harvest, 
conservatism, etc. could have had an effect on the intervention and control 
areas. Although the programme lifespan was five years, there was only 
three years between the base- and endlines.

Finally, this study was conducted in the context of the ongoing Covid-19 
pandemic which affected the implementation of the programme in its 
final year. Although respondents were asked to reflect on the time before 
the pandemic, the pandemic could have had an impact on the results.

RESULTS

GUSO’s Long-term Objective:  All young people are empowered to 
realise their SRHR in societies that have a positive attitude towards 
young people’s sexuality
GUSO’s unique added value was the ability to address the multitude of 
factors and actors using a multi-component approach to influence young 
people’s SRHR. This evaluation sheds light on the extent to which GUSO 
contributed to achieving its objective of empowering young people to 
realise their SRHR. To do this, the evaluation explored the dimensions of 
confidence, gender attitudes and areas of decision-making power (the 
latter only through the comparative studies in Kenya and Uganda). There 
are positive indications in at least some dimensions in all contexts. In 
Malawi, Ghana and, to a lesser extent, Indonesia, young people seem to 
feel more confident and in control over their SRHR. The picture in Ethiopia 
and Kenya is more mixed and in Uganda strong gender differences 
are observed in the level of empowerment with boys reporting more 
confidence than girls. 

METHODOLOGY

The end-line evaluation consists of two components: 

PART	A	–	EXTERNAL	EVALUATION	

1.  Quantitative Performance Studies (Ethiopia, Ghana, Malawi, Indonesia1) 
to assess progress on indicators for Outcome 3, 4 and 5b, by collecting 
information from end-beneficiaries at base-, mid- and endline; 

2.  Mixed-Method Comparative Study (Kenya, Uganda) to assess progress 
on indicators for Outcome 3, 4 and 5b and the long-term objective, by 
conducting a quantitative study among young people in an intervention 
and control area, and a qualitative study among key stakeholders in the 
intervention areas (base- and endline). 

Part A was coordinated by the Royal Tropical Institute (KIT) and executed 
by KIT in collaboration with the in-country alliances. 

PART	B	–	INTERNAL	PROCESS	EVALUATION		

The GUSO Consortium has coordinated the process evaluation on the 
remaining (process) Outcomes in all seven countries:
 –  Outcome 1 measurement (base- and endline, reflection workshops)
 –  Outcome 2 measurement (base- and endline, quantitative and FGDs)
 –  Outcome 5 measurement, with respect to indicator 5a, to evaluate 

progress towards the advocacy strategies (using the Outcome 
Harvesting Methodology)

The principle of Meaningful Youth Participation (MYP) was embraced 
throughout the execution of the endline evaluation. Young research 
assistants were trained and involved in the data collection and analyses 
of Part A. In Part B, the Outcome 2 measurement was coordinated by 
the Youth Country Coordinator and young researchers were involved in 
the design and execution. After conducting the endline evaluation, in-
country validation workshops were held (Oct 2020 - Feb 2021) to validate 
and discuss the draft results in-country. Recommendations from these 
workshops are incorporated in this end report.

1   In Pakistan the external end-line could not be conducted due to multiple reasons, mainly due to 
the restrictive political context and covid-19 measures. For Pakistan end-evaluation, we rely on the 
Process Evaluation, Part B.

Summary Summary
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Young people in Ghana convey a strong sense of empowerment over 
their SRHR. Very few report feeling shame or guilt over puberty and their 
sexuality, and the vast majority are confident to access and use SRH 
services and feel in control of their health- and sexual-decision-making. 
They have the confidence to negotiate when to have sex and whether to 
use a condom. Young people’s attitudes to gender and patriarchal norms 
have largely become more progressive over time, with fewer supporting 
traditional roles and male autonomy in the household, and more believing 
in the joint responsibility of young women and men to prevent pregnancy. 
While this suggests that, overall, young people feel more empowered in 
fulfilling their SRHR, negative attitudes towards homosexuality undermine 
this to some extent. 

Many more young people in Malawi seem to feel in control of decision-
making over their own health and sexuality than before. They feel more 
confident about negotiating sex and condom use, as well as accessing 
SRH services, including commodities, and to get tested for HIV and STIs. 
This conveys a greater sense of empowerment over their SRHR. However, 
patriarchal gender norms are still quite strongly held, especially among 
the female respondents. Around half of respondents believe that women 
should always obey men, and girls still hold the belief that they are 
responsible for preventing pregnancy. These normative attitudes show 
there is a lot of progress still to be made to empower young women around 
their SRHR.

Positive shifts can be seen in Indonesia in young people’s feelings related 
to shame during puberty and about their sexuality while there are also 
some negative shifts in their self-confidence. While many young people 
appear to feel confident about accessing SRH services, their confidence in 
accessing condoms is low. Most young people see pregnancy prevention 
as the joint responsibility of girls and boys. This suggests young people are 
beginning to feel greater autonomy over their SRHR, although there is still 
work to be done.  

The picture in Ethiopia is a bit more mixed. Young people conveyed a sense 
of relative confidence in relation to accessing SRH services, including HIV/
STI testing, and procuring condoms. However, feelings of guilt and shame 
related to puberty and sexuality are still prevalent. Although no large 
changes are seen over time, young people are likely to hold progressive 
attitudes around gender- and patriarchal norms, suggesting both young 
women and men feel a sense of personal autonomy and do not feel 
constrained by traditional attitudes.

In Kenya, young men appear more confident and empowered about their 
SRHR than young women. Over time, young people in the intervention 
area felt less able to express their feelings about sexuality and relationships, 
with more male respondents feeling able to do so at endline than female 

Overall Recommendations 

A Invest in Multi-component Approach 
  Future programmes should (continue to) apply a multi-component 

approach, whereby all components are implemented in a specific 
area with full geographical coverage, for increased exposure and 
complementary effect.

B Focus on social norm change  
  Social norm change requires time and efforts. Future programmes 

should include interventions focusing on social norm change 
at community level and invest more in Gender Transformative 
Approaches. There is a need to continue community and 
intergenerational dialogues that focus on discussing gender norms, 
enhancing young people’s empowerment, and engaging them in 
aspects of decision-making.

C  Invest in systemic change 
  The Covid-19 pandemic only exacerbated the need, especially 

among marginalised youth, for systemic support of optimal SRHR 
to ensure sustainability of the programme and outcomes. 

D  Evaluate sustainable changes after programme ending 
   Donors should allow for evaluations to be conducted 3-5 years 

after the end of programmes in order to evaluate impact and 
sustainable changes.

Youth is 
more, youth 

is power!
 

Wulan, Indonesia

Summary Summary
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OUTCOME 1  
STRENGTHENED	AND	SUSTAINABLE	ALLIANCES	(PART	B)

Working in an alliance and leveraging the experience of other partners 
creates synergy and maximum effectiveness when implementing a 
multi-component approach. Working in alliances enables local partners 
to reach more young people, from different backgrounds. It also gives 
a	strong	voice	to	alliance	members	to	limit	the	influence	of	opposition	
on SRHR and makes them more agile to adapt programme activities 
in times of crisis like Covid-19. Building upon lessons learned from the 
ASK/UFBR programmes, the Alliance Strengthening was structurally 
embedded as a pathway of change in the GUSO ToC.

The main outcome of the endline process for country alliances was renewed 
priority areas and country specific sustainability plans to realise alliance 
building. The Alliances made progress on their alliance strengthening plans 
and are in the process of moving towards sustaining the outcomes of GUSO 
into new programmes, as well as their respective partnerships, beyond 2020. 
Working in alliances had different impacts in different countries (Table 1).

respondents. Young people were less likely to feel afraid about the 
changes during puberty, with little difference between the areas. Young 
women were more likely to express fear about puberty and guilt about 
their sexual feelings.

Gender attitudes and perceptions have largely remained the same in 
Kenya, upholding traditional norms. Overall, young women continue to 
face greater social restrictions, thereby limiting their empowerment. Young 
men and boys have more freedom of movement, while young women and 
girls are more restricted due to fears of violation and pregnancy, but also 
because of girls needing to help in the household. It was clear from the 
survey findings that parents still played an important role, particularly for 
young women, when it came to decisions around seeking health care. 
Male participants were more likely to express health-decision-making 
autonomy.

In Uganda, a gender difference is widely observed and the picture is less 
positive, especially for young women. Young women felt less confident 
about how their body looked over time, expressed more fear about the 
changes that occur during puberty and more uncertainty about their 
sexual feelings. Male respondents, however, had grown more confident 
over time, and more felt at ease with bodily changes and their sexual 
feelings. There seems to be a bit more space for young people to make 
their own decisions, particularly for male respondents, although this is 
still conditional on ‘good behaviour’. The majority of survey respondents, 
both male and female, indicated that they make their own decisions about 
whom to date and whom to marry. The survey suggests that girls’ and 
young women’s empowerment to decide if they want to have sex or not 
has increased over time in both areas, particularly for girls below 18 years 
in the intervention area. 

Male respondents continue to see themselves as the primary decision-
maker over the number of children they would have (in the future), and 
fewer males over time stated their partner made this decision. Far fewer 
young women at endline reported that they alone control decisions about 
their own health care, while male respondents are far more likely to say 
that they alone make these decisions. This suggests that GUSO’s influence 
in changing social and gender norms was limited in Uganda. 

66

GUSO’S 
APPROACH? 
GUSO uses a holistic, multi-component 
approach. The obstacles that young people 
face are not one-dimensional and are 
influenced by many factors outside of 
their control. Changes are needed in 
all areas for young people’s SRHR to 
be fulfilled. In the past 5 years GUSO 
has contributed to structural changes 
thanks to this approach. 

 
LESSONS ON THE 
MULTI-COMPONENT 
APPROACH

  The multi-component approach allows 
flexibility to work in and address different 
contexts, social issues, cultural norms and 
the complexity of systems. 

  The multi-component approach creates 
wide-scale impact and reach, leading to 
significant improvements in youth SRHR. 

  The multi-component approach moves 
  forward sensitive youth SRHR agendas in    

a variety of contexts

The Multi-Component Systems Approach

AMPFLIFYING
COMMUNITY 
AND SOCIETAL
SUPPORT 

AMPLIFYING
GOVERNMENT

SUPPORT

STRENGTHENING
SEXUALITY
INFORMATION & 
EDUCATION

STRENGTHENING
YOUTH-FRIENDLY

SERVICES

SummarySummary



1918

Investing in alliance strengthening is an effective strategy for 
programmes, as it improves the quality of work by partners. By 
working together members were able to achieve more results with bigger 
reach than they would have done alone. Sharing knowledge and capacity 
as members has not only strengthened their cooperation but also 
improved the complementarity of their work through the MCA. Alliances 
have also been bolder to work on sensitive issues together, for example in 
Malawi where the alliance advocated for safe abortion.  
  
Alliances foster ownership and leadership. GUSO Alliances evolved to 
be more than just programme alliances, and members have expressed 
the ambition to continue collaborating together on SRHR (most are 
continuing).  Alliances are recognised as leading in their context (Ethiopia, 
Malawi, Kenya, Uganda are part of Government technical working groups). 
They feel ownership and responsibility, also shown by how members will 
continue paying membership fees to continue working together (Ghana, 
Indonesia, Kenya). 

Alliances facilitate more south to south linking and learning. In GUSO, 
Alliances have been successful in learning from each other; through 
organised learning visits, Alliances in Uganda, Kenya and Malawi  have 
succeeded in sharing and adopting learnings on alliance building. In 
Ghana members have resolved to invest more time to learn from each 
other through partner learning visits. After learning about the Youth 
advisory Council in Uganda and how it works to promote MIYP, Alliances 
in Ghana, Malawi and Kenya also set up similar bodies.

Table 1: GUSO Alliances’ outcomes at endline

Ethiopia 
Strengthened	programme	collaboration,	diversified	
alliance funding and more visibility and connection 
from government and stakeholders and embassies.

Ghana
Strengthened strategic collaboration, especially with 
(local) government and NL embassy, continued pro-
gramme	collaboration,	diversified	alliance	funding

Indonesia
Strengthened programme collaboration, recognised 
as a strategic SRHR technical expert. Strong advocacy 
(despite shrinking space) and visibility. 

Kenya

Strengthened programme collaboration, limited ad-
vocacy space due to shrinking space. Strategic collab-
oration. Recognition from government and embassy 
and stakeholders, viewed as a technical expert

Malawi

Strengthened programme collaboration, strong and 
dynamic advocacy on sensitive SRHR topics. Diver-
sified	funding	and	strategic	collaboration	with	the	
Government 

Pakistan Strengthened strategic collaboration

Uganda Strengthened strategic and programme collaboration, 
strong	advocacy,	diversified	funding.

Recommendations Outcome 1
Strengthened and sustainable alliances 

E  Invest in working together in alliances 
  Invest in organisational support of alliances and partnerships 

(governance, operating procedures and communication).  This 
strengthens opportunities to share openly, learn and plan together, 
and helps find practical points of collaboration, increasing the 
success of a Multi-Component Approach. 

F  Expand linking & learning 
  Successful and sustainable alliances in GUSO have invested in 

linking & learning. Future programmes should create expanded 
opportunities for knowledge sharing that recognise country-
level variations in programme strategies as critical strengths and 
promising building-blocks of future innovation.

Empower. 
Involve. Then 

watch the 
youth solve.

Hanna Mulugeta, Ethiopia

Summary
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The Young Country Coordinator (YCC) model points the way toward 
promising solutions. There is still progress to be made in terms of both 
mainstreaming youth involvement and cultivating effective youth-adult 
partnerships but the space for MYP has clearly increased during the 
programme. Young people now occupy an expanded set of roles, and 
are often able to act independently of adults in atmospheres that feel 
supportive rather than overwhelming. But there are still areas in which 
young people remain noticeably absent (e.g., financial planning and 
budgeting). Additional work is also needed to cultivate effective YAPs: 
young people still perceive adults as lacking trust in their abilities, and 
report that adults are often slow or unreliable communicators. These same 
young people hunger for increased programmatic influence and decision-
making power. All of this suggests that there is more work to do be done in 
these areas. The YCC model may offer a promising path forward. 

Trust, a shared learning agenda, and adequate budget allocations are 
all necessary preconditions. GUSO inherited a strong institutional focus 
on MYP from the ASK programme, which meant that GUSO built on existing 
levels of youth-adult trust. This was likely critical to the programme’s 
success, as achieving sustainable MYP is a long-term, iterative process 
of relationship-building. Equally important, MYP was embedded in the 
GUSO monitoring agenda from the very beginning. As such, progress was 
tracked, and separate budget allocations were made specifically for MYP. 
Long-term institutional commitment to MYP builds trust, generates co-
ownership of shared learning agendas, and drives related expenditure. It 
would likely be extremely difficult to achieve true MYP without this level of 
institutional commitment. 

The programme is constantly renegotiated, in collaboration with 
young people
These iterations are a hopeful sign of future progress. GUSO was not static, 
but always incrementally progressing toward an improved vision of MYP.  
This, too, helps commitment to MYP to flourish, sustainably, into the future.

OUTCOME 2
YOUNG	PEOPLE	INCREASINGLY	VOICE	THEIR	RIGHTS	(PART	B)	

Young people must be engaged in decisions which affect their lives. 
Empowered young people can claim their rights and play a meaningful 
role in designing and implementing innovative and relevant SRHR 
interventions. As a result of lessons learned from the ASK and UFBR 
programmes, the MYP principle was chosen as a pathway of change in 
the GUSO ToC.

Over the course of the GUSO programme, young people gained structural 
representation at the organisational and alliance levels; collaborated 
in programming, policy, advocacy, and evaluation efforts; and acted 
as vital SRHR change agents in their local and national communities. 
Overall, this suggests that GUSO made substantial progress toward the 
institutionalisation of Meaningful Youth Participation (MYP). 

MYP was embraced as a core GUSO principle, and this stimulated country 
alliances and individual partner organisations to mainstream youth 
representation. Similarly, while Youth-Adult Partnerships (YAPs) were 
encouraged at every level, the YCC model proved to be a particularly 
innovative and effective approach to strengthen working relationships 
between young people and adults. Young people were trained and 
supported in ways that allow them to both connect with each other and 
lead a diverse range of programming, advocacy, and evaluation efforts. 
These are all great strengths of the GUSO programme.

However, progress can still be made. The lack of youth involvement in 
financial planning and budgeting—coupled with ongoing issues related 
to fair compensation, the transparency of budgetary processes, and ability 
to request funds—suggests that adults control nearly all purse strings. 
(One notable exception is Uganda, where the Youth Advisory Council plans 
and allocates budget for all youth activities). The key lesson of outcome 
2 is therefore: Trust, a shared learning agenda, and more joint planning 
of budget allocations (with youth) are all necessary preconditions for 
successful MYP.

Our key recommendation regarding MYP is: 

G	 	Recognise	the	importance	of	youth	influence	on	all	levels	
  Build on existing levels of youth representation and influence 

by deepening youth engagement in all organisational domains, 
sharing control over crucial areas like financial planning & budgetary 
management, and re-evaluating current compensation levels in 
consultation with young people. 

Summary Summary
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In Ethiopia, Ghana, Indonesia and Malawi, the vast majority of young 
people have received SRHR information, with an increase over time 
in all countries. In Ghana and Malawi many of these young people had 
received information through GUSO, while in Ethiopia and Indonesia, 
the proportion of young people who reported that they received SRHR 
information through GUSO decreased from the midline. The impact of the 
Covid-19 pandemic is unclear but could be a reason for this reduction, due 
to school closures and restrictions on public gatherings in 2020. 

In Ethiopia, Ghana, Indonesia and Malawi, the majority of young people 
surveyed had (ever) received SRHR education at all three study stages, with 
the proportion increasing over time to varying extents, with the exception 
of Malawi where there was a drop from baseline to endline. Moreover, the 
comprehensiveness of the education increased in all four countries over 
time, showing a higher variety of topics was covered at endline. 

Based on our varied experiences we put forth the following 
recommendations regarding SRHR information and education:

H Capitalise the role of parents, peers and teachers
   There is a need to pay more attention to the role of parents, teachers 

and peers in addressing the SRHR needs of young people, given that 
they were identified by youth as preferred sources of SRHR information 
and have a wide reach to young people within the community. This 
could be done by further expanding the Whole School Approach 
(parents and teachers), proactively engaging parents out of school, 
using better indicators to evaluate the outcomes of peer education 
and by investing in peer providers.

I  Continue to invest in the digitalisation of SRHR information and 
education 

  Covid-19 has emphasised both the necessity for youth to access 
information online and their ability to do so. Future programmes 
should continue to invest and expand in online and digital use of 
SRHR information and education to reach a higher and more diverse 
number of young people

J  Jointly develop health strategies 
  Donors and implementing organisations should collaborate to unite 

the current fragmented health landscape and jointly develop quality 
health strategies and interventions, including SRHR information and 
education, instead of working in silos developing separate solutions 
addressing only one aspect of the SRHR and health spectrum, not 
linked or referring to each other.

OUTCOME 3 
INCREASED	USE	OF	SRHR	INFORMATION	AND	EDUCATION	(PART	A)

Young people who have the skills and knowledge to make safe and 
informed decisions on SRHR, are better prepared to prevent sexual 
health issues, go to health services when needed, and have safe, equal 
and pleasurable (sexual) relationships. GUSO provided SRHR information 
and education in and out of schools in order to ensure that young people 
have the information they need.

With 4.2 million people who had received SRHR information and with 
an impression of 144 million across social media channels, young 
people know more. 

The evaluation shows positive trends regarding young people who reported 
having (ever) received SRHR information and education, in almost all 
countries (see Table 2). Key lessons learned were that peer educators were 
not only a valuable and trusted source of SRHR Information, but referred 
other young people and peers to services and, in some countries, provided 
services themselves. Moreover, we observed a growing uptake of online 
information provisions during GUSO, further accelerated by the Covid-19 
pandemic. Lastly, although comprehensiveness increased over time, the 
quality of information/education provision is difficult to evaluate.  

“With GUSO, we start-
ed to realise a change 
in the perception to-
wards Sexuality edu-

cation among parents 
and teachers.” 
Naggita Grace

Summary Summary
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OUTCOME 3 
INDICATORS ETH GHA MAL IND KEN* UG*

% at endline % trend % trend % trend % trend % trend % trend

% of young men and women who ever received information about SRHR

79% + 98% + 95% + 96% + 60% (90%) ↓	(+) 69% (86%) +

% of young men and women who ever received education about SRHR in school

72% + 86% + 84% ↓ 97% + 71% (82%) ↓	(↓) 69% (89%) +

*% from the intervention sites, (%) key indicator proportion among those young people exposed to the 
GUSO programme

In Kenya and Uganda there was an increase in information uptake 
among the subsample that had been exposed to the GUSO programme. 
The qualitative study also appears to show that SRHR information and 
education reached more young people than before, while the quantitative 
study is less clear. Similar trends were observed in the intervention and 
control areas, indicating that the GUSO programme may not have been 
the only factor. In Uganda, more young people in the intervention area 
had received information or education. Levels also increased in the control 
area, possibly due to a third party intervention which started midway 
through the GUSO programme. Across time in both areas, more than 95% 
of these respondents found the SRHR education they received beneficial.

The most common sources of information and education vary per context 
but some common trends emerged. Teachers are one of the most 
reported sources of information/education in all contexts, followed by 
health providers (Ethiopia, Ghana, Indonesia, Malawi and Kenya) and peer 
educators (Ethiopia, Ghana, Kenya and Uganda). The role of peer educators 
has become more important over time in these contexts, particularly 
in relation to providing advice and referrals to SRH services, providing 
contraception and, as sources of information on SRHR and SRH services. 
In Malawi, youth community-based distribution agents (volunteer health 
workers) were playing a more prominent role as providers of SRH services, 
advice and referrals. In Uganda, health providers appear to have become a 
less important source over time, possibly due to the increased role of peer 
educators. In Ethiopia, Ghana and Malawi, youth clubs were also important 
sources of SRHR information. Social media and the internet became a more 
popular source over time, reflecting the high level of internet coverage in 
some countries and the limitations in place due to Covid-19. 

Table 2 Outcome indicators for Outcome 3

Summary Summary
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In countries where the MCA was well implemented, the evaluation seems 
to show a higher rate of referrals, however the monitoring of referrals 
remains challenging. Community Based Health Workers have become a 
more familiar source of SRHR Information and services for young people 
(especially in Malawi and Uganda), whereas in some countries peer 
educators became an important source for services next to information 
provision. 

Access to and use of SRH services showed a positive trend in Ethiopia, 
Ghana and Malawi. In these three countries, health facilities/medical  
staff were observed to be the most common provider of contraceptives 
and SRH services, a role which has become increasingly prominent over 
time, together with peer educators. While in Ethiopia, community health 
workers and schools have seen a considerable decrease over time as 
providers of SRH services, in Ghana, community health workers, together 
with pharmacies/shops were more commonly mentioned in relation 
to the provision of SRH services. In Malawi, although health providers 
remained the most common provider of SRH services and contraception, 
a greater role is being played by peer educators and Community Based 
District Agents. The trends in Indonesia are quite different. Although more 
young people are using SRH services, mainly life skills and relationship 
counselling, a majority (70%) still have never used them. However, the 
lower age of respondents, together with the low number of sexually active 
youth, could also explain why young people are not using some of the 
services. There was an increase in use of counselling services, suggesting a 
previously unmet need is being more adequately met, and/or an increase 
in young people’s agency and ability to seek out services.

In Ghana and Ethiopia, the referral system appears to be working well. 
Seventy percent (70%) of young people surveyed in Ethiopia and 96% in 
Ghana were ‘advised’ to access services when they last received SRHR 

OUTCOME 4

INCREASED	ACCESS	AND	USE	OF	YOUTH-FRIENDLY	SRH	SERVICES	
(PART	A)

Access for young people to quality SRHR services that respond to their 
needs and rights is essential to improve SRHR. GUSO helped meet young 
people’s needs by improving access to quality and comprehensive 
SRHR services, including HIV-testing and safe abortion. GUSO improved 
services available in public and private health centres, and in some cases 
providing services themselves.

As many as 7 million SRH services were provided to young people in 
the GUSO programme. Overall more young people report using SRHR 
services and the use of referral systems increased over time in Ethiopia, 
Ghana and Uganda. Moreover a decreasing trend in teenage pregnancy is 
observed in most countries. The endline shows mixed results for the rest 
of Outcome 4 (see Table 3). 

Based	on	our	findings	we	suggest	the	following	key	recommendations	
on Youth Friendly Services:

K  Monitor referrals 
  The referral system(s) require more attention in future programmes, 

including monitoring and tracking of referrals.  While high 
proportions  were ‘advised’ to access services when they last 
received SRHR information or education, the actual number of 
referred services was much lower. 

L  Expand the work of Community Based Health Workers 
  It is recommended that Community Based Health Workers could 

be further linked to other SRHR service implementing partners 
in the future. 

Summary Summary
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information or education. In Malawi, although a majority of young people 
access SRH services, the referral system requires some attention. While 
82% were ‘advised’ to access services when they last received SRHR 
information or education, the figures for referral were much lower at 41%. 
The proportion of those who went on to access services after they were 
advised to do so also increased, from 82% at midline to 88% at endline. 
In Kenya and Uganda, the results are less clear, with only a marginal increase 
in referrals in the intervention area in Uganda (higher increase among 
young people exposed to GUSO), and a reduction in the intervention areas 
in Kenya; less people were advised where to access SRH services (from 65% 
to 47%). In Indonesia, 43% of endline respondents were referred/advised to 
make use of SRH services after receiving SRHR information or education, 
from 34% at baseline and 39% at midline, suggesting a slight increase over 
time. However, 20% of young people who had never used such services 
shared that these were not available in their community at endline. This 
is in line with the increase in unmet need for SRH services. Moreover, 40% 
of young people shared that they did not feel confident in accessing SRH 
services. In Ethiopia, Ghana and Malawi, there does not seem to be a high 
level of unmet need for contraception among respondents.

In Ghana, Ethiopia, Malawi and Uganda, the quality of SRH services appears 
to have increased over time. In Malawi, two thirds of those who used the 
service indicated that the quality was excellent; a substantial positive shift 

over time. In Uganda, 85% of respondents at endline perceived services to 
be of good or excellent quality in both the intervention and control areas. 
However, problems such as lack of medical supplies and a lack of capacity 
were still reported by interviewees, which impacted the quality of SRH 
services for young people and also their ability to access them.

“Personally, I see they [healthcare workers] are responsible because, 
if you have arrived, they handle you well and do their job as needed. 
They carry you as a human being.” (FGD, Female 18-24 years, Uganda) 

In Kenya, there was little change reported in the quality of services. 
It should be noted that there is only one youth friendly centre in the 
intervention area – operated by one of the Alliance partners -  that provides 
SRH information and services to young people. This youth friendly centre 
was well-known among young people for its youth friendly health services, 
but other health facilities were found to be less friendly to young people.

Table 3 Outcome indicators for Outcome 4 

OUTCOME 4 
INDICATORS ETH GHA MAL IND KEN* UG*

% at endline % trend % trend % trend % trend % trend % trend

% of young people who report ever having used SRH services

59% + 81% + 96% + 30% +/- 84% (93%) - (+/-) 66% (68%) - (-)

% of young people who indicated they were referred to SRHR services last time

55% + 87% + 41% - 19% - 24% (61%) - (-) 44% (47%) +/- (+)

% of young people that did not use contraception, who indicated that they would like to use** 

70% + 49% - 91% + 16% - 13% (11%) - (-) 24% (19%) - (-)

*% from the intervention sites, (%) key indicator proportion among those young people exposed to 
the GUSO programme
**for Kenya and Uganda this is current preference use and other countries future preference use

Summary Summary
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Young people’s rights to SRH and access to SRHR information, education 
and services must be supported in their homes, schools, communities, 
health clinics and by their governments. This means changing mindsets, 
cultural norms and demonstrating the importance of young people’s 
SRHR.	 GUSO	 influenced	 these	 actors	 to	 support	 and	 prioritise	 young	
people’s SRHR by policy Advocacy (5a) and by awareness raising 
activities and campaigns (5b)

Despite shrinking space for civil society, the growing conservative 
climate regarding SRHR and the Covid-19 pandemic, it can be concluded 
that progress was made towards implementation of SRHR policies and 
legislation. In notable cases, the Alliances were able to contribute to the 
implementation of legislation increasing access to CSE and youth-friendly 
SRHR services. GUSO’s advocacy was predominantly aimed at changing 
government, school and health administrations and other decision 
makers’ policies, structures and practices. 

The external evaluation also gives insight as to which community 
stakeholders were key for young people when it came to exercising their 
SRHR, and the social support that young people reported for discussing 
SRHR issues and accessing related services. Positive trends were seen for 
most stakeholders over time. The levels of support and understanding 
vary greatly per context, however, young people mostly report feeling 
supported and understood by peers and romantic partners, and to a lesser 
extent, health workers and parents.  

In many countries, religious and community leaders are seen as both 
allies and opponents. Alliances successfully facilitated multi-stakeholder 
discussions and meetings at district and community level, bringing 
together all relevant stakeholders that do not usually meet and exchange 
views, ranging from district government (both technical and political 
arms), local and youth councillors, young people, school and health centres 
management, teachers, religious leaders, parents, and justice actors. This 
led to the following key lessons: 

—  Continue to leverage partners’ expertise in working on young people’s 
SRHR in communities in advocacy towards community and religious 
leaders, parents, teachers, school and local/district health centres 
management/officials. However, advocacy at local level was not always 
aligned with national level advocacy. 

—  Applying youth-led social accountability was a successful bottom-up 
advocacy approach. 

—  The double role of the Alliances as technical partners of the government 
and as advocates was a successful example of how advocacy and 
programme implementation can go hand-in-hand. Continue to 
apply the successful approach of establishing and joining Advisory 
Committees and Technical Working Groups led by the government for 
successful programming and advocacy. 

OUTCOME 5
IMPROVED SOCIOCULTURAL, POLITICAL AND LEGAL ENVIRONMENT 

Summary Summary
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in social accountability activities (Malawi, Ghana, Uganda). The Alliances 
also supported key influencers in the community who became champions 
for SRHR of young people. The Alliances have a respected presence in the 
communities, and demonstrate the boldness to address young people’s 
SRHR in communities in which traditional and cultural views and practices 
often hamper SRHR.

The harvested outcomes show successes in gaining support of district/
county governments, school and health administrations, traditional and 
religious leaders, media, teachers and parents. Government budget 
was allocated for youth-friendly SRHR services in Kenya and Ethiopia. 
Government-led coordination bodies for the oversight of youth-friendly 
services were established in Ghana, Uganda and Ethiopia. In Ethiopia, in 
Addis Ababa, the Alliance enabled improved safe abortion services for 
young women through the public and private health systems. Alliances 
contributed to increased access to CSE for young people through 
government and school administrations’ commitments to develop CSE 
curricula (Pakistan, Ghana and Indonesia); allocate time and budget 
(Indonesia, Ghana and Uganda); implement the GUSO programme in 
schools (Pakistan); train teachers on the national CSE framework (Uganda); 
implement school inspection tools (Uganda); and create safe spaces 
in schools (Pakistan and Uganda). Governments see GUSO partners as 
technical partners in the development of CSE curricula. Mainstreaming 
CSE in school curricula with government buy-in not only has the potential 
of reaching thousands of youth, it also contributes to the sustainability of 
GUSO’s efforts. It is evident that most Alliances have become a respectable 
partner in the communities, demonstrated by the good relationships 
with district/county/provincial government structures, and the successful 
advocacy for revitalising some of these structures and the inclusion of 
young people as members.

These achievements will likely be sustained beyond GUSO, contributing to 
many more young people being able to get the necessary information and 
services related to their SRHR in the future.

While the countries faced opposition at national level, the endline shows 
some progress with respect to support at the local (implementation) level. 
The Alliances empowered young people to raise their concerns and asks 

And the following key recommendations:

M  Align Advocacy across levels 
  Build advocacy connections across levels: community – district 

– national, for better alignment between national policies and 
implementation at district/community level and to help mitigate 
possible backlash to government initiatives and policies coming 
from conservative views at community level.  

N  Continue to invest in youth-led social accountability 
  Expand youth-led social accountability to improve quality of 

SRH services and Comprehensive Sexuality Education in future 
programmes as a bottom-up advocacy approach, while at the same 
time putting young people upfront.

Summary

“I am the living 
proof of how young

people can be 
empowered when 
they are trusted 
with leadership”
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In Indonesia, young people felt most understood and supported by their 
teachers and parents, although they felt less understood by teachers 
over time. Overall young people feel less supported/understood by 
traditional/community chiefs, local political leaders, and religious leaders. 
In Ghana and Malawi, it is notable that, while remaining lower overall, the 
proportions reporting positive feelings in relation to authority figures of this 
kind were among the largest increases over time. This could indicate the 
effectiveness of current efforts to engage authority figures in improving 
young people’s SRHR through Social Accountability although there is 
clearly scope to enhance this further. In Indonesia, on the other hand, 
young people found religious leaders to be much less supportive, easy to 
talk to and understood by over time, with about 25% point decrease.

The endline evaluation of the Get Up, Speak Out (GUSO) programme 
shows that, despite the Covid-19 pandemic, great progress was 
made towards the outcomes of the GUSO Theory of Change. 
Building on the successes of UFBR and ASK, GUSO continued to 
drive better SRHR for young people while critically engaging them 
in the programme and processes. Moreover, it shows promising, 
though mixed, results towards the long-term objective to empower 
young people to realise their SRHR. The evaluation also highlights 
that results vary between countries and that future programmes 
should continue to implement a Multi-Component Approach, 
including a broadened scope on social norm change and expanding 
policy advocacy to enhance sustainable change. 

SummarySummary
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“Working in Alliances allows us to pool our expertise and networks 
and create greater impact.” 
This report reflects on progress made and summarises the findings of the 
final evaluation in all GUSO programme countries. This chapter describes 
the country contexts in which the programme was implemented, the 
Theory of Change and the Methodology used for the endline evaluation.

COUNTRY	AND	PROGRAMME	CONTEXT
Young people’s SRHR is not only influenced by their direct environment 
but also by the national and global context. During the five years of GUSO, 
conservatism was on the rise around the world. At the international level, 
the election of President Trump in the United States and the growing 
support for right-wing populists in Europe and across regions made 
discussions about SRHR challenging and legitimised conservative 
discourses. In particular, the reinstatement and expansion of the  Mexico 
City Policy (i.e. Global Gag Rule)2 by the Trump administration in early 
2017, created a more restrictive environment towards SRHR, women’s 
rights and international development cooperation. Many partners were 
forced to decide between losing funding or choosing not to work on 
abortion-related issues. The growing influence of conservative groups and 

2   The Global Gag Rule prohibits foreign nongovernmental organisations (NGOs) who receive U.S. 
global health assistance from providing legal abortion services or referrals, while also barring 
advocacy for abortion law reform—even if it’s done with the NGO’s own, non-U.S. funds. The policy 
allows access to abortion only in cases of rape, incest, or when a woman’s life is at risk.

INTRODUCTION 
Get Up, Speak Out for Youth Rights! was an international youth SRHR 
programme funded by the Dutch Ministry of Foreign Affairs between 2016-
2020 in seven countries in Africa and Asia. The programme worked to empower 
young people, especially girls and young women, to realise their SRHR and 
create positive mindsets towards young people’s sexuality in the places where 
they live. To achieve this, the programme combined the provision of SRHR 
information and education, improving access to quality, youth-friendly SRH 
services and creating an enabling and supportive environment. 

Get Up Speak Out (GUSO) was developed and implemented by Rutgers, 
Aidsfonds, CHOICE for Youth and Sexuality, dance4life, International 
Planned Parenthood Federation (IPPF) and Simavi (the NL/UK consortium), 
in partnership with their partners in programme countries; namely, Ethiopia, 
Ghana, Indonesia, Kenya, Malawi, Pakistan and Uganda. The programme 
was financed by the Dutch Ministry of Foreign Affairs (MoFA) under the 
sexual and reproductive health and rights (SRHR) Partnership Fund.

The GUSO programme addressed the restrictions at community, societal, 
institutional and political levels which hinder young people’s access to 
comprehensive SRHR education and services that match their needs, and 
ability to make their own informed SRHR decisions, and which prevent 
young people from claiming their sexual rights and right to participation. The 
ambition was to create country ownership for SRHR interventions under the 
lead of a country SRHR alliance that would  continue beyond GUSO. 

Table 4

Country Name of Alliance No of members 

Ethiopia Ethiopian GUSO Alliance 4

Ghana Ghana SRHR Alliance for Young 
People (GH Alliance) 7

Indonesia One Vision Alliance (ASV) 20

Kenya Sexual Reproductive Health and 
Rights (SRHR) Alliance - Kenya 17

Malawi Malawi SRHR Alliance 6

Pakistan Utho Bolo Alliance 3

Uganda Sexual and Reproductive Health 
and Rights (SRHR) Alliance Uganda 8

Pakistan

Indonesia

Malawi

Uganda

Ethiopia

Ghana
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At the national level, while the sociological and political contexts in 
which GUSO has been implemented varied by country, most of them 
face restricting conditions, of different kinds, that have challenged the 
implementation of the GUSO programme.

Ethiopia
In Ethiopia, 52.7% of the population is below the age of 18 years.3 Knowledge 
of contraception is almost universal. Thirty-six (36%) of currently married 
women (15-49 years) and 58% of sexually active unmarried women (15-
49 years) use contraception, with almost all using a modern method. 
Among younger women, contraceptive use is lower: only 7.5% of 
women aged 15-19 use any contraceptive method. While most people 
in Ethiopia have heard about HIV and AIDS, comprehensive knowledge4 
of HIV/AIDS is low, especially among women: 20% of women and 38% 
of men aged 15-49 have low knowledge on HIV/AIDS. Comprehensive 
knowledge of HIV/AIDS is slightly higher among women aged 15-24 
years. Nonetheless, adolescents have little awareness of SRHR and lack 
adequate access to SRH information and services.5 Ethiopia ranks low 

3  DHS Ethiopia (2016): https://www.dhsprogram.com/pubs/pdf/FR328/FR328.pdf

4	 		Comprehensive	knowledge	about	HIV/AIDS	is	defined	as	(1)	knowing	that	both	condom	use	and	
limiting sex partners to one uninfected partner are HIV prevention methods, (2) being aware that a 
healthy-looking person can have HIV, and (3) rejecting the two most common local misconceptions 
in Ethiopia—that HIV can be transmitted through mosquito bites and by supernatural means.

5	 		Pathfinder	International	(2012)		Bringing	Youth	friendly	services	to	scale	in	Ethiopia	http://
www2.pathfinder.org/site/DocServer/Bringing_YouthFriendly_Services_to_Scale_in_Ethiopia.
pdf?docID=19921

leadership made progressive international agreements on SRHR harder to 
reach in UN processes, making it harder to hold governments accountable 
for SRHR. The final year of the programme, 2020, was overshadowed by 
the Covid-19 pandemic.

Covid-19

The Covid-19 pandemic during 2020 posed several challenges to 
GUSO in the implementation countries. Responses made by the 
government, such as lockdowns and restrictions to mobility, and the 
impact on national economies, had a negative impact on access to 
sexual and reproductive health services (including CSE in schools, 
delivery of contraceptives and abortion) and increased young people’s 
vulnerability to gender-based violence (GBV), teenage pregnancy, 
school attendance, and mental health issues. This also caused 
postponements to programme activities on the ground and required 
the adaptation of work plans, targets and budget allocation. 

GUSO consortium efforts to generate evidence on the impact of 
Covid-19 in SRHR of young people and the flexibility and support showed 
by GUSO consortium members have been critical to enabling the 
programme’s adaptability at country level. The pandemic also affected 
the evaluation itself, and required the approaches and planning to 
be adapted. In Pakistan, it was not possible to conduct the external 
evaluation at all (Part A of this report) however data were gathered for 
Part B. The impact on programme activities potentially affected the 
endline findings.

At the same time, the pandemic became an opportunity for GUSO 
to advocate for SRHR as an essential service in the national Covid-19 
response, thus partnering with government, civil society and 
development organisations in the design and implementation of 
awareness raising activities and campaigns and the dissemination of 
available resources and services. The pandemic also allowed consortium 
and national partners to explore a range of mitigation and resilience 
building measures, such as shifting activities to online platforms (e.g. 
online CSE and digital health and self-care). However, these methods 
and channels have not worked in all cases, especially in areas with poor 
connectivity and when dealing with stakeholders and community 
members who still require direct meetings or face-to-face contact.

More insights about the impact of Covid-19 at country level are shared 
throughout the report and in the Country Evaluation reports, which 
can be found at getupspeakout.org/

11.682
Young people reached with SRHR 

information & education

39%
Young people meaningfully 

participating in decision-
making processes 

694.042
SRH services provided to 

young people

1M
People reached by campaigns 

and (social) media
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women (15-24 years old) have comprehensive knowledge about HIV/AIDS 
and HIV prevalence among women aged 15-49 is 2.8%. The prevalence of 
child marriage among girls is relatively high (28.9%)10 especially compared 
to boys (3.5%).11 The teenage pregnancy prevalence of 14% is not among 
the highest in the world, but large regional differences are visible where 
GUSO was implemented (36% in Northern Region and 27% in Upper 
East Region).12 The country ranks 135 on the gender inequality index.13  

 
On the whole, Ghana has a progressive SRHR policy environment and 
space is growing for prioritising and promoting young people’s SRHR 
issues. Ahead of elections in December 2020, political parties started to 
include SRHR considerations in their platforms (related to policies in the 
areas of health, education and youth). However, in 2019, provision of CSE to 
young people met with a public backlash from some sections of society, 
which negatively impacted the Alliance’s CSE activities14 and resulted in the 
Ministry of Education’s decision to withdraw the National CSE Guidelines. 
Now, provision of CSE in schools remains shrouded in confusion as there is 
no policy direction from government. 

10	 	%	women/men	age	15-49	who	were	first	married	by	age	of	18.
11  DHS Ghana (2014): https://dhsprogram.com/pubs/pdf/FR307/FR307.pdf
12  DHS Ghana (2014): https://dhsprogram.com/pubs/pdf/FR307/FR307.pdf

13  UNDP (2019) Gender Inequality Index: http://hdr.undp.org/en/composite/GII

14  GUSO Annual Report 2019, page 10-11. 

on the gender inequality index (125 out of 189).6 The percentage of child 
marriage is among the highest of the world and the median age at 
first marriage for women aged 25-49 is 17.1 years.7 Twelve percent (12%) 
of women aged 15-19 are either already mothers or are pregnant with 
their first child. Female genital mutilation/cutting (FGM/C) is also highly 
prevalent, with 65% of women aged 15-49 having been circumcised.  
 
One of the major challenges that influenced implementation in Ethiopia 
was the 2009 Charities and Societies Proclamation, which restricted 
advocacy activities of civil society organisations (CSOs). This law was revised 
in 2018, with active participation and consultation of CSOs, and the new 
Civil Society law expanded space for civil society to promote human rights 
and engage in advocacy. Over the years, GUSO had to combat widespread 
opposition to the dissemination of SRHR information and education from 
key stakeholders, including government ministries, such as the Ministry 
of Education (MoE) which prohibited the inclusion of Comprehensive 
Sexuality Education (CSE) in the formal school curricula. This has begun 
to change, and renaming CSE as “Education for Health and Wellbeing” 
made it more acceptable to the government and created opportunities 
to advocate for the inclusion of sex education in the curriculum. However, 
conservative values and norms at the community level continue to impede 
Sexual and Reproductive Health (SRH) issues from being openly discussed. 
Furthermore, 2020 saw increasing political instability which, together with 
the Covid-19 pandemic, diverted government attention to more pressing 
issues of peace, security and the pandemic response. 

In this context, the GUSO programme was implemented by the 
Ethiopia GUSO Alliance consisting of four implementing organisations: 
Development Expertise Centre (DEC), Family Guidance Association of 
Ethiopia (FGAE), Talent Youth Association (TAYA) and Youth Network for 
Sustainable Development (YNSD). The programme was implemented in 
three sub-cities of Addis Ababa (Akaki-Kaliti, Bole, and Kirkos).

Ghana
Young people between the ages of 10 and 24 constitute 31% of Ghana’s 
population. Regardless of their marital status, 99% of women and men 
in Ghana have knowledge about at least one contraceptive method, so 
this knowledge is almost universal. However, contraception use is much 
lower; for young unmarried sexually active girls (15-19 years old) it is 43.7%, 
and hen married, this percentage is only 18.6%.8 Young women aged 15-19 
have the highest unmet need for family planning (51%).9 Only 20% of young 

6  UNDP (2019) Gender Inequality Index: http://hdr.undp.org/en/composite/GII

7  DHS Ethiopia (2016): http://dhsprogram.com/pubs/pdf/FR328/FR328.pdf

8  DHS Ghana (2014): https://dhsprogram.com/pubs/pdf/FR307/FR307.pdf

9  % of currently married women aged 15-19.
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KEY LEARNINGS:
  Reproductive health educators are more likely to be positive towards 

SRHR if they have seen or experienced violations of sexual rights, have 
had positive experiences related to sexuality, have received repeat train-
ings on sexuality and reproductive health rights that helps question neg-
ative socio-cultural norms on gender and sexuality, or are surrounded by 
other gender-sensitive and rights affirming persons.

  Young people are interested in having education on their Sexual and Re-
productive Health, particularly on their sexuality and healthy relationships.

  Young people see that using scorecards has improved the quality of SRH 
services. During the scorecard process, health workers speak directly 
with young people and learn to stand in their shoes. When they under-
stand the challenges young people face, they are motivated to improve 
their performance.

  Facebook Live is a key channel to provide young people in Ghana with a 
needed platform to discuss key SRHR issues and obtain feedback from 
reliable sources during situations such as Covid-19.

  Social media platforms, especially Twitter, are useful for SRHR advocacy, 
even during Covid-19, by targeting the accounts of key stakeholders and 
key media channels to project the SRHR causes for which young people 
are advocating.2

GUSO has the overall objective 
of improving young people’s 
SRHR, through the provision of 
SRHR information and educa-
tion, increasing the uptake of 
quality and youth- friendly SRH 
services and creating an enabling 
and supportive environment. 

MEET THE GHANA   
SRHR ALLIANCE
Young people are supported with reproductive health education 
and youth-friendly services through the Ghana SRHR Alliance 
for Young People. The Alliance advocates to increase young 
people’s access to right-based, gender-sensitive and youth 
friendly sexual and reproductive health (SRH) services in 
Ghana, building consensus and partnership by convening 
relevant stakeholders for policy discussions and actions.

To strengthen the Alliance and support sustainability, they focus 
on attaining their shared ambition, financial sustainability, 
visibility and favourable reputation and open culture. They are 
the national alliance focused on young people’s SRHR.

The Alliance has been exploring sex-positive approches to 
sexuality education, the impact of COVID-19 on young people’s 
SRHR, and how youth-led accountability can improve SRH 
services for young people. By using social accountability 
scorecards and talking openly with health workers, young 
people have gained the confidence to demand quality 
SRH services and become empowered as SRHR advocates. 
Health centres have even expanded their opening hours to 
make it easier for young people to visit.

Before I joined GUSO, I had very little 
information about my SRHR rights and 
my head was filled with misconceptions 
and myths, for instance I viewed Young 
People who accessed abortion services 
as wayward people. I never felt comfort-
able to discuss anything about sexuality 
because I thought  it was wrong and 
unacceptable. But after being trained by 
the GUSO project I have realized the 
importance of SRHR education.

We stand, 
we speak, 
we live our 

rights!
Winning motto of Ghana by 

Max Ayamber

To read more about 
research and learnings 
from the Alliance scan 
this QR code

125.374
Young people reached with SRHR 

information & education
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Young people meaningfully 

participating in decision-
making processes 
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young people
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It was in this context that 10 organisations from the Aliansi Satu Visi (ASV) 
implemented the GUSO programme in five districts across the country: 
Lampung (Sumatra), Jakarta and Semarang (Java), Bali and Kupang (East 
Nusa Tenggara). The Aliansi Satu Visi is the only alliance in Indonesia that 
focuses on SRHR. The 10 implementing partners are Instituta Hak Asasi 
Perempuan (IHAP), Rutgers WPF Indonesia, IPPA Bali, IPPA Lampung, 
IPPA Central Java, IPPA DKI Jakarta, Palang Merah Indonesia East Jakarta, 
Yayasan Pelita Ilmu and Ardhanary Institute.

The Ghana SRHR Alliance for Young People is the national alliance of 
actors focused on young people’s SRHR. The GH Alliance consists of 
seven organisations working in the area of SRHR for young people in 
Ghana: Planned Parenthood Association of Ghana (PPAG), Hope for Future 
Generations (HFFG), Savanna Signatures, NORSAAC, Presbyterian Health 
Services-North (PHS-N), Theatre for Social Change and Curious Minds. 
The programme was implemented in six districts in the Northern, North 
East and Upper East regions (Tamale Metro, Sagnerigu, Gushegu, East 
Mamprusi, Bolgatanga Municipal and Talensi district). 

Indonesia
Indonesia’s population is relatively young, with those aged 10-24 years 
making up approximately 24.6% of the population.15 Among married 
women (15-49 years), 57.2% are using a modern form of contraception. 
Adolescents’ knowledge on SRHR is low and only 15% of women aged 15-24 
years old have comprehensive knowledge about HIV/AIDS. The prevalence 
of teenage pregnancy in Indonesia is 7% and the median age at first birth 
among women aged 25-49 is 22.4 years.16 FGM/C is widely practiced and 
its prevalence rate is 49%.17 Overall, Indonesia ranks 121 out of 189 countries 
on the Gender Inequality Index (2019).18 

Conservatism seems to be growing at the national level, whereas at the 
local/district level the environment is generally more supportive of SRH 
programmes. The national elections in 2019 created political unrest 
that affected SRHR advocacy, following an attempt to pass restrictive 
SRHR policies and laws. Overall, the political environment became more 
conducive for SRHR, especially for implementation of CSE in schools, 
following the elections. However, challenges continue. Since 2017, civil 
society has advocated for the Elimination of Sexual Violence bill, which 
would enforce harsher punishments for perpetrators of Sexual and Gender-
Based Violence (SGBV) and provide greater protections for victims. Due 
to pressure from the opposition, in particular Islamic political parties, this 
bill failed to pass in 2018 and 2019, but was finally included in the national 
legislative priority list for 2021. Members of the House of Representatives 
also tried to pass a bill that would limit access to SRH information and 
services for adolescents and young people, and potentially criminalise 
LGBTQI people or practices.19 Furthermore, towards the end of 2020, the 
government co-sponsored the anti-abortion convention rolled out by the 
US government (the Geneva Consensus Declaration).20 

15  DHS Indonesia (2017):  https://www.dhsprogram.com/pubs/pdf/FR342/FR342.pdf
16  DHS Indonesia (2017):  https://www.dhsprogram.com/pubs/pdf/FR342/FR342.pdf
17  https://data.unicef.org/topic/child-protection/female-genital-mutilation/
18  UNDP (2019) Gender Inequality Index: http://hdr.undp.org/en/composite/GII
19  GUSO Annual Report 2019, page 11
20   https://www.theguardian.com/world/2020/oct/22/us-trump-administration-signs-anti-abortion-

declaration
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KEY LEARNINGS:

  The Alliance has been strong and fearless in supporting its cause. The Alliance’s 
strength lies in its capacity to mobilize public support around sensitive issues, 
backed by years of experience working with diverse vulnerable groups.  

  Creating a social movement requires a commitment to a shared vision 
and a collaborative spirit among members, as well as strong partnership 
with like-minded Alliances and networks.

  Multi-stakeholder fora (of local stakeholders, religious leaders, community 
leaders, journalists etc) are a prerequisite for building support for youth 
SRHR information and services. 

  Young people represent 80% of the programme managers in the Indone-
sia GUSO programme. This is possible when they are equipped with skills 
and knowledge, and given the trust and power to carry out this role.

  In-school comprehensive sexuality education has enormous potential for 
addressing much of the adversity girls and boys in Indonesia face - such as 
bullying and sexual harassment and feeling guilty and insecure about their 
developing bodies - and also contributes to more equal gender attitudes.2

GUSO has the overall objective 
of improving young people’s 
SRHR, through the provision of 
SRHR information and educa-
tion, increasing the uptake of 
quality and youth- friendly SRH 
services and creating an enabling 
and supportive environment. 

MEET THE INDONESIA    
SRHR ALLIANCE
Young people in Indonesia from different backgrounds are 
empowered to claim their right to sexual and reproductive 
health, thanks to the One Vision Alliance. The One Vision 
Alliance works to fulfil the SRHR of women, young people 
and marginalized groups. They focus on the provision of and 
advocacy for Comprehensive Sexuality Education (CSE), SRH 
services, and services responding to sexual and gender-based 
violence. The Alliance implements the GUSO programme in 
5 cities: Bandar Lampung, Jakarta, Semarang, Denpasar and 
Kupang.

The Alliance has made significant advances under GUSO, 
working with 128 schools, 85 communities and a network 
of more than 440 educators to integrate CSE so that young 
people receive the SRHR information they need. The Alli-
ance created a network of Youth Journalists on SRHR and has 
supported more than 360 youth-led campaigns and advo-
cacy initiatives. The Alliance contributed to the adoption of 
the CSE guidelines for young people with disabilities by the 
Ministry of Education, and worked with the Ministry of Health 
to achieve the adoption of a community-based youth friendly 
services model. This is a major step forward for young people’s 
SRHR!

This is the only alliance in Indonesia that focuses on SRHR, 
bringing the voices of women and young people to public 
attention. Working together in partnership helps the Alliance 
address the sensitivity, complexity and magnitude of SRHR in 
this culturally and religiously diverse country. Dealing with op-
position to SRHR is a constant challenge, and it was a central 
focus during the programme. Opposition encountered from 
conservative groups demonstrated the Alliance’s collective 
strength, collaborative spirit and commitment.

Young people, when they get the chance 
to gain important knowledge & skills, 
become empowered to make their youth 
a strength… to build a better today, and 
a better future.

Youth is 
more, youth 

is power!
Winning motto of Indonesia 

by Wulan

To read more about 
research and learnings 
from the Alliance scan 
this QR code

215.139
Young people reached with SRHR 

information & education

42%
Young people meaningfully 

participating in decision-
making processes 

209.627
SRH services provided to 

young people

14,4 M
People reached by campaigns 

and (social) media
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begun child bearing. The percentage of women married by age 15 appears 
to be declining. 21% of women aged 15-49 have been circumcised in Kenya.25  

GUSO’s first years saw a supportive environment for SRHR, with the 
development and launch of SRHR documents including the National 
Guidelines on Youth Friendly Services, National Adolescent Sexual 
Reproductive Health Policy and the National School Health Policy, all 
of which have been instrumental over the years in bringing adolescent 
SRHR issues into the mainstream of health and development. In 2017, 
the President signed the Health Act into law, which established a unified 
health system and stated the fundamental duty of the state to provide 
men and women of reproductive age access to reproductive health 
services including family planning services. In 2019, the High Court ruled 
to restore the standards and guidelines for comprehensive reproductive 
health, including abortion, and found that the Ministry of Health (MoH) had 
violated the rights of Kenyan women and girls by arbitrarily withdrawing 
the guidelines in 2013. In addition, a journey that started in 2016 by human 
rights organisations and SRHR stakeholders to repeal section 162 of the 
penal code that criminalises consensual sexual conduct between two 
adults of the same sex ended in May 2019 when the High Court refused 
an order to declare it unconstitutional. Furthermore, the Health Care Bill 
2019 was rejected by the Senate who argued that it normalised abortion 
on demand, contrary to the Kenyan constitution. In 2020, the MoH revised 
the National Reproductive Health Policy and implementation framework, 
which fails to recognise abortion as a cause for maternal mortality. Finally, 
in November 2020, Kenya was among 16 African countries to sign the 
Geneva Consensus Declaration brought by the United States, thereby 
undermining regional and international frameworks that promote access 
to SRHR.

In this context, the SRHR Alliance Kenya implemented GUSO in 6 counties 
with some of the poorest SRHR indicators, namely Nairobi, Kisumu, 
Kakamega, Siaya, Homabay and Bungoma. The 10 member organisations 
are Africa Alive!, ADS Nyanza, Centre for the Study of Adolescence (CSA), 
Family Health Options Kenya (FHOK), GLUK-TICH, KMET, AYAREP, Nairobits 
Trust, NAYA Kenya and WOFAK.

25  Ibid

Kenya
In Kenya, young people face poor reproductive health outcomes. Young 
people aged 10-25 constitute 28% of the population21 and more recent 
figures show that 24% (9.2 million) of the total population is aged between 
10 and 19 years. They are highly vulnerable for SRHR-related problems such 
as HIV, sexually transmitted infections (STIs), teenage pregnancies, unsafe 
abortions and SGBV. Among married young women (15-19 years), only 40% 
use any form of contraception, and 50% when they are sexually active and 
unmarried. These percentages increase among young women aged 20-24 
with 53.5% for married women and 70% for sexually active and unmarried 
women.22 STIs, including HIV, are common among young people. 
Approximately 29% of new HIV infections are among young people, with 21% 
occurring among young women aged 15-24.23 Regarding knowledge about 
HIV and AIDS, 54% of young women and 64% of young men (15-24 years) 
have comprehensive knowledge.24 The prevalence of teenage pregnancy is 
high in Kenya; the Kenya Demographic and Health Survey found that 40% 
of 19-year-old girls, 26% of 18-year-olds and 15% of 17-year-olds had already 

21   KNBS (2010). Kenya Democratic and Health Survey 2008-2009. Calverton, Maryland, Kenya National 
Bureau of Statistics (KNBS) and ICF Macro.

22   KNBS (2015). Kenya Democratic and Health Survey 2014. Calverton, Maryland, Kenya National 
Bureau of Statistics (KNBS) and ICF Macro.

23   National Aids Control Council (2015). Kenya’s fast track plan to end HIV and AIDS among 
adolescents and young people. http://www.lvcthealth.org/online-library?format=raw&task=downl
oad&fid=55

24  KNBS (2010). Kenya Democratic and Health Survey 2008-2009
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KEY LEARNINGS:

-  Sexuality educators are more likely to be sex-positive if they have seen 
or experience violations of sexual rights, have had positive experienc-
es related to sexuality, have received repeat trainings on sexuality and 
sexual rights that helps question sociocultural norms on gender and 
sexuality, or are surrounded by other sex-positive, gender-sensitive, 
rights affirming persons.

   It is important for adults in Youth-Adult Partnerships to find the balance 
between giving input to youth and stepping back to allow them to take 
the lead: Negotiate boundaries and then give space for young people to 
be in charge!

  A Gender Transformative Approach can be used to trigger health workers 
to have more positive attitudes to young people’s SRHR and provide bet-
ter services. Policy makers should be engaged to make it a part of training 
for health professionals.

To read more about 
research and learnings 
from the Alliance scan 
this QR code.

2

GUSO has the overall objective 
of improving young people’s 
SRHR, through the provision of 
SRHR information and educa-
tion, increasing the uptake of 
quality and youth- friendly SRH 
services and creating an enabling 
and supportive environment. 

MEET THE KENYAN   
SRHR ALLIANCE
Ensuring that young people enjoy their SRHR and are able 
to meaningfully participate in the SRHR planning and 
implementation process at the community, sub-county, 
county and national levels is the specific focus of the Kenya 
SRHR Alliance in GUSO. In Kenya, 10 member organizations 
within the Kenya SRHR Alliance are implementing GUSO in 
Bungoma, Homabay, Kakamega, Kisumu, Nairobi and Siaya. 
The Alliance priorities are to create an enabling environment 
for sexual and reproductive health and rights (SRHR) for 
young people and marginalized groups, as well as to provide 
Comprehensive Sexuality Education (CSE) and SRHR information, 
services and commodities through advocacy in regional, 
national and county level spaces.

The Alliance is immensely proud of the meaningful 
participation of young people by all Alliance partners, with 
80% of the partners having youth representation in their 
highest decision making bodies. The Alliance has built close 
relationships with the Government and key ministries, as well as 
with other NGOS, UN bodies, academia and the private sector. 

It hasn’t all been easy. The Alliance has faced challenges along 
the way, with continued attacks from opposition groups in 
Kenya who are against ‘sensitive’ topics such as safe abortion, 
sexual diversities and Comprehensive Sexuality Education. 
The Alliance has gathered insights on a number of topics to 
enhance their work, exploring the use of a Gender Transformative 
Approach to train health workers and improve young people’s 
SRHR, sex-positive approaches to Comprehensive Sexuality 
Education, as well as the effects of Covid-19 on young people’s 
SRHR. It also examined youth participation in SRHR advocacy 
and the value of Youth-Adult partnerships.

I have been empowered to use my voice 
to fight for my rights. The right to 
information and access to reproductive 
health services.  

Your Voice, 
Your power, 
Your right!

Winning motto of Kenya
 by Alvin Mwangi

617.160
Young people reached with SRHR 

information & education

45%
Young people meaningfully 

participating in decision-
making processes 

3,15 M
SRH services provided to 

young people

22 M
People reached by campaigns 

and (social) media
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There was an explicit backlash to SRHR from the public in 2017, influenced 
by the Catholic Church, discouraging condom use by young people and 
family planning for unmarried youth. More positively, in 2018, the Ministry of 
Gender, Disability, Women, Children and Welfare launched the Adolescent 
Girls and Young Women National Strategy, and the government passed the 
new HIV Prevention and Management Act to ensure that all Malawians have 
access to quality HIV/AIDS services. Furthermore, although homosexuality 
is still criminalised, the government has shown interest in taking steps to 
protect LGBTQI against violence,31 and the revised Post Exposure Prophylaxis 
guideline now recognises and prioritises LGBTQI.32 There was also discussion 
in Parliament expand the legalisation of abortion. 

The GUSO programme was implemented by the Malawi SRHR Alliance, 
consisting of six organisations: Centre for Alternatives for Victimized Women 
and Children (CAVWOC), Centre for Human Rights and Rehabilitation 
(CHRR), Centre for Youth Empowerment and Civic Education (CYECE), 
Family Planning Association of Malawi (FPAM), Youth Net and Counselling 
(YONECO), and Coalition of Women Living with HIV and AIDS (COLWHA). 
GUSO was implemented in Chikwawa district and Mangochi district.

Pakistan
In Pakistan, 55% of the population is below 25 years of age. Among married 
women, 26% use a modern form of contraception and 9% use traditional 
methods. Contraception use among married women age 15-19 is low, 
where only 10% use a form of contraception. Access to SRH services 
and information for adolescents remains a challenge. In Pakistan, 39% 
of ever-married women aged 15-49 reported ever having experienced 
physical and/or emotional violence from their spouse. The prevalence 
of child marriage is high (35.2%) and a study performed in two districts 
showed that the mean age for girls married can be as low as 12 to 13 years. 
The teenage pregnancy rate is 15.2%. Pakistan ranks 135 on the Gender 
Inequality Index.33 

The overall political situation for SRHR in Pakistan remains difficult, and 
SRHR continues to be a sensitive topic to discuss openly. A nationwide 
debate led to some positive changes, such as the initiative to provide Life 
Skills Based Education (LSBE) to young people in public schools launched 
in the Sindh province. Furthermore, the Supreme Court issued a verdict 
to support Family Planning and instruction for LSBE/SRH to be included 
in the academic curriculum (with growing support from the provincial 
teachers’ association). Balochistan province was a pioneer in including 
LSBE in the academic curriculum for classes of grade 6-8 in 2018, and 
Punjab province included LSBE in the teachers’ training curriculum in 2020.  

31  Malawi SRHR Alliance Advocacy Strategy, page 9
32  Midterm Report 2018, Get Up Speak Out Programme, July 2018, project nr 28432: page 24
33  UNDP (2019) Gender Inequality Index: http://hdr.undp.org/en/composite/GII

Malawi
In Malawi, those aged 15-24 years comprise around 21% of the population, 
with a median population age of 17.4 years.26 The prevalence of child 
marriage is high, with a median age of first marriage of 18.2 years for 
women and 23 years for men (among those aged 25-49). Rates of teenage 
childbearing are also high, and 29% of women aged 15-19 have already 
begun childbearing.27 The country ranks 142 out of 189 on the Gender 
Inequality Index.28 Although progress has been made regarding access to 
SRH services, there is still a need for improvement regarding the access 
of adolescents to youth-friendly services and information.29 Only 31% have 
heard about these services and the utilisation of youth-friendly health 
services is low (13%).30

CSOs experienced shrinking space as the government pushed to implement 
a punitive new NGO bill imposing high annual affiliation fees, and attempting 
to silence CSOs through calls for undue accountability. The country held 
elections in 2019, but results were challenged and the results were nullified. 
New elections were held in June 2020, which were won by the opposition. 

26  https://www.dhsprogram.com/pubs/pdf/FR319/FR319.pdf
27  https://www.dhsprogram.com/pubs/pdf/FR319/FR319.pdf
28  UNDP (2019) Gender Inequality Index: http://hdr.undp.org/en/composite/GII
29  Ending child marriage in a generation, Ford Foundation, 2014 (p13-14,17)
30  http://www.e2aproject.org/publications-tools/pdfs/evaluation-yfhs-malawi.pdf
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KEY LEARNINGS:

–  Working with youth increases young people’s confidence and knowledge 
on SRHR, and supports them to learn from each other and build new skills. 

–  Empowered young people are able to recognize gaps in SRHR policy 
and practice and advocate for the changes they need.

–  Results Based Advocacy should be youth-led and grounded on solid 
evidence.

  Social accountability fosters respect and mutual understanding 
 between young people and health service providers. 
  Engaging in Youth-Led Social Accountability increases young people’s 

leadership skills and political engagement; It motivates them to take 
up leadership positions in their communities.

  Working with religious and cultural opposition on youth SRHR is 
 essential, especially on sensitive issues like LGBTQI, safe abortion 
 and CSE.

2

GUSO has the overall objective 
of improving young people’s 
SRHR, through the provision of 
SRHR information and educa-
tion, increasing the uptake of 
quality and youth- friendly SRH 
services and creating an enabling 
and supportive environment. 

MEET THE MALAWI 
SRHR ALLIANCE
The GUSO programme in Malawi is implemented in the districts 
of Chikwawa and Mangochi by the Malawi SRHR Alliance.

Empowering and mobilizing young people, women and 
vulnerable groups to lead advocacy and claim their sexual 
reproductive health and rights is the specific focus of 
the Malawi GUSO programme. 

Access to youth-friendly health services remains challenging 
for many, particularly in rural areas, so the Alliance supports 
youth-friendly service provision through training health 
workers and youth providers. The Alliance also advocates for 
policies that promote the SRHR of young people, women 
and vulnerable groups, including sensitive issues such as 
legal reform on safe abortion laws, sexual and gender-based 
violence, youth friendly health services and LGBTQI rights. 
The Malawi Alliance is proud that youth mobilization on 
the issue of pregnancy helped put pressure on Members 
of Parliament and contributed to the Termination of 
Pregnancy Bill coming before Parliament. 

The Alliance values partnership and fosters collaboration with 
SRHR partners and stakeholders in Malawi, from national 
and international NGOs, to key departments in the govern-
ment, including the Ministries of Gender, Youth and Health.

In the last years, important lessons have been captured on 
youth empowerment and youth-led advocacy in GUSO. Social 
accountability has helped many young people come to 
realise that they can exercise their rights as clients of SRH 
services. Now young people are engaged: while in the past 
they passively accepted whatever services they received, 
they now voice their needs, confident that they will be heard.

“My fellow Peer Educators and 
I have managed to raise aware-
ness of LGBTQI rights, which 
has lead to a gradual decrease 
in the backlash towards LGBTQI 
youth in my home town. People 
are gradually accepting us as 
human beings with rights, just 
as they are”

3

NOW I 
KNOW, 

MY BODY, 
MY RIGHT

Winning motto of Malawi by 
Mphatso Prisca Kantwanje

To read more about 
research and learnings 
from the Alliance scan 
this QR code
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Approximately 35% of girls drop out of school because of early marriage and 
23% do so because of pregnancy.38 

Knowledge of contraceptive methods is nearly universal in Uganda, 
with 99% of both women and men having heard of at least one method 
of contraception.39 However, 28% of currently married women and 32% 
of sexually active unmarried women have an unmet need for family 
planning.40 Unintended pregnancies and unsafe abortions constitute 
nearly one third of maternal deaths among young people in Uganda.41 
Young women aged 15–24 years are 2.5 times more likely to be HIV-positive 
(5%) than men of the same age (2%).42 Only 39% of those aged 15–24 years 
have comprehensive knowledge of HIV and AIDS. With regards to HIV/
AIDS, adolescent health services and HIV counselling and testing are 
offered in only 60% of facilities.43

38   Uganda Bureau of Statistics (UBOS) and ICF International Inc. (2012). Uganda Demographic and 
Health Survey 2011. Kampala, Uganda: UBOS and Calverton, Maryland: ICF International Inc.

39  UBOS (2018). Uganda Demographic and Health Survey 2016
40  Ibid
41  http://www.guttmacher.org/pubs/IB-Unintended-Pregnancy-Uganda.html
42   Ministry of Health Uganda (2012). Uganda AIDS Indicator Survey 2011. https://dhsprogram.com/

pubs/pdf/AIS10/AIS10.pdf
43   WHO (2013). Service Availability and Readiness Assessment (SARA), An Annual Monitoring System 

for Service Delivery.

In Pakistan, many national and international organisations closed due to the 
government policy to scrutinise organisations working in the development 
sector, which also resulted in withdrawal of funds for projects working on 
SRHR. Consequently, some initial partners of the Alliance had to withdraw 
in 2018, leaving only three Alliance partners. By 2020, the GUSO programme 
was being implemented by three organisations from the Utho Bolo Alliance: 
Blessing Welfare Association, Rahnuma Family Planning Association of 
Pakistan and Idara Taleem – o – Aagahi. The Utho Bolo Alliance implemented 
GUSO in Punjab, Sindh, Balochistan and Khyber Pakhtoon Khaw. 

Uganda
Over half (55%) of the population in Uganda is below the age of 18 years and 35% 
of the population is 10-24 years old.34 Among children aged 6–17 years, 38% live 
in poverty and 18% live in extreme poverty.35 Early pregnancy and childbearing 
are widespread; the Uganda Demographic Health Survey 2016 found that 25% 
of women aged 15-19 years had already begun childbearing.36 Rates are higher 
in rural areas than in urban areas; 27% of women aged 15-19 years in rural areas 
have begun childbearing, compared to 19% of young women in urban areas.37 

34   Uganda Bureau of Statistics (UBOS) (2016). The National Population and Housing Census 2014 – 
Main Report, Kampala, Uganda

35   UNICEF Uganda and Economic Policy Research Centre & Ministry of Gender, Labour and Social 
Development, Uganda (2014). ‘Situation of Child Poverty and Deprivation in Uganda’.

36   Uganda Bureau of Statistics (UBOS) and ICF. (2018). Uganda Demographic and Health Survey 2016. 
Kampala, Uganda and Rockville, Maryland, USA: UBOS and ICF

37  Ibid
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KEY LEARNINGS:

  A shared ambition and open culture helps achieve results, particularly in 
conservative settings.

  Recognition of life-skills based education as part of Academic Curriculum 
by the Supreme Court of Pakistan is a huge achievement for young 

 people’s SRHR.
 
  Collaboration between different youth-led groups strengthens their 
 advocacy for young people’s rights.

  Regular provision of life-skills based education is key to creating a safe 
environment for young people.

  Using youth-adult partnerships to engage young people ensures young 
people’s needs and priorities are addressed in a comprehensive way. 

2

GUSO has the overall objective 
of improving young people’s 
SRHR, through the provision of 
SRHR information and educa-
tion, increasing the uptake of 
quality and youth- friendly SRH 
services and creating an enabling 
and supportive environment. 

MEET THE PAKISTANI   
SRHR ALLIANCE
Young people in Pakistan are empowered to access sex-
uality education (known as Life-Skills Based Education 
in Pakistan) and SRHR services through the work of the 
Pakistan SRHR ‘Utho Bolo’ Alliance. The Pakistani SRHR 
Alliance consists of 3 organisation that complement each 
other. The Utho Bolo Alliance advocates for supportive policies 
and legislation on youth empowerment and life-skills based 
education (LSBE) and fosters an environment that empowers 
young people to access sexual and reproductive health (SRH) 
services and challenge gender norms. The Utho Bolo Alliance 
implements GUSO in Punjab, Sindh, Balochistan and Khyber 
Pakhtoon Khaw.

Their youth-centred approach to SRHR makes them stand out 
from the crowd. Despite working in a conservative environment, 
the Alliance has advanced the SRHR of young people in 
Pakistan. They participate in various advocacy spaces, such as 
Technical Working Groups with government actors, including 
the LSBE task force and the Punjab Textbook Board, and are 
proud to have successfully advocated for the inclusion of LSBE 
in the educational curriculum. 

Utho Bolo successfully engages religious and community 
leaders, and government officials, while joining hands with 
other SRHR organisations and alliances. The Alliance is well 
respected by government officials in Pakistan and their good 
reputation means the Alliance can achieve even greater impact. 
The South District Education Officer invited Alliance partners 
to begin work in schools in South Karachi, having learned 
about GUSO at an event celebrating World Aids Day in 2019. 
This was then extended to all six Karachi districts by the 
Assistant Director of Education in the government on Sindh. 
By May 2020, about 800 students had been reached with 
SRHR information in South Karachi.

When I became a Peer Educator, 
I was unaware about my rights and 
how to exercise them, but during 
the training I got the chance to 
learn about youth rights.

Live free and fly 
like a bird, raise 
your voice and let 

it be heard
Winning motto of Pakistan by 
Muhammad Farooq Faheem

To read more about 
research and learnings 
from the Alliance scan 
this QR code
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GUSO THEORY OF CHANGE
In GUSO programme countries, young people face barriers such as 
unequal gender norms, negative attitudes towards their sexuality and 
taboos about sex, particularly for unmarried girls, sexuality, menstruation 
and abortion. Unequal power relations between young people and adults, 
especially those in positions of power, make it challenging for them to 
stand up for their rights. Together with restrictive political-legal contexts 
and weak health and educational systems, these barriers negatively 
impact young people’s access to SRHR information and services, stand in 
the way of honest and open communication about sexuality, and prevent 
young people from speaking out. 

In this context, the GUSO programme’s long-term objective was: 

All young people, especially girls and young women, are empowered to 
realise their SRHR in societies with a positive attitude towards young 
people’s sexuality. 

In Uganda, two major milestones during the five years of GUSO were the 
launch of the National Sexuality Education Framework by the Ministry 
of Education and Sports, which resulted in GUSO partners being able to 
resume sexuality education in schools, and the creation of Adolescent and 
School Health Unit at the Ministry of Health, which enabled an entry point 
on young people’s SRHR issues into the Ministry and the cabinet. This unit 
initiated the process of developing the National Adolescent Health Policy. 
Moreover, the launch of the National HIV/AIDS Strategic Plan 2020/21-2024/25 
emphasised the need for SRHR/HIV integration and prioritisation of young 
people, including adolescents and young women, in the HIV response. 

The GUSO programme was implemented by the SRHR Alliance Uganda 
in four districts in the Busoga Region: Iganga, Jinga, Bugiri and Mayuge. 
Busoga has some of the worst SRH indicators in the country. The partners 
include: Centre for Health, Human Rights and Development (CEHURD); 
Family Life Education Program (FLEP); National Forum of People Living 
with HIV/AIDS Networks in Uganda (NAFOPHANU); Reach a Hand Uganda 
(RAHU); Reproductive Health Uganda (RHU); Restless Development (RD); 
Straight Talk Foundation (STF); and Uganda Network of Young People 
Living with HIV/AIDS (UNYPA). 
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The GUSO ToC was built on the successes and experiences from the ASK 
and UFBR programmes. One key learning that informed the GUSO ToC 
was to embed alliance strengthening and meaningful youth participation 
in the ToC itself (Outcomes 1 and 2). GUSO’s unique added value was the 
ability to address the multitude of factors and actors influencing young 
people’s SRHR using a multi-component approach. The combined 
expertise of the Alliance partners meant that they were able to link 
sexuality education and information, quality, youth-friendly SRH services 
and support for youth SRHR in practice, norms and policies. 

The programme was guided by a Theory of Change (ToC) of five 
interrelated outcomes that were assumed to contribute towards the long-
term objective. These interrelated outcomes were:

1.  Strengthened and sustainable in-country SRHR alliances.
  Working in an alliance and leveraging the experience of other partners 

creates synergy and maximum effectiveness when implementing 
a multi-component approach. Working in alliances enabled local 
partners to reach more young people, from different backgrounds. It 
also gave a strong voice to alliance members to limit the influence of 
opposition on SRHR and made them more agile to adapt programme 
activities in times of crisis like Covid-19. 

2. Empowered young people voice their rights.
  Young people must be engaged in decisions which affect their lives. 

Empowered young people can claim their rights and play a meaningful 
role in designing and implementing innovative and relevant SRHR 
interventions. Meaningful Youth Participation (MYP) was embraced as 
a strategy to ensure young people gained structural representation 
at the organisational and alliance levels; joined programming, policy, 
advocacy, and evaluation efforts; and acted as vital change agents in 
their local and national communities. 

3. Increased use of SRHR information and education.
  Young people who have the skills and knowledge to make safe and 

informed decisions on SRHR, are better prepared to prevent sexual 
health issues, go to health services when needed, and have safe, 
equal and pleasurable (sexual) relationships. GUSO provided SRHR 
information and education in and out of schools in order to ensure 
that young people had the information they needed.

4. Increased use of youth-friendly SRH services.
  Access for young people to quality SRHR services that respond to 

their needs and rights is essential to improve SRHR. GUSO helped 
meet young people’s needs by improving access to quality and 
comprehensive SRHR services, including HIV-testing and safe abortion. 
GUSO improved services available in public and private health centres, 
and in some cases providing services themselves.

5. Improved socio-cultural, political and legal environment for SRHR.
  Young people’s rights to SRH and access to SRHR information, 

education and services must be supported in their homes, schools, 
communities, health clinics and by their governments. This means 
changing mindsets, cultural norms and demonstrating the importance 
of young people’s SRHR. GUSO influenced these actors to support and 
prioritise young people’s SRHR.
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More extensive comparative studies were conducted in Kenya and 
Uganda, comprising a qualitative and quantitative component. 
Quantitative data was collected using the same questionnaire as the 
performance studies, with some additional questions on young people’s 
opinions and experiences regarding SRHR in order to evaluate progress 
on the programme’s long-term objective. Data was collected in one of the 
programme implementation areas and a control area. The quantitative 
data was triangulated with qualitative research in the intervention areas. 
The qualitative research consisted of focus group discussions (FGDs) 
and interviews with young girls and boys, parents and caregivers, health 
workers, NGO staff and other relevant stakeholders. For the comparative 
studies, data collection only took place at baseline and endline, so endline 
data was compared to baseline data to evaluate progress. 

PART B: INTERNAL PROCESS EVALUATION

1. A mixed method approach for outcomes 1, 2 and 5a (all countries).

Outcomes 1, 2 and 5a were evaluated internally using quantitative and 
qualitative approaches. For Outcomes 1 and 2, data was gathered through 
surveys, workshops and FGDs (Outcome 2 only) in 2019 and 2020. Results 
were compared with baseline data and workshops that were conducted in 
2017. An Outcome Harvest pilot was used to capture progress on Outcome 
5a (high-quality implementation of (country-specific) SRHR policies and 
legislation).

MYP in the Endline Evaluation
For Part A, the KIT worked with the country alliances to coordinate 
data collection, taking into account the MYP principle. Young research 
assistants were trained and conducted the data collection. The MYP 
principle applied in the Outcome 2 evaluation design and execution, with 
the endline measurement coordinated by the Youth Country Coordinator.

Validation sessions
After conducting the endline evaluation, in-country validation workshops 
were planned (October 2020 - February 2021) to validate and discuss the 
draft results in-country. Recommendations from these workshops are 
incorporated in this report.
 
 

METHODOLOGY
The overall goal of the endline evaluation is to assess progress of the 
programme	towards	the	five	outcome	areas	and	the	long-term	objective.	

Following the end of the GUSO programme, the consortium seeks 
to understand whether the Theory of Change was valid and how the 
status of young people’s SRHR changed across the programme lifetime. 
A number of indicators were identified at the start of the programme 
to help monitor progress towards the overall objective. An overview of 
the indicator framework can be found in Annex 1. This evaluation report 
is a synthesis of the data collected on these indicators via a number of 
different methodologies. An outline of the different methodologies is 
provided below, while more detail of each methodology can be found in 
the relevant chapter of this report. 

This evaluation report consists of two parts: Part A and Part B. Part A 
presents the data collected on Outcomes 3, 4 and 5b through the external 
evaluation, while Part B presents the internally conducted evaluation on 
Outcomes 1, 2 and 5a.

PART	A:	EXTERNAL	EVALUATION

Part A consists of two components which contribute to understanding 
progress made towards the programme objective, outcome 3 (SRHR 
information and education), outcome 4 (SRH services) and outcome 5b 
(support of key community stakeholders and gatekeepers). Part A was 
coordinated by the Royal Tropical Institute (KIT) and executed by KIT in 
collaboration with country alliances.

1. Performance studies (Ethiopia, Ghana, Malawi, Indonesia)
  The performance studies measured outcome indicators 3, 4 and 5b 

at the level of end-beneficiaries. The sampling and methodology was 
similar to the baseline and midline to be able to compare results. In 
every country a sample of 335-765 young people aged 10-24 years was 
recruited in one or more implementation sites. Structured quantitative 
questionnaires were completed by young research assistants using a 
tablet. Data was analysed by the KIT and results were compared with 
the baseline and midlines results conducted in 2017 and 2018. While a 
performance study was conducted in Pakistan at baseline and midline, 
the restrictive political context and Covid-19 pandemic made this 
impossible at endline. Data on Pakistan can be found in Part B.

2.  Comparative studies in Kenya and Uganda, to understand the contribution of 
the multi-component Approach towards the empowerment of young people.
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GUSO contracted KIT (Royal Tropical Institute), a research institute in the 
Netherlands, to design and execute a programme performance evaluation 
and two comparative studies to evaluate progress on these programme 
elements. KIT worked with GUSO on a baseline (2017), midline (2018) and 
endline (2020) to capture progress on the identified outcomes and indicators. 
The findings of the endline evaluation are presented in this chapter.

RESEARCH METHODOLOGY
The external evaluation consisted of a performance study in four countries 
and comparative studies in two countries. Table 5 indicates which approach 
was applied in which context.

Table 5 Types of study per country at endline

Ethiopia Ghana Indonesia Malawi Kenya Uganda Pakistan*

Performance 
study X X X X

Comparative 
study X X

* Pakistan was excluded at endline for reasons related to the restrictive political environment and Covid-1944

PERFORMANCE STUDY

The performance study consisted of a baseline (2017), midline (2018) and 
endline (2020), whereby a quantitative survey was conducted with young 
people in selected GUSO implementation areas. A generic questionnaire 
was developed by KIT45 and modified for each context in collaboration with 
the GUSO country alliance. The questionnaire was originally developed at 
baseline and was used again at mid- and endline to ensure compatibility. 
The questionnaire covered issues about young people’s knowledge on 
SRHR, their level of access to SRHR information and services, whether 
they find the information and services beneficial and appropriate or not, 
contraception access and use, referral systems and the level of support 

44   The Covid-19 pandemic meant that it was not possible to conduct data-collection in schools and 
the restrictive, conservative setting in Pakistan did not allow for other modes of data-collection 
(online/telephone). Moreover, comparison with the base- and mid-line would not have been 
possible since the constellation of the programme partners and implementation sites had changed 
drastically since 2019. The process evaluation did take place in Pakistan (see Part B).

45   Informed by the Global Early Adolescent Study (GEAS) methodology developed by John Hopkins 
University. This methodology provides insight into the information needed to promote sexual and 
reproductive well-being on the basis of the predisposing factors of early adolescents to experience 
sexual risks and a healthy sexuality. 

INTRODUCTION
An external evaluation of the GUSO programme was conducted in order to 
provide evidence on and insights into the impact of the GUSO programme 
on the lives of young people. Conducted by an external, independent party, 
the programme evaluation intended to measure progress towards a select 
number of programme outcomes and the long-term objective, understand 
what processes led to these results, including enabling factors and 
barriers, and make recommendations for future programming. Although 
each GUSO country programme is context specific, they work from the 
same overarching Theory of Change and a joint indicator framework was 
developed to monitor progress. 

Using the Theory of Change as a basis, the evaluation focused on the 
programmatic outcomes and indicators of the GUSO programme. These 
are the outcomes that focus on changes at the community level to improve 
young people’s SRHR, namely:

Outcome 3:   Increased utilisation of comprehensive SRHR information 
and education by all young people.

  –  Increased % of young people who are reached with SRHR 
information and education from the GUSO programme.

  –  Increased % of young people who perceive the SRHR 
information and education as beneficial to them.

Outcome 4:   Increased utilisation of high-quality SRH services that 
respond to the needs and rights of young people.

  –  Increased % of young people who use the referral system 
to access SRH services.

  –  Decreased % of young people with an unmet need for 
SRH services.

  –  Increased % of young people (from the catchment area) 
who access high-quality SRH services.

Outcome 5:   Improved socio-cultural, political and legal environment 
for gender-sensitive, youth-friendly SRHR.

  –  Young people experience increased support from 
important stakeholders and gatekeepers in accessing 
and using SRHR information and services.

Long-term 
Objective:   All young people are empowered to realise their SRHR 

in societies that have a positive attitude towards young 
people’s sexuality.

  –  Positive change in sexual health; gender attitudes, 
empowerment, and self-esteem among young people in 
the programme areas.
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Further details on data collection, analysis, quality assurance and ethical 
considerations can be found in Annex 2.

LIMITATIONS

While the survey provided insight into several indicators directly connected 
to the GUSO programme, it is not possible from the performance studies 
(Ethiopia, Ghana, Indonesia, Malawi) to draw conclusions about changes at 
the district level, as the sampling method does not allow this. In these four 
contexts, a qualitative component could have created deeper insight into 
the findings. The evaluation design was determined by the budget available. 
Two mixed method studies (the comparative studies) were prioritised, with 
the remaining budget then allocated for performance studies. 

There were some changes in the overall composition of the sample at 
endline compared to baseline and midline. Results disaggregated by 
gender and age are discussed to mitigate this effect.

In Kenya and Uganda where the comparative studies were conducted, , the 
coverage of the GUSO programme in the intervention areas was limited. In 
Kenya, only 21% of the sample of young people in the intervention area knew 
the GUSO programme, (9%) in the control area. In Uganda, the coverage 
of the programme was slightly higher (63% knew the GUSO programme 
in the intervention area; 41% in the control area). The actual engagement 
in GUSO was even lower than knowledge of the GUSO programme. The 
data derived from the evaluation might not be able to prove considerable 
positive changes for all indicators, as a result of limited coverage by GUSO, 
as a result of other interventions introduced in the intervention area, or 
the sampling method by clusters. Furthermore, contextual changes such 
as economic conditions, elections, poor harvest, conservatism could have 
had an effect on the intervention and control areas. However, the sample 
size was calculated based on accurate data and predictions of effects, and 
the number of clusters was appropriate. During data collection at endline, 
it became clear that the GUSO programme was not implemented in the 
whole of the Alego Usonga (Kenya). In Uganda, it became apparent that 
some GUSO activities were implemented in the control area, with activities 
such as radio programmes having a wide coverage. Furthermore, some 
young people in the control area attend schools in the intervention area. 
As such, some respondents from the control area report participation 
in GUSO activities. This has influenced the results presented. Finally, the 
limited engagement with GUSO among respondents in the intervention 
area in Kenya is a limitation of the evaluation (see further below).

In the majority of GUSO contexts, conservative values and norms existing 
in the community impede SRHR issues from being openly discussed. 
Adolescent SRHR is a sensitive social and cultural issue and respondents 

received from relevant stakeholders. Some questions were added at 
endline to reflect the programme implementation and to understand the 
impact of Covid-19 on the lives of young people. It is also expected that the 
pandemic may influence some study outcomes. 

COMPARATIVE STUDY

In Kenya and Uganda, a mixed-methods approach was used to assess 
and explain the outcomes of the GUSO programme, comparing endline 
findings (2020) to baseline data (2017). 

The quantitative component provided insight into a broad variety of issues 
related to the GUSO Theory of Change in the intervention areas and control 
areas. The control areas were selected based on similarity of characteristics 
with the implementation areas such as health, employment and economic 
status of the population. The study made use of the same questionnaire as 
the performance study, with some additional questions covering opinions 
and experiences regarding SRHR. In addition to the issues mentioned 
above, questions asked included young people’s experiences and opinions 
about issues around sexuality, gender attitudes, empowerment and the 
extent to which violence and teenage pregnancy were prevalent.

This was complemented with a qualitative component which explored 
the opinions, views and experiences of a range of stakeholders about young 
people’s SRHR to enhance the understanding of how and why changes 
came about. It focused on young people, parents and caregivers, community 
members, religious and traditional leaders, health and social workers, 
peer educators and non-governmental organisation (NGO)/community-
based organisation (CBO)/youth organisation staff and policy makers. The 
qualitative component was only conducted in the intervention area. 

FGDs were held with groups of females aged 15-17 and 18-24 years, groups 
of males aged 15-17 and 18-24 years and groups of parents or caregivers. 
These FGDs provided information about joint or diverging views, 
community norms and values about SRHR and specifically the issues 
(influencing) access and utilisation of SRHR information and SRH services. 
In-depth interviews (IDIs) were held with females aged 15-17 and 18-24 
years; males aged 15-17 and 18-24 years; parents or caregivers; religious and 
traditional leaders; teachers; health and social workers; CBO- and youth 
organisation staff. These interviews provided more in-depth information 
about changes in gender attitudes, social norms, women empowerment, 
SRHR information and service utilisation, and possible experiences, 
opinions and feelings over the three-year period. Participants who joined 
FGDs were not invited for the IDIs, and vice versa. Key informant interviews 
(KIIs) were also conducted with NGO staff and policy makers, to obtain 
their views of and experiences with the GUSO programme.
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tend to give socially desirable answers. However, a variety of approaches  
were used to ensure that respondents felt comfortable and free to 
express what they genuinely believed. In the qualitative component, the 
researchers focused on eliciting in-depth responses to questions and the 
research assistants were trained to be good listeners and observers so as 
not to display any judgmental attitude towards information received from 
the participants. 

FInally, this study was conducted in the context of the Covid-19 pandemic. 
In most contexts, lockdown restrictions meant that schools and youth 
centres were closed at some point(s) throughout the year and many 
GUSO activities were not able to take place, while others moved online. 
It is likely that this affected participation in GUSO activities since midline, 
and may have resulted in recall bias on the part of endline respondents 
who were involved with GUSO. In some contexts, the pandemic also 
resulted in a reduced sample size compared to base- and midline as the 
closure of schools affected the way that respondents were recruited to 
the endline study. The Covid-19 pandemic may therefore confound some 
of the outcomes and findings. The added questions relating to Covid-19 
intended to mitigate this and provide better insight as to the probable 
effect of Covid-19 on survey findings. 

COVERAGE OF THE GUSO PROGRAMME

Knowledge of the GUSO programme varied per context. In Ghana and 
Malawi, the majority of respondents were familiar with the programme 
and this has increased over time. In Ethiopia and Indonesia the picture is 
slightly less clear. In Indonesia, it is clear that fewer respondents were aware 
of the programme at endline and participated in it. This could be related 
to a change in branding of the GUSO programme which could influence 
respondents’ recognition of the programme and activities. In Ethiopia, 
only 45% of endline respondents reported that they had participated in 
GUSO activities. However, it should be noted that over the last year, the 
programme was delivered in the context of Covid-19. While this is true of 
all contexts, it is possible that the related school closures, restrictions on 
public gatherings and disruption of direct provision may have affected 
the extent to which respondents were able to actively participate in GUSO 
activities, as well as their recall ability.  

In Kenya and Uganda, it was possible to compare responses between the 
control and intervention areas. In Kenya, knowledge of the programme 
among the sample was very low, with 21% of young people in the intervention 
area and 9% in the control area having heard of the GUSO programme. 
Of these - 180 respondents in the intervention area and 81 respondents 
in the control area - over half (52%) in the former and 18% in the latter 
reported having participated in activities or received services organised 

by GUSO partners. Most survey respondents from the intervention and 
control areas reported that they found the activities beneficial, 66% and 
56%, respectively. Overall, people in Bondo were more aware about GUSO, 
its activities and benefits than in Alego Usonga.

In Uganda, 63% of survey respondents in the intervention area had heard 
about GUSO, while 41% of the respondents in the control area had heard 
of it. One in four respondents (26%) in the intervention area were engaged 
in the GUSO programme and one out of eight respondents in the control 
area participated in GUSO activities (12%). Almost all (98%) respondents 
who joined these activities found them beneficial. 

The fact that the control area did not remain clean in either Kenya or 
Uganda - and the fact that so few respondents in the intervention area in 
Kenya were familiar with GUSO - will have impacted the results and the 
findings should be viewed with this in mind. To better understand the 
results of the comparative study, an additional analysis was done for the 
key outcome indicators among the participants who had reported they 
were engaged in the GUSO programme. These results are explained in the 
text and included in Tables 6.



Table 6. Overview of Respondents

Ethiopia Ghana Indonesia Malawi Kenya Uganda

Total Intervention 
area

Control 
area

Total Intervention 
area

Control 
area

Endline sample 359 765 335 373 1733 858 875 1713 866 847

Sex

Female 191 480 170 198 871 (50%)** 434 (51%) 438 (50%) 878 (51%) 447 (52%) 431 (51%)

Male 168 285 165 172 862 (50%) 424 (49%) 438 (50%) 835 (49%) 419 (48%) 416 (49%)

Other N/A N/A N/A 3 N/A N/A N/A N/A N/A N/A

Age

11-14 years N/A N/A 113 (34%) N/A N/A N/A N/A N/A N/A N/A

13-14 years 68 (19%) N/A N/A N/A N/A N/A N/A N/A N/A N/A

15-19 years 147 (41%) 624 (82%) 205 (61%) 140 (38%) 657 (38%) 318 (37%) 340 (39%) 662 (39%) 332 (38%) 330 (39%)

20-24 years 144 (40%) 141 (18%) 17 (5%) 233 (62%) 1076 (62%) 540 (63%) 536 (61%) 1051 (61%) 534 (62%) 517 (61%)

Relationship status

Single 273 563 297 99 1104 (64%) 558 (65%) 546 (62%) 644 (38%) 318 (37%) 326 (39%)

Boyfriend 29 95 21 74 222 (13%) 111 (13%) 111 (13%) 376 (23%) 188 (22%) 188 (22%)

Girlfriend 34 33 17 72 284 (16%) 135 (16%) 149 (17%) 415 (24%) 217 (25%) 198 (23%)

Married 21 48 0 119 115 (7%) 49 (6%) 66 (8%) 235 (13%) 122 (14%) 113 (13%)

Living together* 0 26 0 0 3 (0.2%) 3 (0.3%) 0 (0%) 43 (2%) 21 (2%) 22 (3%)

Divorced 2 0 0 8 5 (0.3%) 1 (0.1%) 4 (0.4%) 18 (1%) 9 (1%) 9 (1%)

Widowed 0 0 0 1 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

*’Living together’ was one of the answer options in the survey, but it was not accompanied with an explanation. 
Further on in the report, when certain indicators are analysed according to marital status, the category 
“married” includes those respondents who said they were married or living together.
** Rounding of percentages means totals sometimes exceed 100%
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OUTCOME 3: INCREASED USE 
OF SRHR INFORMATION AND 
EDUCATION

SRHR INFORMATION AND EDUCATION

The trends regarding young people who reported having (ever) received 
SRHR information are largely positive, although the proportions varied 
per country. In Ethiopia, Indonesia, Ghana and Malawi, the vast majority of 
young people had received SRHR information, with an increase over time 
in all countries except for Malawi. In Ghana and Malawi, the proportion of 
young people who had received this information through GUSO increased 
(from 2% and 61% at baseline to 99% and 87% at endline, respectively). In 
Ethiopia and Indonesia, the proportion of young people at endline that 
stated they got SRHR information through GUSO decreased, compared to 
midline (from 59% to 50% in Ethiopia and from 89% to 68% in Indonesia). 
The impact of the Covid-19 pandemic is unclear but could be a reason for 
this reduction. 

A distinction was made in GUSO between SRHR information and education. 
Education is more formal and usually provided in school settings, while 
information is also provided in out-of-school settings, through (social) 
media, internet, community gatherings, youth clubs, etc. In Ethiopia, 
Ghana, Indonesia and Malawi, the majority of young people surveyed had 
(ever) received SRHR education at all three study stages, increasing over 
time in all contexts. Findings as to whether it was beneficial vary but it 
should be noted that the way this was measured changed at midline.46 
In Ghana, the respondents reporting that they had (ever) received SRHR 
education increased from 60% at baseline to 86% of respondents at endline, 
and was largely reported as beneficial, from 93% at baseline to over 99% 
at mid- and endline. In Ethiopia, although the majority of young people 
surveyed had (ever) received SRHR education in school, there was limited 
change over time (69% at baseline, 64% at midline and 72% at endline). 
Again, most respondents found the education received beneficial (93% at 
baseline and 89% at endline). In Indonesia, most young people surveyed 
had (ever) received SRHR education, increasing from 90% at baseline 

46   This indicator was calculated differently at the midline compared to baseline and endline. 
This change was discussed with the GUSO consortia. At the baseline and endline, respondents 
were	directly	asked	if	they	found	the	SRHR	information	that	they	received	beneficial.	Their	
answer was used to calculate this indicator. However at the midline, respondents were asked to 
indicate which topics the SRHR information that they received covered. As a follow-up question, 
respondents	were	asked	which	topics	they	found	beneficial.	Those	respondents	whose	only	
answer	was	that	they	did	not	find	any	of	the	information	(topics)	beneficial	were	not	included	in	
this indicator. 

to 97% at endline. In Malawi, most young people had (ever) received 
SRHR education. The proportion of those who stated this decreased in 
comparison to baseline, but increased in comparison to midline ( 91% at 
baseline, 68% at midline and 84% at endline). Almost all respondents found 
the education received beneficial (over 99% at both mid- and endline), 
which is an increase since the 85% of respondents at baseline.

The performance studies also assessed the comprehensiveness of the SRHR 
education. In all four countries (Ethiopia, Ghana, Indonesia and Malawi) 
young people were exposed to an increasingly diverse set of SRHR topics 
over time, suggesting that the education became more comprehensive. 
Figure 1 below shows the diversity of topics covered in sexuality education 
in Ghana, and the extent to which these had all increased by the end of the 
programme.

Figure 1: Topics addressed in the SRHR education in Ghana (midline n=649, endline n=655)

Across all study stages, respondents consistently found the SRHR 
information received to be beneficial. In Ethiopia, information on HIV/
STI testing, family planning/contraception and sexual harassment/
abuse was found to be particularly beneficial, although respondents 
were less likely than those in other contexts to find SRHR information/
education beneficial. In Indonesia, family planning/contraception was 
rarely found beneficial by respondents, although this is not surprising 
given the young age profile of respondents and how few young people 
said they would like to use contraception, even if they are not currently 
using it. In Malawi, young people reported finding information/education 
most beneficial on sexual relationships and love, sexual harassment/
abuse, gender equality and rights, HIV/STI testing and family planning/

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Midline% of respondents Endline% of respondents

What sexuality education topics were covered?

Where to access SRH Services

Types of SRH services available

Different methods of Family planning / Contraception

HIV / STI Testing

Education regarding puberty

Education regarding sexual relationships and love

Education regarding gender equality and rights

Education regarding sexual harassment / abuse

Other

65%
97%

51%
95%

68%
92%

66%
86%

76%
92%

78%
92%

78%
91%

50%
91%

0%



7170

contraception. In Ghana and Indonesia, SRH services was a popular 
and beneficial topic at endline with regards to both SRHR information 
and education. It is interesting to note the diversity of SRHR topics that 
were found beneficial in Indonesia, where topics such as gender identity, 
expression and roles, sexual harassment and abuse, family planning, sexual 
orientation and identity, and fertility and reproduction were mentioned. In 
relation to SRHR education, topics mentioned were emotions, friendship, 
relationships and love, and information on SRH services. Furthermore, a 
higher proportion of respondents found education/information received 
on unintended pregnancy, safe abortion and sexual orientation beneficial 
at endline compared to baseline. These topics are considered sensitive in 
the Indonesian context. It should be noted, however, that even though 
young people in Indonesia received SRHR education on methods of 
family planning and contraception, messaging around this topic seems 
to be mainly focused on abstinence, which was also the most commonly 
indicated way to prevent pregnancy (followed by male condom use). Figure 
2 below shows the changes in why young people in Indonesia reported 
the information they received as beneficial. Over time, the information 
provided was more often perceived as “easy to understand” and the 
provider made the recipient “at ease/comfortable” suggesting that the 
providers have become more capable of delivering quality information 
that meets young people’s needs. 

Figure	 2:	 Reasons	why	 the	 SRHR	 information	 (topics)	was	beneficial	 in	 Indonesia	 (baseline	n	 =444,	
midline n=330, endline n=320; multiple answer options were permitted)

In Kenya and Uganda, where more in-depth research was conducted, the 
findings are more complex. In Kenya, the percentage of young people 
(15-24 years) who ever received information or education about SRHR 
decreased in the intervention area from baseline to endline, from 74% to 61% 
and from 84% to 71% respectively. When those who reported engagement 
in GUSO are isolated, 90% had received information and 82% had received 

education at endline (see Table 7).  Meanwhile, in the control area, while the 
number of respondents receiving SRHR information increased slightly, the 
number receiving SRHR education decreased significantly. This indicates 
that the GUSO programme may not have been the only factor; contextual 
factors in both areas are likely to have played a significant role but are 
challenging to understand (using this research methodology). Discussions 
with the country alliance suggest that there was mixing between the two 
areas, which is likely to have played a role. The qualitative study and the 
additional analysis among young people who were exposed to the GUSO 
programme, however, suggest that SRHR information and education 
reached more young people than before. 

A similar trend can be seen in Uganda, where a similar proportion of 
respondents in the intervention area reported having ever received 
information about SRHR at baseline and endline (68% compared to 69%), 
while there has been a slight increase over time in the control area over 
time (from 59% to 64%). While more respondents had ever received SRHR 
information in the intervention area, the gap between the areas closed 
over time. It should be noted that new SRHR programmes (operated 
by third parties) began in the control area halfway through the study 
period, which may have influenced these findings. Furthermore, some 
GUSO activities, such as campaigns and media reach went beyond the 
intervention area and may have influenced the control area. Among those 
in the intervention area that reported exposure to the GUSO programme, 
there was an increase in SRHR information and education over time (86% 
and 89% at endline, respectively). Across time in both areas, more than 95% 
of these respondents found the SRHR education they received beneficial.

The information met my
needs / Ican use the infor-

mation in my daily life

The information was
easy to understand

The provider made me
feel confortable

Other

100%

80%

60%

40%

20%

0%

Why was the information most beneficial?

89%

66%
76%

13%

26%

53%

4%

20% 22%

1% 3% 1%

Baseline% of respondents Midline% of respondents Endline% of respondents
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Table 7. Summary indicators outcome 3 showing trend since baseline. 

Ethiopia Indonesia Ghana Malawi Kenya* Uganda*

Outcome 3 Corresponding
 indicator Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend

Increased 
% of young 
people who 
are reached 
with SRHR 
information 
and education 
from the 
GUSO 
programme

% of young men and 
women (15-24 years) 
who ever received 
information about 
SRHR

79% + 96% + 98% + 95% ± 60%
(90%)

-
(+)

69%
(86%)

±
(+)

% of young men 
and women (15-24 
years) who received 
SRHR information 
through GUSO (of 
those who did receive 
information)

50% + 68% + 99% + 87% + N/A N/A N/A N/A

% of young men and 
women (15-24 years) 
who ever received 
education about SRHR

72% + 97% + 86% + 84% + 71%
(82%)

-
(-)

69%
(89%)

+
(+)

Increased % of 
young people 
who perceive 
the SRHR 
information 
and education 
as	beneficial	
to them

% of young men and 
women who found the 
information	beneficial	
(of those who did 
receive information)

91% - 100% + 99% + 100% + 97% ± 90% ±

% of young men and 
women who found the 
education	beneficial	
(of those who did 
receive education)

89% - 99% + 100% + 99% + 99% + 96% -

A full indicator table with data from all study stages can be found in Annex 3.

*Figures for Kenya and Uganda are from the intervention area only. Percentages in brackets refer to 
respondents in the intervention area who had been engaged by the GUSO programme
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SOURCES OF INFORMATION AND EDUCATION

Young people reported receiving SRHR information from a range of 
sources, with differing results per country. In Ethiopia, young people 
most commonly mentioned teachers, media, health providers, friends 
and youth clubs as their sources of SRHR information. The role of 
peer educators appears to have become more important over time, 
particularly in regard to referring and advising on access to SRH 
services, providing contraception and, to a lesser extent, as sources of 
information on SRHR and SRH services. Health providers/medical staff 
have also come to play a more prominent role over time in respondents’ 
access to SRH information, referral to services, and contraception. 

In Indonesia, teachers were the most common source of SRHR information 
and education, even for out-of-school youth, although the proportion of 
young people who indicated teachers as sources of SRHR information fell 
from midline (87%) to endline (77%), equal to baseline level. This could be 
because sources of information became diversified over time as more young 
people mentioned health workers, traditional media and social media, and 
religious leaders as sources of SRHR information at endline. This finding 
could also have been impacted by the school closures under Covid-19. 
Social media and the internet has become a more popular source over time, 
reflecting the high level of internet coverage in Indonesia (figure 3).

Figure 3 Sources of SRHR information in Indonesia (baseline n=464, midline n=330, endline n=325) - 
percentages indicate the proportion of respondents who stated these as ONE source of information, as 
multiple answers were permitted for this question.

In Ghana, peer educators, health providers, youth clubs and teachers 
were all very common sources of SRHR information. Here too, the role 
of the peer educators has become more important over time. They have 

Teacher

Source of SRHR information

Social media and internet

Parents

Media (TV, radio, newspaper/magazine)

Health provider

Friends

Youth club

Other family members

NGO Staff

Religious leader

Peer educator / counselor

Traditional leader

Other
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35%
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12%

32%
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1%
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16%

19%
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14%

1%
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13%
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0%
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1%
1%
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0%
1%
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become common providers of SRH education, provide advice and referrals 
regarding SRH services, and are common sources of information on sexual 
rights. Youth clubs and health providers/medical staff have also come 
to play a more prominent role with regard to access to SRH information, 
education, referral to services, and information about sexual rights. 

In Malawi, youth clubs were the most common source of SRHR information, 
and the majority of young people said they had participated in youth club 
activities as part of GUSO. However, the total proportion of young people 
who indicated youth clubs as a source of SRHR information decreased 
from 68% at midline to 50% at endline. By endline, youth community-
based distribution agents (CBDAs, a volunteer health worker) were playing 
a more prominent role; while 0% of respondents indicated CBDAs as a 
source at baseline, this rose to 17% at midline and 34% at endline. They have 
also become more common providers of SRH services, and gave advice 
and referrals regarding services. In regard to SRHR education, teachers 
were the most common source among both in-school and out-of-school 
youth. Interestingly, teachers were mentioned marginally less frequently 
for SRHR education over time – from 88% at baseline to 82% at endline.

In Kenya, the main sources of SRHR information reported by young people 
in the intervention area at endline were: teachers (44%), NGOs (40%), 
parents (12%), health providers (11%), friends (9%) and peer educators or 
counsellors (8%). Since the baseline, the proportion of respondents who 
mentioned teachers increased while fewer respondents mentioned peer 
educators/counsellors or parents. In the qualitative component, young 
people mentioned the above sources of information, as well as media 
sources such as radio, TV and internet (including social media, WhatsApp). 
Community Health Volunteers (CHVs) were also mentioned as sources of 
SRHR information and a few participants mentioned churches. With regard 
to SRHR education, the endline respondents in the intervention area who 
received SRHR education in schools mentioned mostly teachers (83%), 
NGOs (22%) and peer educators (4%) as the sources of SRHR education. 

In Uganda, endline respondents in the intervention area more commonly 
reported receiving SRHR information from teachers (from 32% at 
baseline to 49% at endline), and parents (from 13% to 25%) however a 
similar trend was visible in the control area among teachers (from 31% 
at baseline to 48% at endline), and parents (from 20% to 26%). There 
were notable reductions in both areas over time in the percentage of 
respondents stating that they had received information from health 
providers (from 43%/48% at baseline to 24%/26% at endline in the 
intervention and control areas, respectively) and VHT/community health 
workers (from 27% at baseline to 18% at endline in both areas). As these 
figures suggest, the pattern in sources of SRHR information were similar 
in both areas at endline, and the change over time was also similar.  
 

The vast majority of respondents in Uganda had received their SRHR 
education from teachers (over 80% in both areas at endline). Nonetheless, 
the proportion of respondents naming teachers as the source decreased 
from baseline to endline in the control area (from 94% to 85%), while in 
the intervention area the percentage remained steady (81% at baseline 
to 83% at endline). At endline, respondents in the intervention area more 
commonly reported receiving SRHR education from peer educators (from 
9% at baseline to 18% at endline), making them the second most common 
source. In the control area, peer educators as the source also increased 
from 6% at baseline to 17% at endline. 
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OUTCOME 4: INCREASED USE OF 
YOUTH-FRIENDLY	SERVICES 

SEXUAL	ACTIVITY	AND	CONTRACEPTION

Knowledge of Contraceptives 
Overall, knowledge of modern methods to prevent pregnancy has 
increased over time, with almost all young people in all contexts 
knowing at least one way to prevent pregnancy. In Ethiopia, male 
respondents had, on average, knowledge of a broader range of 
contraceptive methods. Endline respondents were most likely to report 
knowledge of condoms (79% of male and 46% of female respondents), the 
pill (52% of male and 46% of female respondents) and the implant (49% 
of male and 44% of females). These were also the three most commonly 
reported methods at base- and midline although there were small 
decreases or little change over time in the proportions of both genders 
reporting knowledge of most listed methods. The largest changes from 
base- to endline were in the decrease of those reporting knowledge 
of observing safe days (from 20% at baseline to 3% at endline), female 
condoms (from 40% to 14%), and the IUD (from 41% to 18%). Across all study 
stages, male respondents were more likely than female respondents to 
report knowledge of male condoms (79% of endline male respondents 
compared to 46% of females), female condoms (24% compared to 6%) 
and the morning after pill (14% compared to 7%). Female respondents at 
endline were more likely to report knowledge of injections (40% compared 
to 29% of male respondents) and abstinence (38% compared to 29%). 
 
In Ghana, respondents’ knowledge of a broad range of modern ways 
to prevent pregnancy also appears to be increasing for both sexes. The 
largest increases from base- to endline were in knowledge of the implant 
(from 3% to 68%), female condoms (from 33% to 93%), and the pill (from 
26% to 86%). There have also been pronounced increases (relative to base- 
and midline levels) in knowledge of sterilisation, the morning after pill 
and the IUD. There has been an overall increase since baseline regarding 
knowledge on use of withdrawal as a method to prevent pregnancy. 
According to programme staff, this may be explained by misinformation 
received from social media and peers. No large differences were observed 
between sexes at endline in knowledge of different methods to prevent 
pregnancy. This represents a slight shift from base- and midline, when 
males were more likely to report knowledge of male condoms, and less 
likely to report knowledge of the contraceptive injection and the pill. 

In Malawi, young people’s knowledge of a broad range of modern 
pregnancy prevention methods appears to be increasing. This is particularly 
true among young women, who have increased levels of knowledge of, 
in particular, female-led methods such as the pill, contraceptive injection 
and female condom. Knowledge of the pill and implant has increased 
from 16% and 22% at baseline, respectively, to 64% and 56% at endline. 
Male condoms continue to be the most commonly reported method to 
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prevent pregnancy, with knowledge increasing over time for both sexes 
(from 74% at baseline, to 88% at midline and 91% at endline). There has 
been a decrease in the proportion of respondents who report abstinence 
as a method to prevent pregnancy. 

In Indonesia, the proportion of respondents who know at least one way 
to prevent pregnancy has increased over time, from 64% at baseline to 
87% at midline and 91% at endline.47 However, of this 91% at endline, 50% 
indicated only abstinence as a method to prevent pregnancy. This is similar 
to midline, when 48% of respondents reported abstinence as the only one 
way they knew to prevent pregnancy, and 44% at baseline. While more 
women than men at baseline knew at least one way to prevent pregnancy 
(70% of young women compared to 59% of young men), at endline this was 
reversed; 89% of young women knew at least one way compared to 94% 
of men. After abstinence, the most commonly stated method at endline 
was male condoms (39%), followed by the pill (23%). These were also the 
three most commonly named methods of preventing pregnancy at all 
study stages, yet the rate of knowledge of male condoms and the pill has 
increased from 17% and 16% at baseline, respectively. 

Sexual Activity
In Malawi, most young people surveyed had been or were sexually 
active. The percentage of respondents reporting ever having had sex 
increased from 78% at midline to 82% at endline, with more young 
men (94%) reporting this than young women (72%). This may be partly 
attributable to the older age profile of the endline sample, and the 
higher proportions of respondents who reported being married or in 
a relationship. When disaggregated by age, those in the 20–24 age 
group were almost twice as likely at both mid- and endline to have had 
sex than those in the 15–19 age group. The proportion of those in the 
younger age group who had ever had sex marginally decreased over 
time, from 57% at midline to 54% at endline. Similar to the endline, at 
midline more young men (89%) reported having ever had sex than young 
women (69%). At endline, approximately 4 in 5 (82%) of respondents 
who had ever had sex stated they had done so in the past 12 months.  
 
Levels of sexual activity among the young people surveyed were similar 
in Ethiopia and Ghana, where roughly one third of respondents reported 
ever having had sex, although this increased from 32% at baseline to 37% 
at endline in Ethiopia and decreased from 47% to 36% in Ghana. Of these, 
78% in Ethiopia are currently sexually active (had sex in the previous 12 
months), compared to 66% in Ghana. In both contexts, the majority of 
respondents had never had sex, and an even larger majority had not had 

47   It should be noted that at endline, due to changes in the way the survey was administered, 
respondents were able to view available answer options and tick those that they knew of. At base- 
and midline respondents were not given the list, but had to state ways to prevent pregnancy via 
recall. Therefore, the endline data for this question is not fully comparable with previous data.

sex in the past 12 months. In Ethiopia, rates of sexual activity increased 
slightly since midline, which is consistent with the higher proportions 
of older respondents at endline. Most respondents who were sexually 
active reported using contraceptives. In Ghana, the rates of sexual activity 
decreased, which is consistent with the higher proportions of respondents 
who reported being single at endline. More young women report being 
sexually active than young men, a gender gap that was also apparent at 
midline but has since widened. 
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In Indonesia, the level of sexual activity among respondents was very low, 
with only a few respondents reporting ever having had sex during each 
study period. At midline and endline, only 1% of respondents reported 
ever having had sex, 5 respondents and 4 respondents, respectively.48 At 
endline, 1 of these 4 respondents stated they had had sex in the past 12 
months. However, these figures should be considered against the context, 
where being sexually active is still considered taboo. Since the endline 
survey was guided but self-administered, it might be expected that 
young people would feel more comfortable sharing their sexual status. 
It is possible that young people are engaged in sexual activity but have 
not (yet) engaged in sexual intercourse. Moreover, the age distribution of 
respondents at endline was lower and more young people reported being 
single, and none reported being married. At endline, all young people who 
had ever had sex had used condoms at last sexual intercourse. 

48  At baseline respondents were not asked about whether they had ever had sex



Table 8: Summary Outcome 4 indicators showing trend since baseline. 

Ethiopia Indonesia Ghana Malawi Kenya* Uganda*

Outcome 4 Corresponding 
indicator Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend

Increased % of 
young people 
(from catchment 
area) who access 
high-quality 
SRH services, 
including modern 
contraception and 
safe abortion for 
young people

% of young people 
who report ever 
having used SRH 
services

59% + 30% ± 81% + 96% ± 84%
(93%)

-
(±)

66%
(68%)

-
(-)

% of young people 
between 15 – 24 
years who report 
currently using any 
contraception

27% + 1.8% ± 30% ± 70% ± 31%
(38%)

-
(-)

36%
(35%)

±
(±)

Increased % of 
young people who 
use the referral 
system to access 
SRH services

# of young people 
between 15 – 24 
years who indicated 
they were referred 
when they used 
contraception and/
or SRHR services 
last time

55% + 19% (16 
of 84) - 87% + 41% - 24%

(61%)
-

(+)
44%

(47%)
±

(+)

Decreased % of 
young people with 
an unmet need for 
contraception

% of young people 
that did not use 
contraception, 
who indicated that 
they would like to 
use it now/(in the 
future)**

70% + 16% (53 
of 329) - 49% - 91% + 13%

(11%)
-

(-)
24%
(19%)

-
(-)

Decreased % of 
young people with 
an unmet need for 
SRH services

% of young men 
and women that 
did not use SRH 
services and 
wanted to use them 
(excluding those 
who did not have 
the need to go)

10% - 37% (86 
of 235) + 7% - 1% - 39%

(20%)
-

(-)
17%

(13%)
-

(-)

A full indicator table with data from all study stages can be found in Annex 3.
* Figures for Kenya and Uganda are from the intervention area only. Percentages in brackets refer to respondents in the intervention area who had been engaged by the GUSO programme
** In Ethiopia, Indonesia, Ghana and Malawi, the question was ‘So you do not currently use contraception. Would you like to use it (in future)?’ In Kenya and Uganda, the question was ‘So you do not use contraception/family planning 
methods, but would you like to use it now?’ 85
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CONTRACEPTIVE USE

Young people who reported ever having had sex were then asked about 
contraceptive use. 

In Ethiopia, male respondents at baseline were more likely than females 
to report currently using contraception (22% compared to 13%). By endline, 
however, the gender gap has reduced considerably, with 26% of female 
respondents reporting currently using contraception (compared to 29% of 
male respondents). However, of those who reported having had sex in the 
past 12 months, male respondents were more likely than females to report 
currently using contraception at both midline and endline, although the 
gender gap narrowed over time. At midline, 45% of women who had sex in 
the previous 12 months report current contraception use, compared to 65% 
of males. At endline, this increased to 76% of females and 82% of males. In 
addition, of those who reported being in a relationship (having a girlfriend/
boyfriend or being married), most reported currently using contraception. 
More than 95% of those who stated that they did not currently use 
contraception stated that the reason they did not was that they were not 
sexually active (or had never had sex). This suggests that the majority of 
respondents’ lack of current contraception use was not necessarily due to 
barriers of access, knowledge or availability, but rather can be attributed 
to sexual inactivity. In general, it does not appear that there is a high level 
of unmet need for contraception among respondents, including among 
those who are currently in relationships.

In Ghana, at mid- and endline, more female respondents reported currently 
using any contraception (25% and 23% for young women and men at 
midline respectively, and 35% and 22% for young women and men at endline 
respectively). This is partly explained by the higher proportion of female 
respondents who had ever had sex. When comparing current contraception 
use among those who had sex in the previous 12 months, the gender gap 
narrowed, as 81% of young women in this group used contraception compared 
to 76% of young men. Once those who had not had sex in the past 12 months 
were excluded, more males than females reported using a condom in this time 
period. Therefore, the higher reported use of condoms by women obscures 
the fact that, among sexually active youth, more young men reported using 
condoms than young women. Condom use at last sexual intercourse increased 
among sexually active respondents (from 23% at baseline to 53% at endline). 
Therefore, the reduction in reported condom use among all respondents 
over time can be attributed to lower levels of sexual activity among endline 
respondents, rather than lower use of condoms among those respondents 
who are sexually active. Nine in ten of those who stated that they did not 
currently use contraception but would like to in the future stated that the 
reason for current non-use was that they were not sexually active/never had 
sex. Of those who reported being in a relationship, most reported currently 
using contraception. In general, there does not seem to be a high level of 
unmet need for contraception among respondents.

In Malawi, contraceptive use is high, especially among sexually active 
respondents, although there is a significant gender gap. More young 
men than young women reported using contraception (83% of young 
men compared to 59% of young women), with condom use, in particular, 
increasing over time. This is partly because more young men shared that 
they had ever had sex, which is also likely related to the fact that males 
were, on average, one year older than females at endline. It is also possible 
that young women felt too shy to share this information, given taboos on 
sexuality, and that they may be equally sexually active. However, at endline, 
a 12 percentage point gender gap persists for condom use at last sexual 
intercourse even when excluding those who never had sex (57% of young 
women compared to 69% of young men).  

In total, 262 young people (70%) indicated that they were using 
contraceptives. Male respondents were more likely than female 
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respondents to use male condoms (79% of males compared to 44% 
of female49). While 18% of female respondents reported using female 
condoms, just 8% of male respondents reported this. Similarly, more 
women than men reported using the injection (23%) and the implant 
(21%); however, use of these was still reported by 16% and 18% of men, 
respectively. This suggests that even where contraceptive methods are 
not directly used by respondents, but rather they are (presumably) using 
them through their partners, at least some male respondents still see this 
as their use of that contraceptive method. Young people who were not 
using contraception were asked if they would like to do so (in the future). 
The proportion who said yes increased over time, from 67% at baseline to 
91% endline. However, the majority of these respondents stated the reason 
for current non-use was that they were not sexually active. At endline, only 
8 of 101 respondents stated reasons for current non-use that can be seen 
as relating to barriers of access, knowledge or availability. Most of those 
in a relationship reported currently using contraception. In general, there 
does not seem to be a high level of unmet need for contraception among 
respondents.

In Kenya, contraceptive use among young people (15-24 years) who were 
sexually active went down over time in both areas; with a slight reduction 
from 73% to 69% in the intervention area, and from 75% to 44% in the control 
area, and with a larger reduction in use among young women. Both areas 
saw a decreasing trend overall, with a stronger decrease in the control area. 
Condoms were the most reported method of contraception used, with a 
slight increase over time; from 70% to 78% in the intervention area and 
from 62% to 67% in the control area. Other contraceptive methods used at 
endline were the implant (15% in the intervention and 24% in the control 
area) and injection (8% in the intervention and 10% in the control area). 
While at baseline, abstinence was mentioned by 8-10% of respondents, 
this reduced at endline to 1% in both areas. 

49  of those who use contraception
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In Uganda, at endline, modern contraception use among those who were 
sexually active was higher in the intervention area (57%) than in the control 
area (48%) (See Table 8). Modern contraceptive use among sexually active 
respondents aged 15-17 years was lower than among those aged 18-24 
years (15% versus 46%), which was similar at baseline. The most common 
reasons for not using contraception among endline respondents in the 
intervention area were not being sexually active (42%) and never having 
thought about this (38%). In the intervention area, the percentage who 
stated their non-use as due to being sexually inactive was higher at endline 
than at baseline (42% versus 16%). This was similar to the control area (39% 
at endline versus 18% at baseline). At baseline, respondents in both areas 
more commonly mentioned reasons for non-use related to barriers in 
access or knowledge. For example, while 10% of the respondents in the 
intervention and 12% in the control areas had stated that they did not use 
contraception because their partner disapproved at baseline, at endline, 
these percentages reduced to 2% in both areas. Only one respondent (in 
the control area) stated that their health provider had refused to provide 
contraception, while only 7 respondents in both areas stated that no 
method was available when they tried to obtain it.

PREGNANCY AND PARENTHOOD

In Ethiopia, the mean age at first pregnancy for young women increased 
from 18.8 years at baseline  to 20.7 years at midline, and decreased again to 
19.9 years at endline. The proportion of young women who reported ever 
having been pregnant increased slightly over time (from 9% at baseline 
to 19% at midline and 15% at endline). The similar rates of pregnancy in 
mid- and endline samples can be partly attributed to the older sample 
at endline. The proportion who reported choosing to become pregnant 
decreased over time, from 88% at baseline to 83% at midline and 62% at 
endline. The proportion of young women who had a child remained steady 
over time, from 9% at baseline to 10% at midline and 11% at endline.

Across all study stages, young women and men were more likely to say 
that both boys and girls are responsible for preventing pregnancy (83% of 
young women and 88% of young men at endline), with a small increase over 
time. Both were more likely to say that the girl alone is responsible rather 
than the boy (15% and 12% of female and male respondents, respectively, 
at endline said the girl is responsible, compared to 2% and 1% respectively 
who said the boy is responsible). At all study stages, male respondents 
were more likely to view this as the responsibility of both sexes and less 
likely than females to state that this was a girl’s responsibility. 

In Ghana, the mean age of young women respondents at first pregnancy 
increased over time; from 17.2 years at baseline, to 16.7 at midline and 18 at 
endline. The proportion of young women who reported ever having been 

pregnant decreased from 29% at baseline to 20% at endline. There was also 
an increase in the proportion of those young women who said that they 
chose to become pregnant, from 25% at baseline to 29% at midline and 
42% at endline, and a slight decrease in the proportion of young women 
who had a child (from 20% at baseline to 15% at endline). The percentage 
of young women reporting being under 20 years of age at first pregnancy 
(teenage pregnancy) decreased from 84% at baseline and 78% at midline 
to 74% at endline, although this was still reported by a large majority of 
those who had ever been pregnant. 

There was a significant shift in attitudes regarding responsibility to 
prevent pregnancy. Although young women and men were more likely 
to say that it was a girl’s rather than a boy’s responsibility to prevent 
pregnancy at all study stages, the proportion of respondents stating this 
decreased considerably over time. At baseline, 34% of female and 37% of 
male respondents stated that it was the girls’ responsibility, compared 
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to 2% of both female and male respondents at endline. At endline young 
women and young men were both far more likely to say that it was the 
responsibility of both boys and girls to prevent pregnancy (from around 
52% of female and male respondents at baseline to around 97% at endline).

In Indonesia, attitudes regarding responsibility to prevent pregnancy 
also shifted over time amongst both young women and young men. At 
baseline, 71% of young women stated that both the boy and the girl are 
responsible for preventing pregnancy, increasing to 83% at midline and 
94% at endline. Among young men, although there was a drop between 
baseline and midline (from 73% to 67%), by endline, 81% stated that both 
are responsible. Across all study stages, boys and girls were more likely to 
say that it was their own gender’s responsibility to prevent pregnancy. At 
baseline, 18% of young men stated that boys are responsible to prevent 
pregnancy, increasing to 28% at midline and dropping to 16% by endline. 
Among young women, there was a reduction in those stating it was a girls’ 
responsibility, from 20% at baseline to just 5% at endline. 

None of the young women in the mid- or endline study reported having 
(ever) been pregnant. At baseline, 13 (5%) of the female respondents 
reported having ever been pregnant, the majority of whom reported 
wanting or choosing this at the time (10 of the 13 young women). 

Prevalence of pregnancy among respondents in Malawi was much higher, 
with a slight increase in the proportion of young women who reported 
ever having been pregnant from midline to endline (from 39% to 42%). This 
was after a small reduction from base- to midline. There was also a slight 
reduction in the proportion of those young women who said that they 
chose to become pregnant, from 56% at baseline to 53% at midline and 
52% at endline. The mean age at first pregnancy increased slightly over 
time. At endline, the mean age was 18.3 years, an increase from 17.5 years 
at midline and 17.9 years at baseline. There was a slight decrease over time 
in the proportion of young women who have ever had a child (from 42% to 
37%) and a reduction in those reporting an age at first pregnancy of under 
20 years old (teenage pregnancy); from 82% at baseline and 89% at midline 
to 69% at endline. 

Male and female respondents were more likely to say that it was their own 
gender’s responsibility to prevent pregnancy, while boys were more likely 
at all study stages to say that it was the responsibility of both boys and 
girls to prevent pregnancy. There was a drop at the midline (24%) from 
baseline (54%) in the number of young women who indicated that both 
were responsible. However, this increased again at endline to 42%. Among 
young men, this view was far more common, with 73% of young men 
voicing this opinion at endline.

Among respondents in Kenya, the percentage of young women (15-24 
years) who had ever been pregnant decreased from 44% at baseline to 
26% at endline in the intervention area. The percentage also decreased 
considerably in the control area (49% to 25%). In both areas, the percentage 
of young women (15-24 years) who said it was their choice to become 
pregnant went down slightly. In the endline sample, considerably less 
young women and men (15-24 years) had a child. Young women between 
20-24 years who had ever experienced teenage pregnancy (under the 
age of 20) fell considerably from 55% at baseline to 36% at endline, with 
a bigger decrease in the intervention area (25% reduction compared to a 
14% reduction in the control area). 

At baseline, about half the sample in both areas indicated that it was the 
girl’s responsibility to prevent pregnancy, followed by 34% who said both 
and 14% who said the boy. Young women in both areas were likely to state 
it was the girl’s responsibility while more boys indicated that it was both. 
At endline, there was an increase in both areas of those who said ‘both’, 
with a larger increase in the intervention area (47%). There was no major 
change in the gendered pattern of the answers at endline, however a 
higher percentage of young men chose ‘both’ at endline in both areas. The 
below quote suggests young women think it is the responsibility for boys 
to obtain condoms, while girls ensure the condoms are used during sex: 

“Girls usually feel ashamed so they wait for boys to take them 
[condoms] and let them know that they are not engaging with them 
in sex unless they have condoms.” (FGD young women 18-24 years, 
Alego Usonga)

In Uganda, there was a reduction over time in both areas in the proportion 
of young women who had ever been pregnant, from 46% at baseline to 
34% at endline in the intervention area, and from 50% to 31% in the control 
area.50 There was no major change in the average age at first pregnancy 
in either area. Of the 286 females who had ever been pregnant at endline, 
81% had experienced teenage pregnancies (see figure 4). At endline, 48% 
of those who had been pregnant in the intervention area reported that 
this was their choice, compared to 54% at baseline.51 No change regarding 
choice to become pregnant was seen in the control area. Twenty-seven 
percent (27%) of all females at endline reported having a child, compared 
to 43% at baseline. 

50 		Both	of	these	changes	over	time	were	statistically	significant	(when	controlling	for	age).	The	
difference in difference (between areas) over time was not

51 	This	reduction	was	not	statistically	significant.
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Figure 4: Ever had teenage pregnancy (pregnancy under the age of 20), females 20-24 years in Uganda

In both the intervention and control area, approximately 70% of survey 
respondents were worried about becoming or making someone pregnant 
early. There has been a large and statistically significant increase in those 
(strongly) agreeing that they were worried about this over time in both 
areas. This increase was larger in the intervention area.

SRH SERVICES

Use of services
In Ethiopia, there was a small positive increase in the use of SRH services 
among young people; increasing from 46% at baseline, to 52% at midline 
and 59% at endline. This meant that 41% of young people at endline 
indicated that they had never used any SRH services. Those who had 
ever used services at endline mainly used VCT or HIV testing (58%), family 
planning services (37%), and life skills and sexuality counselling (15%). The 
proportion who used VCT or HIV testing and family planning services 
increased since baseline. Only 3 respondents at endline had used abortion 
services; these were all medical abortions carried out by a certified medical 
professional. This was also the most common response at midline and 
baseline, although at baseline respondents also stated the service was 
carried out by family elders, an unlicensed doctor and a traditional healer. 

In Ghana, there was a positive increase in the use of SRH services among 
young people, with the number of young people who (ever) used SRH 

services almost doubling from 43% at baseline to 81% at endline. This 
meant that by the end of GUSO, only 1 in 5 (19%) young people surveyed 
indicated that they had never used any SRH services. Those who had used 
services at endline mainly used life skills and sexuality counselling (72%), 
VCT or HIV testing (65%), STI testing (58%), and hotlines (50%), all of which 
saw large increases over time. While there was a slight reduction over time 
in the proportion of respondents using abortion services, STI treatment, 
antenatal and postnatal care services, and family planning services, this 
is consistent with the lower reported sexual activity at endline. Of the 
29 respondents at endline who had used abortion services, the most 
common method was medical (24 respondents), followed by surgical (5 
respondents). 

In Indonesia, the most used SRH services by young people at endline 
were life skills and relationship counselling, although the majority (70%) 
had never used them. This had, however, decreased by midline (81%) and 
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was similar to the baseline (71%). The low number of sexually active youth 
could help explain why some young people were not using services. The 
increase in use was mainly observed in relation to counselling services, 
suggesting a positive shift to meet a previously unmet need and/or 
an increase in young people’s agency and ability to seek out services. 
Positively the proportion of respondents who did not know about SRH 
services reduced from baseline to endline (25% to 15%). Of those who 
had used services at endline, the most common responses were ‘life 
skills and sexuality counselling’ and ‘relationship counselling’. There was 
a large increase at endline for ‘counselling on sexual violence’ and ‘child 
protection services’. The former is also consistent with the result that more 
young people reported receiving information on this topic. However, as 
most respondents had not used services, these proportions relate to fairly 
small numbers. No respondents mentioned ‘abortion and post-abortion 
care’ at baseline and midline, and while abortion services were mentioned 
by 2 respondents at endline, neither of these 2 respondents indicated that 
they had ever been pregnant.

In Malawi, the majority of young people surveyed had used SRH 
services. Only 4% of respondents at endline had never used any SRH 
service, compared to 6% at baseline and 9% at midline. The proportion of 
respondents who had ever used services increased between base- and 
midline for all services, with only a slight reduction in the proportion using 
antenatal and postnatal care services. At endline, the pattern is more 
mixed, with small reductions (1 to 3 percentage points) in the proportions 
accessing post-abortion care, abortion services, hotlines, PMTCT services, 
and child protection services. However, there were larger increases between 
mid- and endline (between 4-7 percentage points) in the proportions who 
had accessed counselling for sexual violence, family planning services, 
STI testing, and VCT or HIV testing. Those who used services mainly used 
VCT or HIV testing, family planning services and STI testing, all of which 
saw increases over time. Of the 9 respondents at endline who had used 
abortion or post-abortion services, 8 reported that the abortion services 
were carried out by a doctor or certified nurse (either medical or surgical). 
Across each study stage, 1 or 2 respondents stated that the abortion was 
conducted in the traditional way. 

In Kenya, 93% of baseline respondents indicated ever having used SRH 
services (both in the intervention and control area). At endline, this 
was 84% for the intervention area and 78% for the control area. Among 
young people exposed to the GUSO programme, this was 93% at endline. 
Regarding services respondents reported to have ever used, VCT services 
were most often used at both baseline and endline, increasing over time 
in both areas. This was also mentioned in the FGD with male volunteers 
(18-24 years) in Bondo:

“Through the information that has been imparted we see so many 
youth come in, like they want the services, some want to be tested for 
STIs, HIV and AIDS. The type of information they have been sharing 
has increased confidence of friends who want to test for HIV. They’ll 
come to the youth centre and they will get in a good way that they 
like and we have seen the ripple effect. The young people encourage 
their friends.”

In the intervention area, there were increases in service utilisation for male 
circumcision, child protection services, STI testing, counselling for sexual 
violence, VCT, and life skills and sexuality education. However, a decrease 
was observed for family planning and antenatal/postnatal care services 
in both areas. In the control area, male circumcision decreased from 44% 
to 34%. At endline, only four survey respondents reported having used 
abortion services, all in the intervention area, and all of which were medical 
abortions conducted by a doctor or certified nurse. 

Figure 5: Types of SRH services used in intervention area, Kenya

In Uganda, at baseline, 83-84% of the respondents in the intervention and 
control areas had ever used SRH services. At endline, a lot less respondents 
indicated that they had ever used SRH services: 66% and 63% in the 
intervention and control area respectively (68% among young people in 
the intervention area that were exposed to the GUSO programme). This 
could have been influenced by the Covid-19 pandemic, which interrupted 
service provision. Among those who had ever used SRH services, services 
such as VCT, condoms, family planning, STI screening, and antenatal and 
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postnatal services were most reported by respondents in both areas at 
both base- and endline. In the intervention area, response rates for VCT 
increased from 54% to 62%, STI testing decreased from 22% to 15% and 
antenatal and postnatal services decreased from 33% to 24%. Family 
planning services and condom use saw marginal increases (from 29% to 30% 
and from 52% to 54%, respectively). In the qualitative interviews, services 
such as condoms, family planning and VCT were frequently referred to. At 
baseline, 3% of respondents reported having used post-abortion services 
in both areas. At endline, this was 1% and 2% in the intervention and control 
areas, respectively. Despite many unsafe abortions happening in this 
highly restrictive environment, access to comprehensive abortion care 
services were rarely mentioned in any of the conducted interviews, only 
one key informant shared how girls or women get access to abortion care.

“Abortion care, they still go, some even go to private facilities where 
especially they are going to do it illegally, but if it is after then they go 
[ for post abortion care] to our health facilities like any other person.” 
(KII, District health officer). 

Service providers
In Ethiopia, Ghana, Kenya, Malawi and Uganda, health facilities/medical 
staff were the most common provider of contraceptives and SRH services, 
a role which became more prominent over time. In Indonesia, while health 
facilities were still a common source, schools were the most commonly 
reported source of SRH services. In Indonesia and Malawi, youth clubs 
came to play a more prominent role over time, increasing from 3% of 
baseline respondents in Indonesia stating it as their source of SRH services 
to 20% at endline, and increasing from 10% to 24% in Malawi. Otherwise, the 
trends vary per context. In Ethiopia, the role of health workers and schools 
decreased over time as the source from which young people receive SRH 
services (reported by 25% at baseline to 16% at endline regarding health 
workers and from 30% to 11% regarding schools), while peer educators 
increased in importance regarding provision of SRH services and 
contraceptives. In Ghana, in addition to health facilities, community health 
workers, peer educators and pharmacies/shops were also more commonly 
mentioned at endline. In Malawi, the most noteworthy change at endline 
was the large increase in those stating that they accessed services through 
community based distribution agents (CBDAs); from 6% at baseline to 
17% at midline, and 34% at endline. This reflects the investments of GUSO 
made in working with CBDAs, and can also be seen in CBDAs being an 
increasingly important source of SRHR information and advice for young 
people to access SRH services. In Uganda, the role of VHT/community 
health worker increased in the intervention area from 14% at baseline to 
19% at endline.
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Service Quality 
Respondents were also asked how they perceived the quality of the 
services when they last used them. In Ethiopia, the majority (84%) of 
those who used services at endline indicated that the quality was good or 
excellent. Although fewer young people perceived the service used to be 
of excellent quality, there was an increase in those finding it ‘good’. These 
results were similar over time from midline but there has been a positive 
shift away from those who rated the quality of these services as low, from 
12% at baseline compared to 1% at endline. This suggests that the quality of 
services has become more consistent over time. In Ghana and Malawi, too, 
there was a positive shift in young people’s experiences over time. In Ghana, 
many more young people reported excellent quality at endline; from 33% 
at baseline, 48% at midline to 96% at endline. In Malawi, perception also 
improved over time, with many more young people reporting excellent 
quality in particular, increasing from just 20% at midline to 66% at endline. 
At all study stages very few respondents felt that the service quality was 
very bad or low (see figure 6).

Figure 6: Quality of the SRH services over time in Malawi (baseline n=466, midline n=316, endline n=356)

However, in Indonesia, the perceived quality of SRH services seems to have 
fallen. Although most respondents, at all stages, indicated that the services 
were of good quality, more young people reported that the services were 
very bad at endline, and fewer reported excellent quality. This suggests 
that the perceived quality of the services declined. This finding could also 
have been influenced by the pandemic. 

Respondents were also asked to state some of the characteristics of the 
services they had used.52 In Ethiopia, Ghana and Malawi, the majority of 
young people at endline reported finding the services easily accessible 
and the health provider friendly and respectful. In Ethiopia, beyond 
these two dimensions, the largest relative change was the reduction in 
the proportion stating that medicines were available, which more than 
halved from 11% at midline to 4% at endline. There were also some small 
positive shifts, such as in the proportion stating that the service was open 
after school hours (from 20% to 26%) and that there was a private area for 
consultation (from 27% to 31%). In Ghana, the proportion of young people 
reporting that the service was staffed by friendly and respectful health 
providers increased significantly (from 36% at midline to 95% at endline), as 
did those reporting that the service was open after school hours (from 11% 
to 76%), affordable or free (from 27% to 92%), had a private consultation area 
(from 39% to 92%), and did not require parental/partner permission (from 
22% to 85%). In general, 9 in 10 young people found the service they last 
accessed to have youth-friendly characteristics. This is a positive finding. 
Accessibility was the largest positive difference in Malawi, increasing from 
56% at midline to 93% at endline. A majority of 75% stated that the service 
was affordable or free (from 66% at midline), and 75% said that the service 
had a private consultation area (from 62% at midline). In Indonesia, most 
of the positive characteristics of quality SRH services were reported less 
frequently over time. The only increase was in the proportion who said that 
the health provider was friendly and respectful.

In Kenya, most respondents indicated that services were of good or 
excellent quality in both areas across time. The rate of reporting excellent 
quality decreased in both areas between the baseline and endline. Survey 
respondents were also asked whether they were denied health services 
in the past 12 months. Four respondents in the intervention area and 
ten in the control area at endline said ‘yes’ (at baseline this was 19 and 
21, respectively). At endline, in the intervention area, one respondent 
indicated this was because of lack of money, another said that the clinic 
was not properly equipped. By endline, fewer respondents in both areas 
reported feeling worried about being denied access to SRH services; 43% 
of respondents in the intervention and 57% of respondents in the control 
area (strongly) agreed with this at baseline compared to 33% and 32% at 
endline.

Endline respondents’ views on whether health workers were friendly or 
not were mixed, with many respondents in the qualitative component 
reporting negative experiences. One of the volunteers in the FGD with 
young men (18-14 years) in Bondo mentioned that doctors, in general, 
are not youth friendly, unless they received training in youth friendly 
services. One young woman in Bondo gave an example about a nurse 

52  This question was added at midline, therefore there is no baseline data to compare.
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calling out for “the one who has gonorrhoea to get in”, thereby breaching 
confidentiality in front of other people waiting. Girls in Bondo talked about 
nurses gossiping about young people’s problems. Others spoke of efforts 
to make young people feel comfortable, such as a youth centre volunteer:
“We create room for everyone, whenever a youth comes, we tend to 
make room and make you feel at home, we make you feel like a family 
so you find it easy.”

It was reported that the centre offers various services and that queues are 
not long, unlike in other facilities. Respondents felt that health workers at 
the youth centre spent more time with young people and that commodities 
were readily available, more so than in the past. A key informant explained 
that service quality increased because of the outreach van, resulting in 
more services being available in the rural area, including cervical cancer 
screening. It seems that health services outside the youth centre are not 
all youth friendly. A health worker from Bondo Sub County Hospital, when 
asked about health workers’ attitudes to young people who come for 
contraception, said:

“It depends, because you know they shift, so the person on that shift 
maybe will treat them well. And then there is another who when it is 
their shift will say ‘come back tomorrow’.”

In Alego Usonga, many young people mentioned that there are no youth 
friendly health services. A nurse from Benga community dispensary 
confirmed that they do not have a youth friendly area. Rwambwa Hospital, 
also in Alego Usonga, was regarded as of less quality. A teacher, for 
example, reported that the staff from this hospital do not have a lot of time 
for young people, because the hospital lacks human resources.

In Uganda, most respondents at baseline in both areas reported to good 
quality of services. However, 25% in the intervention area indicated average 
quality, and 20% in the control area indicated this. Approximately 6% of the 
whole sample indicated that they experienced poor or very poor quality of 
services. At endline, the perceived quality of services as good or excellent 
had increased to 85% in both areas. However, problems such as lack of 
medical supplies and lack of capacity were still reported, which impacted 
the quality of SRH services for young people and also their ability to access 
them. 

At baseline, 7-8% of the respondents reported being denied SRH services 
in the intervention and control areas and at endline, these numbers 
decreased slightly to 5% and 6% in both areas. The most common reason 
at baseline for being denied health services was not having enough money 
to pay for services. At endline, the most common reason was because the 
hospital/clinic was not properly equipped. A positive trend occurred with 
regard to access for single/unmarried respondents, with the percentage 

of respondents who reported being denied SRH services for these reasons 
decreasing to 0% in both areas at endline.
Overall, participants perceived some positive changes in recent years 
regarding access to SRH services for young people. The provision of 
condoms, family planning methods and VCT was referred to several times 
by interviewees as well as the relative ease with which young people 
could access these SRH services if they were provided in their area. One 
interviewee reflected that:

“Since I joined Iganga I’ve been in facilities and I’ve been doing some 
supervisory work in the facilities; there is a great change. Because 
previously even facilities didn’t have these friendly services; they were 
not offering but as I talk now, if not all, a big percentage of the facilities 
are offering youth friendly services. They’ve got these designated 
places at the facilities and designated days for the youths, so youths 
are accessing the services.” (KII, NGO representative)

From base- to endline in both areas there is also a noticeable decrease of 
young people worrying about being denied access to services, especially 
among respondents in the intervention area (8% less young people were 
worried from base- to endline about accessing services).
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Referrals 
Respondents were asked if they were referred to the SRH service or 
contraception the last time they used it. In Ethiopia, the referral system 
appeared to be working increasingly well (see figure 7). Seventy percent 
(70%) of young people were ‘advised’ to access services when they last 
received SRHR information or education, while 55% of those who used 
SRH or contraceptive services reported that they were referred the last 
time they used them. This increased from 38% at midline. While many 
respondents appear to be referring to informal referrals (for example, 
the most common source of referral at endline was friends (37%)), the 
proportion of respondents stating they were referred through peer 
educators increased. This was the largest increase over time, from 3% 
at baseline to 14% at midline and, finally, 27% at endline saying they 
were referred by peer educators. This is consistent with the increasingly 
prominent role of peer educators in provision of contraceptive and SRH 
services. The third most common response at endline was health workers 
(19%) which increased from 3% at baseline and 11% at midline.

Figure 7: Referral to last use of contraception and/or SRH services in Ethiopia (baseline n=240, midline 
n=225, endline n=199)

In Ghana, the referral system was working well. By endline, 96% of 
young people were ‘advised’ to access services when they last received 
SRHR information or education, while 87% of those who used SRH or 
contraceptive services reported that they were referred. This increased 
from 54% at baseline and 76% at midline. In addition, the proportion of 
those who went on to access services after they were advised to do so 
also increased, from 57% at midline to 85% at endline. At endline, most 
said they were referred by a peer educator (86%), NGO (85%) or teacher 
(73%). There was a large increase in the proportion stating they were 

advised by a peer educator, which increased from just 5% at midline. All 
other sources of referral also increased since midline, having previously 
increased between base- and midline for NGOs, teachers, health workers, 
and mobile platform (see figure 8).

Figure 8: Person/s who referred young people to SRH services during sex education in Ghana (baseline 
n=371, midline n=644, endline n=723)

In Indonesia, 43% of endline respondents were referred/advised to use 
SRH services after receiving SRHR information or education. This increased 
from 33% at baseline and 39% at midline. Of the 84 respondents at endline 
who had accessed contraception and/or SRH services, only 25% of them 
stated that they were referred, compared to 57% (16 of 28) who stated this 
at midline and 60% (36 of 60) at baseline. Endline respondents were more 
likely than those at baseline and midline to say that they did not remember 
whether or not they were referred. This could be because they accessed 
these services before Covid-19, resulting in a lengthy gap between last 
access and the survey, thereby compromising recall. The most common 
responses at endline on who had referred them were health workers (31% 
of respondents) and teachers (25%). There was a considerable reduction in 
those who stated they were referred by parents from both midline (56%) 
and baseline (75%). However, the very small number of respondents to this 
question at both mid- and endline (16) should be noted. 
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In Malawi, the referral system was not working quite as well. Although 
82% were ‘advised’ to access services when they last received SRHR 
information or education, only 41% were referred to the SRH services/
contraceptive method when they last used it. However, this did increase 
from 34% at midline. In addition, the proportion of those who went on to 
access services after they were advised to do so also increased slightly, 
from 82% at midline to 88% at endline. The most common source of referral 
at endline was CBDAs, which is also the source which saw the largest 
change over time; from 2% at baseline, 6% at midline to 36% at endline. The 
proportion of respondents indicating they were referred by health workers 
dropped from 28% at midline to 17% at endline. 

In Kenya, when asked whether they were advised where to access SRH 
services when they last received SRHR information/education, the 
percentage of respondents who indicated this was the case went from 
65% at baseline to 47% at endline in the intervention area (61% among 
young people exposed to the GUSO programme). In the control area, the 
percentage was 46% at baseline and 42% at endline. Among those who 
were advised, at endline and in the intervention area, 43% reported this 
was a teacher, 32% mentioned an NGO, 14% an external counsellor, 9% a 
peer educator, 8% a friend and 6% a health worker. In the control area, 
NGOs were mentioned less (14%), but peer educators and health workers 
were mentioned more often (21% and 14% respectively).

In the intervention area, the referral rate decreased. The respondents who 
indicated they were referred the last time they used contraception and/or 
SRH services went down from 37% at baseline to 24%. Most of this change 
is accounted for by the increased percentage who said ‘I don’t remember’, 
which went from 2% to 17%. In the control area, the percentage who said 
they were  referred went from 20% at baseline to 22% at endline. The main 
referral providers indicated by survey respondents in the intervention 
area were CHVs, parents, teachers, friends, NGOs and health workers. 
Respondents in the intervention area mentioned CHVs more often than 
respondents in the control area (20% versus 10%). Peer educators were 
only mentioned by 2 respondents in the intervention area (1%), while they 
were mentioned by 10 respondents (7%) in the control area. 

In Uganda, approximately 69% of respondents in both areas reported 
being advised about where to access SRH services. At endline, 44% of 
respondents in the intervention area (47% among those exposed to GUSO) 
and 52% in the control area reported having received a referral on their last 
use of contraception. The increase over time was greater in the control 
area, where 18% more respondents received a referral (34% at baseline), 
compared to a 4% increase in the intervention area, suggesting that there 
were positive changes in the control area over time which were not seen 
in the intervention area. 

At endline, 44% of respondents in the intervention area and 52% in the 
control area mentioned teachers as their advisers on where to access SRH 
services followed by friends (roughly 40% in both areas), health workers 
(around 30% in both areas) and VHTs (around 21% in both areas). At baseline, 
health workers (44%) rather than teachers were the main advisors. Friends 
were the most popular source of referral on where to access contraception, 
with 30% in both the intervention and control area, followed by health 
workers with 16% in the intervention and 17% in the control area. Although 
VHTs were among the most reported source of referral at baseline with 
25%, only 13% of the respondents mentioned having received referrals 
from the VHTs at endline. Referrals made by parents also increased from 
3% at baseline to 14% at endline.
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OUTCOME 5B: 
IMPROVED SOCIOCULTURAL 
ENVIRONMENT

Respondents were asked about the support they experience from key 
community stakeholders, including their own peers, parents, teachers, 
health workers, and local leaders (political, traditional and religious). These 
findings represent the perceptions of young people of how easy it was to 
talk to these groups about SRHR; whether these stakeholders understood 
young people when discussing these topics; and whether they felt these 
stakeholders supported young people’s access to and use of related 
information and services.

In Ghana, at endline, young people felt more at ease, more understood 
and more supported by stakeholders in relation to SRHR compared to 
base- and midline (particularly baseline). Positive trends were seen across 
all stakeholders in relation to each aspect of support, ease of conversation, 
and understanding, with the exception of traditional/community chiefs. 
Overall, respondents report feeling most understood and supported by 
their peers, romantic partners, health workers and teachers at all study 
stages (between 89-99% at endline), and less understood/supported 
by authority figures such as political, traditional and religious leaders. 
Nonetheless, these groups saw the largest improvements over time, 
with the largest increase observed for (local) political leaders (for whom 
32% of baseline respondents found it easy to speak to, compared to 
89% of endline respondents) and religious leaders (only 22% of baseline 
respondents found it (very) easy to speak to this group, compared to 46% 
endline). There was also a large increase in the proportion of young people 
who felt (very) understood by parents (from 54% to 91%) and other family 
members (from 43% from baseline to 91% at endline).

A similar pattern emerges in the extent to which young people felt 
supported to access SRH services and education. The majority of endline 
respondents felt supported by most stakeholder groups, except religious 
leaders (only 47% felt supported/very supported), although this still 
increased from 12% at baseline. There was a large improvement in the 
proportion of respondents who felt (very) supported by teachers (from 
59% at baseline to 89% at endline), parents (from 48% to 91%), other family 
members (40% to 92%), traditional/community chiefs (21% to 56%) and 
local political leaders (from just 29% to 90%). Again, the largest proportion 
felt supported by health providers (99%), peers (98%) and girlfriends/
boyfriends/spouses (98%). This was the case across all study stages.

In Ethiopia, the pattern is largely the same across all three questions, with 
limited changes over time. Generally, peers, partners/spouses and health 
workers were rated more positively, between 88-97%, while traditional/
community chiefs, local political leaders, and religious leaders had the 
lowest ratings (17-38%). The most positive changes were observed in 
parents (from 49% to 59%), local political leaders (from 13% to 17%), and 
health workers/providers from base- to endline (mid- to endline in relation 
to health workers as this stakeholder was not included at baseline). 
Teachers also went from 49% of baseline respondents found easy/very 
easy to speak to, compared to 66% of endline respondents. There were 
some very small reductions from base- to endline in the scores awarded to 
religious leaders and traditional/community leaders. 

In Indonesia, endline respondents still report feeling most understood 
and supported by their parents (75%) and teachers (72%), while they also 
report feeling understood by health workers (81%). Although respondents 
stated that they could easily talk with their peers, they felt less understood 
by them compared to parents, teachers, and health workers. They felt 
least understood and supported by authority figures such as political, 
traditional and religious leaders. The latter was particularly surprising 
considering that many more young people at endline mentioned religious 
leaders as sources of SRHR information. In fact, young people perceived 
religious leaders as less supportive, easy to talk to and understanding over 
time, with a 25% point decrease from baseline. 

I’m empowered 
with a lot more 
information on 

SRHR and make 
change  in my 

own way”
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Table 9: Outcome 5 indicator on extent to which young people feel supported by community stakeholders

 Ethiopia Indonesia Ghana Malawi Kenya* Uganda*

Support from stakeholders and 
gatekeepers Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend Endline Trend

Young people (15-24 years) who feel 
supported by teachers in accessing 
sexuality education and SRH 
services

79% - 77% + 89% + 59% ± 57%
(84%)

-
(+)

56%
(70%)

+
(+)

Young people (15-24 years) who feel 
supported by peers in accessing 
sexuality education and SRH 
services

89% - 59% + 98% + 94% + 51%
(75%)

-
(±)

73%
(79%)

+
(+)

Young people (15-24 years) who feel 
supported by parents in accessing 
sexuality education and SRH 
services

79% - 79% + 91% + 68% + 63%
(86%)

-
(+)

69%
(68%)

+
(+)

Young people (15-24 years) who 
feel supported by other family 
members in accessing sexuality 
education and SRH services

55% - 46% + 92% + 75% ± 46%
(71%)

-
(+)

57%
(68%)

+
(+)

Young people (15-24 years) who feel 
supported by girlfriend/boyfriend/
spouse/partner in accessing 
sexuality education and SRH 
services

76% - 32% + 98% + 92% + 54%
(79%)

-
(±)

79%
(83%)

-
(±)

Young people (15-24 years) who 
feel supported by traditional/
community chief in accessing 
sexuality education and SRH 
services

19% - 27% + 56% + 48% + 20%
(22%)

+
(+)

11%
(14%)

+
(+)

Young people (15-24 years) who feel 
supported by local political leaders 
in accessing sexuality education 
and SRH services

25% - 20% + 90% + 43% - 19%
(21%)

+
(+)

16%
(16%)

+
(+)

Young people (15-24 years) who feel 
supported by religious leaders in 
accessing sexuality education and 
SRH services

33% - 40% + 47% + 47% - 31%
(28%)

-
(-)

30%
(34%)

+
(+)

*Figures for Kenya and Uganda are from the intervention area only
** For Kenya and Uganda, data is given between brackets for the respondents in the intervention area who had been engaged by the GUSO programme
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The proportion of young people who found it (very) easy to talk to 
different stakeholders about sexuality, contraception and relationships 
increased since baseline, although there was a reduction since midline. 
This reduction largely relates to authority figures such as religious leaders 
(from 51% at midline to 19% at endline), parents (from 77% to 53%) and 
teachers (from 65% to 42%). At endline, 74% of young people found it (very) 
difficult to talk with political leaders about sexuality, contraception and 
relationships, followed by 64% for traditional leaders. The proportion who 
found it (very) easy to talk to peers and their girlfriend/boyfriend/spouse 
increased slightly (by around 2%), and the number who found it difficult to 
talk to their girlfriend/boyfriend/spouse also fell. 

By the end of the programme, young people surveyed in Malawi felt more 
supported, at ease and understood by all stakeholder groups. Respondents 
still reported feeling most understood and supported by their peers (91%), 
romantic partners (90%), and understood when discussing SRHR topics 
with health workers (91%). While they still felt less understood and supported 
by authority figures such as political, traditional and religious leaders (41%, 
45% and 44% at endline, respectively), the proportion reporting positive 
feelings related to these authority figures increased over time. 

A similar pattern can be seen in the extent to which young people felt 
supported by these stakeholders to access to SRH services and SRHR 
education. Across most stakeholder groups, the majority of respondents 
felt supported to access SRH services and sexuality education. While 
this was not the case for local political leaders (just 43% felt supported), 
religious leaders (47% felt supported), and traditional/community leaders 
(48% felt supported), these groups saw the largest increases. For example, 
at baseline just 28% felt supported by local political leaders. The largest 
proportion reported feeling supported by health workers (96%), peers 
(94%) and girlfriends/boyfriends/spouses (92%). 

The in-depth research in Kenya and Uganda allowed the evaluation to 
dive deeper into the issues around stakeholder support.

Family
In Kenya, communication between young people and their parents was 
reported to be poor at baseline. While this was also reflected at endline, 
some changes were observed. Parents from Bondo pointed to the need 
for parents to take responsibility for supporting their children and foster 
a more cordial relationship so that they are able to have open discussions. 
Young women (18-24 years) in Bondo reported instances where parents 
were keen on supporting their children to get SRH education and girls 
from Alego Usonga gave examples of mothers supporting their daughters 
to access contraceptives. This was not reported at baseline. Nonetheless, 
young people still perceived a level of judgement from their parents 
and it was reported by parents as well as boys and girls themselves that 

some parents do not adequately meet young people’s needs. A taboo on 
discussing SRH with parents seems to exist. 

“Parents are scared of teaching their children, because they are 
scared that the kids will have sex or they will spoil them so most 
parents don’t sit down their children to talk to them.” (FGD girl 15-17 
years in Alego Usonga)

Survey respondents were asked whether there is someone at home to 
talk to, the ease of discussing topics such as sexuality, contraception and 
relationships, how understood they felt and whether they felt supported 
to access SRH services in relation to various stakeholders. Broad trends 
can be seen in both areas, with respondents most likely to state feeling 
understood/supported and able to talk to their ‘girlfriend/ boyfriend/ 
spouse/ partner’ and ‘parents’. However, the percentage of respondents 
that found it (very) difficult to talk with parents about sexuality, 
contraception and relationships also increased from 20% at baseline to 
34% at endline in the intervention area. In the control area, the difference 
was less pronounced (24% at baseline and 26% at endline). Similarly, the 
percentage of respondents in the intervention area who indicated that 
their parents were (very) understanding decreased from 74% at baseline 
to 58% at endline. In the control area, it only went down from 74% to 72%. 
Lastly, when asked whether they feel supported in accessing sexuality 
education and SRH services by a range of stakeholders, ‘girlfriend/
boyfriend/spouse/partner’ and ‘parents’ had the highest percentages 
of (very) supportive, however, the percentages went down over time, 
particularly and significantly in the intervention area. 

In Uganda, most respondents were able to talk to family members about 
their feelings, hopes and worries (87% in the intervention and 88% in the 
control areas). This increased slightly from baseline, from 82% and 80%, 
respectively. Over one third of respondents (36-38% in both areas) identified 
mothers as the main person they could talk to, followed by siblings (29% 
intervention and 34% control). Most respondents found it (very) easy to 
talk to family members and partners about sexuality, contraception and 
relationships, increasing over time in both areas. Most respondents in 
both areas found it (very) easy to talk to their boyfriend/girlfriend/spouse/
partner; 81% in the intervention and 77% in the control area. Around 6 in 10 
in both areas also found it (very) easy to talk to their parents. This increased 
overtime in both the intervention (from 45% at baseline) and control 
(47% at baseline) areas. Less than a quarter of respondents in both areas 
said their parents did not understand them when discussing sexuality, 
contraception and relationships, while approximately 67% felt understood. 
There were positive upwards trends since baseline for parents and other 
family members in both areas. 
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The qualitative component also shows that young people received 
support from their parents and other family members, including being 
referred to use contraception. At endline, parents seemed more engaged 
and interested in their children’s SRH and were more open to advise the 
young people on sexuality issues.

“Parents we are counselling our children and as a parent you don’t 
tire from counselling your child because no one else gave birth to her 
for you. The children of these days are disobedient otherwise we have 
done the job and we are still doing.” (FGD, mothers)

However, some participants of FGDs mentioned parents have no time to 
talk to their children about SRH topics, because of parents working all day 
and returning home tired from work.

“Others counsel and others don’t have time. Like mzee [father], you 
can’t ask him to counsel you, he comes from work tired and the only 
things he’s thinking [about] is bathing, eating and sleeping and the 
same thing tomorrow, so some have no time, they get caught up with 
work.” (FGD, females 15-17 years)

Peers
In Kenya, baseline and endline results both show that peers play a critical 
role in influencing the behaviour of boys and girls, including matters of 
sexuality. The youth centre coordinator in Bondo reported that young 
people who came for health services are often advised to do so by their 
friends. Many study participants also mentioned peer influence as one of 
the triggers of sexual debut and activity. 

At baseline, 80% of survey respondents in the intervention area and 73% in 
the control area indicated that they found it (very) easy to talk with peers 
about sexuality, contraception and relationships. At endline, this had 
decreased to 57% and 76% respectively. At baseline, 80% of the respondents 
in the intervention area and 71% in the control area indicated that peers 
were (very) understanding when discussing these topics. At endline, this 
decreased to 56% in the intervention area and 69% in the control area. While 
79% of baseline respondents in the intervention area felt (very) supported 
in accessing sexuality education and SRH services by peers, this also 
decreased significantly to 51% at endline. In the control area, the percentage 
of respondents who felt (very) supported by peers remained the same (67%).

In Uganda, the majority of young people surveyed in both areas reported 
feeling understood by their peers and finding it (very) easy to talk to their 
peers about sexuality, contraception and relationships (75% and 76% in 
the intervention and control area respectively). A similar percentage (73%) 
across the intervention and control areas also felt (very) supported by 
their peers in accessing education and SRH services. The percentage of 

respondents that found it easy to talk to peers and who felt understood 
and supported increased slightly over time. 

Peers support each other through peer education where they share 
experiences and the importance of using contraception and condoms, 
especially to prevent STIs and unintended pregnancies. Both at base- and 
endline, older peers were perceived as more experienced and therefore 
more listened to as compared to younger ones or age mates.

I:   “Do you have peer educators who counsel, advice on issues 
concerning sex education?” P: “Our age like” Interviewer: “Yes” P: 
“No, there are some but they are older than us and he comes and 
sensitises us on how to use the condoms.” Interviewer: “Do you see 
any importance in his talks?” 

P:    “It has helped in preventing diseases and not giving people’s girls 
pregnancies.” (FGD females 18-24 years)

Schools and teachers
In Kenya, teachers emerged as the main source of SRHR information at both 
baseline and endline. At baseline, participants expressed concerns about 
the integration of SRHR education in the school curriculum and teachers’ 
engagement in sexual relationships with girls. From the endline data, it 
is clear that teachers have been sensitised on how to provide sexuality 
education and enhance the uptake of adolescent and youth friendly 
services. They were reported to be responsible for providing discipline, life 
skills including sexuality education and general support to students. 

“Our work is to give them the real information so that they now come 
to know it by themselves. They know what they are supposed to do 
at the right time and what they are not supposed to do – that is what 
we [teachers] are supposed to do. You are supposed to tell them 
everything without fear.” IDI, teacher, Alego Usonga)

Students were able to discuss sensitive issues with teachers as long as 
there is an open relationship. Others did not trust that the teacher would 
keep their secrets. In an FGD with young women (18-24 years) in Bondo, 
teachers were believed to conduct virginity tests on girls after holidays. This 
is reflected in the survey findings. At endline, slightly fewer respondents 
felt at ease talking with teachers about sexuality, contraception and 
relationships; from 56% at baseline to 47% at endline in the intervention 
area, and from 55% to 53% in the control area. Respondents at endline also 
indicated a bit less often that teachers were (very) understanding when 
discussing these topics compared to baseline (intervention area: from 
61% to 55%, control area: from 63% to 59%). There are still challenges in the 
ability of teachers to provide sexuality education, due to the difficulty of 
the topic, time limitations or suspicions that some male teachers might 
end up having inappropriate relationships with girls. 
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“Yes, some who are still young, the teachers want to engage them into 
sexual intercourse secretly only to be revealed by pregnancy. When 
you ask the girl about it, then she tells you that a particular teacher is 
responsible.” (IDI, traditional Leader, Bondo) 

In Uganda, respondents had mixed opinions about the role of teachers in 
talking about sexuality, contraception and relationships. At endline in the 
intervention area, 55% of respondents found it easy to talk to teachers, 6% 
were neutral and 31% found it difficult. This was roughly the same in the 
control area. Respondents also had mixed opinions on whether teachers 
understood them when discussing SRHR topics. Similar percentages 
across the intervention and control felt supported (56%), neutral (8%) and 
not supported (29%) by teachers in access to education and SRH services. 
The qualitative component shows experiences of teachers being 
supportive, with more positive experiences mentioned at endline than at 
baseline. Support included advising students and providing condoms and 
pads for students who need them in schools.

“Teachers have done a very big role because they have counselled the 
children. They have counselled them about the problems that are in 
that thing they are going into, what they are benefiting, the problems 
in it, for instance the teachers tell the children ‘If you have sex, you are 
likely to get pregnant, getting disease -  even if you do not get them 
now’, but they say, there is a possibility of getting them in the future.” 
(FGD, females 15-17 years)

At baseline, support provided by teachers was mainly focused on abstinence 
and talking about body changes during puberty, with counselling mainly 
being done by NGOs. This trend seems to have changed at endline, as 
counselling by teachers increased and covered broader SRH topics such 
as condom use, family planning, and sexuality.

Health workers 
In Kenya, health workers, including CHVs, were identified as essential in 
the provision of health information, services and referral at both study 
stages. CHVs in Bondo were also reported to play a key role in providing 
information, condoms and pills at the community level as well as referring 
young people to the health facility. 

Health workers from the youth-friendly health centre were found to 
be more confidential, according to young women and men in Bondo. 
Although some young people in Bondo still reported at endline that 
some service providers were not so friendly, a positive change in youth 
friendliness of services was observed. This was different in Alego Usonga, 
where young men (18-24 years) reported to never express themselves to 
health professionals, because they were regarded as strangers. 

“Yes, youth friendly… like most of them are youth friendly compared 
to before you would fear going to the hospital as no one would listen 
to you, or understand you like the way you would want them to.” (FGD 
young women 18-24 years, Bondo)

In Uganda, respondents found health workers the easiest group to speak to 
about sexuality, contraception and relationships and the most supportive 
in accessing sexuality education and SRH services (85%). Furthermore, 
over 85% of respondents said that health workers understand them when 
discussing matters of sexuality, contraception and relationships. 

The role of health workers was seen as providing sensitisation and 
counselling on sexuality and provision of contraceptives, especially 
condoms, either at health facilities or through community outreaches and 
media (radio and television). 

“You could find a boy when he even didn’t know how to put on the 
condom. ...The health worker teaches, and you find that the boy will 
have to know that the condom is put on like this. Even when a girl has 
just gone out of her periods like two days back you are not supposed 
to be with her and they also have learnt that. This knowledge and 
information has helped the youths” (FGD, males 18-24 years)

However, some young participants (FGDs with females 15-17 years) said that 
some health workers tend to judge them when they seek SRHR guidance 



119118

and services and do not keep the discussion confidential. In this regard, 
they noted that felt more able to express themselves and their sexuality 
issues to health workers if they found them friendly and trustworthy. 

Religious leaders
In Kenya, baseline respondents were less positive about the role of 
religious leaders in SRHR and this had not really changed by endline. In 
fact, respondents in both areas were less likely at endline to state they 
felt supported and understood by religious leaders. A mixed picture 
emerged whereby the church organised youth rallies to offer sexuality 
education with an emphasis on moral uprightness and abstinence. At 
endline, it was observed that religious leaders still relied on the church 
doctrine, emphasise abstinence and do not usually advocate for use of 
contraceptives by young people. 

In Uganda, while most of the respondents expressed difficulty talking to 
religious leaders about sexuality, contraception and relationships, this did 
improve overtime. There was also an increase of 13% in the intervention 
area and 20% in the control area among respondents who stated that 
religious leaders understand them on those topics. In addition, more 
endline respondents reported that they felt supported by religious leaders 
in accessing sexuality education and SRH services (increases of 8% and 
15% in intervention and control areas, respectively). In the qualitative 
component, some participants said that religious leaders are supposed to 
be engaged in supporting young people’s sexual health, but the specific 
details of their responsibilities were not captured. 

Political and traditional leaders
In Kenya, very few baseline respondents indicated finding it (very) easy to 
talk with traditional or community chiefs about sexuality, contraception 
and relationships. While this remained low at endline, the percentage of 
respondents who said that traditional or community chiefs were (very) 
understanding increased; from 10% at baseline to 20% at endline in the 
intervention area, and from 19% to 24% in the control area. Respondents 
were also more likely to feel supported by traditional or community chiefs 
in accessing sexuality education and SRH services. In the intervention 
area, the percentage of respondents who felt (very) supported increased 
from 13% at baseline to 20% at endline. In the control area, it increased from 
18% at baseline to 25% at endline. 

A similar trend was observed with regard to local political leaders’ 
understanding and the percentage of respondents who felt supported by 
local political leaders in accessing sexuality education and SRH services 
also increased in both areas; from 6% at baseline to 19% at endline in the 
intervention area, and from 8% at baseline to 18% at endline in the control 
area. Baseline data showed that the law on violence against women, while 
in place, was not effective because of little attention to the topic of political 

and traditional leaders. At endline, the political and local leadership (chiefs 
and village elders) had increased attention to the promotion and protection 
of young people’s SRHR. They were more likely to fulfil their roles as local 
administrators to enforce the law protecting girls’ SRHR, to track cases and 
present them for arrest and prosecution of perpetrators for crimes such as 
rape/defilement. They also support the implementation of other policies, 
such as the return-to-school policy for girls after teenage pregnancy. Chiefs 
were reported to work closely with the gender coordinator to identify and 
resolve issue of gender-based and sexual violence.
 
“What the chiefs do in the community is when they hear of a case [sexual 
violence], they act very fast and this makes people scared and do not 
play with children. Right now, if you are walking in these communities 
and you see someone standing along the road with a school child, you 
will find that that person will walk away very fast.” (FGD parents, Bondo)

However, challenges related to implementation still exist and cases of 
sexual violence were reported to be increasing, while access to the justice 
system was still limited, partly because of bribery.

In Uganda, respondents found it difficult to talk about sexuality, contraception 
and relationships with political and traditional leaders, although there was a 
slight increase of around 5% over time in both areas, and an average increase 
of about 7% at endline of those who stated that the leaders understood 
them. Similar increases were seen in the percentage of respondents who felt 
supported by political and traditional leaders in accessing sexuality education 
and SRH services. Over time, increases of around 5%-10% were seen in both 
areas in the percentages who felt (very) supported by religious leaders, 
traditional or community chiefs, and local political leaders. A particularly 
large increase (15%) was seen for religious leaders in the control area. This 
meant that at endline around a third in both areas felt (very) supported by 
religious leaders, followed by less than 1 in 5 who felt this way about local 
political leaders (16% in the intervention, and 19% in the control areas) and 
traditional or community chiefs in the control area (19%). While there was 
an increase from 7% at baseline, only 11% felt supported by traditional or 
community chiefs in the intervention area at endline. 

“When we came, I think the cultural leaders were not so cautious of 
their roles in terms of changing the environment and knowing that 
they can play key roles in making SRH of young people better. But right 
now, even if there is a chief here of Kigulu; one of the chiefs of Iganga 
chief, for Kigulu is called Gologolo, I think is very very supportive. It 
has been very extremely supportive talking to young people telling 
them about culture and letting them know that this is not supposed 
to be this way we are supposed to be promoting SRH, let’s support one 
another and he has helped us to be a voice of vocal advocate.” 
(KII, GUSO representative)
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MEASURING PROGRESS 
ON GUSO’S OBJECTIVE 

The previous chapters analyse GUSO’s progress towards realising changes 
at the Outcome level through the programme. Having reached the end of 
the 5-year programme period, it is also important to reflect on progress 
towards the long-term objective, that: All young people, especially girls 
and young women, are empowered to realise their SRHR in societies that 
have a positive attitude towards young people’s sexuality. 

How has the SRHR of young people in GUSO programme areas improved 
concerning empowerment, gender equality, self-esteem and sexual 
health? While measuring progress at the outcome level of the GUSO 
Theory of Change helps understand this, the endline evaluation also 
included questions on components of empowerment to provide insight 
into progress towards the long-term objective: 

 — Confidence and self-esteem
 — Gender attitudes and social norms
 —  Young people’s ability to make informed decisions and voice rights 

on SRH

These changes were explored in more depth in the comparative studies 
in Kenya and Uganda, although some questions from the performance 
studies can help shed light on this in the other countries. Results vary 
across the different contexts, yet there are some signs of positive change 
among respondents, as well as some negative changes.

CHANGES	IN	CONFIDENCE	AND	SELF-ESTEEM

In Ethiopia, the findings related to confidence and self-esteem are fairly 
mixed. It is positive that almost all (94%) agreed at endline that they ‘feel 
confident to get tested for HIV’, while 87% ‘feel confident to get tested for 
STIs’. A large majority of 73% also disagreed that they would feel ashamed 
if someone in their family had HIV. The most positive shift was observed 
in relation to those who felt confident to get condoms from a pharmacy, 
health clinic or shop (from 51% at midline to 61% at endline). Meanwhile, 
the negative statements that respondents most commonly agreed with 
were ‘I feel/felt afraid about the changes that occur in my body due to 
puberty’ (35% at endline agreed) ‘I feel guilty or ashamed when I have 
sexual feelings’ (25% agreed). 

The proportion of young women and young men stating that they felt  
able to seek help if someone forced them to do something against their 
wishes increased since midline. Seventy-one percent (71%) at endline felt 
able to seek help if someone forced them to do something against their 
wishes, compared to 61% at midline. However, the proportion who stated 
they felt they were able to resist reduced from 70% to 55%. 

In Ghana, there were very positive shifts in personal attitudes relating 
to the self-confidence of young people. Fewer respondents felt guilty/
ashamed about their sexual feelings (33% agreed at baseline compared to 
15% at endline) and only 21% said they felt afraid about changes that occur 
during puberty (from 46% at baseline). Overall, young people’s confidence 
in their negotiation power seems to have increased: more than 95% of 
respondents (strongly) agreed with the statements ‘I feel confident that 
I can use a condom every time if I have sexual intercourse in the future’ 
and that they were able to make the decision themselves whether to 

54

“The day I started my period 
I thought, ‘What’s happening to 

me?!’ And it was the hardest 
question to answer because 
I couldn’t answer it myself … 
I want every young person in 

Ethiopia to have access to 
sexuality education, to be aware 
of their physical changes during 

puberty, to know about them-
selves and to make informed 

decisions in their life.” 

Fantantesh, 18 years old, is a 
youth leader and advocate on 
Comprehensive Sexuality
Education, or Mahareb as it’s 
referred to in Amharic, in targeted 
schools in Addis Ababa. She has 
helped empower adolescents to 
learn about their own sexuality 
and the decisions they may make 
through GUSO.

“Sex Education makes me know 
and understand what friendship 

and supporting each other 
means. One of the messages that 
is still in my mind is about knowing 
boundaries and ‘No means No’. 

Young girls in Ethiopia, including 
me, are subjected to different 
forms of violence and harmful 
traditional practices. I believe 

that learning about my sexuality, 
our sexuality, allows us to ask 

and demand our rights and say 
‘NO’ for the things we see 

wrong.”

In Ethiopia, there is little awareness 
of sexual and reproductive health 
and rights (SRHR) among adoles-
cents. Only around 33% of young 
people use modern contraceptives 
and the teenage pregnancy rate is 
12%. Only 51% of school girls are 
knowledgeable about menstruation 
and how to manage it, and over 
50% avoid going to school during 
their menstruation.

“With my peers, I discuss sexuality 
openly, including issues most 

young Ethiopians are ashamed to 
talk about. For instance, about 
relationships and sexual health, 
about unwanted pregnancy and 

the use of a condom … I advise 
young people to keep them-

selves safe, enjoy their sexuality, 
be bold, and be a part of Meharebe 

or any life skills education 
available in their school.”

“Even with my other friends who 
haven’t been in Mehareb 

sessions, discussion about 
sexuality is sometimes very 

difficult, or to be open. We are 
very influenced by the conserva-

tive culture. In my village, we 
don’t talk about sexuality openly, 

as it is considered as initiating 
children to commit themselves 

to early sexual activities.”

Fantanesh, who is from the sub-
urbs of Addis Ababa, is one of five 
children living in the family home. 
As part of a low-income family she 
is expected to contribute to family 
finances. Next to her studies these 
responsibilities play a big role in 
her life. Before school, her chores 
include opening up her father’s 
small kiosk shop.

“My faith gives me peace and 
strength in life,’’ Fantanesh 

reflects.

She is able to engage with her 
peers about their sexuality, and 
the important issues they will be 
faced with, such as those regarding 
choice, consent and respect.

“I remember on the first day I 
ever took a sex education class, 
we started with a course, called 
‘The World Starts with Me’ and 

how the room echoed with these 
words. The world starts with me, 
I thought! From that day forward 

I felt deeply how unique I was, 
and unique I am today. Now, I 
know myself so much better, 

how I will contribute to the world 
and the goals I want to achieve. I 
will address the SRHR problems, 

helping other young people 
across Ethiopia to learn what I 

now know to be true.’’

FANTANESH’S STORY
“I want every young 
person in Ethiopia 
to have access to 

sexuality education!” 

“Now, I know 
myself 

so much 
better”
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have sex or not (from 77% at baseline). Additionally, the proportion of 
respondents who felt confident to access services increased over time, 
and 90%+ respondents agreed that they felt confident to get tested for 
STIs, get tested for HIV, get condoms from a pharmacy, health clinic or 
shop, and use SRH services. This is consistent with the higher use of SRH 
services, and that many respondents did report going to the pharmacy/
shop to access services. The vast majority (95%) reported feeling able to 
participate in decision-making for their own health care. 

There were increases in the proportion of young women and men stating 
that they felt able to resist and seek help if someone forced them to do 
something against their wishes. At endline, 99% felt that they would be 
able to resist if someone [tried to] forced them to do something against 
their wishes (from 96% at midline), and 86% stated that they were able to 
seek help (a large increase from 44% at midline). Less positively, there was 
also a large increase in the percentage of young women and men stating 
that they would not dare tell anyone if this happened. 

In Indonesia, there were some negative shifts at endline in personal 
attitudes relating to self-confidence, reversing progress seen at midline. 
These relate to confidence in using a condom, being able to decide 
whether to have sex or not and feeling guilty/ashamed about sexual 
feelings, and getting tested for HIV/STIs. For example, a large majority 
of respondents did not feel confident to get condoms from a pharmacy, 
health clinic or shop (just 20% (strongly) agreed). However, a majority 
of respondents reported feeling confident to use SRH services when 
needed (67%) and to get tested for STIs or HIV (53%). On the other hand, 
compared to base- and midline, fewer respondents reported feeling guilt/
shame about sexual feelings (from 57% at baseline to 35% at endline) and 
feeling afraid about changes that occur to their body during puberty. Less 
positively, there were reductions in the proportion agreeing with all the 
statements beginning with ‘I feel confident to…’, concentrated on feelings 
of confidence accessing SRH services and obtaining/using contraception. 
The proportion of young women who stated that they felt able to resist and 
seek help if someone forced them to do something against their wishes 
increased. Ninety-six percent (96%) of young women at endline felt that 
they were able to resist if someone forced them to do something against 
their wishes (from 89% at midline), and 46% stated that they were able to 
seek help (from 41% at midline). For young men, the proportion who felt 
able to resist stayed the same (95%), and there was a slight increase in the 
proportion that felt able to seek help (from 21% to 24%). Less positively, 
there was an increase among both sexes stating that they would not dare 
tell anyone if this happened. More than a third of young women and one in 
five young men reported this at endline.

In Malawi, overall, there were positive shifts observed relating to the self-
confidence of young people. Young people’s confidence and decision-

making capacity increased over time. At endline 94% of respondents 
agreed with the statement ‘I participate in decision-making for my own 
health care’ (from 58% at baseline) and 85% agreed with the statements 
‘I feel I am able to make the decision myself if I want to have sex or not’ 
(from 62%), and ‘I feel confident that I can use a condom every time if 
I have sexual intercourse in the future’ (from 68%). The vast majority of 
respondents felt confident to get tested for HIV (99%), get tested for STIs 
(95%), and use SRH services when needed (92%). Large majorities of 84% 
of respondents also agreed that they felt confident to get condoms from a 
pharmacy, health clinic or shop.

The proportion of young women and young men who stated that they 
felt able to resist and seek help if someone forced them to do something 
against their wishes increased since midline, from 82% to 96% at endline. 
Furthermore, 56% stated that they were able to seek help (an increase from 
50% at midline). Less positively, there was also a very small increase in the 
percentage stating that they would not dare tell anyone if this happened, 
for both young men and young women. However, the proportion stating 
this was very small (around 1 in 10 respondents at mid- and endline).

CHANGES IN GENDER ATTITUDES 

In Ethiopia, no large changes were seen over time regarding personal 
attitudes of young people around SRHR and gender norms. At endline 
respondents reported positive attitudes in relation to gender norms and 
patriarchal attitudes. For example, 87% of respondents disagreed that ‘A 
husband is justified in hitting or beating his wife if she argues with him’, and 
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76% disagreed that a girl/woman should always obey a man. A majority of 73% 
also disagreed that they would feel ashamed if someone in their family had 
HIV, which reduced from 81% at midline but increased from 69% at baseline.  
In Ghana, positive shifts were observed in attitudes on gender and sexuality, 
with fewer respondents believing that repressive patriarchal practices, 
such as domestic abuse, are acceptable, although homophobic views 
persisted and appeared to have become more ingrained. The proportion 
of young people agreeing with the statement ‘It is acceptable to me for 
people of the same sex to have a sexual relationship’ decreased from 12% 
at baseline to just 3% at endline. However, a large majority of 87% now 
disagreed that a husband is justified in beating his wife if she argues with 
him, while 76% disagreed that women and girls should always obey men. 
It is also positive that the number of young people who are accepting of 
those with HIV increased over time. Similarly, endline respondents were 
far more likely than at base- or midline to say that it was the responsibility 
of both boys and girls to prevent pregnancy, with almost all respondents 
at endline stating this. Overall there were no notable differences across 
genders in the prevalence of patriarchal attitudes. 

In Indonesia, there were mixed results related to gender attitudes; the 
number of young people who were not accepting of homosexuality 
increased over time (from 77% at baseline stating same sex relationships 
are acceptable to 73% at endline), despite receiving information/education 
on sexual orientation and identity. However, more young people disagree 
that domestic violence and the subservience of women in the household 
were acceptable. Moreover, a majority of young people also indicated that 
preventing pregnancy was a joint responsibility of a boy and a girl. 

In Malawi, there were some positive results with regard to gender 
attitudes, though views that reinforce patriarchal gender norms persist. 
A very large majority (90%) now disagreed that a husband is justified in 
beating his wife if she argues with him. It is also positive that the number 
of young people who were accepting of homosexuality and people living 
with HIV increased over time. While a majority (65%) still disagreed that 
it is acceptable for people to be in same-sex relationships, this reduced 
since baseline when 75% disagreed. Overall, patriarchal attitudes were 
more common among women than men in the sample, as was evident 
by their views on domestic violence and same-sex relationships. Women 
found it more acceptable for husbands to beat their wives (12% of women 
compared to 5% of men), and were far less likely to (strongly) agree that 
same sex relationships were acceptable (20% compared to 34%). However, 
they were slightly less likely to agree that women and girls should always 
obey men (53% of women (strongly) agreed, compared to 56% of men). 
Attitudes regarding responsibility to prevent pregnancy had still not 
shifted among women to the understanding that both the boy and the 
girl are responsible. 

In Kenya, survey findings suggest small but positive changes occurred 
over time in relation to social norms and (gender) attitudes. In the 
intervention area, at baseline 27% and 30% of the respondents agreed 
and strongly agreed with the statement ‘Boys/men are responsible to 
earn for the household’, compared to 38% who agreed and 21% strongly 
agreed with the statement at endline. While the percentage agreeing 
did not change much overall, the percentage of those strongly agreeing 
went down. At endline, more males (strongly) agreed with this statement 
(62%) than females (56%) in the intervention area. On the other hand, 
when asked a statement about when money is scarce, boys should 
be sent to schools before girls, there was little agreement with this at 
baseline: 8% in the intervention area (strongly) agreed and 14% in the 
control area, while at endline this increased to 13% in the intervention 
and 20% in the control area.

When asked ‘Men should have the final word about decisions in the 
household’, the level of agreement (agree and strongly agree) decreased 
over time from 51% to 41% in the intervention area, and from 65% to 59% 
in the control area. The percentage of respondents who (strongly) agreed 
that girls/women should always obey men decreased from 69% at baseline 
to 59% at endline in the intervention area. In the control area, this went 
from 87% to 73%. In both cases, male respondents agreed more often than 
female respondents. 

Many young female and male participants at endline explained that 
some young people have more freedom of movement than others, which 
aligns with baseline findings. This was also reported to depend on age, 
as reported in an FGD involving boys (15-17 years) in Alego Usonga. At 
endline, restrictions in movements, in particular for girls, were reported 
to be related to fear of violation and pregnancy, but also because of girls 
needing to help in the household.

In Uganda, there appears to be an increased desire (more noticeably 
among male respondents) to uphold existing gender and social norms. 
The two strongest (negative) shifts in the intervention area related to the 
statements ‘Girls/women should always obey men’ and ‘Men should have 
the final word about decisions in the household’. In the intervention area, 
the percentage who (strongly) agreed with the first statement increased 
from 63% to 83%, and from 55% to 75% for the second. In the control area, 
smaller increases were seen, from 72% to 85% and 68% to 77%, respectively.
At endline, the vast majority of respondents (91% in the intervention 
area and 94% in the control area) (strongly) agreed that ‘boys/men are 
responsible to earn for the household’. Compared to the baseline, there 
was a 67% increase in agreement with this norm. The change was similar 
among males and females but slightly more men than women (strongly) 
agreed at endline (90% of women compared to 93% of men in the 
intervention area). 
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Similarly, more respondents in both areas agreed with the statement 
‘Cooking and cleaning is primarily a woman’s task’. At endline, 92% of 
respondents in the intervention and 94% in the control area (strongly) 
agreed with this statement, increasing over time by 18% among male 
respondents in the intervention area, and by 13% among female 
respondents.

“I think community perspective still has the aspect that a good girl 
should be able to come back home, cook for their family, do the house 
chores and not interact with men as per se, be able maybe [to] serve 
their brothers food and all that. And the good boy should probably be 
able to support in the garden, be able to, I don’t know, do something 
that is providing income or something like that...” 
(IDI, Youth Coordinator)

Almost all endline respondents in both areas, regardless of sex, (strongly) 
agreed with the statement ‘Men should participate in raising the children’. 
At endline, 95% of respondents (strongly) agreed, compared to 87% at 
baseline. However, the discussions gave the sense that a man’s role in 
parenting hinges on providing for the home, while the parenting is left 
to women. Consequently, men seemed not to want to take the blame of 
children who misbehaved or were bad mannered. The blame was solely 
placed on the women.  

SEXUALITY,	RELATIONSHIPS	AND	DECISION-MAKING

The research in Kenya and Uganda explored in more depth the questions 
of personal autonomy over who to date or marry, when to have sex and 
decision-making about having children and accessing health care. Insights 
into the data collected are given below.

Dating and marriage
In Kenya, most survey respondents (strongly) agreed with the statement 
‘I decide for myself who to date’. Although this decreased over time, 88% 
in the intervention and 91% in the control area still (strongly) agreed. Young 
people also largely agreed (over 90%) with the statement ‘I should have the 
choice to decide whom to marry,’ although this also decreased over time. 

The qualitative endline component showed mixed feelings about decision-
making regarding dating. A health manager in Bondo reported that girls 
who have completed formal education or are working are able to make 
a choice of whom to date without attracting the wrath of their parents. 
However, younger girls were not expected to make such decisions. A 
24-year-old woman in Bondo stated in an IDI that young people can be 
allowed to make decisions if they are in line with social norms about being 
a good girl or a good boy. Young women and girls in Bondo reported 

that girls could be forced to make decisions for marriage if the home 
environment was not friendly – marriage then was an escape route – or if 
they got pregnant.

“I have seen quite so many girls around, they are young but they are 
married after dropping out of school, with the pregnancy their parents 
force them to go and get married to the baby daddies.” 
(IDI 20-year-old woman, Bondo)

In Uganda, a vast majority of survey respondents (around 90%) indicated 
that they made their own decisions about whom to date. This was already 
the case at baseline and increased slightly at endline. In both areas, most 
female respondents also agreed that they should have the choice to 
decide whom to marry; 89% and 92% (strongly) agreed at endline in the 
intervention and control areas, respectively. Male respondents who stated 
they make their own decisions whom to marry were similar over time and 
between areas. This is supported by the qualitative data. However, FGD and 
IDI participants also indicated that they often keep these decisions secret 
when they are under 18 because it was felt that these decisions might 
bring shame upon their family, particularly if they cause problems such as 
unintended pregnancies. There was more space for young people over the 
age of 18 to decide openly whom to marry and start relationships with.
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When to have sex
In Uganda, girls’ and young women’s empowerment in relation to deciding 
whether to have sex increased in both areas, especially for girls below 18 
years in the intervention area, with 81% of girls who (strongly) agreed that 
they feel able to decide (from 63% at baseline). A (smaller) positive change 
was seen in the control area. For females above 18 years smaller increases 
were seen in the intervention area (from 75% to 83%) and control area 
(78%-79%).

The perceived ability of boys below 18 years to decide whether or not to 
have sex declined over time, from 76% to 67% in the intervention area 
and from 84% to 68% in the control area. (For male respondents above 18 
years (in both areas), there was no difference between base- and endline 
(around 82%-84%).) Therefore, while more males than females felt able 
to make the decision to have sex or not at all study stages, there were 
positive shifts among females over time (particularly those under 18 in the 
intervention area), while for males there were negative shifts or no change 
(depending on age). During FGDs, however, a few girls expressed that they 
have less power in decision-making around sex. In addition, boys (15-17 
years) in FGDs discussed how girls’ decision-making could be influenced.

“The boys, their behaviour towards girls, sometimes you the girl are 
not meant to be with him, but he forces you. That brings problems in 
between. It is by force and it results into problems, so most boys use it 
a lot - forcing the girls.” (FGD, females 15-17 years)

Several older participants in the interviews and FGDs also indicated that 
young girls have little power in decision-making. This may result in them 
becoming sexually active at an early age, particularly if their families are 
unable to financially provide for them. In that case, girls can easily end up 
in transactional sexual relationships. 

In Kenya, the discussion focused on reasons for having sex. Young people 
reported engaging in sexual activity for multiple reasons, including 
curiosity. Girls in focus group discussions indicated that girls are ‘lured 
into sexual activity’ by young men in high school, boda boda (motorcycle) 
riders, fishermen or married men. Girls liked boda boda riders, because 
they have readily available cash, while boda boda riders were aware that 
girls are in need of money. Parents were concerned that peer influence 
and girls wanting to be “bought for stuff” contributed to sexual activity 
between girls and older men. It was rarely reported that boys or young 
men received money or goods from women in exchange for sex. 

“… young girls nowadays like something called ‘buy this for me’, so 
this notion of ‘buy this for me’ also leads to payment. Like buy for me 
chips, soda, this also does contribute, because if she is bought for, she 
has to pay it back. So young girls nowadays like to ask people to buy 
for them things while the boys get their payments through sex.” 
(FGD parents, Bondo) 

While poverty was cited as the main driver for sex for money or goods, 
transactional sex was often linked to girls wanting to have the same items 
as their peers. In a discussion with young women (18-24 years) in Alego 
Usonga, it became clear agreeing to take money from men made girls 
vulnerable to rape which they would not report.

“Boda boda know that girls are not given money by parents, so they 
tell the girls to go with them to their houses so that they give them 
money and they are asked for sex in return. You can’t refuse to have 
sex and they have given you money even if they rape you, you will 
keep quiet because you have been given money.” (
FGD girls 15-17 years, Alego Usonga) 

Decisions about children 
In Kenya, when survey respondents were asked whether they agreed 
that a couple should decide together if they want to have children, most 
(strongly) agreed, although this decreased slightly over time; from 96% in 
the intervention area and 95% in the control area at baseline, to 85% and 
83%, respectively, at endline. Similarly, most respondents (around 90%) 
(strongly) agreed that the participation of the father is important in raising 
children. Responses on who decides how many children respondents will 
have (in the future) did not vary a lot between base- and endline. 

In Uganda, there was a large increase from baseline (17%) to endline (40%) 
in respondents who stated that they make the decision about how many 
children they would have together with their partner. This increase in joint 
decision-making was larger in the intervention (27%) than in the control 
(21%) area. Nonetheless, more than 50% of male respondents in both areas 
stated they alone would make the decision, compared to roughly 40% of 
women. Males were much less likely than female respondents to state that 
their partner made this decision and there was a large reduction over time 
(from 24% males stating their partner made this decision at baseline to 3% 
at endline in the intervention area, and from 15% to 3% in the control area). 

Decisions on healthcare
In Kenya, when asked who usually makes decisions about their health 
care (‘myself’, ‘me and someone else jointly’ and ‘someone else’), 57% of 
survey respondents in the intervention area responded ‘myself’ (from 51% 
at baseline). Of those who stated ‘someone else’ at endline, the majority 
(around 80%) said that parents were involved. These percentages were 
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lower at baseline, because more respondents reported their husband/wife 
was involved (more respondents were married than at endline). Overall, 
males more often reported making decisions about their health care 
themselves than females. 

In Uganda, the survey results suggest that, over time, fewer young people 
felt they could decide for themselves about their health care. From 
base- to endline, 33% fewer young women reported that they alone took 
decisions about their own health care. At baseline, 67% of respondents in 
the intervention and 63% in the control area stated this was the case. By 
endline, a large downward shift of 32% in the intervention area and 34% in 
the control area was observed of women reporting that they make these 
decisions by themselves. A smaller decrease was seen among young men 
in both areas. The proportion of young men who reported making health 
care decisions by themselves reduced from 70% at baseline to 58% at 
endline in intervention, and from 69% at baseline to 56% at endline in the 
control area. 

At endline, the most common response among female respondents was 
that health care decisions were made by someone else (44%). Around 
24% of females in both areas said health care decisions were made jointly 
by themselves and someone else at endline. Among males, the most 
common response was that they made decisions themselves, with less 
than one in five in the intervention area and one in four in the control area 
at endline stating someone else made these decisions. Therefore, while 
respondents of both genders were less likely to report making their own 
health care decisions at endline compared to baseline, a large gender gap 
was observed at endline that was not seen before, with the result that at 
endline males are much more likely than women to say that they alone 
make these decisions. 

 

CONCLUSIONS AND 
RECOMMENDATIONS

OUTCOME 3

Overall, the evaluation shows positive trends regarding young people who 
reported having (ever) received SRHR information and education, although 
the situation varies per country. In Ethiopia, Indonesia, Ghana and Malawi, 
the vast majority of young people had received SRHR information, with an 
increase over time in all countries except for Malawi. In Ghana and Malawi 
many of these young people had received information through GUSO, 
while in Ethiopia and Indonesia, the proportion of young people who 
reported that they received SRHR information through GUSO decreased 
from the midline. The impact of the Covid-19 pandemic is unclear but 
could be a reason for this reduction, due to school closures and restrictions 
on public gatherings. 

In Ethiopia, Ghana, Indonesia and Malawi, the majority of young people 
surveyed had (ever) received SRHR education at all three study stages, 
with the proportion increasing over time in all contexts, albeit to varying 
extents. The lowest levels at endline were in Ethiopia where 72% of young 
people surveyed had ever received SRHR education. 
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Of those who had ever received SRHR education or information, the vast 
majority found it beneficial. The topics seen as most beneficial varied per 
context. In Ethiopia, respondents found beneficial information on HIV/STI 
testing, family planning/contraception and sexual harassment/abuse. In 
Indonesia, family planning/contraception was rarely found beneficial by 
respondents, although this is not surprising given how few young people 
said they would like to use contraception, even if they are not currently 
using it. Furthermore, even though young people in Indonesia received 
SRHR education on methods of family planning and contraception, 
messaging around this topic seems to be mainly focused on abstinence, 
which was the most commonly indicated way to prevent pregnancy 
(followed by male condom use). In Malawi, young people reported finding 
information/education most beneficial on sexual relationships and love, 
sexual harassment/abuse, gender equality and rights, HIV/STI testing and 
family planning/contraception. In Ghana and Indonesia, SRH services was 
a popular and beneficial topic of both SRHR information and education at 
endline.

In Kenya and Uganda the reported levels of SRHR information and 
education are much lower overall. In Kenya, fewer people surveyed at 
endline in the intervention area reported receiving SRHR information or 
education compared to baseline, from 74% to 60% and from 84% to 71%, 
respectively. However, looking only at young people who were exposed to 
the GUSO programme, the uptake of information and education shows 
a more positive trend. In the control area, the number of respondents 
receiving SRHR information increased slightly and those receiving 
SRHR education decreased significantly. This indicates that the GUSO 
programme may not have been the only factor. The qualitative study 
appears to show that SRHR information and education have reached more 
young people than before. 

In Uganda, more young people in the intervention area had received 
information or education, although the levels were still relatively low 
(69% for both information and education). This increase was higher when 
looking just at young people exposed to the GUSO programme. The levels 
increased in the control area, possibly due to a third party intervention 
which started in the area midway through the GUSO programme. Across 
time in both areas, more than 95% of these respondents found the SRHR 
education they received beneficial.

The most common sources of information and education vary per context 
but some common trends emerged. Teachers are one of the most 
reported sources of information/education in all contexts, followed by 
health providers (Ethiopia, Ghana, Indonesia, Malawi and Kenya) and peer 
educators (Ethiopia, Ghana, Kenya and Uganda). The role of peer educators 
appears to have become more important over time in these contexts, 

particularly in regard to providing advice and referrals to SRH services, 
providing contraception and, as sources of information on SRHR and SRH 
services. In Uganda, health providers became a less important source over 
time, possibly due to the increased role of peer educators. In Ethiopia, 
Ghana and Malawi, youth clubs were also important sources of SRHR 
information. Interestingly, in Indonesia, religious leaders were mentioned 
more often at endline as sources of SRHR information. Social media and 
the internet became more popular sources over time. In Malawi, youth 
community-based distribution agents (CBDAs, a volunteer health worker) 
were playing a more prominent role as providers of SRH services, advice 
and referrals. 

OUTCOME 4

Access to and use of SRH services showed a positive trend in Ethiopia, 
Ghana and Malawi, with service uptake in Indonesia remaining low and 
with limited change.  In Kenya, the uptake trend appears to be going down, 
however when young people who engaged with GUSO are isolated, SRH 
service use remains steady and high in the intervention area. In Uganda, 
too, uptake reduced over time in both areas, regardless of engagement 
with the programme.

In Ethiopia, Ghana, Kenya, Malawi and Uganda, health facilities/medical 
staff were observed to be the most common provider of contraceptives 
and SRH services, a role which became increasingly prominent over 
time, together with peer educators. While in Ethiopia, community health 
workers and schools decreased considerably over time as providers 
of SRH services, in Ghana, community health workers, together with 
pharmacies/shops were more commonly mentioned. In Malawi, although 
health providers remained the most common provider of SRH services 
and contraception, they were mentioned less frequently at endline. Most 
likely, this is related to the greater role being played by peer educators and 
CBDAs. In Uganda, the role of VHT/community health worker increased 
slightly over time in the intervention area. The trends in Indonesia are 
quite different. Although more young people are using SRH services, 
mainly life skills and relationship counselling, a majority (70%) had still 
never used them. However, the lower age distribution of respondents, 
together with the low number of sexually active youth, could explain why 
young people are not using some of the services. There was an increase in 
use of counselling services, suggesting a previously unmet need is being 
more adequately met, and/or an increase in young people’s agency and 
ability to seek out services.

In Ghana and Ethiopia, the referral system appears to be working well. 
Seventy percent (70%) of young people surveyed in Ethiopia and 96% in 
Ghana were ‘advised’ to access services when they last received SRHR 
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information or education. Of those who used SRH or contraceptive services, 
55% in Ethiopia and 87% in Ghana reported that they were referred the last 
time they used them. In both cases this increased from midline to endline. 
In Ghana, the proportion of those who went on to access services after they 
were advised to do so also increased, from 57% at midline to 85% at endline. 
In Malawi, although a majority of young people access SRH services, the 
referral system requires attention; while 82% were ‘advised’ to access 
services when they last received SRHR information or education, only 41% 
of young people were referred to the SRH services/contraceptive method 
when they last used it. However, this did increase from midline to endline. In 

addition, the proportion of those who went on to access services after they 
were advised to do so also increased, from 82% at midline to 88% at endline.  
In Kenya and Uganda, the results were less clear, with only a marginal 
increase in referrals in the intervention area in Uganda, and a reduction 
in the intervention areas in Kenya; less people were advised where 
to access SRH services (from 65% to 47%) and of those who had used 
contraception or SRH services, referral at last use also decreased in the 
intervention area from 37% at baseline to 24%. More respondents in Kenya 
could not remember (17%). In Uganda, 44% of endline respondents in the 
intervention area and 52% in the control area reported having received a 
referral on their last use of contraception with 44% in the intervention area 
and more than half (52%) in the control area stated this. The increase over 
time was more noticeable in the control area where 18% more respondents 
received a referral, compared to just a 4% increase in the intervention area. 

In Indonesia, 43% of endline respondents were referred/advised to make 
use of SRH services after receiving SRHR information or education, from 
34% at baseline and 39% at midline, suggesting a slight increase over time 
in referral to SRH services. No further information is available at endline 
as to who referred respondents or whether they then accessed services. 
Many young people who did access services at endline did not remember 
whether they were referred. This could be because they accessed these 
services before Covid-19 resulting in a lengthy gap between the survey and 
last access, thereby compromising recall. However, 20% of young people 
who had never used such services shared that these were not available 
in their community at endline. This is interesting as most youth at base- 
and midline indicated that they did not feel the need to go. This is in line 
with the increase in unmet need for SRH services. Moreover, 40% of young 
people shared that they did not feel confident in accessing SRH services. 
In Ethiopia, Ghana and Malawi, there does not seem to be a high level of 
unmet need for contraception among respondents.

In Ghana, Ethiopia, Malawi and Uganda, the quality of SRH services 
appeared to increase over time, while it seemed to fall in Indonesia. In 
Ghana, almost all (96%) of those who used services at endline indicated 
that the quality was excellent. This was a substantial positive shift over time 
from midline when only about half of young people said this. In Ethiopia, 
84% found the quality of services good or excellent. Although fewer young 
people found the most recent service used of excellent quality, there 
was an increase in those finding it ‘good’ and far fewer rating the quality 
as low, suggesting the quality of services became more consistent over 
time. In Malawi, two thirds of those who used the service indicated that 
the quality was excellent; a substantial positive shift over time. The largest 
positive difference over time was that young people found services easily 
accessible (from 56% at midline to 93% at endline). In general, it can be 
inferred that about three quarters of the young people found the services 
to be youth friendly as it had a friendly and respectful health provider, it was 
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affordable or free and there was privacy. In Uganda, 85% of respondents 
at endline perceived services to be of good or excellent quality in both 
areas. However, problems such as lack of medical supplies and a lack of 
capacity were still reported by interviewees, which impacted the quality of 
SRH services for young people and also their ability to access them.

“Personally, I see they [healthcare workers] are responsible because, 
if you have arrived, they handle you well and do their job as needed. 
They carry you as a human being.” (FGD, Females 18-24 years, Uganda) 

In Kenya, there was little change reported in the quality of services. 
It should be noted that there is only one youth friendly centre in the 
intervention area – operated by one of the Alliance partners -  that provides 
SRH information and services to young people. This youth friendly centre 
was well-known for its youth friendly health services by young people, but 
other health facilities were found to be less friendly to young people. 

OUTCOME 5

Regarding stakeholder support for young people’s SRHR, positive trends 
can be seen for most stakeholders over time. The levels of support and 
understanding vary greatly per context however young people mostly 
report feeling supported and understood by peers and romantic partners, 
and to a lesser extent health workers and parents. In Indonesia, young 
people felt most understood and supported by their teachers and parents, 
although they felt less understood by teachers over time. Overall young 
people feel less supported/understood by traditional/community chiefs, 
local political leaders, and religious leaders. In Ghana and Malawi, it is 
notable that, while remaining lower overall, the proportion reporting 
positive feelings in relation to authority figures of this kind were among 
the largest increases over time. This could indicate the effectiveness of 
current efforts to engage authority figures in improving young people’s 
SRHR although there is clearly scope to enhance this further. In Indonesia, 
on the other hand, young people found religious leaders to be much less 
supportive, easy to talk to and understood by over time, with about 25% 
point decrease.

Findings in Kenya regarding stakeholder support are quite mixed, with 
more positive trends observed in Uganda. In Kenya, health workers play 
an important role in supporting young people to access SRHR education 
and services. Young people’s communication with their parents was poor 
at baseline and this remained the case at endline. While peers play a 
critical role in young people’s sexuality, there was a reduction over time in 
respondents who felt able to talk to, understood by, and supported by their 
peers. Young people who were engaged in GUSO reported feeling more 
supported by their teachers, but otherwise there was a reduction over time.

In Uganda, health workers continue to play an important role in young 
people’s SRHR education and services, and most respondents also felt 
able to talk to family members and partners about sexuality, contraception 
and relationships, increasing over time in both areas. Young people in both 
areas also felt understood by their peers and found them easy to talk to. 
There was an increase over time in respondents who felt supported by 
religious and political leaders. 

EMPOWERMENT

This evaluation seeks to shed light on the extent to which GUSO contributed 
to achieving its overall objective of empowering young people to realise 
their SRHR. What conclusions can be drawn about the extent to which 
GUSO has empowered young people to realise their SRHR? Is there a 
difference among young women/girls and young men/boys? Measuring 
empowerment is complex and the evaluation design did not lend itself 
to answering this question well. Nonetheless, there appear to be positive 
indications in at least some empowerment dimensions in all contexts. In 
Malawi, Ghana and, to a lesser extent, Indonesia, young people seem to 
feel more confident and in control over their SRHR. The picture in Ethiopia 
and Kenya is more mixed and in Uganda young women especially convey 
a lower level of empowerment. There is no large difference between young 
men and young women, unless otherwise stated.

Young people in Ghana convey a strong sense of empowerment over 
their SRHR. Very few report feeling shame or guilt over puberty and their 
sexuality, and the vast majority are confident to access and use SRH services 
and feel in control of their health- and sexual-decision-making. They have 
the confidence to negotiate when to have sex and whether to use a condom. 
Young people’s attitudes to gender and patriarchal norms have largely become 
more progressive over time, with fewer supporting traditional roles and male 
autonomy in the household, and more believing in the joint responsibility 
of young women and men to prevent pregnancy. While this suggests that, 
overall, young people feel more empowered in fulfilling their SRHR, negative 
attitudes towards HIV-positive status undermine this to some extent.  
 
Many more young people in Malawi seem to feel in control of decision-
making over their own health and sexuality than before. They feel more 
confident about negotiating sex and condom use, as well as accessing 
SRH services, including commodities, and to get tested for HIV and STIs. 
This conveys a greater sense of empowerment over their SRHR. However, 
patriarchal gender norms are still quite strongly held, especially among the 
female respondents. Around half of respondents believe that women should 
always obey men, and girls still hold the belief that they are responsible 
for preventing pregnancy. These normative attitudes show there is a lot of 
progress still to be made to empower young women around their SRHR.
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Positive shifts can be seen in Indonesia in young people’s feelings related 
to shame during puberty and about their sexuality while there were also 
some negative shifts in their self-confidence. Furthermore, while many 
young people appear to feel confident about accessing SRH services, 
their confidence in accessing condoms was low. Most young people see 
pregnancy prevention as the joint responsibility of girls and boys. This 
suggests young people are beginning to feel greater autonomy over their 
SRHR, although there is still work to be done.  

The picture in Ethiopia is mixed. Young people conveyed a sense of relative 
confidence in relation to accessing SRH services, including HIV/STI testing, 
and procuring condoms. However, feelings of guilt and shame related to 
puberty and sexuality are still prevalent. Although no large changes were 
seen over time, young people are likely to hold progressive attitudes 
around gender- and patriarchal norms, suggesting both young women 

and men feel a sense of personal autonomy and do not feel constrained 
by traditional attitudes.

In Kenya, young men appear more confident and empowered about 
their SRHR than young women. Over time, young people in the 
intervention area felt less able to express their feelings about sexuality 
and relationships, with more male respondents feeling able to do so at 
endline than female respondents. Young people were less likely to feel 
afraid about the changes during puberty, with little difference between 
the areas. Young women were more likely to express fear about puberty 
and guilt about their sexual feelings.

Most respondents expressed that they are able to make the decision 
themselves about whether they want to have sex or not, although females 
agreed with statement less often than males. Girls may be ‘lured into sexual 
activity’ by men, often in exchange for money or goods. Once girls agreed 
to take money, they lose a degree of autonomy and become vulnerable to 
rape which they do not then feel able to report. The percentage of young 
women who have ever been pregnant decreased over time in both the 
control and intervention areas, suggesting that either GUSO had little 
influence, or that control areas were influenced by other factors. More 
young people now believe that preventing pregnancy is the responsibility 
of both girls and boys.

Gender attitudes and perceptions largely remained the same, upholding 
traditional norms. Girls and boys, men and women were expected to 
adhere to prescribed gender and social norms. For women, this included 
doing household chores, while for men it meant being the breadwinner. 
Overall, young women continue to face greater social restrictions, thereby 
limiting their empowerment. Young men and boys have more freedom of 
movement, while young women and girls are more restricted due to fears 
of violation and pregnancy, but also because of girls needing to help in the 
household. Young women and girls appear to be given greater autonomy 
by their parents to make decisions about dating only if they conform with 
societal expectations of ‘good behaviour’ and can be trusted to make 
responsible decisions about dating and contraception. Younger girls are 
not given this freedom and so, if they are sexually active, they may decide to 
use contraceptives such as the injection or implant, without the knowledge 
of their parents or guardians. It was clear from the survey findings that 
parents still played an important role, particularly for young women, when 
it came to decisions around seeking health care. Male participants were 
more likely to express health-decision-making autonomy.

In Uganda, the picture is less positive, especially for young women. 
Young women felt less confident about how their body looked over time, 
expressed more fear about the changes that occur during puberty and 
more uncertainty about their sexual feelings. Male respondents, however, 

54

Jenipher (19), was persuaded to 
have unprotected sex by a boy at 
school. He promised he would  
marry her but when she told him 
she was 3 months pregnant he 
abandoned her and denied any 
involvement with her. In Jeni-
pher’s mind the only solution was 
to seek help through a traditional 
healer. The healer offered her 
traditional herbs to abort the 
pregnancy, free of charge. The 
herbs worked and the pregnancy 
was terminated. However Jeni-
pher, underwent the extremely 
painful consequences of an 
unsafe abortion in silence.

“I was afraid to go to a hospital, 
even though my health status 

required me to. I knew that 
abortion is against the law.” 

The next day she went to school in 
pain and confided in her best friend 
Memory, who helped her to seek 
the medical care she urgently 
needed. Memory, introduced her 
to Victor, a peer educator, who was 
able to arrange comprehensive 
abortion care at Mangochi District 
Hospital. Victor told her that health-
care is a right, abortions are not 
legal in Malawi, but the country’s 
constitution does state that every-
one has the right to healthcare.

“I was afraid of revealing my story 
to a doctor. But with the help of 
a peer educator, I was assisted 

well. It made me happy, because 
I realised that I have rights like 

everyone else even though I chose 
to abort my pregnancy.”

Jenipher underwent a manual 
vacuum aspiration to clear her 
uterus. Thankfully, she was able to 
go home and fully recovered after 
a month. After having successfully 
finished her education, Jenipher is 
now a sexual and reproductive 
health educator. Along with Victor 
they initiated a campaign to inform 
and educate young people in their 
villages about safe abortions and 
related sexual health services. 

Jenipher is now a positive role 
model for young women in her 
village. As a result of her experience, 
she has become a champion for 
sexual and reproductive health 
and rights, encouraging the use of 
contraceptives and using existing 
sexual health facilities.

“I needed to help others, 
so they don’t go through 

what I went through.”

Radio shows are 
seen as a good way 
to access young 
people in hard-to-
reach areas. Here, 
we see an open 
discussion on sexual 
and reproductive 
health rights issues, 
despite the taboo. 

JENIPHER’S STORY“I was 
afraid 

to go to a 
hospital”

“I needed to 
help others”
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had grown more confident over time, and more felt at ease with bodily 
changes and their sexual feelings. As one female FGD participant (15-17 
years) noted, for men, puberty-related changes are seen as signs that 
they are fully independent and “no longer under anyone’s governance”. 
There seems to be a bit more space for young people to make their 
own decisions, particularly for male respondents, although this is still 
conditional on ‘good behaviour’. The majority of survey respondents, both 
male and female, indicated that they make their own decisions about 
whom to date and whom to marry, with little difference between areas. 
While this is a positive change, the impact of GUSO appears to be limited 
as there is little difference between the two areas. The survey suggests 
that girls’ and young women’s empowerment to decide if they want to 
have sex or not has increased over time in both areas, particularly for 
girls below 18 years in the intervention area. The qualitative component, 
however, indicated that girls have little power in decision-making around 
sex, and that boys (15-17 years) use strategies to influence girls’ decision-
making, often using money, either directly or indirectly (through food for 
example), to persuade them. This economic dependency of females can 
reinforce submissiveness and the idea of women being men’s ‘property’.

Existing gender and social norms appeared to become more deeply 
ingrained in the intervention area over time, which impacts the 
empowerment of young women and girls. Men and women’s traditional 
roles and decision-making power seem to be reinforced over time, 
particularly among male respondents. Male respondents continue to see 
themselves as the primary decision-maker over the number of children 
they would have (in the future), and fewer males over time stated their 
partner made this decision. Far fewer young women at endline reported 
that they alone control decisions about their own health care, while 
male respondents are far more likely to say that they alone make these 
decisions. Strong religious beliefs exist in this district which support the 
idea that men are the head of the family and that women are submissive. 

Further reflection is needed on these findings. GUSO should focus on the 
extent to which sufficient emphasis was given to transform gender norms 
in the executed activities, the capacity of staff to address root causes of 
gender inequality, and the extent to which NGOs can change certain 
strongly held gender norms.
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To complete the final evaluation of the GUSO programme and Theory of 
Change, Outcomes 1, 2 and 5a were evaluated internally using quantitative 
and qualitative approaches. These evaluations help give insight into the 
extent to which the country alliances have been strengthened (Outcome 
1), young people’s meaningful participation (MYP) in the GUSO programme 
(Outcome 2) and progress towards the high-quality implementation 
of SRHR policies and legislation (Outcome 5a). These are the outcomes 
that focus on the programmatic and advocacy strength of the country 
alliances, including MYP. The following indicators were defined at the start 
of GUSO to monitor progress towards these Outcomes. 

 – Outcome 1:   Strong and sustainable alliances.
   –  Country Alliance is strengthened and more 

sustainable (internal strength/external recognition/
financial sustainability).

 – Outcome 2:  Young people increasingly voice their rights.
   –  Young people increasingly feel supported by adults 

in their organisations/the country alliance/partner 
organisations. 

   –  Young people increasingly feel empowered to 
contribute to changes for the target group and in the 
socio-political environment.

 – Outcome 5:   Improved socio-cultural, political and legal environment 
for gender-sensitive, youth-friendly SRHR.

   –  Progress towards high-quality implementation of 
(country-specific) SRHR policies and legislation.

Data on Outcome 1 and 2 was gathered through surveys, workshops and 
FGDs (Outcome 2 only) in 2019 and 2020, and compared with baseline 
data. Progress on Outcome 5a was captured using an Outcome Harvest 
pilot. Further details of the methodologies and the results are presented 
in this section.

OUTCOME 1: STRENGTHENED AND 
SUSTAINABLE ALLIANCES

INTRODUCTION

Outcome 1 had the objective of ‘Strengthen and Sustain’; supporting 
country Alliances so that they are able to comprehensively address the 
SRHR of young people, including sensitive issues, in their respective 
contexts. Alliance building began under ASK/UFBR, when these alliances 
were formed. This continued support came at the request of the Alliances 
themselves to further improve their capacity and collaboration. GUSO 
sought to build on existing achievements and build strong and sustainable 
country alliances capable of working with all key actors and independently 
build in-country SRHR capacity, contributing to sustainable and 
progressive SRHR of young people. Building strong country-owned SRHR 
alliances ensures the work of GUSO continues even after the programme 
ends. This chapter evaluates and reflects on the successes and challenges. 
GUSO supported alliances in seven countries of varying sizes:

Table 10: Overview of GUSO Country Alliances

Country Name of Alliance No of 
members 

Ethiopia Ethiopian GUSO Alliance 4

Ghana Ghana SRHR Alliance for Young 
People (GH Alliance) 7

Indonesia One Vision Alliance (ASV) 20

Kenya Sexual Reproductive Health and 
Rights (SRHR) Alliance - Kenya 17

Malawi Malawi SRHR Alliance 6

Pakistan Utho Bolo Alliance 3

Uganda Sexual and Reproductive Health and 
Rights (SRHR) Alliance Uganda 8
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METHODOLOGY

To capture the diversity of the Country Alliances and the contexts in which 
they operate, the Consortium developed a theoretical framework53 to 
strengthen and steer alliance building support. The Framework consists 
of nine clusters, with each cluster representing a feature or trait that 
contributes to the strength and sustainability of the alliance. However, 
alliances do not have to be successful on all nine clusters to be strong 
and sustainable; the relevance of each cluster depends on the ambition, 
context, priorities and pre-qualifications of each alliance. Shared Ambition 
was identified as the central and most relevant requirement, superseding 
the other eight clusters. Shared Ambition was defined as the SRHR-
related ambition of the alliance (WHAT the alliance would like to achieve), 
rather than the institutional and organisational ambitions of the alliance 
(HOW the alliance will achieve their ambitions). These HOW-questions 
were captured in the remaining eight components (see figure 9).

Figure 9 Alliance Sustainability Framework

53  For the GUSO Strengthened and Sustainable Alliances Framework, see getupspeakout.org

From this framework, the Alliance Capacity Assessment tool (ACAT was 
developed to obtain more information on the status of the GUSO Alliances. 
The ACAT consisted of an online survey, specific to each context, which 
was completed by stakeholders involved with the GUSO Alliance in each 
context at both baseline (2017) and endline (2019). Separate surveys were 
used for internal and external target groups in each country. Internal 
stakeholders (alliance members, GUSO staff, etc.) were those who were 
directly involved in the implementation of GUSO and external stakeholders 
(government ministries, other SRHR alliances, young people, embassies, 
etc.) who were indirectly involved in GUSO; those who might be affected 
by or contribute to GUSO but were not part of the programme. Country 
reflection workshops were held after the baseline, where each GUSO 
Alliance discussed and validated the findings and selected their alliance 
strengthening priorities from the framework.

In early 2019, endline surveys were carried out to measure progress made 
by the Alliances since the baseline. Due to programme delays in Pakistan, 
the endline was collected in October 2019. The results of the endline survey 
and the progress made were discussed and validated during in-country 
reflection workshops with alliance members between April- July 2019, and 
in March 2020 in Pakistan. During the reflection workshops, the Alliances 
reflected on their action plans and discussed the relevance, progress and 
necessary adjustments. Renewed priority areas were defined based on 
these reflections and new priorities were set for 2019-2020. Following the 
endline process, alliances developed country-specific sustainability plans 
geared at outlining their plans post-GUSO. 

RESULTS

The GUSO Alliances were successful in strengthening and sustaining 
themselves. The shared framework was integral to this success; the 
alliance building framework gave the alliances a shared understanding on 
how to create and sustain an alliance, and a common language to discuss 
priorities and strategies to strengthen and sustain their alliances.

At the same time, the framework allowed space for each Alliance to develop 
their own approach and invest in the priorities they found most important 
for sustainability. Using the framework gave the alliances the opportunity 
for reflection, allowing them to steer their alliance-strengthening work, 
based on their priorities. The framework provided structure and clarity, 
while also providing space and flexibility for alliances to select their 
priorities based on country needs. This was more successful than if the 
framework was a guidebook with predefined steps and fixed milestones.

By the end of the GUSO programme period, the alliances were quite clear 
on their shared vision, why they were together and what they wanted 
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to realise. Working on this shared vision strengthened the collaboration 
amongst the alliance members, bringing a collective sense of purpose and 
commitment to working together. By the end of 2020, five of the seven 
alliances had developed a strategic plan to outline their shared ambition 
and how to continue working together post-GUSO. ‘Financial sustainability’, 
‘visibility and favourable reputation’, and ‘capable organisation’ stand out 
as the most selected priorities (see figure 9) from the endline.  Progress 
made toward country specific priorities is discussed in depth in the 
country end evaluation reports which can be found at getupspeakout.org. 
Some overarching reflections are outlined below.

Shared ambition was the core priority for sustainability; if members 
believe in the mission and vision, they will be more open to working 
together to build a strong alliance. All Alliances have agreed to continue 
to work together towards a shared ambition and vision. Members will 
continue linking their work, even in Pakistan, where the members will 
be absorbed into another alliance. Strategic plans developed go beyond 
2020 and will serve as a key guide to deepening relations with members 
and, in some cases, external stakeholders. The fact that the Alliances want 
to continue collaborating is evidence that the alliance strengthening 
objectives were realised. 

Financial Sustainability relates to the ability of the alliance to continue its work 
through diversifying their funding base, networks/organisations, securing 
funding for new programmes, or funds from members’ contribution. While 
progress on this was initially slow, more success was seen after 2018, when 
most Alliances decided to adopt more structured and deliberate strategies 
on resource mobilisation. Since the reflection workshops, Alliances made 
notable progress in diversifying their funding base:
 –  Ghana, Kenya, and Indonesia Alliance members pay membership fees 
 –  The Alliances in Ethiopia, Malawi, Ghana, Indonesia, Kenya, and Uganda 

successfully secured funding from donors outside the Dutch MoFA
 –  Members were more active in fundraising processes 
 –  Indonesia and Ghana Alliances were looking into social enterprise 

models to finance the Alliance.

After the endline process, four alliances (Ethiopia, Kenya, Malawi, Uganda) 
chose to prioritise Capable Organisation to ensure that alliance structures 
were in place and functioning by the end of the programme. ‘Capable 
Organisation’ relates to the extent to which the formal and informal 
alliance structures facilitate and support the achievement of the Alliance 
ambition. With the exception of Pakistan, all Alliances put in place 
governance structures in line with their vision and effective coordination 
and accountability mechanisms. This helps attract potential donors as well 
as new members. It is interesting to note that the ambition of the alliances 
is not to implement SRHR programmes but to act as coordination bodies 
for their members. Instead of competing with members, they want the 

alliance to complement the work of their members. In Ghana, Indonesia, 
Kenya, Malawi and Uganda the Alliances aim to become a mechanism 
for smart governance that oversees the implementation of the alliance 
members. The Ghana, Malawi, Uganda, and Kenya Alliances are registered 
as legal entities and have developed strategic plans to guide their shared 
ambition.

With regard to Quality Content and Delivery, using the Alliances to deliver 
a Multi-component approach proved effective and Alliance members 
recognised it as a benefit of working together. Over the years, the quality 
of programmes delivered by the Alliances improved and Alliances can 
leverage their expertise and track record. MYP was embraced by the 
Alliances, which now work more inclusively with and for young people. All 
Alliances have young people as part of the decision-making bodies either 
via the Youth Advisory Board/Council or the Youth County Coordinator.

The endline showed a significant shift in the Visibility of the Alliances 
in their respective contexts. All Alliances increased their visibility at the 
national level. Through GUSO, the Alliances branded themselves and 
have websites, logos and social media presence. Uganda hosts an annual 
national Alliance week to create visibility with young people, potential 
donors, and key stakeholders. The Alliances in Kenya, Malawi and, most 
recently, Ghana also hold Alliance-focused events to increase visibility. In 
2019, the Ghana Alliance held a stakeholders meeting to showcase their 
work and unveil their strategic plan, which helped improve their reputation 
with government officials in implementation areas. The Ethiopia, Kenya 
and Malawi Alliances participate in national technical working groups and 
are recognised as technical experts. 

Recognising that the situation will change after GUSO ends, the Alliances 
in Ethiopia, Kenya, Malawi, Ghana, Indonesia and Uganda positioned 
themselves in their respective contexts. Three Alliances (Uganda, Kenya 
and Ghana) will continue to work on strategic partnerships programmes 
(Right Here, Right Now (RHRN)2, Power to Youth) funded by the Dutch 
MoFA. New programmes also provide opportunities for the Alliances to 
deepen the engagement with like-minded CSOs.

On a global level, the Alliances made joint efforts to showcase their work, 
increase visibility and grow their networks at both the ICFP conference 
in Kigali (2018) and at the Women Deliver conference in Ottawa and the 
ICPD25 conference in Nairobi in 2019. This had a positive effect for the 
Alliances. For example, in 2020, the Uganda Alliance received a small 
grant to pilot research from the International Development and Relief 
Foundation (IDRF), who they connected with during Women Deliver.



151150

CONCLUSION

All GUSO Alliances made progress with respect to their alliance 
strengthening plans and are moving towards sustaining the outcomes of 
the current programmes, and their respective partnerships, beyond 2020. 
The end of a long partnership with the NL/UK consortium means change; 
adapting to a new way of collaboration, funding and processes is not 
always easy. Open dialogue and joint reflection will support the Alliances 
in their future endeavours. Change can also provide a foundation to evolve, 
be more flexible, and take the learnings of the last decade of partnership 
into the future. 
 
The framework had different impacts on different countries. Some key 
observations are summarised below.

Ethiopia 
Strengthened	programme	collaboration,	diversified	
alliance funding and more visibility and connection 
from government, stakeholders and embassies.

Ghana
Strengthened strategic collaboration, especially with 
(local) government and Dutch embassy, continued 
programme	collaboration,	diversified	alliance	funding

Indonesia
Strengthened programme collaboration, recognised 
as a strategic SRHR technical expert. Strong advocacy 
(despite shrinking space) and visibility. 

Kenya

Strengthened programme collaboration, limited 
advocacy space due to shrinking space. Strategic 
collaboration. Recognition from government, Dutch 
embassy and other stakeholders, viewed as a 
technical expert

Malawi

Strengthened programme collaboration, strong 
and dynamic advocacy on sensitive SRHR topics. 
Diversified	funding	and	strategic	collaboration	with	
the Government 

Pakistan Strengthened strategic collaboration

Uganda Strengthened strategic and programme collaboration, 
strong	advocacy,	diversified	funding.

KEY LEARNINGS AND RECOMMENDATIONS ON ALLIANCE BUILDING

Alliances have made progress with respect to their alliance strengthening 
plans and are in the process to move towards sustaining both the outcomes 
of the current programmes, as well as their respective partnerships, 
beyond 2020. 

Invest in organisational support of alliances and partnerships 
(governance, operating procedures, and communication). In order to 
truly apply a successful multi-component approach it is essential to invest 
in the functional organisation of working together as an alliance.

Alliance strengthening improves the quality of programmes. The GUSO 
Alliances are well recognised in their different contexts for the quality 
of their work. By working together, the alliance members were able to 
achieve more results with bigger impact than they would have done alone. 
Sharing knowledge and capacity as members not only strengthened their 
cooperation but strengthened the complementarity of their work through 
the multi-component approach.  Alliances felt bolder and more capable 
to work on sensitive issues together (for example, Malawi took on safe 
abortion and LGBTQI rights in their advocacy strategy).  

Alliances foster ownership and leadership. GUSO Alliances evolved to 
be more than just programme alliances. They are recognised as leaders 
in their context, for example the Alliances in Malawi, Kenya and Uganda 
are part of government-led technical working groups. Alliance members 
expressed a shared ambition to continue collaborating on SRHR (most 
alliances have chosen to continue) and the ownership and responsibility 
they feel is demonstrated by the fact that members will pay membership 
fees to continue working together (Ghana, Kenya, Indonesia). 

Alliances facilitate south-to-south linking and learning. GUSO alliances 
successfully learned from each other through the programme. For 
example, learning visits in Uganda, Kenya and Malawi  enabled the 
Alliances to share and adopt learnings on alliance building from different 
contexts. In Ghana, members resolved to organise partner learning visits 
in order to learn from each other, and gain greater understanding of how 
members work and how they can complement each other. After learning 
of the Youth Advisory Body in Ghana as a mechanism to promote MYP, the 
Alliances in Malawi, Kenya and Uganda set up similar bodies.
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OUTCOME 2: MEANINGFUL YOUTH 
PARTICIPATION

“Young people are GUSO, because GUSO is all about young people—
and without young people, GUSO is nothing. I can say, yes, the 
involvement of young people has been effective.” Young person, Ghana

INTRODUCTION

Young people have both the right and responsibility to shape their own 
lives. Engaging young people as trusted advisors, collaborators and equal 
partners, and amplifying youth voices is critical for the development and 
implementation of responsive programmes, policies and organisations 
in order to fulfil young people’s SRHR. A diverse body of research 
demonstrates that meaningful youth participation (MYP) increases the 
reach and quality of programmes.54 Building on lessons learned from the 
preceding ASK/UFBR programmes, MYP was embedded in the GUSO 
Theory of Change under Outcome 2, to ensure that MYP was embraced 
as a core principle of the programme. This chapter examines the progress 
made on MYP within the GUSO programme. 

METHODOLOGY 

Young people’s meaningful participation in GUSO was measured using 
a quantitative online questionnaire and Focus Group Discussions with 
young people involved in the programme at baseline (2017) and endline 
(2019). A small term of external consultants analysed and evaluated the 
raw and analysed baseline and endline data collected, and additional 
GUSO programme materials, including the original GUSO proposal, 
annual reports at both the programmatic and country level, the reports 
of the operational research on MYP in Malawi and Uganda, and other 
miscellaneous programmatic materials. MYP was also embraced in the 
design, execution and analysis of this external evaluation, led by the YCCs 
with a team of young researchers, trained by NL/UK Consortium preceding 
the endline measurement. In August 2020, the evaluators led a focus 

54  See van Reeuwijk, M and Singh, A. (2018). Meaningful Youth Participation as a way to achieving 
success: results from operational research on meaningful youth participation in a large-scale youth 
SRHR program in Africa and Asia. Canadian Journal of Children’s Rights 5(1), 201-222; Villa-Torres, L 
and Svanemyr, J. (2015). Ensuring youth’s right to participation and promotion of youth leadership in 
the development of sexual and reproductive health policies and programmes. Journal of Adolescent 
Health, 56, S51-S57.

group discussion with all of the Youth Country Coordinators55 to collate 
feedback from young people involved in the programme. These data have 
been synthesised for the purpose of this endline evaluation. 

SCOPE AND AMBITION OF THE GUSO PROGRAMME 

According to GUSO, true MYP structurally empowers and engages young 
people in all layers of programming and decision-making—such that young 
people can claim their rights and play a meaningful role in the design and 
implementation of innovative and relevant SRHR interventions. GUSO’s 
commitment to MYP builds on and expands the progress made in ASK, by 
improving the quality of youth-adult partnerships, developing expanded 
mechanisms for power-sharing, and structurally embedding youth in 
both country alliances and individual partner organisations. Therefore, 
GUSO undertakes the structural engagement of young people and youth-
led organisations in the country alliances, by involving young people in 
all levels of decision-making within individual partner organisations, and 
cultivating young people’s leadership in governance, information and 
service provision, advocacy, and research. GUSO takes a rights-based 
approach to MYP, and encourages a culture that recognises and values 
young people as powerful SRHR change agents. Fundamentally, GUSO 
seeks to institutionalise MYP both within the alliances and individual 
partner organisations. GUSO adopted five interrelated approaches to 
ensure that young people increasingly voiced their rights: 

 –  mainstreaming MYP across country alliances and within partner 
organisations;

 –  building positive and effective youth-adult partnerships (YAPs); 
 –  strengthening the capacity of young people and youth-led 

organisations; 
 – supporting youth-led advocacy; and 
 – enabling youth-led collaborations. 

Progress toward Outcome 2 was assessed on an ongoing basis since 2016, 
using the output indicators outlined in table 11. This assessment included 
annual target setting and goal tracking, rigorous baseline and endline 
evaluations, and operational research in both Malawi and Uganda. Here, 
too, MYP was mainstreamed: young people were trained as co-researchers 
and took the lead in collecting, analysing, and synthesising endline data 
for all outcome areas in 2019.

55 	The	Youth	Country	Coordinator	(YCC)	was	a	role	defined	for	a	young	person	(18-25	years)	in	each	
County Alliance to act as the focal point for young staff/volunteers in the GUSO programme and, 
together with the National Programme Coordinator (NPC), champion for the meaningful involvement 
and participation of young people in the GUSO programme. The YCC was responsible for promoting 
and facilitating the meaningful involvement of young staff/volunteers in GUSO, and was the central 
sparring/advisory partner on MYP in GUSO for the NPC and country alliance partners.
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Table 11. Outcome Area 2. Young people increasingly voice their rights.

Output Indicator
5-year 

target at 
inception*

2a1. % of young people (under 25) represented in the 
partner organisations’ structures and decision-making 
processes

37%

2a2. % of young adults (aged 25-30) represented in the 
partner organisations’ structures and decision-making 
processes

** 

2b. Number of collaborations among young people 
from different alliance-related organisations/networks 
that 
represent the youth constituency 

537

*   targets were set by individual country alliances; these numbers are aggregations of those targets, 
which are described below

** indicator 2a2 was tracked as of 2017, for reference only; it was not used as a central evaluation metric 
for the programme

In 2017, indicator 2a was split into two distinct age groups; with Indicator 
2a1 counting young people under the age of 25 and indicator 2a2 counting 
young people aged 25-30. Prior to this, there was no age limit in place for 
youth representation as measured under indicator 2a. 

WHAT WAS DONE 

From 2016 to 2020, GUSO supported young people to voice their rights, 
gain structural representation at the organisational and alliance level, and 
collaborate across organisations. Alliances were encouraged to take ownership 
over the interventions in their contexts, adapting the MYP strategies to 
respond to the unique opportunities and demands of their contexts. A brief 
description of what was done in each country is given below.56

Ethiopia:  In 2017, a Youth Country Coordinator (YCC) was appointed as 
the point person for MYP. The Alliance has a youth committee to oversee 
the planning and implementation of joint activities. At the partner level, 
young people are represented on governing boards and youth councils 
within each organisation; most organisations developed and instituted 
explicit MYP policies. Many partner organisations provide ongoing 

56   For more detailed information see Get Up, Speak Out annual reports from 2016-2019, as well as the 
Country evaluation reports, all of which can be found at getupspeakout.com.

capacity strengthening on MYP, and organisations like Family Guidance 
Association of Ethiopia (FGAE) and Talent Youth Association (TaYA) have 
active “youth pools” from which they draw young people on an ongoing 
basis. TaYA – a youth-led organisation – brought in a “buddy system” 
whereby experienced staff members coach and mentor newly-joined 
youth advocates). The Ethiopia Alliance was slow to encourage youth-led 
collaborations but began consistent youth-led organising and outreach 
efforts in 2018.
 
Ghana also adopted the YCC model in 2017. On the suggestion of the 
YCC, the Alliance formed a Youth Advisory Board of youth leaders from 
each partner organisation. The Youth Advisory Board offers advice on 
how young people can engage with alliance structures, while also linking 
young people with strong youth networks and platforms. The Alliance 
supported the Youth Advisory Board by developing an overarching 
MYP policy and providing budgets which allow for the implementation 
of activities without interference. Partner organisations encourage 
youth engagement in different ways: Hope for Future Generations 
(HFFG) engages two young people in weekly planning meetings on a 
rotating basis; NORSAAC has an active Youth Implementers working 
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group; and Presbyterian Health Services - North (PHS-N) includes 
young people in all working groups, network review meetings and 
monitoring activities. These organisations undertake ongoing capacity 
strengthening and actively support young people’s outreach and 
advocacy efforts. The Alliance also uses youth-led social accountability.  
 
Indonesia: While this was the last alliance to adopt the YCC model, the 
Alliance includes strong youth-led organisations and a Youth Advisory 
Board that provides ongoing MYP-related programme and policy 
recommendations. Young people are extensively involved in all GUSO 
programme structures and individual partner organisations have 
formalised young people’s involvement in decision-making through the 
adoption of explicit organisational policies related to MYP. The Alliance 
provides young people with mentors,and with formal and informal 
training (e.g. in public speaking), and conducts MYP sensitisation training 
for managerial staff of partner organisations. Young people are involved 
in budget management and exercise independent control over specific 
funding lines. The Indonesia Alliance also uses the youth-led “Youth 
Academy” concept to strengthen youth collaborations and movements in 
the target area.  

Kenya: The Kenya Alliance also embraced the YCC model and established 
a youth council in 2018 to ensure the structural representation of young 
people in decision-making. This council, which includes young people from 
fifteen partner organisations, is mandated to oversee the implementation 
of MYP and strengthen YAPs. Individual partner organisations have 
integrated and operationalised MYP policies and guidelines, actively 
involve young people in their operations, and provide ongoing capacity 
strengthening of youth. For example, the Network for Adolescents and 
Youth of Africa (NAYA) places youth advocates in internships, to ensure on-
the-job learning and mentorship on programme implementation, budget 
and policy analysis. The Alliance also experienced significant growth in 
terms of youth networking and collaborations. 

Malawi operates the YCC model and established a Youth Advisory Council. 
The Youth Advisory Council is a permanent Alliance committee intended 
to ensure the flow of MYP information from the community to the National 
Steering Committee (NSC) through the YCC. In the Malawi approach, young 
people are selected from pre-existing, government-sponsored youth 
clubs. The same youth clubs frequently spearhead advocacy activities. 
Individual partner organisations also incorporated young people into their 
decision-making structures, while undertaking capacity building focused 
on youth. 

Pakistan: The Alliance emphasised structural representation at both 
the Alliance and partner level. The YCC model is particularly strong in 
Pakistan, where the YCC supervises all MYP efforts and has control over 

an independent budget line. The Alliance makes deliberate efforts to 
cultivate youth interns, who are recruited and trained by individual partner 
organisations. Each partner organisation supports a youth network, 
though collaborations between these networks remain relatively limited.

Uganda: The Uganda Alliance uses a hybrid of the YCC/Youth Advisory 
Council model. Young people are structurally involved in decision-making 
at the Alliance and partner levels. Successful youth-led advocacy efforts 
included the selection of a Mr. and Miss Y+, who represent HIV-positive youth 
on the GUSO boards. Other noteworthy strategies involve the use of peer 
buddies and recruitment of staff positions from existing youth volunteer 
pools. The Uganda approach integrates young people into adult decision-
making bodies while encouraging the formation and strengthening of 
independent, youth-led structures; rotates representation and training 
opportunities among capacitated young people; and provides peer-led 
mentoring for incoming board members. The Uganda Alliance also does 
substantial work related to social accountability.

Spotlight on the Youth Country Coordinator model. 

The YCC is a young person (aged 18-25 years) at the Country Alliance 
level, who acts as the focal point for all young staff and volunteers, and 
works with the National Programme Coordinator (NPC) to champion the 
meaningful involvement of young people. The YCC’s core responsibility 
is to promote and facilitate MYP across the GUSO programme, which 
includes acting as the central “sparring partner” of the NPC, so that the 
relationship between the two functions as a true YAP. In 2018, GUSO 
conducted qualitative research to assess the YCC model. The findings 
from this research are discussed in more detail below, but it is important to 
note that the execution of the YCC model varied substantially from country 
to country. When the GUSO programme began, the YCC model was 
encouraged, but not mandatory, and therefore each Alliance adopted its 
own approach to implementation. By 2017, six countries had filled the YCC 
position. The final country to do so was Indonesia, where it was initially felt 
that a youth-led organisation within the Alliance would fulfil the role, with 
the assistance of a voluntary youth coordinator. However, in 2018, Indonesia 
also hired a YCC. Still, there remains a great deal of variation in how the 
YCC functions in each Alliance. The YCC coordinates youth councils, youth 
advisory bodies, and youth networks in Ethiopia, Ghana, and Pakistan; 
controls an independent budget line in Ethiopia, Kenya, and Pakistan; and 
holds a salaried position in all countries but Malawi. Similarly, while the 
YCC is always a member of the GUSO Steering Committee, they only have 
voting rights in Uganda. Experienced YCCs have acted as interim NPCs in 
both Pakistan and Uganda, effectively managing the GUSO programme in 
the absence of an adult partner. The strengths and weaknesses of different 
implementation approaches are discussed under “results.” 
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A few standout examples of how the Alliances strengthened the capacity 
of young people are highlighted in the table below.

 –  Ghana, After conducting trainings on MYP in 2017, Ghana identified 
and trained selected youth champions for roles in its Youth Advisory 
Board mentorship programme in 2019. By 2020, young people were 
playing key roles in several partner organisations. 

 –  Uganda,  In 2017, young people participated in the Y+ Beauty Pageant 
campaign, which was aimed to create strong, independent, and 
creative ambassadors of change. The Y+ campaign highlighted the 
stigma and discrimination faced by young people living with HIV. In 
2020, the Alliance’s capacity strengthening efforts focused on the 
use of edutainment to communicate about SRHR. As part of this, the 
GUSO Hope for Youth drama group received training in partnership 
with Afro-talents, a renowned SRHR drama group. This training 
focused on linking SRHR with music, dance, and drama in order to 
better deliver messages to young people.

 –  Ethiopia, Young people from TaYA mapped youth-led organisations 
and networks in order to strengthen burgeoning youth movements 
in Ethiopia. Youth advocates also worked with the Ministry of Health 
to develop Youth Engagement Guidelines that would ensure MYP 
in all decisions related to adolescent SRHR. In 2020, the Ministry of 
Women, Children, and Youth established a National Youth Council, 
which draws inspiration from the GUSO Alliance.

 –  Indonesia, Young people took the lead in organising the Youth Health 
Celebration of 2017, with the slogan ‘Let’s end sexual violence, and 
dance’. In the run-up to the celebration, young Indonesians were 
challenged to design posters on subjects such as “effective reporting 
mechanisms” and “stop cat-calling”, and record vlogs of 60-90 seconds 
in which they talked about these themes. In 2020, all collaborations 
moved online, which allowed a more diverse cross-section of young 
people to participate.

 –  Pakistan, Each partner organisation in Pakistan has its own youth 
network. These networks are relatively disconnected from each other, 
but their members actively participate in regional events and share 
updates from their respective areas. At least three young people 
from the R-FPAP network also participated in international meetings 
in 2019. In 2020, young people from this same network signed 
Memorandums of Understanding with three youth-led organisations, 
as part of which they jointly organised sessions for young people in 
Quetta and Karachi. 

RESULTS

“Having young people at the forefront of the programme brings better 
results.” Young person, Kenya

Overall, GUSO achieved its specific MYP objectives: the Country Alliances 
met or surpassed nearly all Outcome 2 indicator targets by 2020 (see 
figures 4-8). The mixed-methods data also help understand the quality of 
the MYP and YAPs achieved, while providing important insights into how 
young people viewed their own contributions to, and influence over, the 
GUSO programme. 

A closer look at the indicator data
The output indicator data, tracked annually, suggest that all countries 
either achieved or surpassed the targets they identified. That said, there 
are clear dips under indicator 2a, percentage of young people (under 25) 
represented in the partner organisations’ structures and decision-making 
processes. These dips occur in Ghana, Malawi, and Pakistan in 2017; in 
Ethiopia in 2018; in Kenya in  2017 and 2018; in Uganda in 2018 and 2020; and 
in Indonesia in 2020. The downturns that occurred in 2017 can be almost 
entirely attributed to the disaggregation of this indicator into 2a1 and 2a2. 

Spotlight on the Youth Country Coordinator model. 

The GUSO programme is also committed to enabling youth 
collaborations and encouraging youth-led advocacy. Again, this 
commitment manifests differently in different countries, with individual 
alliances developing new and creative ways to engage with local 
populations. There are many relevant examples to spotlight; several are 
included in the table below. The impact of these efforts are discussed 
in more detail under “results.”

Did you know: 

Between 2016-2020, the GUSO programme as a whole trained at least 
1,048 volunteers and 846 staff members under the age of 25, and at 
least 1,892 staff members and 155 volunteers over the age of 25. These 
trainings covered a diverse range of topics, from MYE and advocacy to 
policy literacy and research methods.
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The remaining downturns resulted from changes in the configuration of 
the Country Alliances, as new partner organisations joined GUSO.

Table 12. Outcome Area 2. Progress toward output indicator 2a over time, 
broken down by country

Output 
Indicator 
2a.

Percentage of young people (under 25) represented 
in the partner organisations’ structures and decision- 
making processes. Target set | level achieved

2016 2020

Ethiopia 60% | 48.5% 34% | 39%

Ghana 30% | 53% 30% | 54%

Indonesia 30% | 35% 27% | 42%

Kenya * | 71% 29% | 45%

Malawi 7% | 34% 24% | 37%

Pakistan 65% | 44% 23% | 35%

Uganda 20% | 36% 20% | 36%

[Key: ahead is over 120% of target; on track is within 20% in either direction; behind is under 80%; 
* indicates lack of set target]

Figure 10: Outcome Area 2. Percentage of young people structurally represented in partner 
organisations

The data on output indicator 2b (Number of collaborations among 
young people from different Alliance-related organisations/networks 
that represent the youth constituency) is somewhat difficult to interpret 
because youth collaborations were reported differently by different 
Alliances. Some Alliances chose to report one-off meetings between youth 
from different organisations as the equivalent of one “collaboration” (i.e. 
one planning meeting equalled one collaboration); others chose to report 
whole structures as one “collaboration” (i.e. all planning meetings leading 
up to a given activity equalled one collaboration). This makes cross-country 
comparisons difficult to make, though it is clear that the number of youth 
collaborations increased across all countries, over the course of the GUSO 
programme (see Figure 11).

Figure 11. Outcome Area 2. Cumulative number of youth collaborations by country 

Progress made from baseline to endline
The baseline (2017) and endline (2019) evaluations provided additional 
quantitative and qualitative data on MYP. These evaluations included 
surveys and focus group discussions that were conducted and analysed 
at the country level, in partnership with trained youth researchers. A high-
level synthesis of the aggregate findings is presented below. 

Baseline data suggests that the mainstreaming of youth engagement 
was already underway in all countries. Efforts were being made to include 
young people both in individual organisations and at the alliance level, 
and all Alliances were making considerable investments in the capacity 
strengthening of young people. However, both the survey and focus 
group data indicated that young people did not always feel trusted by 
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adults, were often hesitant to ask adults questions, and were frequently 
pigeonholed into certain roles. This highlighted the need for clearer and 
more effective strategies to not only strengthen YAPs, but also to ensure 
that youth engagement went beyond implementation and advocacy to 
include areas like financial planning and monitoring & evaluation. Despite 
strong examples of youth-led advocacy, more investment was needed in 
youth collaborations. 

“The thing that makes GUSO a unique programme is the fact that 
it involves the youth better than other alliances, since it provides 
the space for young people to participate in different phases of the 
programme.”  Young person, Ethiopia

The endline highlights both the progress achieved by GUSO and the 
ongoing challenges to forge trusting bonds between young people and 
adults. Both the endline survey and focus group data confirm that, as the 
output indicators suggest, country alliances and partner organisations 
were structurally engaging young people in organisational and decision-
making processes. GUSO was also having clear and meaningful effects 
on the young people involved: in all countries, youth reported feeling 
empowered by their participation, and increased confidence, knowledge, 
skills, choice, and agency. Young people’s perception of the programme 
was positive, seeing GUSO as fundamentally “for youth by youth.” 
Furthermore, space for MYP within GUSO increased significantly since 
2017: young people occupied an expanded set of roles, with responsibilities 
that scale-up over time. Often, these young people had been empowered 
to act independently of adults in atmospheres that felt supportive rather 
than overwhelming. 

Figure 12: Progress on youth autonomy from 2017 to 2019

Table 13: Proportion of young people meaningfully involved in program 
domains 

Domain 2017 2019

Design 41% 47%

Planning 52% 52%

Implementation 74% 74%

Budgeting 22% 29%

Reporting 58% 73%

M&E, Research 53% 54%

Advocacy 76% 77%

Nonetheless, some issues remain. Young people were still less involved 
in financial planning and budgeting, and tended to view themselves as 
inadequately trained in these domains. Young people across countries 
reported lingering concerns related to fair compensation, the adequacy 
and transparency of budget lines and processes, and their ability to request 
funds (see figure 13 below). Similarly, while most young people described 
positive working relationships with adults, adults were still perceived 
to lack trust in young people, and timely and effective communication 
between young people and adults remained an ongoing concern.

“I want to be involved in the budgeting process. But first I need to 
learn and understand budget management. So, young people should 
receive capacity building on budget before they are involved in that 
process.” Young person, Indonesia

60%45%30%15%0%

Yes

No

I don’t
know

47,67%

60%

44,56%

34,88%

7,77%

5,12%

2017

Can young people carry out activities in the GUSO programme without adult oversight
or supervision? Aggregate survey responses from baseline to endline

2019
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Figure 13: Changes in compensation over time

The quality of the MYP experience varies substantially between both 
individual partner organisations and individual adults, with some being 
much more willing to embrace MYP than others. In this sense, there are 
country-level variations that may be important to flag. Ghana experienced 
slight increases in youth dissatisfaction from baseline to endline (though 
it is difficult to draw conclusions from this, as survey response rates were 
low and focus group data suggest that the declines may be attributable to 
expansions in youth capabilities and expectations rather than declines in 
programmatic performance). Pakistan saw increases in activities planned 
jointly with adults, but shrinking space for independent, youth-led planning. 
Uganda scored relatively low on perceived trust from adults, despite 
positive qualitative reports and high levels of structural representation in 
programming. Overall, however, nearly all young people felt that GUSO had 
made substantial progress toward MYP, even as they continued to seek 
increased influence and decision-making power within the programme. 
Figure 13 provides youth insights into the quality of MYP achieved by each 
GUSO country, collected as part of the endline evaluations.

“Initially, when you were to speak with [older] people, they always 
wanted their views to be taken. But now, they have realised that we, 
the young people, have the required knowledge about these particular 
topics. So when you want to say anything concerning that, they will 
not leave your idea out.” Young person, Ghana

“My supervisor has been my greatest source of empowerment.” 
Young person, Kenya

“If we were not trusted by our adults, we would not have been in the 
steering role in implementing the project.” 
Young person, Pakistan

The YCC model
Qualitative data on the YCC model was collected through in-depth 
interviews with YCCs, NPCs, and other stakeholders from both the country 
alliances and the NL/UK consortium. Twenty-three interviews were 
conducted with 25 people in 2018, followed by additional interviews and 
focus group discussions in both Malawi and Uganda.57 

Country-level variations had a meaningful impact on the effectiveness of 
the YCC model. In countries where the Alliance is strong and functioning 
well, the YCC was able to more fully engage and make more substantial 
contributions to the programme. The hierarchical relationship between 
the NPC and the YCC also affected the quality of the YAP; it relied on the 
NPCs to create an enabling environment for the YCC and provide them with 
decision-making powers. This was far less true in countries like Ethiopia, 
Kenya, Pakistan, and Uganda, where the YCCs exercised control over 
independent budget lines, and where the YCC-NPC partnerships tended to 
be stronger. Fundamentally, what this means is that—despite the relative 
standardisation of the YCC Terms of Reference across countries—the role 
of the YCC is determined, in practice, by the quality of the Alliance and the 
commitment of the NPC and Steering Committee to MYP. 

Two country-level variants deserve specific attention for the ways that 
they encouraged strong relationships between the YCCs and other 
sources of youth decision-making and influence. Malawi’s work with 
existing, government-sponsored youth clubs was an advantage in terms 
of sustainability, and might have allowed for robust connections between 
the YCC and the district youth movements, had communication not proved 
challenging due to budget constraints. Uganda’s Youth Advisory Council, 
which also controls a separate budget line, served as a bridge between the 
districts, the partner organisations and the YCC. This successful approach 
was replicated in several other GUSO countries, including Malawi.

Overall, despite these country-level differences, the YCC model was an 
effective way of mainstreaming youth leadership and spearheading 
MYP within the Alliances. Some ongoing challenges include insufficient 
budget allocations for Outcome 2, lack of clarity surrounding the YCC’s 
relationship to the NPC and role in supporting youth collaborations, and 
lingering disagreements about whether MYP should be the sole domain 
of the YCCs, or whether the YCC should have broader influence over all 
GUSO outcome areas. Successful experiments in Pakistan and Uganda - 

57   For more information on this research, see the reports detailing operational research on youth-led 
collaborations in Malawi & Uganda at getupspeakout.org. 
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where YCCs became interim NPCs and ran the programme without adult 
supervision - raise additional questions of whether the YCC position should 
remain static, or whether future growth opportunities should be provided. 
An August 2020 conversation with the YCCs suggested that the young 
people holding these positions are eager for both greater responsibility 
and increased pathways for growth.

Highlights from August 2020 conversation with current YCCs.

Adult perspectives on YAPs
There was little data gathered on adult perceptions of either MYP or YAPs, 
with the exception of an explorative study commissioned by NL/UK Alliance 
partner CHOICE in 2019, which focused specifically on the quality of YAPs 
in all GUSO countries.58 This study included an online survey fielded with 
young people and adults, as well as key-informant interviews conducted 

58   See Oitaven, Walk the Talk of YAPs: a resource for organizations working with youth and adults 
in Youth-Adult Partnerships, commissioned by CHOICE for Youth and Sexuality and released in 
January 2020. This report can be found at speakupspeakout.org. 

with staff members and volunteers from seven partner organisations. 
Adults who contributed to this research characterised themselves as 
facing a range of challenges in their work with young people and youth-led 
organisations. These included the difficulty of negotiating boundaries and 
letting young people take charge; the delicacy of issues surrounding trust, 
feedback, and follow-up; the value of overcoming negative stereotypes; 
and the constraints associated with budget. Representative quotations 
are included below. 

CONCLUSIONS

Over the course of the GUSO programme, young people gained structural 
representation at the organisational and Alliance levels. They collaborated 
in programming, policy, advocacy, and evaluation efforts, and acted 
as vital SRHR change agents in their local and national communities. 
Overall, this suggests that GUSO made substantial progress toward the 
institutionalisation of MYP. 

MYP was embraced as a core GUSO principle, and this stimulated country 
alliances and individual partner organisations to mainstream youth 
representation. The YCC model proved to be an innovative and effective 
approach to strengthen working relationships between young people and 
adults. Young people were trained and supported in ways that allowed 
them to connect with each other and lead a diverse range of programming, 
advocacy, and evaluation efforts. 

“It’s the innovative and creative ideas that the elders learn from us.” 
Young person, Pakistan

“I’ve worked with two NPCs, and in both cases, I’ve had a great 
relationship with the NPC. In both cases, they’ve been very 
supportive of any queries or questions, or any ideas or suggestions, 
I’ve had throughout the course of this project.”

“Speaking from my own experience, with regard to decision-
making on my own, I felt I was given full responsibility. And 
sometimes even more responsibility beyond my commitment. So 
I feel like there was room for me to make my own decisions. And I 
felt like my contributions to our decision-making processes were 
also considered very much.”

“We don’t really know what’s the next step. We are YCCs, we’ve 
been engaging with young people, we have so much experience 
from this position. So how are we transitioning out? It’s not just a 
challenge for YCCs, but other young people we’ve talked with in 
the field have also shared similar questions with us.”

“I think we have to consider how the model looks at the growth 
of YCCs… [to keep] challenging them, in terms of their professional 
skills? There are opportunities that I think should be integrated into 
the YCC model, so [the YCCs can] feel that there is constant growth.”

“Young people should feel listened to and action should be taken 
on their ideas. Even though it is easier to give positive feedback, 
when young people’s ideas are not implemented, they should 
receive feedback either way! If this does not happen, young people 
may lose trust, and it impacts the way they will voice new ideas in 
the future.” 

“I found that I had been wasting a lot of energy when I had a very 
resourceful person next to me, right here in the office. So we started 
doing activities together in these past two months, and it has been 
very nice. This is what drives me to collaborate: I realise that this 
young person can do quite a lot. I know my three colleagues are 
speaking the same. I can tell other adults: you think young people 
cannot do things, but you try them!”
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GUSO established some promising structures for MYP, such as the YCC 
model. Although progress can still be made in both mainstreaming youth 
involvement and cultivating effective youth-adult partnerships, the space 
for MYP increased during the programme. Young people now occupy an 
expanded set of roles and are often able to act independently of adults 
in atmospheres that feel supportive rather than overwhelming. However, 
there are still areas in which young people remain noticeably absent. The 
lack of youth involvement in financial planning and budgeting—coupled 
with ongoing issues related to fair compensation, the transparency of 
budgetary processes, and ability to request funds—suggests that adults 
control nearly all purse strings. (One notable exception is Uganda, where the 
Youth Advisory Council plans and allocates budget for all youth activities.) 
Additional work is needed to cultivate effective YAPs: young people still 
perceive adults as lacking trust in their abilities, and report that adults 
are often slow or unreliable communicators. These same young people 
hunger for increased programmatic influence and decision-making 
power. All of this suggests that there is more work to be done in these 
areas. The YCC model may offer a promising path forward; many YCCs 
have proven themselves in budget management and the strongest YCC-
NPC relationships flourished in countries like Pakistan and Uganda, where 
YCCs exert some independent financial control. This not only indicates 
that young people are capable of financial planning and budgeting, but 
that this deepens the trust between young people and adults. 

There are clear country-level variations in MYP approaches; this is both a 
critical strength and an ongoing challenge. One of GUOS’ primary goals is 
to enable country alliances to take ownership of SRHR interventions that 
will continue beyond the programme lifetime. This means that country-
level variations in the MYP strategy are not incidental, but are instead 
constitutive elements of the programme. The variation between the 
approaches (particularly regarding support for youth collaborations) could 
be seen as a weakness, and may dovetail with young people’s concern 
that the quality of YAP is dependent on the support of individual allies: 
some organisations, partners, and alliances are simply more devoted to 
MYP than others. However, cultivating country-level ownership of MYP is 
also a critical strength, as this is the only way to ensure that commitment 
to MYP extends beyond GUSO. Country alliances, individual partner 
organisations and relevant adult stakeholders must internalise MYP for it 
to be sustainably embedded in future SRHR interventions or organisational 
cultures. Here, the best paths forward may be ongoing MYP capacity 
strengthening, including value clarifications, for both young people and 
adults; thoughtful incentivising of MYP at individual, organisational and 
alliance levels; and continued encouragement of cross-country knowledge 
sharing, such as Uganda’s Youth Advisory Council that was so effectively 
adapted to other contexts. 

Trust, a shared learning agenda, and adequate budget allocations 
are essential preconditions for successful MYP. GUSO built on the MYP 
initiatives of the ASK programme, meaning that GUSO built on existing 
levels of youth-adult trust. This was likely a critical success factor, as 
achieving sustainable MYP requires a long-term, iterative process of 
relationship building. Equally important, MYP was embedded in the 
GUSO learning agenda from the beginning. As such, progress was tracked 
and budget allocations were made specifically for MYP. (The budget for 
Outcome 2 was fixed at 20% of the total GUSO budget, and financial records 
up to 2019 indicate that this allocation was met.) All of this is interrelated, 
in that long-term institutional commitment to MYP builds trust, generates 
co-ownership of shared learning agendas, and drives related expenditure. 
It would likely be extremely challenging to achieve true MYP without this 
level of institutional commitment. 

MYP was constantly renegotiated, in collaboration with young people—a 
hopeful sign for future progress. Endline data suggest that GUSO 
successfully advanced in many of the action areas that were identified 
during the baseline research. The programme constantly evolved in 
response to constructive feedback from country alliances, partner 
organisations, and young people themselves. Rather than remaining static, 
GUSO always incrementally progressed toward an improved vision of MYP. 
This will help the commitment to MYP flourish, sustainably, in the future.

We stand, 
we speak, 
we live our 

rights!
Max Ayamber, Ghana
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“People in my society see me as a leader.” 
Young person, Uganda

RECOMMENDATIONS 

From 2016 to 2020, GUSO structurally empowered and engaged young 
people in multiple layers of programming and decision-making, enabling 
young people to claim their rights and play a meaningful role in designing 
and implementing innovative and relevant SRHR interventions. The 
following recommendations would allow the GUSO consortium, alliances 
and partner organisations to build on the progress made and sustain MYP 
beyond 2020: 

 –  Build on existing levels of youth representation and influence by 
deepening youth engagement in all organisational domains, sharing 
control over crucial areas like financial planning and budgetary 
management, and re-evaluating current compensation levels in 
consultation with young people. This could be done by: allowing the 
organisations more experienced in MYP to take the lead on it within 
country Alliances; involving YCCs, Youth Advisory Councils, or other 
relevant structures in all MYP budgeting; enabling these structures to 
assess fair compensation levels for engaged youth; and building on 
successful examples of youth-controlled finances.

 –  Deepen youth-adult partnerships by providing ongoing MYP 
capacity building for both young people and adults, and incentivising 
MYP at the individual, organisational and alliance levels. Specific ways 
to do this might include: routinely training adults alongside young 
people; actively discussing and addressing intergenerational power 
dynamics (e.g., by creating critical consciousness on how power 
works, engaging in joint value-clarifications); embedding mentorship 
models in all relevant structures; and implementing systems and 
protocols for transparent youth-adult communication.

 –  Embed the YCC and Youth Advisory Council models in country 
alliance structures beyond the GUSO programme, while clarifying 
the Terms of Reference, expanding the roles and responsibilities of 
the YCCs, and providing additional pathways for growth. This might 
be done by: institutionalising the YCC and Youth Advisory Council 
models in future iterations of consortium programming; reworking 
related TORs in consultation with past position holders; creating 
different tiers of the YCC position to allow youth to advance within the 
job; selecting a “young” (below age 32) and “younger” (below age 24) 
YCC in each country; and providing YCCs with support to transition 
into other positions.

 –  Help young people transition into adult roles by providing mentoring, 
and other formal and informal support, to those growing within, and 
aging out of, youth leadership. This might include: expanding the 

programmatic positions open to young people; developing coaching 
trajectories for youth in leadership or decision-making positions; 
providing expanded resources and assistance for those attempting 
to transition into other SRHR positions; and partnering with youth-led 
organisations that are actively exploring meaningful exit strategies 
for young people.

 –  Foster diversity and inclusivity by redoubling efforts to access 
underserved and hard-to-reach populations, and more fully integrating 
gender-transformative approaches into SRHR interventions and 
programming. This could be done by: reaching out to civil society or 
community-based organisations that are led by or specifically reach 
youth from marginalised or underserved groups; and embedding 
inclusive, intersectional, and gender-transformative approaches into 
all MYP efforts.

 –  Create expanded opportunities for knowledge sharing that recognise 
country-level variations in MYP strategy as critical strengths and 
promising building-blocks of future innovation. This might include: 
creating active knowledge hubs; developing a parallel youth-led 
structure at the consortium-level, composed of representatives from 
each country alliance and tasked with synthesising learning and 
advising on how to scale contextualised best practices across the 
consortium.

 –  Develop innovative tracking systems to measure youth contributions 
and influence, and link progress in MYP to broader impacts in 
adolescent and youth SRHR. This might include: adopting the objective 
of structurally and meaningfully engaging young people in all phases 
and aspects of consortium programming; further capacitating and 
engaging young people in research; soliciting youth input into the 
design of new measures that link MYP to broader contributions 
and influence in SRHR; and working with an institutionalised youth 
structure, like that described above, to share methods and data across 
the consortium.
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OUTCOME 5A: IMPROVED  POLITICAL 
AND LEGAL ENVIRONMENT

INTRODUCTION

Through Outcome 5, GUSO aimed to address socio-cultural, political and 
legal barriers that hamper young people’s full enjoyment of SRHR. The GUSO 
programme defined two key dimensions that contribute to this; in addition 
to work to create an environment at the community level in which young 
people feel supported to fulfil their SRHR (see Part A), the programme also 
strived to achieve progress in the implementation of SRHR policies and 
legislation in each country. This was captured through outcome indicator 
5a: Progress towards the high-quality implementation of SRHR policies 
and legislation. The endline evaluation sought to understand the impact 
of the (evidence-based) advocacy strategies and the extent to which the 
Alliances were able to influence and/or remove the socio-cultural, political 
and legal barriers that young people experience. This chapter analyses the 
impact of the (evidence-based) advocacy achieved by GUSO, as described 
in the harvested outcomes of all GUSO Alliances. 

METHODOLOGY

GUSO piloted Outcome Harvesting as an approach to monitor and evaluate 
its advocacy work in all programme countries, following a recommendation 
made by the mid-term review.59 Capacity strengthening workshops took 
place in each country over the course of 2019-2020, after which Alliance 
partners started harvesting outcomes. These outcomes were analysed 
against the advocacy strategies of six Alliances (with the exception of 
Indonesia), with reference to secondary data resources60 which helped 
deepen the understanding of the outcomes. Focus group discussions were 
held with the Alliance National Programme Coordinator, accompanied in 
some cases by the Youth Country Coordinator, the Planning, Monitoring, 
Evaluation and Learning (PMEL) advisor and implementing partners. The 
findings for each of the six countries were captured in a country report and 
synthesised in this chapter. For more detailed reports on each country, 
see getupspeakout.org. The harvested outcomes of these alliances were 
not substantiated by external stakeholders, as the use of the Outcome 
Harvesting approach was a pilot.

In Indonesia, the process worked slightly differently. The Alliance contracted 
external consultants to perform the outcome harvesting assessment. 
The Indonesia GUSO Alliance harvested 152 outcomes, of which 62 were 
externally substantiated by the consultants. The consultants’ assessment 
report was used to inform this chapter. A more detailed report on Indonesia 
can be found at getupspeakout.org.

An overview of the number of harvested outcomes per country is provided 
below. The complete list of harvested outcome statements per country 
can be found in Annex 4. 

59   Midterm Report 2018, Get Up Speak Out Programme, July 2018, project nr 28432: recommendation 
14, page 6.

60   GUSO ToC, GUSO Programme Document, GUSO Annual Report 2019, GUSO Summary of the 
Operational Review on Dealing with Opposition, GUSO Mid-Term Evaluation Report. 
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FUTURE OUTLOOK
Working together helps the Alliance to 
reach more young people than when 
working alone, and the Ghana SRHR 
Alliance for Young People is committed 
to continue their work beyond the GUSO 
programme. They have registered as an 
Alliance, developed a five-year strategic 
plan and a resource mobilisation strategy 
to support their financial sustainability. All 
partners will play their role to make the 
Alliance a self-sufficient organisation and a 
thought leader on youth SRHR policy 
issues in Ghana!

“Young People must be 
at the centre of every 

initiative that is meant 
to serve them; not 

negotiable anymore”.  

Alhaji Mohammed Awal 
Alhassan, Chairman

 – NGB Chairman

“who would better 
contribute to the growth 
of an economy than an 

young person 
empowered to make 
sound reproductive 
health decisions!”
 Sandra Tom Dery
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Table 14: Number of harvested outcomes per country.

Country Number of Harvested Outcomes 
2019-2020

Ethiopia 17

Ghana 22

Indonesia 15261

Kenya 14

Malawi 30

Pakistan 8

Uganda 40

TOTAL 283

Alliances were asked to share Stories of Change about their advocacy 
outcomes, some of which are included in this report. The Indonesia Story 
of Change was complemented with an interview with an Indonesian 
government representative.

ADVOCACY	CONTEXT	IN	GUSO	COUNTRIES

Advocacy for young people’s SRHR is challenging in many contexts, due to 
limited acceptance of young people’s sexuality and persistent traditional 
and religious values. In recent years, space for civil society has been 
shrinking in several GUSO countries and political climates became more 
conservative regarding SRHR, particularly in relation to CSE and Lesbian, 
Gay, Bisexual, Transgender, Queer, Intersex (LGBTQI) rights. GUSO Alliances 
responded to these trends through advocacy, by forging CSO partnerships 
and by seeking public support for SRHR by engaging communities, 
cultural and religious leaders and media.

Uganda, Kenya, Ghana, Ethiopia and Malawi have relatively conducive 
policy environments for young people’s SRHR. However, implementation 
of the policies is hampered by limited resources and/or capacity, an over-
reliance on development partners to fill gaps in SRH service and education 
provision, and conservative and patriarchal socio-cultural contexts. In 
Pakistan, some initial partners of the GUSO Alliance had to withdraw in 
2018 due to unanticipated factors including government restrictions on 
SRHR programming, and so only three partners remained. Despite this, 

61   The Indonesia Alliance used Outcome Harvesting for all GUSO outcome areas, not only outcome 
5a, and for an extended period (2017-2020), resulting in a high number of outcomes harvested 
compared to other GUSO countries. Most harvested outcomes relate to changes in young people’s 
perceptions, capacities and behaviour. From 152 outcomes harvested, 18 or 12% of them are 
change in policy (10 outcomes are related to change of policy at the level of local government and 
8 outcomes are at the level of schools).

and the restrictive environment, the reputations of the partners at the 
provincial level, and the Supreme Court decision for Provinces to provide 
Life Skills Based Education (LSBE) in schools, were enabling factors for the 
advocacy outcomes.62

In 2020, the Covid-19 pandemic made it challenging to maintain or 
follow up on advocacy achievements, due to government restrictions 
and funding being allocated for the pandemic response at the cost of 
SRHR interventions. However, in some cases, the pandemic created new 
opportunities, such as in Uganda, Malawi, and Ethiopia. 

Each Alliance developed a context-specific advocacy strategy between 
2016 and 2018 to help further the programme goals. Almost all Alliances 
(with the exception of Pakistan) selected youth-friendly SRHR service 
provision as (one of) their advocacy priorities. Alliances in Pakistan, 
Uganda, Kenya and Indonesia identified advocacy objectives related to 
CSE. In Kenya and Ethiopia, the Alliances established a separate advocacy 
goal to have young people meaningfully participating in government 
decision-making. In Malawi and Indonesia, goals were developed related 
to combatting SGBV. The Malawi Alliance specifically targeted SGBV on the 
basis of sexual orientation and gender identity, and was the only Alliance 
to identify advocacy goals related to access to safe abortion. In Uganda, 
specific objectives pertaining to menstrual hygiene and HIV treatment 
were included. Ghana identified community support for young people’s 
access to SRHR services as one of their advocacy goals. The advocacy 
objective of each Alliance is given below, and a summary of each Alliance’s 
advocacy strategy can be found in Annex 5. 

62   LSBE includes topics related to reproductive health and is a more accepted terminology in 
Pakistan than comprehensive sexuality education.
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 –  Ethiopia To ensure integration of quality youth-friendly service 
provision among 75% of health centres in Addis Ababa by the end of 
2020.

 –  Ghana To ensure young people [aged 10-24] have increased access to 
right based, gender sensitive and Youth-Friendly [SRHR] services. 

 –  Indonesia  The Indonesia Alliance identified three advocacy objectives:
  1.  For the Ministry of Education and Culture to issue 

regulations on reproductive health education for school 
children/young people, from primary to secondary 
education (junior and senior high school).

  2.  The Ministry of Health to issue a revised Youth-Friendly 
Services (YFS) guideline in order to improve the quality 
of YFS in 2020. 

  3.  The House of Parliamen to ratify the Bill on the 
Elimination of Sexual Violence by 2020. Also, The House 
of Parliament ensures that articles related to abortion in 
the Draft Criminal Code do not criminalise rape victims 
and health workers.

 –  Kenya To advocate for improved access to high quality SRH information 
and services for Young Persons, Women and Marginalised Groups 
(PLWD, PLWHIV, LGBTQI) by 2020

 –  Malawi To contribute to a conducive legal, political and socio-cultural 
environment where all groups of people including the marginalized 
enjoy their comprehensive Sexual Reproductive Health and Rights in 
Malawi

 –  Pakistan In 2016, the GUSO Pakistan Alliance (then called Parwan) 
drafted their advocacy strategy, based on the expertise of and 
objectives of the Alliance as it was then. By 2019, when just 3 partners 
remained by 2019, the initial advocacy strategy was outdated. Instead 
of replacing it with a new strategy, advocacy was instead done 
under the advocacy strategies of the remaining three individual 
organisations. Provision of Life Skills Based Education (LSBE) was the 
key advocacy focus for these partners. 

 –  Uganda An Enabling SRHR Policy Environment for Youth Responsive 
Information and Services. 

ASSESSMENT OF GUSO’S ADVOCACY OUTCOMES 

Key advocacy successes of GUSO
Comprehensive Sexuality Education
Under Outcome 3 “Increased use of SRHR information and education”, 
GUSO reached 4.2 million young people with SRHR information and 
education. Country Alliances also advocated towards, and worked 
with, their governments to commit to deliver comprehensive sexuality 
education in schools, contributing to sustainability of programme results.

The Alliances in Pakistan, Uganda and Indonesia articulated advocacy 
goals related to CSE and harvested outcomes describing their contribution 
to these goals. The Kenya Alliance had an advocacy goal related to CSE but 
harvested no outcome in this field. In Ghana, the Alliance did not intend 
to focus on CSE but engaged nonetheless and harvested outcomes, 
including a negative one. 

Key advocacy successes:
 –  The Governments of Pakistan, Ghana and Indonesia requested GUSO 

Alliances to provide technical input to the development of sexuality 
education curricula.

 –  GUSO Alliances in Indonesia, Pakistan, Uganda and Ghana successfully 
advocated to local governments and school administrations to 
operationalise CSE.

 –  Safe spaces for youth were created in schools in Pakistan and Uganda, 
after the Alliances advocated for these with the school administrations 
and local government. 

Kenya

Pakistan

Indonesia

Malawi

Ethiopia

Ghana Uganda
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Development of sexuality education curricula
In Ghana, following technical input from the Ghana SRHR Alliance, the 
Ministry of Education launched the National Comprehensive Sexuality 
Education Guidelines, to guide the delivery of CSE in schools. The Alliance 
members’ complementary expertise contributed to the Alliance credibility 
and the comprehensiveness of its input. Unfortunately, the Guidelines 
triggered a backlash among more conservative segments of society, 
which led to the Ministry’s decision to withdraw the Guidelines (see further 
details below). 

Operationalising sexuality education
In Uganda, one of the Alliance’s advocacy objectives was for the Ministry of 
Education and Sports to disseminate and operationalise the 2018 National 
Sexuality Education Framework. As a result of their advocacy, the Ministry 
oriented 30 head teachers, school management and district governments 
of Jinja and Mayuge on the Sexuality Education Framework. Furthermore, 
having identified that schools did not allocate sufficient time and budget 
for sexuality education, the Alliance raised the issue with the district 
government structures. This resulted in the district governments providing 
directives to the school administrations to allocate sufficient funding for 
sexuality education. As a result, in 2017, 65 primary schools in Jinja, Bugiri, 
Mayuge, and Iganga, and 38 secondary schools in Bugiri and Iganga 
districts incorporated sexuality education in their academic timetables. 
Finally, the District Education Office in Bugiri (in 2017 and 2018) and Iganga 
(in 2017) incorporated SRH indicators in its school inspection tool. 

In Ghana, following advocacy from the Alliance, the national Ministry 
of Education directed District Directors of Education to budget for 
reproductive health education in their annual plans. Schools rarely ask for 
additional funds for sexuality education. With a specific budget line, this 
could change. 

In Pakistan, the government of the South District in Karachi invited the 
Alliance to implement GUSO in schools in the district, covering over 6,000 
students. This is notable as, in the beginning, GUSO Pakistan’s advocacy 
was not being implemented in all Karachi districts. Twenty-five out of 
the thirty schools that were approached responded positively and, by 
May 2020, about 800 students had been reached with SRHR information 

Story of Change – Pakistan

The Punjab Government adopted the Life Skills Based Education 
Curriculum and included it in the teacher training curriculum ensuring 
that teachers are properly trained.

At the start of GUSO, negative perceptions of Life Skills Based Education 
(LSBE) among communities, media and policy makers were deeply 
entrenched and therefore LSBE was not implemented by the Punjab 
government. GUSO partners contributed to the development and piloting 
of Life Skills Based Education (LSBE) in schools, despite conservative 
views of governments and the society on young people’s sexuality.

Alliance member Rahnuma FPAP was part of the Technical Committee 
on LSBE, set up by the Punjab Education Department. Through this 
platform, they engaged like-minded organisations, policy makers and 
the Population Welfare Department in Punjab, and sensitised them 
about LSBE. As a result, the Population Welfare Department developed 
an LSBE booklet with technical input from Rahnuma FPAP. The LSBE 
booklet was piloted in 2017 in 18 schools across 9 districts of Punjab and 
led to the development of an LSBE curriculum by the Population Welfare 
Department. In 2020, the LSBE curriculum was being delivered in two 
schools and was under review by the Punjab Education Department to 
decide whether the LSBE programme could be mainstreamed in the 
curriculum. This process was delayed due to Covid-19 restrictions and 
school closures. However, as schools reopened, advocacy continued 
to expand to more schools and to obtain the Education Department’s 
approval. Furthermore, the Punjab Education Department decided to 
include the booklet in the teacher training curriculum, thus ensuring 
that all teachers are trained on the LSBE booklet in the future. 

This development in Punjab attracted the attention of other Provincial 
governments and they showed interest in implementing the same 
LSBE curriculum, with the potential to reach thousands of Pakistan 
youth. In Balochistan, the GUSO Alliance held two curriculum review 
workshops. Following this, the Baluchistan Bureau of Curriculum issued 

a letter of recommendation for the inclusion of LSBE in educational 
curriculum for grades 6, 7 and 8. In Khyber Pakhtunkhwa Province, the 
government requested Rahnuma FPAP to provide technical support 
for drafting a LSBE booklet for their academic curriculum in 2019. After 
approval, the LSBE curriculum will be piloted with a few schools in 3-4 
districts and, based on the results of the pilot, will be further extended 
to other districts and Government schools. The aim is to have the 
curriculum implemented in all high schools in the province. 
 
Longstanding relationships with the provincial governments, as well 
as the Supreme Court’s decision related to LSBE in schools, were key 
enablers for GUSO Pakistan’s successes in advocating for the provision 
of sexuality education to Pakistan youth. These outcomes contribute 
to sustainability of programme results through the government’s 
ownership of LSBE provision.   
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and education. This led to GUSO Pakistan attracting the attention of the 
Assistant Director of the Sindh Education Department, who gave the 
Alliance permission to work in all six districts of Karachi.

Creating safe spaces in schools 
Students often do not have safe spaces in schools for them to get support, 
information and counselling on SRHR issues. The SRHR Alliance Uganda 
facilitated joint visits to schools with the District Steering Coordination 
Committee of Iganga and Bugiri districts to highlight this issue. As a result, 
the District Education Officers of these two districts sent out a directive to 
60 head teachers to establish youth corners in their schools. 

In Pakistan, in Punjab Province, the School Management of Nisar School 
and Academy adopted a policy to safeguard the students from any type 
of harassment and abuse. Commonly, students do not report abuse and 
do not feel supported in counselling or seeking information. The policy 
came into place after GUSO youth champions supported a female student 
who had experienced sexual harassment in the school. The champions 
raised the issue with the school principal while ensuring confidentiality. 
With this policy, confidentiality is assured when students report cases of 
harassment or abuse and when they seek counselling from teachers.

Youth-Friendly SRHR Services
With the exception of Pakistan, all Alliances identified youth-friendly 
SRH service provision as an advocacy objective and harvested notable 
outcomes. 

Key advocacy successes:
 –  GUSO Ethiopia achieved its long-term advocacy goal “to ensure 

integration of quality youth-friendly service provision among 75% of 
health centres in Addis Ababa by the end of 2020”. 

 –  GUSO Alliances in Uganda, Malawi, Ethiopia, Kenya, Indonesia and 
Ghana successfully advocated with local governments and health 
service management for the establishment or revamping of youth-
friendly services. 

Story of Change – Indonesia

Government of Semarang supports and owns comprehensive 
sexuality education in Junior High Schools.
In Semarang, sexuality was considered taboo by the local government, 
teachers and even pupils themselves and therefore young people did 
not receive sexuality education. Alliance member IPPA Central Java 
initiated conversations with the Head of the Department of Education 
for Semarang about the importance of SRH education in schools and 
introduced the Setara Module.63 Having reviewed Setara, the Head of 
Curriculum concluded that it was an appropriate module for Junior 
High School. The Head of the Department of Education praised the 
content and teaching methods and provided a Letter of Agreement to 
indicate her support for implementing SRH education in Junior High 
Schools in Semarang. IPPA Central Java piloted Setara in three schools, 
reaching pupils aged 13-15 years. 

Support grew steadily among government, teachers and eventually 
parents. Although parents were initially sceptical, after sensitisation 
sessions with the support from the Government, teachers and young 
people, parents began to see the added value of sexuality education. 
With the Department of Education supporting Setara, head teachers 
were more willing to allow implementation in their schools. In addition 
to receiving adequate information on SRH, students enjoyed the 
methodology which fosters working together, respecting each other 
and creative thinking. Meanwhile, the facilitation approach encourages 
teachers to interact more closely with students, improving the trust 
bond with students, and meaning students feel more comfortable 
to share their problems and questions. Students who followed Setara 
became more open and confident. The government now perceives 
Setara as an effective channel for young people to obtain information 
about SRH and the Department of Education is exploring bringing it to 
elementary schools.

Seeing the success of Setara, the Head of the Junior High School 
Curriculum and Development Section requested that the Department 
of Education allocate budget for the expansion of Setara to 19 other 
schools. Although this required additional budget, the government 
agreed and allocated budget for the implementation of Setara in 22 
schools (the 3 pilot schools and 19 additional schools). 

At the end of GUSO, the expansion of Setara to 19 other schools was 
still in the pipeline, as the budget was reallocated due to the Covid-19 
pandemic. The Alliance remains hopeful that Setara will be implemented 
in the 22 schools under government ownership when the situation 
improves. The government’s ownership of sexuality education provision 
indicates the Alliance’s successful efforts to advocate for sustainability. 
When implemented, it will reach about 5000 young people aged 13-15 
years with quality SRHR information. 64

63   Setara is a module on sexuality and reproductive health developed by Rutgers WPF Indonesia and 
partners.

64   We are grateful to Mrs. Bu Fajriah,  Head of Curriculum, Department of Education, Government of 
Semarang whose interview on 14 January 2021 was used to supplement this story.
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 –  By addressing high prices, stock-outs and negative perceptions 
by health providers and parents about young people’s use of 
contraceptives, the Alliances in Malawi, Kenya, Ghana and Uganda 
increased the availability of SRH commodities for young people in 
certain areas.

 –  In Ethiopia, the Alliance enabled improved safe abortion services for young 
women through the public and private health system in Addis Ababa.

 –  In Malawi, the Alliance advocated for safe and legal abortion at both 
community level and Parliament, in support of the Termination of 
Pregnancy Bill which would expand access to legal abortion.

 –  Alliances in Malawi, Ethiopia and Uganda successfully advocated 
for increased access to SRH services for marginalised young 
people, including young prisoners, young people living with HIV 
and underprivileged adolescent girls and young women in need of 
sanitary pads. 

 –  In Kenya and Ethiopia, government budget for SRHR services for 
young people increased after advocacy by the GUSO Alliances.

 –  Policy frameworks and tools related to implementation, monitoring 
and data collection of SRHR services for young people were put in 
place after advocacy by the Alliances in Uganda and Kenya.

 –  In Ethiopia, Ghana and Uganda, the Alliances successfully advocated 
for the establishment of coordination bodies within the government 

that oversee and coordinate implementation of SRHR interventions. 
 –  GUSO Alliances in Kenya and Uganda successfully advocated for 

continued SRHR information and services provision to young people 
during the Covid-19 pandemic. 

Increased availability and quality of youth-friendly SRHR services
In Ethiopia, the Alliance achieved its long term advocacy outcome; 
as of September 2020, 87% of health centres in Addis Ababa provide 
youth-friendly services or practice the minimum service packages for 
youth-friendly service delivery. This was achieved through the Alliance’s 
participation in the Addis Ababa Bureau of Health public-private 
partnership forum, meaning the provision of youth-friendly SRHR services 
could be sustained in the long term.

In Indonesia, the Alliance worked with local governments to promote 
the government-run Integrated (Health) Services for Youth (PosRem) 
programme at community health centres. A total of 15 (10%) of the 
outcomes harvested record the change of practice of community health 
services and medical personnel in implementing PosRem. This includes 
activating counselling services (online & offline), providing special rooms 
for adolescent clients to receive health services, providing contraceptives 
(condoms) to sexually active adolescents (where previously contraception 
could only be given to married couples by law), forming peer counsellors 
at schools, and providing funds for the promotion of health services for 
teenagers who drop out of school.

In Kenya, 15 youth-friendly health centres were operationalised in Butere, 
Mumias and Webuye West sub-counties in Kakamega County, after 
continuous advocacy and engagement by the Alliance partners with the 
Sub-County Health Management Teams. The Health Management Teams 
ensured the availability of human resources and commodities in the 
centres and the Alliance trained health workers on youth-friendly service 
provision. Community Health Volunteers were also trained to create 
demand among young people and link them to the services offered in 
the facilities.

In Ghana, young people identified the mismanagement of fees by health 
facilities as a major obstacle in the accessibility of services. Through youth-
led social accountability, young people raised the issue with health staff, 
management and government officials. The Head of Gushegu Municipal 
Hospital sent out a memorandum to all staff stating that no one was 
allowed to take fees from patients and that receipts needed to be provided. 
The Alliance also raised this issue with the District Health Management 
Teams and advocated for the need for youth-friendly services action plans, 
which were then developed. 

NOW I 
KNOW, 

MY BODY, 
MY RIGHT

Mphatso Prisca Kantwanje,
Malawi
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Increased availability of SRH commodities for young people
In Malawi, in Chikwawa in 2017, after the Alliance gave training to private 
health providers, private clinics started to provide free SRHR commodities 
to young people, peer educators and youth community distribution 
agents. As a result, young people now have more options for obtaining 
commodities, as there are more distribution points, and distance and 
costs have been removed as barriers.

The Kenya Alliance in Homabay County, in collaboration with partners 
in the Homabay Reproductive Maternal Newborn Adolescent and Child 
Health CSO Network, raised findings with their government showing that 
SRH commodities stock-outs were experienced for about two to three 
quarters in a year. The County set up a commodity security Technical 
Working Group, of which the Alliance became a member. A Commodity 
Tracking Tool was developed and implemented to avoid commodity stock-
outs, including through redistribution when needed. 

The Ghana Alliance reported that uptake of contraceptive commodities 
increased63 in Tamale and Gushegu as a result of the health facilities’ 
decision to include family planning promotion in all outreach activities 
and to subsidise family planning methods. Previously, young people had 
inadequate SRHR information and limited access to SRH services due to 
negative attitudes of service providers, lack of confidentiality, and lack of 
support from parents. The Alliance trained health providers, government 
officials and social justice institutions on SRHR, and conducted sensitisation 
sessions with the communities and parents to increase support for young 
people obtaining contraceptives.

Safe abortion
The Ethiopia Alliance observed that private and public health facilities were 
reluctant to provide comprehensive safe abortion services, and that health 
providers tended to refer clients to NGO providers. The Alliance conducted 
Value Clarification and Attitude Transformation and Compassionate 
Respectful and Caring workshops with health providers, which changed 
their attitudes and built their confidence. As a result, 3,192 young clients 
received safe abortion services through private and public health facilities. 

Increased access to SRHR services for marginalised young people 
In Malawi and Uganda, the Alliances successfully advocated for designated 
days or centres for young people living with HIV to get their ARV refills. 
Furthermore, the Malawi Alliance contributed to improved access to SRH 
services for young prisoners. They observed that services were absent and 
prison staff lacked information and competencies so the Alliance trained 
20 prison officers, authorities, police and 10 peer educators on SRHR in 

63  From 487 in 2016/2017 to 1458 in 3030 in Tamale and 502 in 2019 to 1153 in 2020 in Gushegu

2 prisons in each district of Mangochi and Chikwawa. As a result, prison 
officers and clinicians in Mangochi started to provide SRHR information to 
young prisoners. 

In Ethiopia, the Alliance launched a social media campaign to raise 
awareness about the poor accessibility to sanitary pads for adolescent 
girls and young women, due to high prices, unequal distribution and low 
quality of locally manufactured pads. This was followed by a facilitated 
intergenerational dialogue involving the Ministry of Health and the Ministry 
of Women, Children and Youth. A few days later, the Minister of Health 
gave an interview to BBC Ethiopia announcing subsidies on sanitary pads 
for underprivileged adolescent girls and young women, a tax reduction on 
pads and improved quality control.

Story of Change Malawi

Advocacy for the draft Termination of Pregnancy Bill in Malawi

In Malawi, a draft Termination of Pregnancy (ToP) Bill came under 
discussion in Parliament, providing the Alliance with the opportunity 
to advocate for more liberal laws. While the law currently only 
permits abortion when a woman’s life is at risk, the draft Bill proposes 
to legalisea abortion in cases of rape, incest, defilement, foetal 
malformation that will affect its viability or compatibility with life, 
endangerment to the physical and mental health of the mother, and 
when the mother’s life is in danger. The Alliance advocated at both 
the national and community levels to generate support for the ToP 
Bill from community stakeholders, religious leaders and Members of 
Parliament. The Coalition of Prevention of Unsafe Abortion (COPUA), 
of which the Alliance is a member, held several meetings and Value 
Clarification sessions with traditional and religious leaders, Members 
of Parliament (MPs), the Women’s Caucus and other key political 
figures. The Alliance also produced a video calling for MPs, community 
leaders and the public to support the Bill. The Alliance, in collaboration 
with partners, gained the support of the Inkosi (Chief) Mabulabo of 
Mzimba for the Bill, after which he attracted media attention and called 
for 67 MPs to support the Bill. Support was also gained from young 
people, media and health workers who then campaigned for the ToP 
Bill and sensitised their communities on the benefits of liberalising 
abortion. The intensive lobbying resulted in the Bill being put on the 
Parliament agenda for discussion in December 2020. However, this 
ignited opposition from religious groups and some MPs withdrew 
their support. COPUA decided to postpone the tabling of the Bill to 
early 2021, giving them time to strategise and gain additional support. 
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Youth-Friendly Health Services policies, budget and coordination
In Ethiopia, after engagement by the Alliance, the Addis Ababa Health 
Bureau allocated 2 billion ETB for youth health with a focus on youth-
friendly services in 2019, which was an increase from 2018.

Policy frameworks and tools
In Kenya, the Nairobi Metropolitan Services launched its first Adolescent 
and Youth Reproductive Health Implementation Framework 2020-
2023 which aims to address adolescent and young people’s sexual and 
reproductive health, mental health, HIV/AIDS, SGBV and meaningful 
youth participation in Nairobi County.64 This was achieved through the 
advocacy by youth advocates trained by the Alliance and participation in 
the Technical Working Group convened by the County.

Following advocacy by the Alliance in Uganda, district governments and 
political leaders became involved in the supervision and monitoring of 
youth-friendly health services. In 2018, in Jinja, the District Health Officer 
(DHO) gave a directive to the district health monitoring team to monitor 
the provision and utilisation of youth-friendly services in all Health Centres 
III and IV. Both he and the DHO of Mayuge also called upon health centres 
to incorporate youth-friendly services into their work plans. This improved 
the quality of the services as the health facilities became aware that they 
will be monitored. 

In 2020, the Kenya Alliance influenced the sub-county health department 
of Mbita to adopt an SRH data collection tool that uses finer disaggregates 
of ages (10-14, 15-17 and 18-25); a step forward to support the analysis of 
SRH service uptake by different age cohorts. Previously, the tool collected 
SRHR data for ages 10-49 as a block. The tool also incorporates indicators 
on comprehensive abortion services, number of young people receiving 
SRHR information and education, counselling services and referrals.

64   Adolescent and Youth Reproductive Health Implementation Framework 2020-2023, Nairobi 
Metropolitan Services

Story of Change – Kenya

Members of the County Assemblies in Siaya and Kisumu addressed 
critical SRHR funding gaps by allocating proper budget for family 
planning and reproductive health training for health providers.

“As champions of reproductive health, there was no way we could 
forget allocating money  for that, it was part of our priority and 
we commit to ring-fence it further.” Kisumu County Member of the 
County Assembly, RH champion, Mr Seth.

In Kenya, the Alliance was successful in securing government 
budget for SRHR in different districts, which they achieved through 
close engagement with the County Assemblies. Through alliance 
member NAYA, the Alliance contributed to budget allocations and 
implementation plans or frameworks for young people’s SRHR, 
showing tangible buy-in from the government and operationalisation 
of national policies at county level. This contributes to sustainability 
that can lead to structural change in Kenya for young people’s SRHR. 
The Alliance engaged and trained elected and nominated members 
of the County Assembly as reproductive health champions in Kisumu, 
Siaya and Homabay counties. They built the capacity of County Assembly 
members on the need to invest in health financing and identified pro-
health members as key champions to help actualise increases to the 
reproductive health budgets. At the same time, youth advocates were 
trained in budget and legal advocacy. They analysed Fiscal Strategy 
Papers for 2019/2020, identified critical funding gaps and engaged with 
the County Assemblies for more funding for SRHR. Regular strategic 
meetings held with the champions on budget advocacy helped to 
develop strategies to be put in place to fill the budget gaps. Young 
people took the lead in making requests for their SRHR needs, and the 
county champions took the lead in championing the agenda.

This approach resulted in securing a 2 million Kenyan Shillings 
budget allocation in Siaya county for training for health providers 
on reproductive health. In Kisumu county, the county government 
increased its health budget in the financial year 2018/2019 by 2%, from 
31% to 33% of its overall budget. Furthermore, the Alliance succeeded 
in ensuring that the Kisumu County launched a costed Family Planning 

Implementation Plan which included a dedicated budget of 60 million 
Kenyan Shillings. This Plan ensured the expansion of access to quality 
contraceptives and family planning services, including contraceptive 
security; capacity building; service delivery; advocacy; and information 
management. This was achieved after a targeted process of collecting 
evidence on availability of family planning commodities and funding 
gaps, which was shared with the County Health Management Team. 
This convinced the team of the need for a policy document to ensure 
better availability of family planning commodities, and brought 
together a team to develop the Plan, in which the SRHR Alliance Kenya 
was included. 
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Coordination bodies
In Ghana and Uganda, the Alliances advocated for the establishment 
of district-wide coordination bodies to oversee and coordinate 
implementation of SRHR interventions. As a result in Ghana, the Ghana 
Health Service set up a district-wide network to ensure coordination 
around the implementation of the SRHR Youth-Friendly Services Policy. In 
2019, this network was launched and includes technical and political arms 
of the district government, social justice institutions, religious and opinion 
leaders and two young people. In Uganda, the district governments of 
Bugiri and Iganga established SRHR District Coordinating Committees 
in 2017. Previously, these districts did not have a specific committee 
dedicated to SRHR issues. The committees bring together district 
department heads, youth councillors, civil society and young people 
to harmonise implementation and advocacy of young people’s SRHR, 
including planning and budget allocation.

The Ethiopia Alliance harvested several outcomes related to government 
structures that enabled better coordination and outcomes of youth-friendly 
SRHR services. Under the 2009 Charities and Societies Proclamation, 
the Ethiopia GUSO Alliance was restricted from engaging in advocacy 
activities or to work on rights. Consequently, the Alliance forged a different 
kind of relationship with the various government bureaus. In 2018, an MOU 
was signed between the Alliance and the Addis Ababa City Administration 
Advisory Committee on strengthening the relationship to ensure an 
enabling environment for young people to access SRHR information and 
youth-friendly services. Furthermore, the Alliance successfully advocated 
for an Adolescent and Youth Health Case Team within the Ministry of 
Health. This is relevant as, previously, there was no specific department in 
the Ministry working on adolescent and youth health and this was often 
overlooked. Ethiopia Alliance members and other CSOs were included in this 
case team. In 2020, following advocacy by the Alliance, this Team joined the 
Education for Health and Well-Being Technical Working Group under the 
Ministry of Education. Previously, the Ministries of Health and of Education did 
not collaborate well around sexuality education. Having a broader support 
base with political influence from the Ministry of Health also influencing the 
Ministry of Education to integrate sexuality education helped the Alliance in 
their advocacy for improved SRHR information for youth.

SRHR information and services during the Covid-19 pandemic
When the Covid-19 pandemic reached the GUSO countries, lockdowns 
resulted in young people being deprived of accurate SRHR information 
and services and the rise of SGBV and teenage pregnancies. In Uganda 
and Malawi, the Alliances pressed the government about the importance 
of continuing SRHR information delivery to young people during the 
lockdown. The Alliances were also able to secure agreement from the 
district government to allow peer educators to reach out to young people 
with SRHR information and contraceptives.

In Uganda, the Ministry of Health established a service call centre for 
citizens seeking information about the pandemic. The Alliance was able to 
integrate SRHR, mental health and HIV/AIDS into that response. The SRHR 
Alliance provided SRHR information and mentorship to those working at 
the call centre, and counselling to the clients.

Increased support by communities, religious leaders and the media
In addition to looking at the changes in the policy and legislative 
environment in support of young people’s SRHR, GUSO Alliances also 
harvested outcomes related to the support shown by communities and key 
gatekeepers. The Ghana Alliance made this a specific advocacy objective 
and other GUSO Alliances harvested outcomes related to support of 
communities, religious leaders and media. However, in many other cases 
this level of support contributed to the achievement of advocacy outcomes 
that were harvested. In that sense, securing the support of communities 
and gate keepers could be seen as an advocacy approach.

Key advocacy successes:
 –  Due to community dialogues among traditional leaders and young 

people, facilitated by GUSO Alliances in Ghana, Uganda and Malawi, 
access to SRHR services and information for young people improved.

 –  In Ghana, Uganda, Indonesia, Malawi and Kenya, GUSO Alliances 
successfully advocated for the provision of SRHR information to 
young people through churches.

 –  In Ghana, Uganda and Indonesia, the GUSO Alliances convinced 
journalists and media houses to provide air time for SRHR information.

Communities
GUSO Alliances engaged communities and community leaders such 
as elders, religious leaders and local councillors on the importance of 
youth SRHR and demystified common myths and misconceptions. As a 
result, the Ghana Alliance was able to facilitate meaningful engagement 
between the Chiefs and young people, which is exceptional given the 
traditional age-based power structures. Following this, Chiefs in Sagnarigu 
municipality enabled SRHR service delivery for young women in their 
communities. The Chiefs even became advocates for young women’s 
access to contraceptives as a way to socially and economically empower 
them. This led to increased confidence among young women to seek 
the SRHR services without fear of being judged by men. As Chiefs are 
respected agents in communities, their support could lead to sustainability 
of young people’s access to SRHR services. Furthermore, in order to 
broaden the community’s support for SRHR, the Ghana Alliance facilitated 
four community sensitisation sessions and ten broadcasting sessions with 
youth champions in Sagnarigu district. As a result, in 2019, seventy parents 
allowed young people to share their experiences and educate peers on 
SRHR on live radio programmes.
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In Bugiri district in Uganda, the Alliance aired radio talk shows reaching 
the communities on teenage pregnancies and child marriages which 
included testimonials from child couples and pregnant teenagers. This was 
followed by a meeting with local village councils, who are well respected 
but were often supporters of child marriage. After engaging them, 100 
local counsellors became champions for the “Free Zone” campaign on 
ending child marriage and teenage pregnancies. 

In Malawi, following a youth-led social accountability approach, which 
used community score cards to evaluate services in Mangochi and 
Chikwawa, young people discussed their findings with health providers, 
parents and community leaders. Young people particularly highlighted 
the stigma that they face from the community and health providers when 
accessing services. As a result of these dialogues, community leaders, 
chiefs and parents committed to develop an awareness raising plan on 
the importance of youth-friendly health services, and the functioning of 
the youth-friendly services in TA Chimwala improved.

Religious leaders
As key, opposing stakeholders on young people’s SRHR, gaining 
the support of religious leaders was critical, and could even lead to 
sustainability of programme efforts. In Ghana, a number of imams 
agreed to include sensitisation on SRHR before or during prayers. In 
Uganda, SRHR information and services are now provided during ‘youth 
Sundays’ in Busoga diocese, by order of the Bishop. The Alliance created 
awareness through two trainings with 60 religious leaders about young 
people’s SRHR which led to this Order. These churches now provide basic 
information on menstrual health, HIV/AIDS, family planning, and on legal 
and rights issues related to SRHR, as well as HIV testing and counselling, 
cervical cancer screening and STI screening and treatment. In Kenya, the 
Alliance continuously engaged Bishops on the importance of providing 
accurate SRHR information to young people in their congregation. Once 
they understood the importance of youth SRHR, the Alliance brought the 
Church leaders together for consultations about developing a religious 
leaders’ manual to guide SRHR discussions with young people in their 
congregations. The manual covers both scientific aspects of SRHR and 
input from religious books, laws and conventions; Church leaders are now 
equipped to facilitate SRHR sessions in the church and other settings.

In Malawi, after capacity strengthening by the Alliance, young people in 
Chikwawa engaged religious and traditional leaders of their own initiative, 
as these stakeholders are instrumental in condemning forced marriage, 
and lack knowledge of the violence LGBTQI people face. Furthermore, 
after advocacy by the Alliance, religious leaders and the group village head 
in Chabuka established youth groups in their churches to discuss SRHR. 

Media
In Ghana and Indonesia, the GUSO Alliances convinced journalists and 
media houses to provide air time for SRHR information. In Indonesia, these 
involved national broadcasting, and in Ghana it included 9 radio stations, 
one TV station and one print media in Tamale Metro (Northern-Ghana). 
Media houses reach a high number of (young) people, however, they often 
have inadequate knowledge about young people’s SRHR resulting in 
bad reporting which negatively influences public opinion on SRHR. After 
training by the Alliances on SRHR, the media houses in Ghana are not only 
committed to provide free airtime, they also improved their reporting 
on SRHR, asking the Alliance and young people for input. In Indonesia, 
15 journalists from several mass media houses in Lampung formed the 
Journalists Forum on SRHR.

Meaningful Youth Participation
As a core principle of GUSO, MYP was a central focus throughout the 
programme. Some GUSO Alliances made the meaningful inclusion of 
young people in government and other decision-making structures an 
advocacy objective. 
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Key advocacy successes:
 –  The Ethiopia and Kenya Alliances successfully advocated for youth 

participation to be integrated in the National Guidelines related to 
SRHR for adolescents and young people. 

 –  In Kenya and Uganda, after advocacy by the Alliances, young people 
obtained seats in district and health centre management committees. 

 –  In Malawi, young people took seats in two government-led decision-
making structures at both district and national levels.

Having observed that government policies failed to institutionalise 
meaningful youth participation, the Ethiopia Alliance advocated for a 
Youth Engagement Guideline as part of the National Adolescent and Youth 
Health Strategy 2016-2020. The Ministry of Health committed to develop 
such a Guideline in 2017 and the Alliance, through youth-led partner TaYA, 
provided input to ensure the Guideline would meaningfully enable youth 
participation. The Youth Engagement Guideline was launched in 2020.

In Kenya, the County Health Management Teams in Kakamega, Siaya, 
Kisumu and Nairobi incorporated young people in their technical working 
groups. Additionally, through the Alliance, young people were meaningfully 
engaged in the development of the Adolescent and Youth Reproductive 
Health Implementation Framework 2020-2023 in Nairobi County and will 
be meaningfully engaged in its implementation and monitoring.    

In Uganda, in 2018, the Alliance presented the findings from their youth-led 
social accountability exercise on the quality of youth-friendly SRH services 
in Jinja district. As a result, the Jinja District Health Officer gave a directive 
to eight health centres to include two young people (one male, one female) 
in their Health Unit Management Committees to represent young people’s 
views. In addition to ensuring that decisions made by the health centres 
were more aligned with young people’s needs, the youth representatives 
were able to inform their peers about the services available for them at the 
health centres. This increased young people’s uptake of services in these 
centres. Furthermore, Health Unit Management Committees of five health 
facilities in Bugiri, Iganga, and Jinja agreed to dedicate one seat to a young 
person living with HIV.

In Malawi, two young people were selected to take seats in two 
government-led decision-making structures at district and national 
levels: the Chikwawa District Council and the National Youth Network. 
The members received input from score card exercises and dialogue 
with peers and community members which informed the key asks they 
made in these councils to improve young people’s SRHR. Their meaningful 
engagement in these decision-making structures improved the availability 
of commodities, counselling and testing for young people. Furthermore, 
in 2019, six young people in Mangochi were appointed to key community 

decision-making structures. This was achieved after training 50 young 
people on meaningful youth participation. Opinion leaders, community 
and traditional leaders were also trained, which contributed to them 
giving decision-making space to young people.

Backlash – negative outcomes
In addition to great advocacy successes, some Alliances also faced 
opposition and backlash in their advocacy for youth SRHR. For example, in 
Kenya, the adoption of National School Health Policy was strongly opposed 
by the Ministry of Education in 2018.

In Ghana, the Minister of Education had to withdraw the National 
Comprehensive Sexuality Guidelines, after a public outcry from 
conservative groups who argued that the Guidelines were against the 
moral values of the country, promoted sex prematurely and endorsed 
LGBTQI rights. After the Ministry withdrew the guidelines, the Alliance 
held stakeholder forums and community dialogues to break down the 
misconceptions. In order to retain community leaders’ support for GUSO’s 
work on SRHR education and services in their communities, the Alliance 
brought together young people, Chiefs, Parent-Teacher Associations and 
local governments to discuss the importance of sexuality education. These 
engagements helped the Alliance regain support for GUSO activities. The 
Guidelines are currently being revised.

In Indonesia, two conservative groups (the Family Love Alliance and the 
Indonesia without Dating movement) campaigned against the passage 
of the Bill on the Elimination of Sexual Violence, as it was considered to 
promote casual sex, legalise abortion and the free use of contraception 
among adolescents. These groups used a black campaign against the 
SRHR Alliance in Indonesia of which many GUSO partners were a member.

In Ethiopia, an initial backlash turned out to be a positive outcome for 
young people’s SRHR. In 2020, a religious group and some medical 
professionals criticised CSE and abortion on national television, which 
resulted in public unrest. The presence of medical professionals gave the 
impression that this was government policy. The Ethiopia Alliance and 
other NGOs requested that the Minister of Health release a statement. 
Subsequently, the Minister of Health publicly addressed the importance of 
SRHR information and services for young people, with specific attention 
for the importance of these critical services during the Covid-19 pandemic.

Conclusion
The Outcome Harvests show that all of the Alliances were able to 
contribute to achieving at least some of their advocacy objectives. In 
Ethiopia, the Alliance was able to achieve its long term advocacy objective 
to ensure that 75% of health centres in Addis Ababa integrate quality youth-
friendly service provision. This is striking, given the relatively short period 
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All Alliances that identified youth-friendly SRH services as an advocacy 
objective achieved successes in promoting access and utilisation of 
youth-friendly health services, including SRH commodities. Youth corners 
were established or revamped. Poor capacities and attitudes of health 
staff towards young people’s SRHR were addressed, as were stigma and 
discrimination towards young people seeking youth-friendly SRH services. 
The harvested outcomes show successes in gaining support of district/
county governments, school and health administrations, traditional and 
religious leaders, media, teachers and parents. Private health clinics 
started to provide SRH services to young people in Ethiopia and provide 
contraceptives for young people for free in Malawi. Government budget 
was allocated for youth-friendly SRH services in Kenya and Ethiopia. 
Government-led coordination bodies for the oversight of youth-friendly 
services were established in Ghana, Uganda and Ethiopia. Monitoring and 
data collection tools were developed in Kenya and Uganda, contributing 
to increased quality of the services. In Ethiopia, the Alliance enabled better 
safe abortion services for young women through the public and private 
health system in Addis Ababa.

GUSO Alliances contributed to increased access to CSE for young 
people in various ways; through commitments from governments and 
school administrations to develop CSE curricula (Pakistan, Ghana and 
Indonesia); time and budget allocations (Indonesia, Ghana and Uganda); 
implementation of GUSO in schools (Pakistan); teacher training on the 
national CSE framework (Uganda); implementation of school inspection 
tools (Uganda); and creation of safe spaces in schools (Pakistan and Uganda). 
Governments see GUSO partners as technical partners in the development 
of CSE curricula. Mainstreaming CSE in school curricula with government 
buy-in has the potential of reaching thousands of youth and contributes to 
the sustainability of GUSO’s efforts. While CSE was not an advocacy objective 
in Ghana, an opportunity arose to contribute to the development of the 
National CSE Guidelines, and the Alliance achieved advocacy outcomes in 
this area. In Kenya, the Alliance’s advocacy for CSE through government and 
schools were hampered by the political environment around CSE, which 
became more restrictive in the last two years. 

Key advocacy approaches 
The strong and respected presence of the Alliance partners, their 
constructive dialogue approach and the reputations they have built with 
stakeholders all contributed to their advocacy successes. The Outcome 
Harvests demonstrate various advocacy approaches that Alliance applied 
to reach their advocacy objectives. 

and the restrictive advocacy environment during the first years of the 
programme. A focused advocacy strategy seems to have been key to this 
success, which contained ambitious but achievable objectives. The rapid 
response and outcomes achieved in relation to the Covid-19 pandemic 
further indicate  the ability of the Ethiopia, Kenya and Uganda Alliances to 
be agile and flexible, and their positive reputation as advocates and SRHR 
service providers.

Healthcare 
is a right!”

8

FUTURE OUTLOOK
The Malawi SRHR Alliance has formally 
registered with the government and plans 
to continue working together long beyond 
GUSO. They have already secured funding 
for small projects and aim to have bigger 
programmes covering 28 districts in 
Malawi. They see themselves becoming 
a thought leader on SRHR in Malawi and 
a regional and global SRHR player!

“GUSO roots are 
deep, there is no 
need to fear the 

wind” 
Kelton Bolokonya,

NSC Chair 
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to exchange views and gain support for young people’s SRHR. The 
Alliances empowered young people to raise their concerns and asks. The 
Alliance also supported key community influencers to become champions 
for young people’s SRHR. In Kenya, the Alliance made strategic use of 
opportunities related to public participation enshrined in the constitution, 
to ensure young people raised their voice during public forums. In Ghana, 
the Alliance’s respected presence in the communities helped them to 
swiftly regain communities’ trust and support for GUSO following the 
outcry over the National CSE Guidelines.

In Uganda, Kenya and Indonesia, Alliances built bridges with religious 
leaders and groups in an attempt to limit their opposition and secure 
their support youth SRHR. Supportive religious leaders were encouraged 
to become champions for SRHR. The presence of these Alliances at 
the community level and knowledge of the challenges the different 
stakeholders face, helped reduce the polarised discussion around SRHR.65  

Establishing relationships with CSO and media networks
The Alliances built collaborations with other CSOs and CSO networks to 
achieve advocacy outcomes. In Uganda and Indonesia, harmonisation 
was sought with RHRN platforms, which focused predominantly on 
national advocacy, while the GUSO Alliances focused advocacy at district/
local levels. With limited national level presence, the Ghana Alliance seized 
opportunities to advocate at that level by collaborating with other CSO 
partners, such in the development of the National CSE Guidelines. In Ghana 
and Indonesia, the GUSO Alliances were able to convince journalists and 
media houses to provide air time for SRHR information.

Youth at the forefront
In line with GUSO’s commitment to empowering young people, in many 
cases, youth were at the forefront of the advocacy. In Malawi, Ghana and 
Uganda, the Alliances successfully applied youth-led social accountability 
to identify gaps in services and quality, and facilitate dialogue with 
community members about the findings. This approach helped young 
people claim their rights and demand quality services, while the findings 
provided the evidence necessary to convince health centre management 
and district officials. This bottom-up, youth-led approach helped 
empower young people and convey credibility of young people as leaders. 
Communities became more supportive of youth-friendly SRH services and 
young people secured seats in governmental and community decision-
making structures. 

Demonstrating	 flexibility	 and	 strategic	 approaches	 to	 respond	 to	
changing contexts
In many cases, advocacy was conducted in challenging circumstances, 

65  GUSO Summary of the Operational Review on Dealing with Opposition, page 7 and 8

Fostering (constructive) dialogue with governments, including through 
participation in technical working groups or coordination bodies
Alliances worked to integrate SRHR into existing local government 
structures and policies. All Alliances established and maintained strong 
relationships with government at various levels. For example, partners 
influenced the establishment of formal district networks to oversee 
implementation of young people’s SRHR activities in Ghana and Uganda, 
and ensured young people in Uganda were given seats in Health Unit 
Management Committees. Also notable was the Kenya Alliance’s 
engagement with County Assemblies for increased budget allocation for 
SRHR and accountability. The Alliance contributed to budget allocations 
and implementation plans or frameworks for young people’s SRHR, 
showing tangible government buy-in and operationalisation of national 
policies at county level. In Ethiopia, despite the restrictive advocacy 
environment, the Alliance was able to establish and join relevant Advisory 
Committees and Working Groups, and the trust and active engagement 
between the government and the Alliance led to noteworthy advocacy 
results. Furthermore, the Alliances collected and used evidence on young 
people’s SRHR, including availability of commodities, lack of dedicated 
time for CSE in school, and poor quality of youth-friendly health services, 
to support their advocacy. Findings were shared with government and 
other relevant stakeholders such as parliamentarians, UN agencies and 
CSOs. Evidence-based advocacy yielded results and helped conceptually 
frame the SRHR conversation around topics that are important to the 
government, such as the elimination of child abuse in Pakistan. In Kenya 
and Indonesia, GUSO Alliances built the capacity of government staff 
related to the implementation of CSE and youth-friendly services policies. 

Engaging in advocacy at multiple levels
Some Alliances were able to conduct advocacy at various levels and to 
different decision-makers simultaneously, showing their understanding 
of how legislative and policy cycles work, as well as accountability and 
political influencing. For example, in advocating for the Termination of 
Pregnancy Bill, the Malawi Alliance strategically engaged in both high-
level advocacy with MPs and community level advocacy to mobilise 
support to encourage MPs to support the Bill. The Ethiopia Alliance 
simultaneously advocated at government level for improved policies 
and implementation, while working at health service level to establish a 
public-private partnership and build the capacity of health workers on 
youth-friendly service provision. 

Facilitating multi-stakeholder dialogues at community level
Most Alliances built positive relationships with local government structures 
and leveraged these to revitalise structures and ensure the inclusion of 
young people. The Alliances used their strong community presence to 
facilitate multi-stakeholder discussions at district and community 
levels, bringing together stakeholders that do not usually meet in order 



199198

Alliances made strategic use of contextual opportunities to enhance 
the agenda for young people’s SRHR. For example, in Pakistan, the 2018 
Supreme Court decision for provincial governments to implement LSBE in 
schools was used to boost the Alliance’s advocacy at provincial level. The 
Malawi Alliance took strategic advantage of political receptiveness related 
to safe abortion and combatting violence against LGBTQI, translating this 
into sensitisation of and advocacy towards community players that were 
necessary for support and change. 

Sustainability of achievements
GUSO Alliances were able to achieve outcomes that most likely will continue 
beyond the programme. GUSO’s advocacy was predominantly aimed at 
changing the policies, structures and practices of governments, school 
and health administrations and other decision makers. In many cases 
the Alliances were successful, demonstrated by governments’ ownership 
of integrating CSE in school curricula and timetables, establishing 
government coordination bodies to enhance delivery of youth-friendly 
SRHR services, government-led and budgeted implementation of youth-
friendly SRHR services and buy-in from religious and traditional leaders. 
These achievements will likely be sustained beyond GUSO, contributing to 
many more young people being able to get the necessary information and 
services related to their SRHR in the future.

Reflection	on	Outcome	Harvesting
Outcome Harvesting is a new methodology for the GUSO Alliances and 
results suggest they are still learning how best to apply it. In some cases 
more advocacy achievements were realised than appeared in the Harvests; 
some achievements were described in annual reports which were not 
captured through the Harvests. Contribution statements were often too 
brief and more detailed descriptions were needed to understand how the 
outcome was achieved, as well as the contribution of other stakeholders 
to better determine attribution of outcomes. In addition, very few negative 
outcomes were harvested. Negative responses or backlash to advocacy 
approaches and objectives are to be expected in SRHR advocacy. 
Harvesting these could help in learning, developing new strategies and 
mitigating backlash in the future. 

There is limited evidence to suggest that advocacy successes and approaches 
were replicated within the countries, or even among the countries, while 
this was successfully done in other GUSO programme areas. Advocacy 
successes, or successful advocacy approaches, seem to be highly localised, 
depending on partners’ presence. Consequently, the outcomes in the 
harvests, although indicating interesting achievements, seem haphazard. 
Learning and duplication of good practices could have amplified advocacy 
results within the same country, and in other GUSO countries. 

for example the government restrictions to work on SRHR in Pakistan, 
or to work on advocacy at the beginning of the programme in Ethiopia. 
Backlash also occurred in Ghana and Kenya related to government CSE 
curricula. All Alliances faced opposition or reluctance at community, 
government and school/health administration levels. The use of dialogue, 
while sharing evidence on young people’s SRHR and lived realities, helped 
change perceptions and attitudes. 
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6  Build advocacy connections across levels (community/district/national) 
for better alignment between national policies and implementation 
at district/community level, and to help mitigate possible backlash to 
government initiatives and policies coming from conservative views 
at community level. Outline the minimum and maximum proactive 
engagement of the Alliance in taking the lead or join others in case of 
opportunities.

7  Facilitate learning and duplication of best practices within countries 
and between countries, in an effort to amplify advocacy results.

Recommendations for Outcome Harvesting
1  Use outcome mapping to demonstrate how one outcome led to 

another. This may contribute to better monitoring and planning of 
advocacy interventions.

2  Use Outcome Harvesting as a PMEL tool. Outcome Harvesting could 
function as a planning and monitoring tool on the validity of an 
advocacy strategy while implementing it.

3  Continue to improve Outcome Harvesting by focusing on the change 
achieved, the relevance of the change and the steps that led to 
the change (contribution). Consider expanding on describing the 
contribution as compared to other stakeholders and its relevance to 
the advocacy objectives set out in an advocacy strategy.

4  Harvest from the point of view of the change, instead of each 
organisation’s contribution. This could mean to harvest as an Alliance 
instead of as individual organisations. 

5  Analyse the outcome descriptions yearly and turn them into short 
narratives to get a better overview of the changes and achievements 
made. 

It is not clear from the Outcome Harvests the extent to which the Alliances 
achieved all their advocacy objectives; the Harvests tend to show more 
outcomes related to specific objectives than others. In some cases, 
Alliances decided to concentrate on a specific advocacy objective in order 
to create focus and use resources more efficiently. Other Alliances found 
that their advocacy objectives were too ambitious or identified more 
effective approaches, and therefore made strategic choices to achieve 
advocacy results. In other cases, contextual factors such as growing 
opposition to CSE made Alliances refocus. Adapting advocacy objectives 
and approaches is part of advocacy processes. By using Outcome 
Harvesting as a monitoring and steering tool for reviewing and adapting 
advocacy strategies during implementation, Alliances will improve their 
results and better monitor their advocacy objectives. 

It is also clear that most of the harvesting was done from the perspective 
of individual organisations, instead of from the point of view of the change, 
with a description how all partners contributed. With the exception of 
the advocacy trajectory on the ToP Bill in Malawi and the influencing of 
County Assemblies in Kenya, outcomes were harvested as stand-alone 
results, and do not clearly demonstrate the alliances’ strategies to achieve 
their advocacy objectives. Conducting the harvest as an Alliance would 
avoid duplications (multiple organisations recording the same change) 
and allow for a deeper analysis of the steps that were taken to achieve the 
change (contribution). This, in turn, would enable better monitoring and 
steering of the advocacy strategy. Furthermore, joint harvesting would 
foster learning and sharing of effective advocacy approaches that could 
be replicated in other implementing areas. 

Recommendations
1    Continue to leverage partners’ expertise in working on young people’s 

SRHR in communities in advocacy towards community and religious 
leaders, district/provincial/county officials and the national government. 

2    Keep applying youth-led social accountability as a successful bottom-
up advocacy approach. 

 3    Keep leveraging the double role as technical partners of the 
government and advocates as an example of how advocacy and 
programme implementation can go hand in hand. Continue to 
apply the successful approach of establishing and joining Advisory 
Committees and Technical Working Groups led by the government for 
successful programming and advocacy. 

4  Include a specific focus on SRHR of marginalised groups as well as on 
the more taboo SRHR topics, such as safe abortion and LGBTQI rights. 

5  Harmonise programme focus areas with advocacy objectives to 
enhance impact. Develop a joint advocacy strategy with clear 
objectives, which can be used in joint planning and monitoring. Include 
how to collaborate with others at levels in which there is little presence 
and include budget allocation.
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Outcome 4 
Increased access 
and use of youth-
friendly SRH 
services

Referrals were highest in countries where 
the Multi-Component Approach was well 
implemented, however monitoring referrals 
remains challenging 

Community Based Health Workers have become 
a more familiar source of SRHR Information and 
services for young people (especially in Malawi 
and Uganda), whereas in some countries peer 
educators have become a source for services 
next to information provision. 

Outcome 5 
Improved 
sociocultural, 
political and legal 
environment

Partners have a wealth of expertise in working 
on young people’s SRHR in communities and 
in advocacy towards community and religious 
leaders, parents, teachers, school and local/
district	health	centres	management/officials.	
However, advocacy at community/local level 
was not always aligned with national level 
advocacy. 

Youth-led social accountability is a successful 
bottom-up advocacy approach to improve the 
quality of SRH services and CSE.

The double role of the Alliances as technical 
partners of the government and as advocates 
shows how advocacy and programme 
implementation can go hand in hand. 
Establishing and joining government-led 
Advisory Committees and Technical Working 
Groups can be key for successful programming 
and advocacy. 

CLOSING REFLECTIONS

The GUSO endline evaluation shows that, despite the Covid-19 pandemic, 
great progress was made towards the outcomes of the Theory of Change. 
Building on the successes of UFBR and ASK, GUSO continued to strive 
for better SRHR for young people, while critically engaging them in the 
process. Moreover, it shows promising, though mixed, results towards 
the long-term objective to empower young people to realise their 
SRHR. Results vary between countries but ultimately show that a Multi-
Component Approach is an effective means to foment change. Future 
programmes should continue to implement a Multi-Component Approach 
with a broadened scope on social norm change and policy advocacy to 
enhance sustainable change. 

KEY INSIGHTS

Outcome 1 
Strengthened 
and sustainable 
alliances

Alliance strengthening is an effective strategy 
for programmes, as it improves the quality of 
work partners. 

Alliances foster ownership and leadership. 

Alliances facilitate more south-to-south linking 
and learning. 

Outcome 2
Young people 
increasingly voice 
their rights

Trust, a shared learning agenda, and joint 
planning and budget allocations (with youth) 
are all necessary preconditions for successful 
MYP.

Outcome 3 
Increased use of 
SRHR Information 
and Education

Peer educators are shown to be not only 
a valuable and trusted source of SRHR 
Information, but also referred young people 
to SRH services and, in some countries, even 
provided services themselves. 

Uptake of online information provisions 
during GUSO resulted in a huge number of 
young people reached. The Covid-19 pandemic 
accelerated the shift to online SRHR information 
provision.

The comprehensiveness of the SRHR education 
provided increased over time, however the 
quality of the information/education provision 
remains	difficult	to	evaluate.		
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Outcome 2 - Young people increasingly voice their rights

G	 Recognise	the	importance	of	youth	influence	on	all	levels
  Build on existing levels of youth representation and influence 

by deepening youth engagement in all organisational domains, 
sharing control over crucial areas like financial planning & budgetary 
management, and re-evaluating current compensation levels in 
consultation with young people. 

Outcome 3 - Increased use of SRHR Information and Education

H Capitalise the role of parents, peers and teachers
  There is a need to pay more attention to the role of parents, teachers 

and peers in addressing the SRHR needs of young people, given that 
they were identified by youth as preferred sources of SRHR information 
and they have a wide reach to young people within the community. 
This could be done by further expanding the Whole School Approach 
(parents and teachers), being proactive in engaging parents out 
of school, using better indicators to evaluate the outcomes of peer 
education and by investing in peer providers.

I  Continue to invest in the digitalisation of SRHR information and 
education

   Covid-19 has emphasised both the necessity for youth to access information 
online and their ability to do so. Future programmes should continue 
to invest and expand in online and digital use of SRHR information and 
education, to reach a higher and more diverse number of young people

J Jointly develop health strategies
  Donors and implementing organisations should collaborate to unite 

the current fragmented health landscape and jointly develop quality 
health strategies and interventions, including SRHR information and 
education, instead of working in silos developing separate solutions 
addressing only one aspect of the SRHR and health spectrum, not 
linked or referring to each other.

Outcome 4 - Increased access and use of youth-friendly SRH services

K Monitor referrals
  The referral system(s) require more attention in future programmes, 

including monitoring and tracking referrals. While high proportions 
were ‘advised’ to access services when they last received SRHR 
information or education, the actual number of referred services was 
much lower.

L Expand the work of Community Based Health Workers 
  Community Based Health Workers became an important - and trusted 

- source of SRHR information and services in several contexts. It is 
recommended that Community Based Health Workers are further 
linked to other SRHR service implementing partners in the future. 

RECOMMENDATIONS

The GUSO consortium and Alliances take the following recommendations 
from this endline evaluation as key considerations for improving future 
programmes.

Overall

A  Invest in Multi-component Approach 
  Future programmes should (continue to) apply a multi-component 

approach, where all components are implemented in a specific 
area with full geographical coverage, for increased exposure and 
complementary effect.

B  Focus on social norm change 
  Although in some GUSO countries gender norms have somewhat 

changed, norm change requires time and efforts. Future programmes 
should include interventions focusing on social norm change at 
the community level and investmore in Gender Transformative 
Approaches. Community and intergenerational dialogues should be 
continued as a space to discuss gender norms, enhance young people’s 
empowerment and engage them in aspects of decision-making.

C Invest in systemic change
  The Covid-19 pandemic has only exacerbated the need, especially 

among marginalised youth, for systemic support of optimal SRHR to 
ensure sustainability of the programme and outcomes. 

D Evaluate sustainable changes after programme ending
  Donors should allow for evaluations to be conducted 3-5 years after 

programmes end in order to evaluate impact and sustainability of 
changes.

Outcome 1 - Strengthened and sustainable alliances 

E Invest in working together in alliances
  Invest in the organisational support of alliances and partnerships 

(governance, operating procedures and communication). This 
strengthens opportunities to share openly, learn and plan together, 
and helps find practical points of collaboration, increasing the success 
of a Multi-Component Approach. 

F Expand linking & learning
  Successful and sustainable alliances in GUSO have invested in linking 

& learning. Future programmes should create expanded opportunities 
for knowledge sharing that recognise country-level variations in 
programme strategies as critical strengths and promising building-
blocks of future innovation.
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Outcome 5 – Improved sociocultural, political and legal environment

M Align Advocacy across levels
  Building advocacy connections across levels - community, district, 

national - will help improve alignment between national policies and 
implementation at district/community level and mitigate possible 
backlash to government initiatives and policies coming from 
conservative views at community level. 

N Continue to invest in youth-led social accountability
  Expand youth-led social accountability to improve quality of SRH 

services and Comprehensive Sexuality Education in future programmes 
as a bottom-up advocacy approach, while at the same time putting 
young people upfront.
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ANNEX	1:	OVERVIEW	OF	JOINT	OUTCOME	INDICATORS

LONG-TERM OBJECTIVE: All young people are empowered to realise their SRHR in societies that have a positive attitude towards young people’s sexuality 

Indicator: Positive change in sexual health, gender attitudes, empowerment, and self-esteem among young people in the 
programme areas Part A

OUTCOME 1: STRONG AND SUSTAINABLE ALLIANCES

Outcome indicator

–	Country	Alliance	is	strengthened	and	more	sustainable	(internal	strength/external	recognition/financial	sustainability). Part B

OUTCOME 2: YOUNG PEOPLE INCREASINGLY VOICE THEIR RIGHTS

Outcome indicators

– Young people increasingly feel supported by adults in their organisations/the country alliance/partner organisations. 
– Young people increasingly feel empowered to contribute to changes for the target group and in the socio-political 
environment.

Part B

OUTCOME 3: INCREASED UTILISATION OF COMPREHENSIVE SRHR INFORMATION AND EDUCATION BY ALL PEOPLE

Outcome indicators

– Increased % of young people who are reached with SRHR information and education from the GUSO programme.
–	Increased	%	of	young	people	who		perceive	the	SRHR	information	and	education	as	beneficial	to	them.		 Part A

OUTCOME 4: INCREASED UTILISATION OF HIGH-QUALITY SRH SERVICES THAT RESPOND TO THE NEEDS AND RIGHTS OF ALL YOUNG PEOPLE

Outcome indicators

–  Increased % of young people (from the catchment area) who access  high-quality SRH services, including modern 
contraception and safe abortion for young people. 

– Increased % of young people who use the referral system to access SRH services.  
– Decreased %  of young people with an unmet need for SRH services.

Part A

OUTCOME 5: IMPROVED SOCIO-CULTURAL, POLITICAL AND LEGAL ENVIRONMENT FOR YOUNG PEOPLE’S SRHR 

Outcome indicators

–	Progress	towards	high-quality	implementation	of	(country-specific)	SRHR	policies	and	legislation.
–  Young people experience increased support from important stakeholders and gatekeepers in accessing and using SRHR 

information and services.

Part B
Part A

Indicators in red were measured through the externally conducted evaluation
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DATA MANAGEMENT AND ANALYSIS

Data were analysed to compare changes observed between base- and 
endline and between intervention and control areas (the latter only for the 
quantitative component). 

Quantitative data
Quantitative data were analysed using STATA, descriptive statistics was 
employed to describe changes in demographic and behavioural data at 
base- and endline, and for both the intervention and the control areas 
in the comparative study. Possible differences were analysed regarding 
intervention/control area, male/female, age groups, in/out of school and 
marital status, where relevant. Note that all percentages in the text are 
rounded66. 

Qualitative data
All qualitative interviews were digitally recorded and transcribed. During 
data collection, daily review meetings were held to identify emerging 
themes, completeness of work and inconsistencies coming out of 
the research work. Content analysis of the data was carried out using 
a comprehensive thematic matrix, based on the topic guides, which 
facilitated identification of common patterns and trends arising from the 
narratives. This matrix formed the basis of developing a code book which 
was used to code the transcripts. NVivo software was used to support data 
management and analysis. Narratives were written based on main themes 
and focus on changes (or non-changes) over time. Any quotes presented 
in this report are from the endline data. 

Validation workshops were held with the country alliances in late 2020 - 
early 2021 to discuss the preliminary findings with partners, and informed 
the discussions and conclusions drawn.

Quality assurance
Processes that guaranteed that data collected was of good quality were 
developed and were captured in a field manual. Research tools were 
developed based on existing and partly validated tools. The tools were 
adjusted to the local context and pre-tested. We also did a risk analysis, 
which was updated with considerations regarding Covid-19. A data 
management plan and statistical analysis plan also assured quality for the 
quantitative data. 

To ensure validity and reliability of research findings, research assistants 
were trained in quantitative and qualitative sampling (where relevant), 
data collection, data capturing and reporting skills. Research assistants 

66  This may result in totals that exceed or do not exactly equal 100%.

ANNEX	2:	DETAILS	ON	
METHODOLOGY OF THE GUSO 
EXTERNAL	ENDLINE	EVALUATION
This annex provides further details on the data collection and analysis 
process for the external evaluation conducted at endline in six countries 
by the KIT.

DATA COLLECTION 

The household questionnaire was informed by existing literature and 
partly adapted from questions from existing tools of KIT, Rutgers and 
John Hopkins Bloomberg School of Public Health. Prior to data collection, 
research assistants were trained on the GUSO programme, the aims 
and objectives of the study, research ethics, data collection methods, 
and the tools. Considerations regarding the consent process and quality 
management of the data were discussed. 

The questionnaire was pre-tested in an area that was not included in the study 
at both base- and endline. Data were collected using tablets, provided by KIT, 
together with the infrastructure for the survey  (incorporating the survey into 
a tablet-friendly format and the server needed to host the surveys) and the 
online tools such as guidelines and relevant instructions for the process. During 
the fieldwork, the whole research team met either physically or virtually on 
a daily basis to discuss any difficulties arising during interviews, which could 
potentially have implications for the quality of the data collected. Strategies 
were put in place to address identified difficulties. The principal researcher 
led the data collection and monitored the quality during the whole process. 
The use of tablets limited errors in data-entry, since filled questionnaires were 
automatically sent to a server, from which data were extracted. All interviews 
were conducted in the language that the participant was most comfortable in 
ensure maximum understanding and participation. 

For qualitative interviews and FGDs, topic guides were used by the 
interviewer to guide in probing and ensuring that all topics areas were 
discussed. Each FGD session had two research assistants: a moderator and 
a note taker. The KIIs and IDIs were conducted by one research assistant. 
All interviews and discussions were conducted in conducive environments 
i.e. a quiet place away from noise and distractions.
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were put in place during the fieldwork to ensure that it was aligned with 
the national regulations and considered the safety of respondents and the 
research team. This included provision and use of protective equipment, 
physical distancing and hygiene practices. The GUSO staff in-country 
ensured adherence to these standards throughout the data collection. 

were also trained on ethical issues to ensure that guidance on ethical 
conduct was clearly understood and implemented, such as the meaning 
and process of informed consent, the importance of ensuring privacy, and 
confidentiality of information.

During the field work, the research consultants and the supervisors 
communicated with the research assistants and relevant programme 
staff daily to discuss any difficulties arising during interviews which could 
have had implications on the quality of the data collected. Strategies were 
put in place to address identified difficulties. 

Once a survey was completed on the tablet, it was automatically uploaded 
to the KIT-managed server. This allowed the KIT team and the GUSO alliance 
country staff to monitor the data real-time and point out any anomalies in 
sample size, composition or responses. Data quality was assured through 
the building in of skipping patterns and limitations for filling in of certain 
values in the survey forms in the tablets. For qualitative data, a peer 
debriefing/quality check was done on a randomly selected batch of the 
completed transcripts, this was done by listening to sections of each audio 
against the transcript to ensure correct translation/transcribing was done. 
Inconsistencies in the translation and transcribing were documented and 
changes in the transcripts were made accordingly. Both quantitative and 
qualitative data were jointly analysed in a 5-day virtual workshop with the 
research team, including two research assistants. 

Ethical considerations
The comparative studies, ethical approval for the research protocols was 
obtained from the relevant national ethics and research committees in 
Kenya and Uganda. 

Informed written or oral consent was obtained from each participant. 
Participation in the study was voluntary and participants were given the 
opportunity to ask questions about the discussion prior to giving consent. 
Participants were reminded that they could stop participation at any time. 
Informed consent was obtained for each respondent; data collectors explained 
the use of the recorder, duration of the discussion or interview, possible risks 
and benefits, and potential use of findings. Participants were assured that 
their identity would fully be protected, and that no individual names would 
be revealed in the final report. Since young people under the age of 18 years 
were included in the study, consent of parents or caregivers was sought for 
this group. All researchers underwent a research ethics training 

Appropriate skipping patterns were employed in the survey in case of 
questions relating to sensitive issues such as abortion, contraception and 
sexually transmittable infections (STIs). Due to Covid-19, the methodology 
was adapted slightly to ensure that the endline could be conducted in an 
ethical and safe manner. For this reason, measures to mitigate Covid-19 



ANNEX	3:	FULL	INDICATOR	TABLES	FOR	OUTCOMES	3	AND	4		 PERFORMANCE STUDY SITES 

Ethiopia Ghana Indonesia Malawi

Outcome 3 Corresponding indicator Base
line

Mid
line

End
line

Base
line

Mid
line

End
line

Base
line

Mid
line

End
line

Base
line

Mid
line

End
line

Increased % of young 
people who are reached 
with SRHR information 
and education from the 
GUSO programme

% of young men and women 
(15-24 years) who ever received 
information about SRHR

56% 70% 79% 65% 88% 98% 93% 94% 96% 96% 87% 95%

% of young men and women 
(15-24 years) who received SRHR 
information through GUSO (of 
those who did receive information)

3% 59% 50% 2% 91% 99% 1% 89% 68% 59% 81% 87%

% of young men and women (15-24 
years) who ever received education 
about SRHR

69% 64% 72% 60% 85% 86% 90% 97% 97% 91% 68% 84%

Increased % of young 
people who perceive the 
SRHR information and 
education	as	beneficial	to	
them

% of young men and women who 
found	the	information	beneficial	
(of those who did receive 
information)

92% 97% 91% 95% 100% 99% 96% 100% 99% 91% 100% 100%

% of young men and women who 
found	the	education	beneficial	(of	
those who did receive education)

93% 96% 89% 93% 100% 100% 97% 100% 99% 85% 100% 99%

Outcome 4 Corresponding indicator

Increased % of young 
people (from catchment 
area) who access high-
quality SRH services, 
including modern 
contraception and safe 
abortion for young people

% of young people who report ever 
having used SRH services 46% 52% 59% 57% 56% 19% 29% 19% 30% 94% 91% 96%

% of young people between 15 – 24 
years who report currently using 
any contraception

16% 17% 27% 31% 24% 30% 2%
0.3% 
(1 of 
350)

2% 70% 59% 70%

Increased % of young 
people who use the 
referral system to access 
SRH services

# of young people between 15 
– 24 years who indicated they 
were referred when they used 
contraception and/or SRHR 
services last time

24% 38% 55% 54% 76% 87%
60% 

(36 of 
60)

57% 
(16 of 
28)

19% 
(16 
of 

84)
52% 34% 41%

Decreased % of young 
people with an unmet 
need for contraception

% of young people that did not 
use contraception, who indicated 
that they would like to use it in the 
future

59% 75% 70% 62% 73% 49% 48% 39% 16% 67% 91% 91%

Decreased % of young 
people with an unmet 
need for SRH services

% of young men and women that 
did not use SRH services and 
wanted to use them (excluding 
those who did not have the need 
to go)

15% 20% 10% 17% 16% 7% 20% 21% 37% 5% 4% 2%
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COMPARATIVE STUDY SITES

Kenya Uganda

Intervention area Control area Intervention area Control area

Outcome 3 Corresponding indicator Base
line

End
line

* End
line 

GUSO
Base
line

End
line

Base
line

End
line

* End
line 

GUSO
Base
line

End
line

Increased % of young 
people who are 
reached with SRHR 
information and 
education from the 
GUSO programme

% of young men and women (15-24 years) who ever 
received information about SRHR 74% 60% 90% 55% 58% 68% 69% 86% 59% 64%

% of young men and women (15-24 years) who ever 
received education about SRHR 84% 71% 82% 79% 66% 63% 69% 89% 52% 64%

Increased %
 and education as 
beneficial	to	them

% of young men and women who found the 
information	beneficial	(of	those	who	did	receive	
information)

97% 97% 99% 94% 94% 95% 90% 97% 95% 94%

% of young men and women who found the education 
beneficial	(of	those	who	did	receive	education) 97% 99% 100% 93% 98% 97% 96% 99% 96% 97%

Outcome 4 Corresponding indicator

Increased % of 
young people (from 
catchment area) 
who access high-
quality SRH services, 
including modern 
contraception and 
safe abortion for 
young people

% of young people who report ever having used SRH 
services 93% 84% 93% 93% 78% 83% 66% 68% 84% 63%

% of young people between 15 – 24 years who report 
currently using any contraception 48% 31% 38% 46% 19% 38% 36% 35% 40% 30%

Increased % of young 
people who use the 
referral system to 
access SRH services

# of young people between 15 – 24 years who 
indicated they were referred when they used 
contraception and/or SRHR services last time

37% 24% 61% 19% 22% 40% 44% 47% 34% 52%

Decreased % of 
young people with 
an unmet need for 
contraception

% of young people that did not use contraception, 
who indicated that they would like to use it 29% 13% 11% 25% 13% 37% 24% 19% 27% 29%

Decreased % of 
young people with 
an unmet need for 
SRH services

% of young men and women that did not use SRH 
services and wanted to use them (excluding those 
who did not have the need to go)

63% 39% 20% 50% 30% 44% 17% 13% 52% 15%

* Propotion among young people engaged in the GUSO programme
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changed the attitude of health care providers on safe abortion care. 
A total of 3,192 young clients received safe abortion care services, 
including safe abortion procedures. Accordingly, 2,936 (92%) of safe 
abortions were done by medical abortion (MA) or drug induced 
procedure and 172 (8%) were by Manual Vacuum Aspiration (MVA) or 
surgical procedure.

11.  In 2020, the Federal Ministry of Health’s Adolescent and Youth Health 
Case team joined the Education for Health and Wellbeing technical 
working group to further assist in advocacy for sex education to be 
incorporated into the curriculum. 

12.  In July 2019, her excellency Madam President of Ethiopia Sahlework 
Zewde made a verbal commitment to become the voice of meaningful 
youth participation, during her speech at the first Ethiopian Youth 
Health Forum of 2020.

13.  In May 2020, Her Excellency Dr. Lia Tadesse, Minister of Health, wrote 
a post on her Twitter and Facebook account to stress the importance 
of SRH service and information for young people after an opposition 
came about on SRH for adolescents and young people. 

14.  In August 2020, the Federal Ministry of Health launched the Youth 
Engagement Guideline at the Ethiopian Youth Health Forum 
showcasing its commitment to engage young people meaningfully 
throughout its programmes.

15.  In July 2019, the Addis Ababa health bureau allocated 2 billion ETB for 
youth health, with a focus on youth friendly SRH services.  

16.  In January 2020, GUSO partner FGAE, Akaki Youth SRH centre established 
a partnership and collaboration with nine public health facilities and 
ten private health clinics, and brought attention to provision of quality 
youth friendly SRH service at their respective facilities. 

17.  In December, 2019 Private and Public Health care providers in Addis 
Ababa applauded the GUSO programme, after recognising how the 
capacity strengthening training on YFS had improved access to YFS, 
increased knowledge on YFS, and changed perceptions and attitudes 
towards the provision of SRH serviced to young people. A total of 571 
health care providers were trained by GUSO on YFS and related topics 
from 2016-2019.  

GHANA

1.  On 3 September 2019, during the Stakeholders’ Forum in Accra 
organised by the GH Alliance, the Chief Director for the Ministry of 
Gender, Children and Social Protection committed to provide support 
for the Alliance when the need arises. Previously, the Alliance had not 
secured the recognition and support of the Ministry of Gender, Children 
and Social Protection. 

2.  In September 2019, the Mayor of Tamale Mr. Iddrisu Musah Superior, 
openly committed to support advocacy on young people’s SRHR in 

ANNEX	4:	OVERVIEW	OF	
ALL HARVESTED OUTCOME 
STATEMENTS

ETHIOPIA

1.  The Addis Ababa City Administration Advisory Committee - comprised 
of representatives of the Bureaus of Finance and Development, Health, 
Youth and Volunteerism and Women and Children -  signed an MOU 
with the Ethiopian GUSO Alliance on 2018, to strengthen the working 
relationship for creating an enabling environment to access information 
and Youth Friendly Services by young people.

2.  In October 2019, the Federal Ministry of Health established an 
Adolescent and Youth health case team, led by the Ministry, and 
comprised of Alliance members and fellow CSOs; as a department that 
prioritises the health of adolescents and youth.

3.  In July 2019, her excellency madam president of Ethiopia Sahlework 
Zewde made a verbal commitment to become the voice of meaningful 
youth participation which was reflected in her speech in the very first 
Ethiopian youth health forum of 2020. 

4.  The new CSO law was ratified in March 2019, with the inclusion of 
advocacy and a rights-based approach to be legalised for civil society 
organisations in Ethiopia.

5.  As of September 11, 2020, 86.7% of Health Centres in Addis Ababa 
provide youth friendly health services or practice the minimum service 
packages for youth friendly service delivery.

6.  In 2019, the former Minister of Health gave an interview to BBC Ethiopia 
stating that sanitary pads will be subsidised for underprivileged 
Adolescent Girls and Young Women, there will be tax reduction on 
pads, and increase in quality control of sanitary pads in the country.

7.  On December 20, 2019, the Federal Ministry of Women Children and 
Youth organised a session for young people and government officials 
on how to engage youth associations, organisations, and young 
individuals in future policy development procedures. 

8.  In August 2018, the Addis Ababa Health Bureau verbally committed 
to support youth-focused CSOs to review performances and develop 
reform agendas for the improvement of youth friendly SRH services. 

9.  In July 2018, the Federal Ministry of Health of Ethiopia’s Maternal and 
Child Health Director verbally committed to the development of a 
Youth Engagement Guideline within the National Adolescent and 
Youth Health Strategy of 2016-2020. 

10.  GUSO-led Value Clarification and Attitude Transformation (VCAT) 
and Compassionate Respectful and Caring (CRC) trainings positively 



225224

12.  The GH Alliance was invited to participate in the technical working group 
working to develop the National CSE Guidelines. These guidelines were 
due to be launched in Ghana, however, there was a public outcry about 
the content of the guidelines, and so the government placed a hold on 
the launch, until the guidelines and content were revised.

13.  As of September 2018, 2 religious leaders (Imams) in Gambaga and 
Nalerigu allocated 5 minutes of their time every Friday during Jumah 
prayers for health staff to sensitise the congregation on youth SRHR.

14.  Since March 2017, Chiefs in Sagnarigu Municipal Area reverse the taboo 
status of SRHR services in their communities by enabling SRHR service 
delivery in their communities for young women. 

15.  Increased uptake of young people SRHR services from 487 in 2016/2017 
to 1,458 in Tamale in 2020, and from 502 to 1,153 in Gushegu from 2019 
to 2020, following improved attitudes of health service providers and 
financial commitments by parents to young people’s SRHR needs.

16.  In April 2019, the Namolgo Chief and elders publicly endorsed young 
people’s access and use of SRHR services and directed young people 
to Presby Health Service facilities.

17.  In July 2019, the headteacher of Samini Presby Junior High School, 
during an engagement with the Parent Teacher Association (PTA), 
requested parents to allow young people to access YFS at Samini Clinic.

18.  Between June and November 2019, the Talensi District Director 
of Ghana Health Services organised five integrated school health 
outreaches (including menstrual care and hygiene, STI consultation, 
counselling and referral services).

19.  In September 2019, the District Director of Health led the establishment 
of a district-wide network of health, education and social protection 
agencies for advocacy on youth friendly services in the Talensi district.

20.  In May 2019, a husband who initially had no knowledge or interest 
in family planning and SRHR accompanied his wife to access family 
planning services and publicly shared their story in the Sanga 
community of the Sagnerigu municipality.

21,  In August 2018, the Northern Regional House of Chiefs invited youth 
representatives to their Annual Meeting, and promised to consider 
young people’s SRHR issues.

KENYA

1.  The five Anglican Dioceses in the Nyanza region approve the use of 
Church Leaders Adolescent and Youth SRH manual for the provision 
of accurate and age appropriate SRHR information. The manual was 
developed between June 2019 and September 2020.

2.  In June 2019, the County Government of Siaya allocates KSH 2 million 
towards Reproductive Health training in the 2019/2020 budget.

Tamale Metropolitan Area following a stakeholder engagement made 
by Alliance member Curious Minds in his office.

3.  Seventy (70) Parents in the Sagnarigu District attending a community 
broadcast in October 2019 agreed to allow young people in their 
community to share their experiences on live radio programmes in 
order to educate their peers on young people’s SRH.

4.  Imams of the 10 GUSO implementing communities (Pagazaa, Zuo, 
Garichi fong 1 and 2, Jarigu, Lahigu, Nayli fong, Kunayli, Sochi fong and 
Womale) include young people SRHR needs in mosque sensitisation 10 
minutes before commencing prayer.

5.  10 media houses including print and electronic, freely committed air 
time for radio discussions on young people SRHR issues in Tamale and 
Gushegu after receiving a capacity building training in September, 2019.

6.  On 24 August 2019, 9 radio stations, 1 TV station and 1 print media in 
Tamale Metro covering the entire Northern Region, committed to 
provide airtime/space for discussion of young people’s SRHR issues on 
their media platforms.

7.  On 30 September 2019, the GH Alliance Youth Country Coordinator 
(YCC) was invited by UNFPA Ghana to participate in ICPD 2019 Youth 
Consultations ahead of the ICPD+25 Conference held in Nairobi, Kenya 
in November 2019. During the consultations, the YCC supported the 
call for governments to pay more attention to abolishing harmful 
practices. The YCC also participated in the UNFPA “This is Why I March” 
Social Media Campaign, using the Alliance Twitter account to call for 
more young women to have access to Reproductive Health Education. 
“This is Why I March” aimed at mobilising about SRHR and the ICPD+25 
Summit, directing the attention of world leaders to deliver on promises 
made at the ICPD in 1994.

8.  In March 2020, the East Mamprusi District Health Director selected 
out-of-school peer educators to be trained to carry out bi-weekly 
Reproductive Health Education (RHE) sessions with their peers in 
the community. The District Public Health Officer participated in the 
training in order to better understand the peer educators’ role, and to 
enable her to monitor and support them. 

9.  Ghana’s Minister of Education withdrew National CSE Guidelines, 
following backlash and campaign from anti-choice activists between 
September and December 2019. 

10.  In 2019, school administrators (Gambaga Girls, Nalerigu SHS and 
Presbyterian JHS) in East Mamprusi district invited Alliance partner 
Savana Signatures to educate young people about the SHE+ call centre 
to increase their access to SRH and YFS services. 

11.  During an Annual Education Review meeting in Tamale in 2019, the 
Deputy Minister for Education directed District Directors of Education 
to budget for Reproductive Health Education in their annual plans 
submitted to National government.
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the consequences of unsafe abortion.
6.  Two media groups (Timveni and Times) invited Malawi SRHR Alliance 

members for radio discussions on the current situation and social 
context regarding the Termination of Pregnancy Bill in 2018. 

7.  In 2018, cultural leaders were involved in the commitment to eliminate 
the cultural customs and norms that hinder access to Youth friendly 
health Services in Mangochi. In 2019, the cultural leaders influenced 
community leaders to use community by-laws to help eliminate 
harmful cultural customs and norms.

8.  In 2018, health workers, health surveillance assistants, medical officer, 
nurses and YFHS officers advocated for the abortion law reform with 
community members in Mangochi.

9.  In 2019, Theatre for Development group began popularising the Termination 
of Pregnancy bill in T/A Lundu and Ngabu in Chikwawa District.

10.  In 2019, young people, Community Based Educators and GUSO peer 
educators in Chikwawa sensitised communities on Sexual Gender 
Based Violence towards LGBTQI communities.   

11.   In 2019, young prisoners in Mangochi started demanding health 
services when needed. Clinicians and prison officers responsible for 
health issues also started providing SRH information.

12.  Since 2019, young people living with HIV receive therapy in youth 
friendly corners in two health facilities (Ngabu rural and Chipwaila 
health clinic). This also helped them become engaged in improving the 
lives of other young people in the communities through establishment 
of YFH corners, advocating for SRHR and engagement in youth clubs.

13.  In 2019, religious leaders in Group Village Head Chabuka in Chikhwawa 
established youth groups in their churches to offer platforms to discuss 
SRHR related issues and support their access to SRHR information.

14.  In 2019, the Chimwala youth network in TA Chimwala established a 
youth-led CBO.

15.  In November 2019, youth network leaders, health workers and 
community local leaders from TA Jalasi, Group Village Headman 
Chiumbangame jointly revamped the Chiumbangame health centre 
youth corner to make youth friendly health services (YFHS) more 
accessible to young people.

16.  From January 2019, six young people were appointed into key 
community decision-making structures in T/A Nankumba, Mangochi.

17.  Mthandizi and Timvane youth clubs sensitised people on SGBV in T/A 
Ngabu in Chikwawa District.

18.  PODRAM youth club worked with 20 peer educators to sensitise people 
on abortion related issues around TA Mponda in Mangochi district. 
One example is this the story of Jenipher Somanje, who was helped by 
the same peer educators after procuring an unsafe one. She has since 
become a peer educator. 

19.  In 2020, Madalitso Youth Club mobilised resources through income 
generating activities to procure PPEs for the elderly in response to 
Covid-19 pandemic in T/A Lundu, Chikwawa District.

3.  In August 2019, Muhoroni Member of County Assembly discourages 
budgetary allocation towards Reproductive health (family planning 
services), citing reduction in the number of voters during a community 
public hearing. 

4.  The Nairobi Metropolis Adolescent Youth Reproductive Health and 
Right Framework was developed by young people and policy makers 
to contribute to the achievement of the Universal Health Coverage 
goals and provide comprehensive SRH information and services to 
young people by 2023. 

5.  In September 2020, the Mbita sub-county Health department adopts 
youth friendly SRH data collection tools.

6.  In 2019, Butere, Mumias East and Webuye West Sub County Health 
Management Teams operationalise 15 youth friendly centres.

7  In 2019, the Nairobi County Health Management Team developed the 
County Adolescents and Young People SRHR Strategic Framework for 
2019-2021.

8.  Kisumu County validated and launched a costed Family Planning 
Implementation plan for 2020-2023.

9.  The Homabay County Department of Health set up a commodity 
security Technical Working Group in June 2019.

10.  In the financial year 2018/2019, the Kisumu County government 
increased the health budget allocation by 2% to 33%.

11.  In July 2018, the Director of County Health department committed to 
ensure the adoption of a county-specific Adolescent and Youth SRHR 
framework by June 2019.

12.  In 2018,  the adoption of National School Health Policy was greatly 
opposed by the MoE.

13.  In December 2018, the ACK Clergy from the Diocese of Maseno West 
in Siaya County invited Alliance partner ADS-Nyanza to sensitise 
young people on SRH during the Kenya Anglican Youth Organisation 
conference in held at Sawagongo Boys’ High School.

MALAWI

1.  In 2018, following the Directive of the Healthy Advisory Committee, 
the Health Management Team in T/A Namkumba constructed a fence 
around the maternity wing to ensure privacy.

2.  In May 2018, the Ministry of Health established 3 new youth corners and 
revamped 10 youth corners in Mangochi and Chikhwawa.

3.  In 2017, private clinics started providing free SRHR services to young 
people in Chikwawa.

4.  In 2018, parents, chiefs and religious leaders independently took an 
initiative to develop a plan for awareness raising on Youth Friendly 
Health Services in Mangochi and Chikhwawa.

5.  In 2018, young people and peer educators of TA Mponda in Mangochi 
and TA Ngabu in Chikwawa sensitised conservative communities on 
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recommendations - ‘Participatory Integrated Development Society 
(PIDS)’ - for the inclusion of LSBE in educational curriculum for grade 6, 
7 and 8 (recommendations for grade 9 and 10 are still pending).

4.  In 2019, three teachers’ associations in Balochistan committed to 
offer their full support for the integration of an LSBE curriculum in 
the mainstream curriculum. The associations committed to become 
advocates of LSBE in future meetings with government officials and 
policy makers. These associations represent public and private school 
teachers in the province.

5.  In October 2019, the PWD Khyber Pakhtunkhwa province asked 
Alliance partner FPAP for technical support to draft an LSBE booklet 
for their academic curriculum in 2020. 

6.  In November 2019, school management from the Nisar School and 
Academy committed to hold an open discussion for students regarding 
LSBE/SRHR related issues i.e harassment, puberty etc.

7.  On 6 Jan 2020, the South District Education Officer in Karachi gave 
permission to Alliance partner BWA to implement GUSO in the district.

8.  In May 2018, the Chief Minister of Sindh province signed the first ever 
Sindh Youth Policy.

UGANDA

1.  Between February and March 2018, the Chief Administrative Officers of 
Jinja, Bugiri and Iganga issued memos to the District Health Teams to 
revitalise the District AIDs Committees and Sub county AIDS Committees 
to coordinate the implementation of HIV programmes/activities at the 
district and lower levels with support from national structures. 

2.  In April 2018, the Chairperson of the District AIDS Committees in Jinja, 
Iganga, Bugiri and sub country AIDS Committees of Budondo and 
Bugembe in Jinja, Namungalwe and Nakigo in Iganga, Kapyanga and 
Nabukalu in Bugiri co-opted one young person living with HIV in the 
committees to represent YPLHIV.

3.  In December 2019, three district networks of young people living with 
HIV were formulated to coordinate the young people’s HIV response 
at district level in Bugiri, Iganga and Jinja. On 20 May 2020, the Iganga 
Network of Young People living with HIV/AIDS (INYPA) was formally 
registered as a Community Based Organisation. 

4.  In 2018, the chairpersons of the Health Unit Management Committees 
in Bugiri, Iganga and Jinja agreed to have young people living with HIV 
co-opted on the district based committees.

5.  In 2017, the Bugiri and Iganga District Education Offices incorporated 
SRH indicators into their School inspection tool.

6.  In 2017, the District Education Officer of Iganga and Bugiri districts 
issued a directive to all GUSO primary and secondary schools to allocate 
funds to support sexuality education activity costs in their budgets.

7.  In October 2019, 100 Local Council Leaders signed up as champions 

20.  In 2020, Alliance partner CHRR continued to raise awareness on 
contraceptive use among young people in T/A Ngabu, resulting in 
increased accessibility and utilisation of YFHS by young people aged 10-24.

21.  In March 2020, a peer educator from T/A Mponda initiated the formation 
of a youth group called Kuphaka life, recognised by the district and 
community. Young people meet bi-weekly and discuss SRHR issues.

22.  Throughout the 5-year GUSO Programme, young people in prisons 
have been capacitated with relevant information on SRHR. These 
young people are able to conduct sensitisation meetings and share 
SRHR information to other inmates in Chikwawa prison in T/A Ngabu.

23.  In 2019, two young people from TA Lundu were selected to be part of 
the Chikwawa District Council and National Youth Network in a bid to 
promote meaningful youth participation.

24.  In August 2020, Mangochi Youth Action Movement engaged Ukalanga 
and Chiponde youth friendly corners on Comprehensive Sexuality 
Education (CSE) to increase access and utilisation of youth friendly 
health services.

25.  Between June and October 2020, Alliance partner FPAM conducted 
focus group discussions, interactive sessions, and youth friendly 
health services mentorship meetings to Chimwala youth network and 
Kukalanga health centre personnel, in order to help identify issues that 
hinder access and utilisation of SRHR services and probable solutions 
on access to SRHR and YFHS services.

26.  In June 2020, Inkosi Mabulabo of Mzimba changed his attitude 
and started mobilizing fellow community leaders and Members of 
Parliament to support passing of the Termination of Pregnancy Bill into 
a law in Malawi. 

27.  In February 2020, Nankumba Youth Radio Listening Club in Mangochi 
encouraged adolescent girls and young women to report Sexual 
Gender Based Violence (SGBV).

PAKISTAN

1.  In 2017, the Population Welfare Department (PWD) Punjab launched 
a pilot project to implement an LSBE curriculum in 18 schools across 
9 districts of Punjab. The LSBE curriculum was developed by PWD 
Punjab under the technical lead of Alliance partner Rahnuma FPAP 
and UNFPA. In 2020, the PWD and Education Department Punjab 
were exploring the possibility of mainstreaming LSBE in curriculum in 
schools across Punjab. 

2.  On 3 September 2019, at the meeting regarding prevention of child 
abuse in Punjab, ITA was made member of the Technical Advisory 
Committee (TAC) on LSBE. The meeting was organised by the School 
Education Department Punjab, chaired by Secretary School Education 
Department, and held in the Committee Room of School Education 
Department, Punjab.

3.  In 2017, the Baluchistan Bureau of Curriculum issued a letter of 
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every last Wednesday of the month to young mothers living with HIV 
for ART refills.

24.  In June 2019, Uganda AIDS Commission adopted the YPLHIV Stigma 
index report as point of reference in HIV programming.

25.  In July 2019, the District Health Offices of Jinja, Bugiri, Mayuge and 
Iganga sent out a memo to all health facilities emphasising the need 
for timely HIV, TB and SRHR commodity requisitions as well as to 
enforce redistribution of HIV, TB and SRHR commodities across all 
health facilities.

26.  In 2018 and 2019, the Community Development Officers of Jinja 
(Budondo, Butagaya, Bugembe, Buwenge sub counties) and Mayuge 
(Mayuge town council, Pungwe, Bulyaganda and sub counties) 
committed to support the formation of teenage mothers groups. In 
2018 and 2019, 16 groups of teenage mothers  formally registered at 
sub county level and were able to start income generating activities 
to improve their household incomes as well as using the platforms for 
SRHR information and service delivery.

27.  In 2018 and 2019, the District Education Officers of Mayuge and Jinja 
districts issued authorisation letters to the 20 primary schools within 
Jinja and Mayuge to integrate SRHR sessions within their timetables.

28.  In 2018 and 2019, the PTAs and School Management Committees in 20 
primary schools in Jinja and Mayuge districts issued directives to the 
head teachers to allocate safe rooms for menstrual care management.

29.  The district Covid-19 task forces of Iganga, Bugweri and Bugiri prioritised 
SRH and adolescent health services as part of the essential package for 
the Covid-19 response.

30.  In 2019, Bugiri Municipality health centre II was elevated to III to 
incorporate a wider provision of SRHR youth friendly services by Bugiri 
Municipal council.

31.  In 2017, the District Education Officers of Iganga and Bugiri districts 
issued directives to the 60 GUSO School Head Teachers to identify, 
allocate and establish youth corners.

32.  In 2017, the District Education Officers issued directives to school 
administrators to allocate time for Sexuality Education within the 
school timetable in GUSO schools in Bugiri and Iganga districts.

33.  In November 2018, the Jinja youth counsellor of Bugembe town council 
provided building materials to expand the youth corner at Bugembe 
health centre IV.

34.  In September 2018, the In-Charge of Bwiwula  Health Centre III in Mayuge 
district was summoned by the District Health Officer and later transferred 
for failure to provide condoms and contraceptives to young people.

35.  In December 2018, the District Health Officer of Jinja gave a directive 
that YFS provision and utilisation in Health Centres III and IV should be 
monitored by the district health monitoring team.

for “Free Zone” campaign on ending child marriage and teenage 
pregnancy in Bugiri district.

8.  In 2017, the Chief Administrative Officers in Bugiri and Iganga districts 
established District Steering Coordination Committees for SRHR.  

9.  In May 2020, the Ministry of Health agreed to integrate SRHR, mental 
health, HIV/AIDS into the Covid-19 response and service call centre.  

10.  In July 2020, the LC III chairperson of Mpungwe sub-county and the 
health centre in-charge of Maina HC III supported the creation of a 
youth corner at the health centre.

11.  In December 2018, the District Health Officers of Jinja and Mayuge 
gave directives that YFS activities should be incorporated into health 
centre work plans.

12.  In 2016, the former Bishop of Busoga diocese issued a statement 
ordering religious leaders in 10 Anglican churches that partner with 
Alliance partner FLEP in Jinja and Mayuge to allow the provision of 
SRHR information and services during youth Sundays.

13.  In December 2018, the District Health Officer of Jinja gave a directive to health 
centres that two young people (one male, one female) should be co-opted on 
the management committee to represent the views of young people.

14.  In February 2020, Mayuge District Council accepted to take on the 
process of passing an ordinance on Child Protection.

15.  Mayuge District Justice Actors, including police, acknowledged 
Alliance partner CEHURD for the support rendered to young people 
as they seek and access justice after experiencing health and human 
rights violations including SGBV.

16.  On 2 June 2020, the Resident District Commissioners of Mayuge 
District authorised Community Health Advocates to be part of the 
Mayuge district Covid-19 task force and reach out to their peers about 
accessing SRHR information during the Covid-19 lockdown.

17.  On 26 July 2019, the Ministry of Education and Sports oriented and 
distributed copies of the National Sexuality Education Framework to 
30 headteachers/school managements from Alliance partner RAHU 
partner schools and district officials from Jinja and Mayuge.

I8. I n December 2019, the Ministry of Education and Sports kicked off a 
validation exercise to review the Menstrual Hygiene Management 
guidelines in schools.

19.  Journalists from Capital FM published a story calling on the Ministry of 
Education to supply materials on reproductive health in Uganda. 

20.  In 2018, the District Education Departments of Jinja and Mayuge issued a 
memo to 30 schools to incorporate sexuality education in their school activities.

21.  In 2018, 30 schools in Jinja and Mayuge districts signed opt-in forms 
with Alliance partner RAHU to allow the inclusion of sexuality education 
sessions in their school timetable. 

22.  In August 2019, the In-charge of Mayuge Health Centre IV designated 
every last Saturday of the month to young People Living with HIV/AIDs 
for ART refills.

23.  In August 2019, the In-charge of Busesa Health Centre IV designated 
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ANNEX	5:	ADVOCACY	STRATEGIES	
OF THE ALLIANCES

Based on the context they were operating in, each Alliance developed an 
advocacy strategy to help further the programme goals. The advocacy 
strategies were developed between 2016 and 2018. Almost all Alliances 
(with the exception of Pakistan) chose youth-friendly SRHR service 
provision as (one of) their advocacy priorities. Alliances in Pakistan, 
Uganda, Kenya and Indonesia identified advocacy objectives related to 
CSE. In Kenya and Ethiopia, the Alliances established a separate advocacy 
goal to have young people meaningfully participating in government 
decision-making. In Malawi and Indonesia, goals were developed related 
to combatting sexual and gender-based violence. The Malawi Alliance 
specifically targeted Sexual and Gender Based Violence (SGBV) on the 
basis of sexual orientation and gender identity, and was the only Alliance 
to identify advocacy goals related to access to safe abortion. In Uganda, 
specific objectives pertaining menstrual hygiene and HIV treatment 
were included. Ghana identified community support for young people’s 
access to SRHR services as one of their advocacy goals. Below are short 
summaries of each country Alliance’s advocacy strategy. 

ETHIOPIA

The advocacy strategy was developed in 2017 and revised in March 2019. 
The Ethiopia GUSO Alliance identified the following long term outcome: To 
ensure integration of quality youth-friendly service provision among 75% 
of health centres in Addis Ababa by the end of 2020.

Short term outcomes were:
1.  Engage all government health centres within the GUSO project 

catchment areas in Addis Ababa on ensuring integration of AYFS 
delivery by the end of 2018;

2.  Create a sense of ownership among the concerned bodies at the 
Federal Ministry of Health (FMoH) and Addis Ababa Health Bureau to 
realise friendliness of health service delivery to Adolescents and Youth 
among the 75% of the health centres in the city by the end of 2020;

3.  Institutionalise meaningful participation of youth at the FMoH in the 
review and development process of the upcoming AYH strategy and 
related guidelines by 2020.

36.  In December 2017, District Steering Committee (District Education 
Office, Inspector of Schools, Probation Officer, Community 
Development Officer and District Health Officer) issued a directive 
instructing school Administrations to allocate time for Sexuality 
Education (SE) in 40 primary schools in Bugiri and Iganga districts.

37.  In May 2018, Bugiri District Education Office incorporated SRH 
indicators into its school inspection tool. 

38.  In 2018, the Local Council 1 chairperson of Mwezi Village-Mayuge 
District mobilised 40 mothers in the communities to be trained in 
making re-usable sanitary pads.

39.  In 2017, 65 primary schools in Jinja, Bugiri, Mayuge, Iganga and 38 
secondary schools in Bugiri and Iganga districts incorporated Sexuality 
Education sessions into the academic timetable.

40.  In February 2018, the District Health Office of Iganga and Bugiri districts 
assigned a district Youth Friendly Services focal person to support 
implementation of YFS activities in the health facilities. 

INDONESIA

For Indonesia outcomes, please see the full report at getupspeakout.org
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MALAWI

The Alliance’s advocacy goal was: To contribute to a conducive legal, political 
and socio-cultural environment where all groups of people including the 
marginalised enjoy their comprehensive Sexual Reproductive Health and 
Rights in Malawi.  

Three objectives were identified:
1.  To contribute towards reduction of Sexual and Gender-Based Violence 

(SGBV) cases among the youth, women and marginalised groups in 
Malawi by 2022

2.  To promote access and utilisation of quality YFHS and family planning 
by all including marginalised groups by 2022

3.  An enabling legal and policy environment where young people can 
access safe abortion services and information

PAKISTAN

In 2016, the GUSO Pakistan Alliance (then called Parwan) drafted their 
advocacy strategy, based on the expertise of and objectives of the Alliance 
as it was then. In 2018, the Alliance went from 17 partners to just 5, and finally 
only 3 partners remained by 2019.67 This meant that the initial advocacy 
strategy was outdated. However, it was not replaced by a new advocacy 
strategy, rather advocacy was done through the advocacy strategies of 
the remaining three individual organisations. Provision of Life Skills Based 
Education (LSBE) was the key advocacy focus for these partners. LSBE 
includes topics related to reproductive health and is a more accepted 
terminology in Pakistan than comprehensive sexuality education. 

UGANDA

The SRHR Alliance Uganda developed an advocacy strategy for 2018 to 
2020, defining the advocacy priority of: Enabling SRHR Policy Environment 
for Youth Responsive Information and Services. This was to be achieved 
through nine objectives: 4 objectives at the district level which were the 
main focus of the Alliance, and 5 objectives at national level to be achieved 
through supporting other advocacy alliances. 

67   After 2018, the GUSO Alliance was called Utho Bolo and had the following members: Rahnuma 
FPAP, Idara Taleem o Aagahi (ITA), BWA, PIDS and VFP. PIDS and BWA left in 2018/2019.

GHANA

The advocacy priority identified was: To ensure young people [aged 10-24] 
have increased access to right based, gender sensitive and Youth-Friendly 
[SRHR] services. The Alliance identified three main advocacy objectives:
1.  To engage the Government of Ghana to develop and implement a 

national action plan for the National Adolescent Health Policy and 
Strategy, and allocate funds for its implementation by 2020.

2.  District Health Management Teams (DHMTs) of the six GUSO program 
districts develop and implement youth-friendly SRHR services delivery 
plans by the end of 2020.

3.  To ensure that Community Stakeholders support young people’s access 
to Youth-Friendly Services towards an improved Sexual Reproductive 
Health (SRH) outcome by 2020.

INDONESIA

The Alliance in Indonesia identified three advocacy objectives:
1.  For the Ministry of Education and Culture to issue regulations on 

reproductive health education for school children/young people, from 
primary to secondary education (junior and senior high school).

2.  The Ministry of Health to issue a revised Youth-Friendly Services (YFS) 
guideline in order to improve the quality of YFS in 2020. 

3.  The House of Parliament to ratify the Bill on the Elimination of Sexual 
Violence by 2020. Also, The House of Parliament ensures that articles 
related to abortion in the Draft Criminal Code do not criminalise rape 
victims and health workers.

KENYA

The SRHR Alliance Kenya developed its advocacy strategy covering the 
period 2017-2020. Its advocacy goal was: To advocate for improved access 
to high quality SRH information and services for Young Persons, Women 
and Marginalised Groups (PLWD, PLWHIV, LGBTQI) by 2020, with the 
following three objectives:
1.  To increase access to quality SRHR services including SRH commodity 

security with emphasis on Reproductive Health by 2020.
2.  To advocate for the strengthening of better policy & legislation in the 

area of Comprehensive Sexuality Education; the East and Southern 
Africa (ESA) commitment and completing the CSE draft guidelines.

3.  To increase access by young people to quality SRH services by promoting 
Meaningful Youth Participation (MYP) approach in SRH by 2020.
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District level advocacy goals
1.  The District Executive Committee (DEC) of Mayuge, Iganga, Jinja 

and Bugiri to issues directives on provision of Youth-Friendly SRHR 
information & services in all the health centres IIIs and IVs by December 
2019 

2.  The Ministry of Education and Sports (MoE) to disseminate and 
operationalise the National Sexuality Education Framework to create 
an enabling environment for SRHR provision by December 2019. 

3.  The Chief Administrative Officer of Mayuge, Iganga, Jinja and Bugiri to 
issue directives to schools to implement the MoE menstrual hygiene 
management guidelines in school and communities by June 2020. 

4.  The District Health Officer of Mayuge, Iganga, Jinja and Bugiri to 
disseminate the HIV prevention and management Act at district and 
community levels by June 2019. 

National and international level advocacy goals 
5.  The Ministry of Health to finalise the Adolescent Health Strategy to 

increase access to SRHR information and services for the young people 
by June 2019. 

6.  The Ministry of Education and Sports to finalise the School Health Policy 
to provide guidelines on health promotion in schools by December 
2019. 

7.  The Ministry of Health launches and operationalises the anti-stigma 
policy for the reduction of HIV related stigma and discrimination by 
2019. 

8.  The Ministry of Health enforces the national supply chain management 
SOPs to reduce stock outs and expiration of ARVs, SRHR commodities 
and TB drugs by 2019. 

9.  Government of Uganda implement the international SRHR related 
commitments including the FP 2020, Maputo protocols, SDGs and ESA 
commitments by 2020. 

Objectives 5-7 and 9 were identified to be led by the SRHR advocacy 
platform Right Here Right Now (RHRN).68 Objectives 8 was led by the 
PITCH programme.69 The GUSO SRHR Alliance supported them through 
information and social mobilisation. This enhanced complementarity, 
avoided duplication and enabled the SRHR Alliance Uganda to concentrate 
attention and resources to district level advocacy. 

68  GUSO partners UNYPA, CEHURD, RHU and RAHU were also members in the RHRN Platform.
69   Both RHRN and PITCH were advocacy alliances to work to advance SRHR funded by the 

Netherlands Ministry of Foreign Affairs.



“GUSO is meaningful youth 
participation at all levels: 
from the YCCs running 
programmes to peer-

educators in their commu-
nities. We see young people 

working together all over and 
strengthening each other to 

achieve amazing results!” 

Jannemiek Evelo

“The power of GUSO as 
SRHR programme is 

based on improving the 
lives of millions of young 
people by working with 

strong partners and 
alliances and a key role 

for young people”
Ton Coenen - Executive 

Director Rutgers


