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Background 

Welcome to PATA’s SRHR/HIV Integration Training! This training has been developed 

for frontline health providers to strengthen the integration of sexual and reproductive 

health and rights (SRHR) and HIV service delivery, for adolescents and young people 

(AYP) and those living with HIV, into routine care.  

Frontline health providers play a crucial role in facilitating adolescent and youth-

friendly health services (AYFHS) and are key to open, trusting, and confidential 

relationships with AYP. By respecting their rights and offering services that are people-

centred and free from stigma, health providers can promote the development of AYP 

whilst supporting their autonomy. 

Purpose 

The purpose of this training is to sensitize health providers to the uniqueness of AYP, 

their needs, and the importance of meaningful engagement in healthcare. The training 

also aims to help health providers identify opportunities to provide an integrated 

package of SRHR and HIV health services to address some of the adolescent health 

needs and problems.  

The objectives of the training are: 

• To sensitize health providers to the attitudinal and organizational issues affecting 

the delivery of AYFHS and integrated SRHR/HIV and psychosocial services (PSS). 

• To increase knowledge and skills in working with adolescents and young people 

living with HIV (AYPLHIV) to advance their SRHR and psychosocial well-being. 

• To highlight the benefits of providing a holistic package of care to AYPLHIV which 

includes SRHR and PSS and recognises these as essential and complementary to 

HIV-related health outcomes. 

Target audience 

Frontline health providers working with AYP. 
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Training methodology 

This Good Practice Guide (GPG) is one of several resources which PATA has developed 

to strengthen the capacity of health providers to deliver integrated AYFHS. It is 

complementary to the: 

• Online (self-study) training curriculum 

• Face-to-face (in person) training 

This guide relies predominantly on self-study and self-assessment activities. We 

encourage you to attempt all activities as it will promote effective learning and 

retention of information. The model answers are available as an annexure for review 

and correction. 

There are 10 modules in this course. Section 2 provides the course content, with each 

module detailing the learning objective(s), key definitions, theory, strategies and tools, 

key messages, and exercises to complete.  

Below is a list of icons and a description of their use in this manual. 

Icon Description 

 

Pre- and Post-Training Test 

 Self-Assessment Activity 

 
Case Study 
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MODULE 1 Adolescents and HIV infection 

 

Introduction and background 

This module introduces the health provider to the unique needs of AYP, the burden of 

HIV among this group and the need to focus attention on AYPLHIV. 

Many changes take place during adolescence and are characterised in terms of growth, 

cognition, psychological and social, family, peers, and sexuality. These are summarised 

in the table on the next page. 

 

Important Terminology Definition 

1. Adolescent A person aged 10 to 19 years old 

2. Child A person below the age of 18 years 

3. Young person A person aged 10 to 24 years 

4. Youth A person aged 15 to 24 years 

5. Adolescence 
This is a gradual process/phase when a child grows and develops 
into an adult and is perceived differently in different societies. 

6. Puberty 
Growth and development of secondary sexual characteristics 
that occur during adolescence. 

Learning objectives: 

✓ Describe who AYP are, the burden of the HIV epidemic on them, and why 
there is a need to specifically focus on AYP. 

✓ Describe adolescent growth and development and the impacts of HIV on 
growth and development. 

✓ Assess sexual maturation by applying Tanner Staging. 
✓ Describe the different SRH and HIV vulnerabilities that AYP face, including 

the necessary changes to address the causes of risk and vulnerability. 
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Key changes during adolescence 

Category of change Early adolescence (10-14 years) Middle adolescence (15-17 years) Late adolescence (18-19 years) 

GROWTH 
CHANGES 

Secondary sexual characteristics appear Secondary sexual characteristics advanced 
Physically mature 

Rapid growth reaches a peak 
Growth slows down; reach approximately 
95% of adult size 

COGNITION 
(Ability to get 
knowledge through 
different ways of 
thinking) 

Concrete thinking (“here and now”) but 
abstract thinking starts to develop 

Thinking can be more abstract (theoretical) 
but goes back to concrete thinking under 
stress 

Abstract thinking now established  

Does not understand how actions affect 
future 

Better understands long-term results of 
own actions 

Understands how choices and decisions 
now have an effect the future 

PSYCHOLOGICAL 
AND SOCIAL 

Worries about rapid physical growth and 
body image 

Established body image 
Plans and follows long-term goals 

Thinks about fantasy or impossible dreams 

Frequent mood changes 
Feels very powerful 

Established sense of identity in terms of 
who he or she is May experiment with sex, alcohol, illicit 

drugs, friends, risks 

FAMILY 
Still defining comfort with independence/ 
dependence 

Conflicts with people in authority 
Moving from a child-parent/ guardian 
relationship to more adult-adult 
relationships 

PEERS 

Important for development 
Strong peer friendships that help to affirm 
self-image 

Decisions/ values less influenced by peers 
in favour of individual friendships 

Intense friendships are formed with others 
of the same sex 

Peer groups define right and wrong 
Selection of partner based on individual 
choice rather than what others think. Contact with peers of the opposite sex 

occurs in groups 

SEXUALITY Self-exploration and evaluation 

Preoccupation with romantic fantasy Forms stable relationships. 
Tests how he or she can attract others Mutual and balanced sexual relations 

Sexual drives emerging 

More able to manage close and long-term 
sexual relationships 

Plans for the future 
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Physical and sexual changes that occur during adolescence 

Changes in Females Changes in Males Changes in Females & Males 

Development of breasts 
Growth of the penis, 
scrotum, and testicles  

Accelerated growth 

Widening of the hips 
Night-time ejaculation, 
morning erection 

Increased perspiration, 
presence of acne 

Appearance of pubic, 
underarm and leg hair 

Appearance of pubic and 
underarm, chest, and leg hair  

Face has characteristics of 
young adult 

Development of the vulva 
and pelvis 

Development of back 
muscles  

Change in tone of voice 

Menarche, which is the 
occurrence of a first 
menstrual period in the 
female adolescent 

 
Sexual desire activated and 
initiation of sexual activities 

TANNER STAGING is a classification system used to assess sexual maturity: 

• Tracks the development and sequence of secondary sex characteristics during 

puberty and is more beneficial for assessing pubertal development instead of 

chronological age. 

• Assists the health provider with counselling patients - timing of anticipated body 

changes, performing the appropriate medical screening and monitoring deviations 

in normal timing and sequence of physical signs of puberty that may represent 

physiological problems. 
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TANNER STAGING FOR BOYS 

 

Tanner I (<9 years) 
• Pre-pubertal (testicular volume less than 1.5 ml; small penis of 3 cm or less) 
• No pubic hair at all 

Tanner II (9-11 years) 
• Testicular volume between 1.6 and 6 ml 
• Skin on scrotum thins, darkens, and enlarges; penis length unchanged 
• Small amount of long, downy hair with slight pigmentation at the base of the penis and scrotum 

Tanner III (11-13 years) 
• Testicular volume between 6 and 12 ml 
• Scrotum enlarges further; penis begins to lengthen to about 6 cm 
• Hair becomes coarse and curly, and begins to extend laterally 

Tanner IV (12-14 years) 
• Testicular volume between 12 and 20 ml 
• Scrotum enlarges further and darkens 
• Penis increases in length to 10 cm and circumference increases. 
• Adult-like hair quality, extending across pubis but sparing medial thighs 

Tanner V (14+ years) 
• Testicular volume greater than 20 ml 
• Adult scrotum and penis of 15cm in length 
• Hair extends to medial surface of the thighs 
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TANNER STAGING FOR GIRLS 

 

Tanner I (10 years) 
• No glandular tissue; areola follows the skin contours of the chest (prepubertal) 
• No pubic hair at all (prepubertal state)  

Tanner II (10-12 years) 
• Breast bud forms, with small area of surrounding glandular tissue, areola begins 

to widen 
• A small amount of long downy hair with slight pigmentation on the labia 

majora 

Tanner III (11-13 years) 
• Breast begins to become more elevated, and extends beyond the borders of the 

areola, which continues to widen but remains in contour with surrounding breast 
• Hair becomes coarse and curly, and begins to extend laterally 

Tanner IV (13-15 years) 
• Increased breast size and elevation, areola and papilla form a secondary mound 

projecting from the contour of the surrounding breast 
• Adult-like hair quality, extending across pubis but sparing medial thighs 

Tanner V (15+ years) 
• Breast reaches final adult size, areola returns to contour of the surrounding 

breast, with a projecting central papilla 
• Hair extends to medial surface of the thighs 
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1.1 AYP and the burden of HIV epidemic on this age group 

 

GROWTH ISSUES 

• Delays in physical development 
• AYPLHIV may appear younger and smaller than other AYP 
• AYPLHIV may be shorter than their peers 
• AYPLHIV may experience drug-related side effects 

COGNITIVE 
ISSUES 

• AYPLHIV experiencing HIV infection of the brain may have 
developmental delays and learning problems 

• AYPLHIV may struggle with school, leading to diminished future 
ambitions 

PSYCHOLOGICAL 
AND SOCIAL 
ISSUES 

• AYPLHIV are more likely to experience emotional difficulties 
• Illness may prevent AYPLHIV from going to school regularly 
• Managing a chronic disease can affect AYPLHIV’s mental health 
• Many AYPLHIV are living with one or neither birth parent, leading 

to isolation and lack of affection 
• May experience higher levels of psychiatric morbidity 

SEXUALITY 
ISSUES 

• Living with an infection that is transmitted through sex can be 
complex when exploring and going through sexual maturation 

• Living with an infection that is transmitted from mother to baby 
can make AYPLHIV worry about future life events 

• Negotiating first relationships with a sexually transmissible disease, 
before ever having had sex, can be challenging 

FAMILY 
PROBLEMS 

• AYPLHIV may have feelings of anger towards parents if perinatally 
acquired 

• Lost one or more family members to HIV 
• Live without parental role models 
• HIV is often not openly discussed within families 

PROBLEMS WITH 
PEERS 

• AYPLHIV are more likely to experience peer problems 
• AYPLHIV may feel unable to identify with their peers or may feel 

stigmatised and discriminated against 
• AYPLHIV may have to regularly miss school to attend clinic 

appointments, which can impact their educational attainment 
• Socialising with peers may be difficult with the need to take regular 

medication 

 

  

HIV disease impacts maturation in a number of ways. 
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HIV impacts growth and development of AYP, therefore effects may be different 
depending on whether HIV is acquired perinatally or during adolescence. 

Perinatally 
Infected 

• More likely to be in advanced stages of HIV disease and immune-
suppression 

• More likely to have history of opportunistic infections (OI) and 
complications 

• ART is more likely to be necessary to control viremia and increase CD4 
counts 

• More complicated ART regimens 
• More likely to have multidrug resistant virus and heavy antiretroviral 

exposure history 
• More complicated non-antiretroviral medications (OI prophylaxis and 

treatment) 
• Greater obstacles to achieving functional autonomy due to physical and 

developmental disabilities and/or greater dependency on family 
• When pregnant, there are higher risks of complications due to more 

advanced disease and higher risk of second-generation HIV transmission 
due to multidrug resistance 

• Suboptimal immune response to immunizations and boosters 

Sexually 
Infected 

• More likely to be in earlier stages of HIV disease 
• Fewer OI and complications 
• More likely to have higher CD4 counts 
• When ART is initiated, simpler regimens can be used 
• Less likely to be resistant to antiretroviral drugs 
• Fewer developmental delays than in perinatal group, which may improve 

treatment adherence 
• More likely to achieve functional autonomy 

1.2 Adolescent risk and vulnerability 

RISK 

• Risk refers to the probability or likelihood that something bad will 
happen.  

• Habits and behaviour can increase one’s risk for several negative 
outcomes, including alcohol and substance abuse, unprotected sex, 
or sharing injecting equipment.  

• The degree of risk depends on many factors, such as gender, 
presence of STIs, and genital health. 

VULNERABILITY 

• The range of factors that reduce a person’s ability to avoid risk is 
referred to as vulnerability.  

• Examples include age and immaturity, social dynamics, gender 
norms, sexual feelings and needs, poverty, lack of access to 
services and commodities such as health, education, condoms, or 
other contraception. 
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VULNERABILITY DURING ADOLESCENTS CAN OCCUR DUE TO: 

1. Experimentation and impulsive decision making 
• Experimentation is common as AYP are finding their own identity and autonomy. 

• Impulsive decision-making could expose them to harm if these are high risk behaviours. 

• These can make them more vulnerable to health risks and negative health outcomes. 

2. Targeted programmes not reaching AYP 
• Compared to adults, AYP are less likely to identify themselves with certain key population groups, 

such as drug users or sex workers. 

• This may limit the effectiveness of communication strategies intended to reach target groups 
with specific identities, including AYP. 

3. Concerns about the legality of behaviour in some settings 
• Health providers may be less willing to provide services. 

• AYP may be less willing to seek out these services. 

4. Focus on the present 
• AYP may be less concerned with long-term planning, and they may not think through the 

consequences of risky choices they make. 

5. Absence of supportive role models 
• Some AYP may be living without parental guidance and support and may not have strong value 

systems. 

6. Societal, community or cultural high-risk practices 
• Societies or communities where cultural laws, practices or social values encourage high risk 

behaviours may increase AYP vulnerability. 
• Examples include female genital mutilation, traditional ceremonies that encourage random sexual 

encounters, or norms that encourage adolescent girls to have sex with older men. 

FIVE A’s of addressing risky behaviours with AYP 
The role of the health provider in dealing with risky behaviour among AYP 

ASSESS 
VULNERABILITY Identify features which make the AYP vulnerable. 

ADVISE 
Guide the AYP to identify their vulnerabilities and avoid risky behaviour 
and to get involved in risk reduction strategies and activities which avert 
them from engaging in risky behaviour. 

AGREE 
Conduct open dialogues with the AYP and encourage sharing of 
experiences to devise a behaviour change plan to reduce risk taking. 

ASSIST 
Equip the AYP to evaluate risks, anticipate the consequences of their 
choices, and develop strategies for diverting their energy into healthier 
activities. 

ARRANGE 
Support and guide the AYP to seek help if they notice they are getting 
involved in risky behaviour. 



Page | 13  

 

SUMMARY: 
• Adolescence is generally a time of experimentation, which may include alcohol, smoking, 

recreational drugs, and sex, possibly increasing risk for substance abuse, unplanned 
pregnancies, and STIs including HIV. 

• AYP are a heterogenous group and require varied but focused interventions to address the 
diverse and unique needs and to help them attain their full potential. 

• AYP are particularly vulnerable to sexual reproductive health issues due to social, political, 
cultural, biological, and economic reasons. 

• Until recently, there was limited attention to the special health needs of AYP in health 
strategies, policies, programmes, and service delivery. However, AYPLHIV face unique health, 
adherence, and psychosocial challenges and hence require tailored health services to address 
these. 

• An interplay between risk and vulnerability exists and risk-taking among AYP varies with 
cultural factors, individuals, personalities, needs, social influences and pressures, and available 
opportunities. 

• Some negative risk-taking may have lifelong consequences therefore health providers should 
help AYPs, who are testing their limits, to avoid risky behaviour that may result in serious 
consequences, instead of blaming them. 

• Health providers can use the five A’s of addressing risky behaviours in their work with AYP 
(Assess vulnerability, Advise, Agree, Assist, and Arrange) 

 

Useful links 

• WHO (2003). Orientation Programme on Adolescent Health for Health-care Providers. 

• WHO (2010). IMAI One-day Orientation on Adolescents Living with HIV. 

• Frontline AIDS (2020). Ready to Learn: A guide to facilitating workshops on delivering HIV and 

sexual and reproductive health and rights services for young people in all their diversity, United 

Kingdom. 

  

þ 
Identify the risky sexual practices by ticking the box where the statement belongs. 

 Risky sexual practice Non-risky sexual practice 
1. Changing sexual partners frequently    
2. Having multiple sexual partners    
3. Using birth control    
4. Having sex without a condom    
5. Young people (20-24 years) having sex   
6. AYPLHIV having sex when they are virally 

suppressed   

https://apps.who.int/iris/bitstream/handle/10665/42868/9241591269_Guide_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/44258/9789241598972_eng.pdf?sequence=1&isAllowed=y
https://frontlineaids.org/wp-content/uploads/2020/08/READY-to-Learn-Workshop-Guide-2020.pdf
https://frontlineaids.org/wp-content/uploads/2020/08/READY-to-Learn-Workshop-Guide-2020.pdf
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MODULE 2 Adolescents, young people, sexual 

reproductive rights, and evolving capabilities 

Introduction and background 

The focus of this module is SRHR of AYP and their application to programmes and 

services. The methods for assessing capacity and involving AYP in decision making will 

be explored to ensure health providers are able to offer high quality and non-

judgmental care. 

2.1 Understanding sexual and reproductive health and rights 

 
  

Important 
Terminology 

Definition 

1. Reproductive 
health 

A state of complete physical, mental, and social well-being, and not 
merely the absence of disease or infirmity in all matters relating to 
the reproductive system and to its functions and processes. 

2. Sexual health A personal sense of sexual well-being, as well as the absence of 
disease, infections or illness associated with sexual behaviour. 

3. Sexual rights This relates to a person’s sexuality, sexual orientation, gender 
identity, sexual behaviours, and sexual health. 

4. Reproductive 
rights 

This relates to a person’s fertility, reproduction, reproductive 
health, and parenthood. 

Learning objectives: 

✓ Understand SRHR in the context of working with AYP. 
✓ Describe the concepts of evolving capacity, autonomy, and protection in 

programmes and services. 
✓ Mitigate legal and ethical issues in your work with AYP. 
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A Human Rights-Based 

Approach (HRBA) 

empowers rights holders 

to claim their rights and 

supports duty bearers to 

meet their obligations 

HUMAN RIGHTS are  
BASIC rights and freedoms 
that ALL PEOPLE are entitled to 
regardless of: 

- nationality 
- sex 
- age  
- national or ethnic origin 
- race 
- language or  
- other status 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key characteristics of human rights 

 

 

 

 

 

 

 
 

DUTY BEARERS AND RIGHTS HOLDERS 
 
 
 
 
 
 
 
 
 
 
 

- In health, duty bearers are the health 
providers and rights holders are the 
service users. 

- Service users can claim their rights 
and health providers have the 
obligation to fulfil and respect these 
rights. 

- Duty bearers have the obligation to 
respect, protect and fulfil human 
rights. 

 

  

It is important to assess the legal environment in which 
you work and how you interact and engage with AYP, 
specifically in terms of: 

• Age of consent/ statutory rape 

• Heteronormative laws 

• Parental consent requirements 
• Access to services for under 18-year-olds 
• Provision of sexuality education  
• Provision of medical prevention and treatment 

e.g. contraception 

DUTY BEARERS 
e.g. service 
providers 

RIGHTS HOLDER 
e.g. service users 

Claiming  
rights 

Fulfilling obligations 
Respecting rights 

INALIENABLE 
Human rights cannot 

be taken away or 
denied 

INDIVISIBLE 
Human rights are 

equally important and 
cannot be divided 

INHERENT 
Humans are born with 
human rights, they are 

not granted by any 
person or authority 

FUNDAMENTAL 
Without human 

rights, life and dignity 
would be meaningless 

INTERDEPENDENT 
Fulfilling a human 

right cannot happen 
without fulfilling 

others 
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2.2 Evolving capacity, autonomy, and protection 

• When AYP think about their own values, they should also consider the rights of 

other people whose lives and lifestyles may be different from their own. 

• What is in the best interests of a young person is only apparent once their views 

and the context of their lives are considered and a balance is needed between 

protection and autonomy, sometimes needing to be protected or guided and, 

other instances, able to decide the best course of action for themselves. 

• A protective environment, which nurtures and promotes optimal physical, 

cognitive, emotional, social, and moral development, facilitates the development 

of autonomy by creating opportunities for decision-making. 

• Health providers have a duty of care in working with AYP who are marginalised 

and vulnerable. We should recognise that ethical dilemmas and conflicting 

interests in our work exist, but we must strive to safeguard and protect AYP in all 

we do. 

AGE and CAPACITY of AYP 

Age is the most commonly used indicator for determining a young person’s capacity to 
exercise their rights and make autonomous decisions. 

The age limit is to protect AYP as they are vulnerable given that they are still developing, and 
to safeguard them from coercion, abuse, exploitation. 

This uniform approach is rigid and does not consider the different rates at which adolescents 
and young people develop and grow physically and psychosocially. 

Remember that development is fluid; one person might be under the age of the legal 
requirements, whilst having the maturity of someone that is above that age requirement, and 
vice versa. 

A safer model is where age limits are set, but AYP have the right to demonstrate their 
competency before the set age, thereby protecting them from coercion and exploitation. 
Other examples include parental consent requirements, access to services for under 18-year-
olds, provision of sexuality education, provision of medical prevention and treatment e.g., 
contraception. 

Supporting AYP to become more autonomous:  
It is the responsibility of adults who work with AYP to help them develop the 

capacity to make decisions about their health and healthcare on their own. Three 
interventions that support AYP are comprehensive sexuality education, 

adolescent- and youth-friendly services and participatory approaches to service 
provision. 
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2.3 Policy, legal and ethical issues in safeguarding the rights of AYP 

The main principles of ethics are: 

• Truthfulness and confidentiality 
• Autonomy and informed consent 
• Beneficence and nonmaleficence 
• Justice 

• Ethical dilemmas involve a difficult 
problem that cannot be solved to the 
satisfaction of all involved or the choice 
faced presents equally unsatisfactory 
options. 

• In ethical conflicts, more than one course 
of action is available, but by deciding on 
one, the other course is harmed in some 
way. 

 

Some common ethical issues 

Practitioner-client 
relationship 

The professional relationship between a health provider and a client in 
a rural community is frequently long-term and may involve the wider 
families and mutual friends. This closeness may affect professional 
responsibilities. 

Privacy and 
confidentiality 

Privacy and confidentiality may involve more complex issues in rural 
settings than urban settings. People who live in rural areas may know 
many of the details of each other's lives and this intimacy makes ethical 
conflicts related to privacy and confidentiality more challenging. 

Shared decision 
making 

Shared decision-making is a dialogue in which both client and health 
provider share information leading to a decision regarding the client's 
healthcare. Shared decision-making is based on trust, truthfulness, and 
respect for the client's choice. 

 

AS A HEALTH PROVIDER YOU CAN MAKE A DIFFERENCE 
• Consider each young person’s capacity to make autonomous decisions on a case-

by-case basis, taking personal circumstances into consideration. 
• Assume, until proven otherwise, that AYP who autonomously decide to visit clinics 

for services, are able to make decision about their healthcare. 
• Provide accurate and comprehensive information on all procedures and services. 
• Know how to identify and respond to signs of abuse. 
• Recognise that AYP need support and encourage AYP to involve trusted peers or 

adults in decision-making processes. 
• Recognise that building AYP capacity to make decisions about their health is a part 

of your job and seek to do so at every opportunity. Enshrine the commitment to 
AYP autonomy and protection in an institutional policy that every member of staff 
must follow. 

• Work with parents and guardians to raise awareness of their responsibilities to 
support AYP to develop the ability to make decisions about their healthcare and to 
support them in their decision-making. 

• Know the national laws in relation to consent to treatment for AYP. 
• Advocate on behalf of and with AYP where the law provides obstacles to access. 
• Support and adhere to existing standardised guidelines on assessing the decision-

making capacity of AYP. 
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þ Quick Quiz – select the best answer by circling your response 

1. Autonomy and protection are opposing concepts 

a. True b. False 

2. When assessing the evolving capacity of AYP in SRHR decision making, which of the 
statement(s) is correct? 

a. Recognising that AYP have no insights into their health and well-being that adults do 
b. Seeing the AYP as a single entity and not considering the family and environment in 

which the young person lives 
c. Discussing the AYPs personal matters with other staff members working with the 

AYP 
d. All the above are correct 
e. None of the above. 

3. Which of the following questions will support health providers in assessing an AYPs 
decision-making capacity? 
i. Does the AYP understand what is being provided or suggested, and the rationale for 

the products/service? 
ii. Does the AYP refuse to provide parental consent? 
iii. Is the AYP likely to continue risky behaviour or to remain in a risky environment?  
iv. Is the AYPs physical or mental health likely to suffer if the products/services are not 

provided? 
v. Are the AYPs best interests served by providing the products/services?  

a. i, iii, v 
b. All of the above 
c. ii, iv 
d. None of the above 

4. If an AYP is capable of forming their own views in a reasonable and independent manner, 
the decision-maker must consider the views of the AYP as a significant factor in the 
settlement of the issue. 

a. Yes b. No 
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Useful links 

• UNFPA. Comprehensive sexuality education. 

  

SUMMARY: 
• Sexual and reproductive rights are human rights. 
• Service providers and policy makers play a significant role in ensuring that men and women 

are aware of their human rights and are able to access services. 
• AYP enjoy the same human rights as adults; the way in which these rights are fulfilled will 

differ. 
• AYP under 18 years of age are covered by the convention on the rights of the child which 

introduces a number of concepts only applicable to that age group, including that of evolving 
capacity. 

• Ethics takes a systematic approach to help decide what is right or wrong for society as well 
as for each individual. 

• Health providers face many difficult decisions during their working lives but applying ethical 
principles will help resolve some of the complex problems. 

• Confidentiality and truthfulness are fundamental to the work of health providers at every 
level of the health service. 

• Beneficence is about ‘doing good’. Nonmaleficence is about ‘doing no harm’. 
• Justice is the obligation to be fair to all people regardless of their individual characteristics, 

e.g. age, gender, religion, ethnicity, culture, economic status, or political views. 

https://www.unfpa.org/comprehensive-sexuality-education
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MODULE 3 Adolescents and young people in their 

gender and sexual diversities 

Introduction and background 

This module explores sexuality, sexual orientation, and gender identities from a rights-

based perspective. By exploring the social construction of gender, we can better 

understand the impact of gender and social norms on sexual behaviour, health-seeking 

behaviour, and access to services. 

3.1 Sex and sexuality, and gender roles and norms 

During puberty, AYP start asking themselves questions about their identity:  

 

 
 
 

Who am I? Who do I want to be? 

How do I express myself 

Who do I feel attracted to? 

 
 
 

  

Learning objectives: 

✓ Distinguish between terms related to gender, sex, and sexuality. 
✓ Characterise gender as a social construct. 
✓ Describe the impact of gender and social norms on sexual health seeking 

behaviour. 
✓ Better initiate discussions on sexuality in a comfortable manner. 
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THE GENDERBREAD PERSON (Sam Killermann): 
Can be used to explain the concepts of sexuality in a way that you can also explain it to the AYP you work with. 

Sexuality 

Sexuality encompasses all concepts outlined below: biological sex, gender identities, gender expressions, sexual orientation and more. Sexuality therefore 
comprises more than acts of sex. It is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, physical appearance, 
emotions, and personality. Sexuality can be fluid and change over time. Sexuality can be viewed on a continuum from 100% heterosexual through to 100% 
homosexual, with everyone fitting somewhere within that continuum. Sexuality is experienced and expressed differently for different individuals. Being 
aware of these differences helps cater to individual needs and provide effective services to AYP(LHIV). 

 

Gender 
identity 

Gender identity is how you think about yourself (male, female, 
transgender, gender neutral, non-binary, and all, none, or a combination 
of these). It is partially defined by our hormones (biological) and partially 
by our environment (social and cultural). 

Transgender and transexual:  A person who identifies as transgender is someone who 
feels that their gender identity does not correspond to the one they were given at birth. 

Gender 
expression 

Gender expression is how you demonstrate your gender through the 
ways you act, dress, behave, and interact. It is the external manifestation 
of a person’s gender identity, which may or may not conform to the 
socially defined behaviours and external characteristics. These may be 
expressed through movement, dress, grooming, hairstyles, jewellery, 
mannerisms, physical characteristics, social interactions, and speech 
patterns (voice). Gender expression is commonly referred to as either 
masculine or feminine. Non-confirming gender expression is when a 
person’s gender expression is (1) neither masculine nor feminine, or (2) 
different from traditional or stereotypic expectations of how a man or 
woman “should” appear or behave. 

Biological Sex 
Biological sex refers to the objectively measurable organs, hormones, and chromosomes. 

Female (vagina, ovaries, XX chromosomes) Male (penis, testes, XY chromosomes) Intersex (a combination of the two) 

Sexual orientation 
Sexual orientation relates to who you feel physically or emotionally attracted to. Attraction includes romantic, physical, psychological, 
emotional, intellectual and/or sexual connection to someone. A person’s gender identity does not predetermine their sexual 
orientation. 

Heterosexual (straight): A person who is attracted to the opposite sex; a man attracted to women, or a woman attracted to men, on all levels of attraction. 
Homosexual: A person who is attracted to the same sex; a man attracted to men and a woman attracted to women, on all levels of attraction. 
Bisexual: A person who is attracted to people of both sexes (‘bi’ meaning two), on all the levels of attraction. 
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GENDER ROLES AND NORMS 

Gender role A societal position with a list of prescribed behaviours and responsibilities. 

Gender norms 
Informal rules about how someone belonging to a certain gender is 
expected to behave and/or which characteristics they should possess. 

Gender roles and norms are: 

• Relational, i.e., they exist in the relationships between men and women and how 

these relationships are socially constructed. 

• Hierarchical, i.e., they are linked to established differences between women and 

men and tend to attribute greater importance and value to the characteristics and 

activities that are associated with being masculine, and result in unequal power 

relationships. 

• Change over time, in that roles and relations associated with gender change over 

time and therefore, have potential for modification through development. 

• Context specific, i.e., variations in gender roles and gender relations depend on the 

context: such as ethnic group, socio-economic group, and culture for example. 

• Institutional, i.e., the relations between women and men exist at the personal and 

private level, and the social system that is supported by values, legislation, and 

religion. 

3.2 Gender inequality, access to sexual reproductive health services, and sexuality 

GENDER INEQUALITIES  

• Gender inequalities are social structures and constructs that increase or decrease 

an individual’s control (power) over their life and health and do not depend solely 

on individual behavioural or physical characteristics. 

• Fixed gender roles can and have led to various inequalities between men and 

women. 
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WHEN TALKING TO AYP ABOUT SEX 

• Find out: 

o The source of their SRH information (friends, family, internet etc). 

o Type of sex, protect or unprotected, and number of partners. 

o Vulnerability to HIV and factors associated with sexual and reproductive ill health. 

• Consider, how you, as the health provider, could address the gaps in their information 

and access to services. 

• Remember, regardless of whether or not the AYP are having sex it is important to 

start the discussion so they know they can discuss it with you at a later stage.  

THE RELATIONSHIP BETWEEN SRHR, HIV AND GENDER INEQUALITY 

1. The risk of HIV infection and occurrence of sexual reproductive ill health is strongly 
associated with gender inequality. 

2. As boys and girls enter adolescence, health risks become increasingly skewed along 
gender lines. Some of the differences are biological, such as complications from 
teenage pregnancy or being at risk of being infected with human papillomavirus 
(HPV) that can lead to cervical cancer later in life, but many are shaped by societal 
gender norms, such as expectations of girls to get married or of boys to earn an 
income at an early age. 

3. While girls are significantly more vulnerable to sexual violence due to gender norms, 
the stigma of sexual violence against boys and the lack of services to respond to the 
needs of male survivors makes it even less likely that such incidents will be reported. 
For example, traditional gender norms around masculinity will likely affect whether 
boys’ access mental health services, as well as how boys are treated by service 
providers when they do report sexual violence. 

4. Girls and boys can also be assigned very different tasks when working in the same 
environment, which exposes them to unique risks and hazards. On a family farm, for 
example, boys often bear greater responsibility for operating machinery, using sharp 
tools, and spraying chemicals. 

5. Men and boys are more often targeted for active combat roles by armed groups 
because of the association of masculinity with defending homes and communities. 

6. AYP fall under key populations and vulnerable groups. They can be affected in many 
ways in terms of SRH issues and the risk of HIV infection, which is strongly associated 
with gender inequality. For example, girls may: 

• Use sex as a resource, in exchange for something else such as money, gifts etc. 
• Have less control over their sexual choices and bodily autonomy than men 
• Have less control over sexual activity, for example, sexual intercourse under the 

influence of alcohol or other substances 
• Face discriminatory attitudes of communities and healthcare providers 
• Lack access to decision-making powers 
• Face gender-based violence (GBV) or the threats of violence, which create situations 

that increase vulnerability to infection with HIV and STIs 
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SUMMARY: 
• Concepts of gender and sexual attraction are gender identity, gender expression, biological 

sex, sexual orientation, and sexuality. These are interrelated but not necessarily 
interconnected. 

• Sexuality is experienced and expressed differently by different individuals. 
• The Genderbread Person is a useful tool to explain the concepts of gender and sexual 

attraction to AYP. 
• Gender refers to the characteristics of women, men, girls, and boys that are socially 

constructed, and which includes norms, behaviours and roles associated with being a woman, 
man, girl, or boy, as well as relationships with each other. 

• Characteristics of gender roles and norms are relational, hierarchical, institutional, context 
specific, and change over time. 

• Gender is variable and can change from time to time, culture to culture, and subculture to 
subculture. 

• The relationship between gender and SRHR/HIV is constantly evolving, and special efforts 
need to be made to understand the many ways in which sexual and gender norms affect 
everyone's sexual behaviour, health seeking behaviour and access to services. 

 

Useful links 

• Van Dyk, Delene et al., Sex and Sexuality for All: Handbook for Training Service Providers on 

Integrating LGBTI Issues into HIV and GBV Prevention, SAfAIDS, Pretoria 

• Frontline AIDS. (2019). Positive Vibes LILO Training Manual 

• WHO. Sexual and Reproductive Health and Research (SRH). 

  

http://catalogue.safaids.net/sites/default/files/publications/LGBTI-Handbook.pdf
http://catalogue.safaids.net/sites/default/files/publications/LGBTI-Handbook.pdf
https://evidenceforinclusion.org/wp-content/uploads/2021/08/LILO-Inclusion-Manual-May-2021.pdf
https://www.who.int/teams/sexual-and-reproductive-health-and-research/key-areas-of-work/sexual-health/defining-sexual-health


Page | 25  

MODULE 4 Exploring health provider values and 

attitudes towards diverse communities of AYP 

Introduction and background 

In this module we will explore our values and how they underpin our attitudes and 

prejudices towards various individuals. Stigma, discrimination, and self-stigma affect an 

individuals’ access to health services. It is therefore important for health providers to 

develop strategies to address stigma and discrimination towards AYP and show 

understanding and empathy at a cognitive and emotional level. 

4.1 Personal values, attitudes and how to develop them 

  

Important Terminology Definition 

1. Personal values 
Broad desirable goals that motivate people's actions and serve as 
guiding principles in their lives. 

2. Core beliefs 
Fundamental, inflexible, absolute, and generalised opinions that 
people hold about themselves, others, the world, and/or the 
future. We use beliefs to help us understand the world around us. 

3. Stereotype An oversimplified generalisations about a group of people. 

4. Prejudice 
A stereotype about a group that is negative or otherwise limiting 
for that group. 

Learning objectives: 

✓ Define where personal values come from, how they underpin our attitudes 
and their linkage to prejudice. 

✓ Understand the impact that personal values have on working with diverse 
groups of AYP. 

✓ Explain what stigma and discrimination are and how self-stigma affects an 
individuals’ life. 

✓ Apply strategies of how to address your own and others’ stigma and 
discrimination towards AYP. 
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ATTITUDES reflect our values, perception, and approach to life situations: 

• How we feel, what we think, and how we behave towards an object, person, 

issue, or event. 

• We may be consciously aware (explicit) or unconsciously aware (implicit) of our 

attitudes and how they influence our behaviour. 

• Social roles and social norms can have a strong influence on attitudes. 

 

Case Study Scenario – read the following story. Think about the characters in the 
story. Who do you like or not like? 

Once upon a time there was a woman named Maria who was in love with a man named Albert. 
Albert lived on the shore of a great river. Maria lived on the opposite side of the river. The river 
that separated the lovers was full of crocodiles. 
Maria wanted to cross the river to be with Albert, but the bridge had been washed away. So, she 
asked Sam, who owned a boat, to take her across the river. Sam said, “I would be glad to help but 
you must have sex with me first as payment.” Sam was known to be living with HIV. Maria refused 
to have sex with Sam and went to a friend named Ivan to explain her problem. But Ivan said, “I am 
sorry for you Maria, but I really don’t want to be involved in this difficult situation”. 
Maria then felt that the only option she had was to accept Sam’s terms. So, Maria slept with Sam, 
and he took her across the river in his boat. Sam delivered Maria safely to the other side of the 
river where Albert was waiting for her. 
Maria told Albert of how she had finally negotiated her way across the river. When Albert heard 
that Maria had slept with Sam in order to get across the river, he said “You have betrayed me and 
put me at risk of an HIV infection. You must leave. I never want to see you again.” 
Maria was very upset. She went to her friend Slug who felt compassion for her. After hearing her 
whole story, Slug found Albert and beat him up. This made Maria feel much happier. 

Questions 
i. From the story above, who do you like the most and who do you like the least? Why 

do you think this is the case? 

ii. What kind of things did you consider in your ranking? Was it the outcome (what 
happened as a result)? Was it the means (what the characters in the story did)? Or 
was it the motivation (why they did what they did)? 

iii. What information was missing from the scenario that would have made this ranking 
exercise easier to do? 

iv. Can you think of some real-life situations where you have had to make quick decisions 
based on limited information? How did you come to those decisions? 

From this exercise it is possible to see how our values underpin our attitudes towards people 
and the choices they make and the lifestyles they live. If you were to compare your answers 
with others, you would be amazed at what they ranked as number 1 and number 5. If we 
were to perform the same exercise in a group, our answers would again differ based on a 
compromise. 
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4.2 Stigma and discrimination 

Stigma 

Is the process of reducing the value of a person and can be attached to 
many aspects of a person’s identity. 

Can influence how, if, and when someone will access healthcare. 

Discrimination 
Is the unfair and unjust treatment of an individual. 

Is an action, also known as enacted stigma, whereby people can treat others 
unfairly based on stigma. 

Stigma reflects an attitude and discrimination is an act or behaviour 

KEY POPULATIONS: 

• In the context of HIV, are those groups of people that are at increased risk of 

HIV, irrespective of the epidemic type or local context.  

• They experience a high epidemiological impact from the disease combined with 

reduced access to services and/or being criminalised or otherwise marginalised. 

To understand the many ways that stigma originates and influences AYP’s health, we 

can use the social ecological model of health, a framework which outlines how stigma 

is expressed at various levels. 

  

AYPLHIV might experience stigma in the following ways: 

• Stigma due to a medical diagnosis, including HIV. For example, when someone (a health 
provider or family member) views a person who is living with HIV in a negative way or 
holds unfair beliefs about this person based on their HIV status. This could discourage 
the AYP from accessing key SRHR/HIV services and affect other aspects of their lives, 
such as when they travel, use health facilities, or seek employment. 

• Multiple layers of stigma (intersectional discrimination). For example, AYPLHIV 
frequently experience stigma and discrimination because of their HIV status, and also 
because of the groups they belong to, the ways they self-identify and the things they 
do. 

• Multiple intersecting layers of stigma. For example, AYP who self-identify and/or belong 
to a certain group, such as sex workers, lesbian, gay, bisexual, transgender, and intersex 
(LGBTI) people and people who use drugs. 

• Stigma related to gender expression and sexual orientation. This can lead to 
discrimination and fear of not being accepted in the community, and/or by family, 
friends, colleagues, or service providers, which can have an adverse effect on the 
person’s health, e.g. higher risk of mental health disorders and self-harm behaviour. 
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 SOCIAL ECOLOGICAL MODEL OF HEALTH 

 

STIGMA DESCRIPTION INTERVENTION 

Media 

Media can be a major 
source of stigma because it 
can have depictions of 
various conditions 

• Development of guidelines for 
journalists 

• Digital media and social 
marketing campaigns 

Society 

Stigmatising views by 
employers, health providers, 
teachers can diminish the 
access and opportunities of 
individuals 

• Stigma index survey 
• Education and skills-building 
• Routine HIV testing 
• Stigma-reduction interventions 
• Contact with and inclusion of 

AYPLHIV 

Family 

Families can be shunned by 
society if they have 
somebody within the family 
with a stigmatising 
condition; family can also 
shun the individual 
themselves 

• Social support 
• Peer and family acceptance 
• Education 

Self 

Different interactions with 
the media, society, and 
family can result in the 
individual internalising the 
stigma 

• Recognising self-stigma 
• Help build AYP’s self-esteem 
• Educate the client to give them 

access to resources 
• Encourage AYP to seek 

knowledge and tools 
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Preferred language when talking about HIV (Adapted from CDC’s Guide to Talking about HIV) 

Problematic language Preferred language Explanation 

AIDS HIV or HIV and AIDS 
AIDS in itself is not a condition; it is a syndrome that occurs when a person’s 
immune system is weakened by HIV infection. 

To catch/pass on HIV To be diagnosed with/acquire/ transmit HIV HIV can be transmitted, but it is not hereditary. 

Body fluids 
Blood, amniotic fluid, semen, pre-ejaculate, 
vaginal fluids, rectal fluids, breastmilk 

Body fluid covers all fluids coming from the body and not just those involved in the 
transmission of HIV, be specific. 

Victims/ sufferers/ contaminated/ sick/ 
patients 

People living with HIV 
Words like victims imply that PLHIV are powerless, having no control over their 
lives. The word “patient” implies a (constant) state of illness that can be misleading 
or demoralising. 

Death sentence/fatal condition/life-
threatening condition 

Chronic and manageable health condition 
HIV is a chronic and manageable health condition as long as people are in care and 
treatment. 

To die of AIDS 
To die of AIDS-related illness or AIDS-
related complications or end-stage HIV 

People do not die of AIDS; they die because of AIDS-related illness or 
complications. 

 

Tips to Decrease Stigma and Discrimination in your own practices, and those of your peers and colleagues: 

REFLECT: 

Reflect on your own preconceptions and prejudices which might impact on your provision of quality and AYFHS for AYP(LHIV), and key populations. 
• What are some common assumptions or beliefs you may have about AYP or key populations accessing services? 
• How might these assumptions or beliefs impact your engagement with them? 
• What is the impact of these beliefs on service delivery? 

EMPATHISE: 
It is important to empathise with your clients – put yourself in their shoes, understand their world, feel what it is like to be in their world, even for a 
moment. This helps to create and maintain an inclusive and affirming space. 

REACH OUT: Proactively reach out to AYP on their broad health and social needs. 

RESPECT: 
Treat all people with complete respect. Treat others as you would like to be treated. Respect your clients right to privacy and confidentiality. Remind 
yourself of your professional obligations. 

PREPARE: Prepare for and practice answering tough questions. 

LANGUAGE: 
Avoid using language that is stigmatising towards certain groups, both in their presence and with other community members. Avoid using ambiguous terms 
when speaking with AYPs. Use inclusive language and correct terminology. Be aware of your body language. 

CHALLENGE: Challenge other counsellors or health providers who show stigmatising attitudes to AYP(LHIV) and key populations by providing correct information. 

COGNISANCE: Be cognisant of the many layers of stigma and the various ways in which a stigmatised AYP may present. 
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Four-step practice tool to respond to difficult scenarios or questions 

CHECK IN 

• What are your initial reactions to the question or situation? 
• What are your beliefs and/or values about this situation or question? 
• Is your initial reaction related to unconsciously learned beliefs or values (e.g. about 

certain groups of people, about certain sexual or substance use behaviours)? 
• What is your body language communicating? 
• What are your professional responsibilities to the client? 

AFFIRM 

• Let the person know that you are glad that they came to talk to you. 
• Let them know that their question(s)/situation is normal. 
• Normalise any thoughts/ concerns that they may have about their question(s)/ 

situation. 

CLARIFY 

• Ask the individual what they need (e.g. what they already know, what they would 
like to know, if they would like access to specific services). 

• Ensure that you understand the scenario or question correctly. 
• Clarify the language they are using and be sure to use inclusive language in your 

discussion. 

ANSWER 

• Provide the facts. 
• Be aware of your values and ensure that they are not present in your answer. 
• Check-in with the individual to see if they have further questions or need more 

information/access to specialised services. 
• Provide a meaningful and safe referral, if necessary. 
• Be aware of nonverbal body language. 

 

SUMMARY: 
• Stigma and discrimination are different. Stigma is a process of devaluation; discrimination is 

an action (that can often result from stigma). Stigma can be harder to pinpoint or articulate. 
• Stigma and discrimination pose barriers for delivering successful SRHR and HIV interventions, 

impacting on access to and uptake of services, as well as the quality of the services that are 
available. 

• AYPLHIV frequently experience multiple layers of stigma, this is called intersectional 
discrimination. 

• Stigma can have outcomes at a personal level, service level and a structural level. 
• Communication shapes stigma and is critical to the creation and spread of coping strategies 

for the elimination of stigma. 
• Health providers need to be aware of their own attitudes, values and behaviours and strive 

to understand how it affects the AYP and key populations we work with. 

 

Useful links 

• Stangl A, Brady L, Fritz K. (2012). Measuring HIV stigma and discrimination: STRIVE Technical Brief. 

STRIVE. 

• Frontline AIDS. (2019). Positive Vibes LILO Training Manual 

  

http://strive.lshtm.ac.uk/system/files/attachments/STRIVE%20stigma%20measurement.pdf
https://evidenceforinclusion.org/wp-content/uploads/2021/08/LILO-Inclusion-Manual-May-2021.pdf
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MODULE 5 Working with adolescents and young 

people in service delivery 

Introduction and background 

An important topic in this training is working with AYP and AYFHS and providing 

integrated SRHR/HIV services to them. This module will give you a good starting point 

to 1) understand and provide AYFHS, 2) facilitate meaningful youth participation 

throughout your work as a health provider, and 3) initiate clinic-community 

collaboration. 

5.1 Adolescent- and youth-friendly health services 

AYFHS: 

• Attract AYP 
• Meet their needs with sensitivity 

and comfort 
• Retain them in care 

The services are delivered: 

• At the right place 
• At the right price (ideally free) 
• In the right manner that is 

acceptable to AYP 
 

 

  

The Five Characteristics of AYFHS 

Accessible AYP are able to obtain the health services they need. 

Acceptable AYP are willing to obtain the health services provided. 

Equitable All AYP can benefit from the services provided and not just selected groups. 

Appropriate Services provided are appropriate to the needs of AYP. 

Effective The right health services are provided in the right way. 

Learning objectives: 

✓ Define the key characteristics of AYFHS. 
✓ Identify ways in which you can make the health centres adolescent- and 

youth-friendly within the current settings. 
✓ Appreciate the concept of meaningful participation. 
✓ Meaningfully involve AYP in services or projects that affect them. 
✓ Understand the concept of clinic-community collaboration, and the steps 

required to initiate such a collaboration. 
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5.2 Applying adolescent- and youth-friendly health services 

AYFHS FACILITY CHECKLIST Yes No 

Staff preparedness   

• Are health providers trained and sensitised to work with AYP?   

• Do health providers show respect and a non-judgemental attitude to AYP clients?   

• Are staff respectful of confidentiality and privacy?   

• Are staff comfortable and able to support and provide stigma-free services to AYP from 
key populations? 

  

Efficiency and effectiveness of service delivery   

• Is there enough time allowed for provider-AYP interaction?   

• Are there job aids available to assist health providers working with AYP?   

• Are AYP involved in decision-making about how programmes and services are delivered?   

• Are services friendly to both male and female AYP as well as their partners?   

• Are appointment systems and tracking systems in place for AYP who miss appointments?   

Access to services   

• Does the facility provide services at times that are convenient to AYP, e.g. after school?   

• Does the facility have a separate space and separate hours for AYP?   

• Is there a sign that gives information on services and facility hours?   

• Are services safe and affordable or no fees for services?   

Facility Environment   

• Is there adequate space and privacy?   

• Are the surroundings comfortable and not overcrowded?   

• Is the waiting time short?   

• Is there a safe space for AYP?   

Choice of Services   

• Are youth support groups available in the facility?   

• Are peer supporters available to assist in the facility?   

• Are youth-friendly educational materials available?   

• Do AYP have information that will allow them to access information off-site, e.g. 
telephone hotlines?   

• Are AYP provided with referrals to other services/organisations if there are services the 
facility is not able to provide, e.g. specific support for substance abuse? 

  

• Are mechanisms in place for AYP to give feedback on the services they receive?   

 

BARRIERS TO SRHR SERVICE UTILISATION: Many factors affect the utilisation of 

available SRHR services by AYP, which can be individual/ personal factors, cultural/ 

social factors, and institutional factors. Health providers have an important role in 

addressing these barriers to ensure services attract AYP, meet their needs and retain 

them in care. 
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5.3 The concept of meaningful participation and involvement of AYP 

MEANINGFUL YOUTH PARTICIPATION is an inclusive, intentional, mutually respectful 
partnership between adolescents, youth, and adults whereby power is shared. 

• It is a range of processes that empower young people to take an active role in decision-
making and involves working together with AYP and not merely for them. 

• Youth participation is viewed as youth–adult partnership and includes peer support, 
governance, advocacy, and monitoring and evaluation. 

• Partnerships with youth arise from the premise that AYP have a right to participate in 
developing the programmes that serve them, and to have input in developing the policies 
that will affect them.  

• Youth participation can enhance programme outcomes. 

 
  

 

Case Study Scenario 

Thandi is a 16-year-old young woman who is sexually active but wants to delay pregnancy 
until she reaches 20-years-old and finishes school. She knows the health facility in her vicinity 
provides SRH services including contraceptives, but it is 30 minutes’ walk from her home, 
and she doesn’t want to visit the health facility when most adults will be there for services. 

One day after school she went to the health facility only to find it was closed. She tried on 
another day but this time the guard at the gate shouted at her, saying the services were not 
for schoolgirls of her age. As she was in desperate need of contraceptives, she tried once 
more to visit the facility but this time along with adult clients. She waited a long time until all 
the adults had received services and their expressions were discouraging. Eventually she got 
into the consultation room and told the health provider that she needed contraceptives. 
Without taking Thandi’s full history, the health provider said she was already exhausted and 
had to close the facility. In addition, she said contraceptives were not for girls of her age and 
asked her why she was sexually active at this age. The health provider has not been trained 
in AYFHS provision and had no interest in exploring Thandi’s history or needs. 

Questions: 

i. Do you think the health facility is providing AYFHS? If yes, explain why. If not, explain 
why not. Think in terms of the key characteristics you can check to make sure that AYP 
are getting quality health services. 

ii. What are the barriers to Thandi’s utilisation of SRH services? Think about individual, 
cultural/ social, and institutional factors. 
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FLOWER OF PARTICIPATION 

 

The Flower of Participation aims to give an increased understanding of youth participation. The flower 
consists of multiple levels but of importance here is: 1) the insects 2) the leaves, and 3) the petals. 

1. INSECTS The insects are not considered as meaningful youth participation, as none of these forms of 
participation involves responsibility. Ultimately, the insects eat the plants and the flowers and hence 
destroy meaningful participation. They separate the leaves and petals (meaningful youth participation) 
from the roots which cause the plant to die. 
Manipulation: This takes place when AYP do not have any understanding of the issues and don’t 
understand their actions. An example is when a fourteen-year-old orphan living with HIV shakes the hand 
of the President of the United States to make them invest more in orphans. 
Tokenism: AYP are given a voice but have little say on the subject and are given little or no opportunity 
to formulate their own opinions. This can happen when AYP are given seats on conference panels or 
when they are included in a delegation but are not allowed to say anything. 

2. LEAVES The leaves represent forms of participation with low or limited responsibility falling on AYP. 
AYP are appointed a role and informed (low responsibility): AYP understand the aim of the project, they 
know who made the decisions concerning their involvement and why, and they have a meaningful role. 
They volunteered for this project after the project was explained to them. However, they do not hold 
any decision-making power, with limited responsibility and voice. 
AYP are consulted and informed (limited responsibility): The project is designed and run by adults, but 
AYP understand the process, are consulted, and their opinions are treated seriously. Their suggestions 
are considered however they do not make the final decision as to whether their input is incorporated or 
not.  

3. PETALS All the forms of participation that the flower petals represent are based on equality. Each form of participation works differently and leads to different 
results. It is important that the form of participation fits the project, its objectives and, most importantly, the needs of the involved AYP. 

 

There are many enabling factors needed to grow youth participation in a nurturing environment. 
Adult-led, shared decisions with youth (medium responsibility): These projects are initiated by adults and the adults are primarily in charge of the programme. 
However, decision-making is shared with AYP who have a voice in the design, implementation, monitoring and evaluation. AYP enjoy certain (but not all) decision-
making power and responsibility. 
Youth-led, shared decisions with adults (high responsibility): These projects are initiated by AYP, who ask adults to join in their activity. The AYP oversee the 
programme and ask adults to participate for learning purposes and to enhance the quality of the programme, activity, or organisation. 
Youth-led and directed (high responsibility): Young people work together cooperatively in large groups, and design and run their own projects with some adult 
support as needed. Adults can be consulted and invited for capacity strengthening but hold no decision-making power. AYP are completely autonomous. 
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Health providers can interact with AYP in a way that supports the transition from an 

unequal, authoritarian relationship to a trusting, positive and equal health partnership. 

Services can be made more adolescent- and youth-friendly by engaging with AYP during: 
1. Consultation and case management 
2. As peer supporters for peer-led service delivery 
3. Clinic-community collaboration 
4. Community service provision and community monitoring 

CONSULTATION AND CASE MANAGEMENT: 

• AYP typically present a health matter they would like to discuss or a concern they 

are seeking support around. 

• AYP may have other health problems and concerns but may not say anything about 

these unless directly asked, which is why it is important to go beyond the health 

matter and ask them if they have any other concerns. 

• The HEADSS framework can help health providers understand and assess risk-

taking behaviours and provide appropriate interventions. It is designed to progress 

from important but less threatening questions like age, sex, and education level to 

those considered highly personal e.g., sexual behaviours, drug use and HIV status. 

The HEADSS Assessment 

Socio-demographic 
characteristic 

Age, sex, education level, relation to the caregiver. 

Home environment 
Relationships with other household members, changing homes in the last 1-
year, missing meals, and physical violence. 

Education 
School performance, bullying, repeating classes, inability to pay school fees, 
change of schools in the last two years, and reasons for missing school. 

Activity and routine Involvement in extracurricular activities and religious activities. 

Drugs Use of drugs and substances of abuse. 

Sex 
Involvement in sexual activity, practice of safe sex, dual protection, and worry 
about pregnancy/STIs. Questions on sexual activity in different settings are 
restricted by age, aged 12 years and above is the norm in most places. 

Suicide and depression 
Any AYP with a score of 1 or more on Patient Health Questionnaire-9 is 
considered to have a depressive symptom. 

Adherence to ARV 
medication (if 
applicable) 

Missing medication and determine why e.g. not taking medication in front of 
others, having trouble in taking medication daily or on time, characteristics of 
the medication (size, taste, colour etc), other more complex reasons. 

Full disclosure of HIV 
status (if applicable) 

Full disclosure occurs if the AYP voluntarily listed HIV as part of the reason 
for visiting the clinic and know why they are taking medication. 
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PEER SUPPORT AND PEER-LED SERVICE DELIVERY: 

• Peer support is practical, social, and emotional support between people in a 

community of common interest. 

• It offers the kind of support and practical help from those who share similar 

experiences, with the aim to provide empathetic support and share positive coping 

strategies between peers. 

• It enables health providers, programmes, and services to be more responsive, 

acceptable, and relevant for AYP, and is therefore an important treatment strategy 

in improving treatment outcomes and adherence among AYPLHIV. 

• Examples include treatment buddy programmes, support groups and one-on-one 

peer-to-peer counselling. 

BENEFITS OF PEER SUPPORT FOR CLIENTS AND COMMUNITIES: 
Improves early diagnosis, timely treatment, and treatment adherence through individual follow up and 
counselling. 
Peer supporters are a valuable tool in following up on patients who default from care and providing 
support to remain in care. 
Peer supporters are visible members of their communities and can act as role models to other people 
living with HIV (PLHIV). 
Research shows that peer support can improve adherence, viral suppression, retention, and 
psychosocial well-being of AYPLHIV. 
BENEFITS OF PEER SUPPORT FOR HEALTH PROVIDERS: 
Complements and supports the work of health providers. 
Lessens the burden by task-shifting to allow more time to focus on quality of care. 
Reduces facility waiting times. 
Strengthens age-appropriate service delivery for AYP and key populations. 
Makes a difference where there are staff shortages. 
Gives health providers feedback on service provision allowing them to make improvements. 
Enables health providers to improve relationships and understanding of adolescent issues. 
Provides an effective platform to engage with AYP. 
Offers a cost-effective way of providing support where funding is limited. 
Opens a line of communication with, and insight into, the local community, and enables sharing of 
information about services within communities. 
Provides an effective strategy to reach AYP of similar ages who may not feel confident in the health 
system or may feel uncomfortable talking about SRH and HIV with a health provider or elder. 
BENEFITS OF PEER SUPPORT FOR PEER SUPPORTERS 
Peer support programmes increase opportunities for meaningful youth participation. 
Peer supporters learn new skills and earn a modest source of income. 
The work experience can lead to new opportunities to move from peer support to other forms of 
meaningful participation, including leadership development, capacity building and youth-led advocacy. 
Boosts self-esteem, resilience, and self-confidence. 
Increases knowledge and creates awareness of the benefits of a healthy lifestyle and can improve 
uptake of healthier behaviour through setting an example for others. 
Increases skills, competencies and experience and provides access to training. 

 



Page | 37  

CLINIC-COMMUNITY COLLABORATION (C3) is the joint efforts of clinics and 

community-based organisations (CBOs). 

 

 

Through shared projects C3 aims to 
o expand access to prevention, 

treatment and care for pregnant 
women, children, and AYP in the 
community by  

o creating linkage pathways 
between the clinic and the 
community. 

 

• Health providers play an important role in building collaborative partnerships. 

• See PATA’s Clinic-Community Collaboration Adolescent Toolkit for more 

information about how clinics and communities can work together to improve HIV 

service delivery for AYP. 

COMMUNITY SERVICE PROVISION AND COMMUNITY MONITORING: 

• Many health services can be offered in the community, increasing accessibility for 

AYP(LHIV). 

• Differentiated Service Delivery (DSD) is a patient-centred approach to ART 

delivery which tailors service provision to the patient’s needs and other factors, 

hence offering opportunities for decentralising services to the community. Factors 

may include age, distance from health facility, whether they are pregnant and their 

stability on treatment. 

• Community monitoring provides a feedback loop to assess the level of satisfaction 

with services, improving services based on feedback and ensuring the needs of the 

community are met. 

• The READY to care scorecard can be used to anonymously assess the quality of 

services provided to AYPLHIV. 

  

https://teampata.org/portfolio/clinic-community-collaboration-adolescent-toolkit/
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READY to Care Client Satisfaction Scorecard 

 

We have committed to providing adolescent- and youth-friendly health services at this health 
facility. If you are between the ages of 10-24 years, please complete this survey. Your responses 
will help us to improve our services. This survey is anonymous – you do not have to provide your 
name. This is your opportunity to share your experiences. 

Name of health facility visited  
Age  
Gender  He/Him  She/Her  Them/They 
I agree to complete this client satisfaction 
scorecard 

 Yes  No 

Which of the following key populations do you 
identify yourself with (please tick all that apply) 

 Men who have sex with men (MSM) 
 Women who have sex with women (WSW) 
 Young people who sell sex 
 Young people with disabilities 
 Transgender and gender diverse (TGD) 
 People who use drugs  
 Young people with disabilities  
 Prefer not to say  
 None of the above 

For each of the statements below please indicate “Always,” “Mostly,” “Sometimes,” or “Never.” 

 Always Mostly Sometimes Never 
1 Health providers greet me with a SMILE.     

2 
Health providers show me that they believe I can live 
a full and happy life, have healthy relationships, and 
have a family of my own. 

    

3 
Health providers listen to my questions without 
judgement. 

    

4 
Health providers provide me with answers that are 
positive and give me hope. 

    

5 
Even when health providers are busy, they give me 
time to talk. 

    

6 
Health providers explain things clearly and make sure I 
understand everything and can make my own choices. 

    

7 
Health providers treat me with respect and don’t talk 
about me with others. 

    

8 

Health providers respect my privacy. They speak to 
me in a confidential space and no-one else can see me 
during my consultation as the door and/or curtains 
cover me from the view of others. 

    

9 
Appointments with health providers are quick and 
smooth, so I am not waiting around. The appointment 
procedures and waiting times are kept at a minimum. 

    

10 
Health providers are fair to me and do not allow older 
clients to jump the queue ahead of me unnecessarily. 
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READY to Care Client Satisfaction Scorecard continued 
 Always Mostly Sometimes Never 

11 

The facility provides me with all services I need. They 
make sure that the services are provided on the same 
day or visit so that I don’t have to schedule for 
another visit. 

    

12 

Health providers behave appropriately, they are 
friendly and professional when providing me with 
services and do not burden me with any stress they 
may be feeling. 

    

13 

Health providers make sure that the medication or 
other self-care products they give me are correct and 
are not expired, they explain to me when I must take it 
and what I need to know to be able to take it or use it 
correctly. 

    

14 
Health providers care about me and make me feel 
cared for, understood, and protected. 

    

15 

Sometimes I do not get the services l want because of 
a lack of medicines, lack of other self-care 
commodities (e.g., condoms, contraceptives), lack of 
equipment, or because the equipment was not 
functioning or other reasons. 

    

16 
The health providers are knowledgeable, and their 
behaviour makes me feel confident that they know 
what they are doing. 

    

17 

The facility structures and flow of services are friendly 
for receiving SRHR and or HIV care (family planning 
products, termination of pregnancy for pregnant 
women etc), without provoking stigma/ discrimination. 

    

18 

The facility has designated youth-friendly spaces 
where young people can receive services, access 
adolescent specific tools and information or meet for 
support groups, peer-to-peer appointments etc. 

    

19 
The facility has designated spaces where young key 
populations can receive services. 

    

20 
The health providers do not show unfriendly and 
stigmatising behaviour towards young key 
populations. 

    

21 
Young key populations feel comfortable to go and 
receive services from the facility. 

    

ONLY young mothers or those currently pregnant, should complete these questions 

22 

The facility provides me with all services I need. They 
make sure that the services are provided on the same 
day or visit as my baby's so that I don’t have to 
schedule for another visit for the baby. 

    

23 
Health providers care for me and my baby without 
any judgement. 

    

24 
I feel comfortable to go to the facility with my baby as 
the environment is so friendly. 
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SUMMARY: 
• AYFHS are services that are delivered in the right place, at the right time, at the right price 

(ideally free), and are delivered in an acceptable manner to AYP. 
• Key characteristics of AYFHS: accessible, acceptable appropriate, comprehensive, effective 

efficient, high quality, equitable, and include AYP engagement. 
• AYP participate in a meaningful way when they are actively informed, and voluntarily involved 

in decision-making processes. 
• The HEADSS framework is a useful tool to address the initial problem the AYP presents with 

and then go beyond this problem to discuss (potential) additional health problems. 
• Peer-led service delivery (peer support) is an important strategy in improving treatment 

outcomes and adherence among AYPLHIV. 
• C3 leads to increased service uptake, improved retention in care and increased trust between 

health providers working in clinics and AYP, linking services and ensuring AYP are reached 
and engaged with inside and outside of the clinic. 

 

Useful links 

þ 
Quick Quiz – select the best answer 

1. Which of the following statements are correct about community monitoring? 

a. Community monitoring is a method to understand the level of satisfaction of 
community members in health service provision 

b. The client satisfaction scorecard is a community monitoring tool to survey whether 
the health services provided are adolescent- and youth-friendly 

c. Community monitoring is about monitoring the health of community members on a 
community level 

d. Only A and B are correct  
e. None of the above  

2. You are going to implement a programme aimed at reaching AYP who sell sex. Would it 
be advisable to have a young sex worker on the advisory board of the project? 

a. Yes 

b. No 

3. Peer support substitutes the work of health providers 

a. True 
b. False 

4. Peer support provides an effective platform to engage with AYP 

a. True 
b. False 

5. Peer support increases the skills, competencies, and experience of the peer supporter 

a. True 
b. False 
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https://hivlawcommission.org/wp-content/uploads/2017/06/Workshop_Guide_Sexual_and_Reproductive_Health_and_Rights_and_HIV_2015.pdf
https://hivlawcommission.org/wp-content/uploads/2017/06/Workshop_Guide_Sexual_and_Reproductive_Health_and_Rights_and_HIV_2015.pdf
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Page | 42  

MODULE 6 Sexually transmitted infections 
 

Introduction and background 

This module focuses on STIs, safer sex habits, cancers of the reproductive tract and 

how they may affect AYP. Most STIs are curable, but many are asymptomatic, and if 

they remain untreated, can have long-term consequences. By equipping health 

providers with the knowledge and skills to prevent and manage STIs in AYP, they can 

raise awareness about the consequences of unsafe sexual practices and can play a 

critical role in supporting AYP. 

6.1  Sexually transmitted infections in AYP and its impact in public health 

 

STIs are infections: 
• Spread by close physical (predominantly sexual) contact including vaginal, anal, and 

oral sex. 
• Some STIs are transmitted by needle sharing and some can be passed from 

mother-to-child during pregnancy, delivery, and breastfeeding. 
• Biological factors, such as cervical immaturity as well as the composition of the 

cervical and vaginal microbiome, contribute to increased risk of STIs among many 
adolescent girls and young women 

Important Terminology Definition 

1. Pathogens 
Microorganisms that can cause disease, such as bacteria, viruses, 
fungi, and parasites. 

2. Sexually transmitted 
infections (STIs) 

A disease state, which develops because of a pathogen acquired 
through sexual contact. 

3. STI case 
management 

The care of a person with an STI-related syndrome or with a 
positive test for one or more STIs. 

Learning objectives: 

✓ Describe the impact of sexually transmitted infections (STIs). 
✓ Identify the most common symptoms associated with STIs and how to 

manage them. 
✓ Describe why AYP are more susceptible to STIs. 
✓ Apply the strategies to prevent STIs including HIV. 
✓ Describe the interventions for early identification and treatment of cervical 

cancer. 
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SIGNS AND SYMPTOMS OF STIs: Many patients are asymptomatic and can spread 

the infection to their sexual partner(s) without seeking medical care and treatment. 

COMMON SIGNS AND SYMPTOMS OF STIS 

Female Male 

Vaginal discharge Urethral discharge 

Urethral discharge (rare) Dyspareunia (rare) 

Dyspareunia (superficial or deep) Lower abdominal pain 

Lower abdominal pain Lymphadenopathy- Inguinal swelling 

Lymphadenopathy-Inguinal swelling Scrotal swelling 

Intermenstrual bleeding Testicular pain 

Post coital bleeding Testicular lumps 

Urinary symptoms Testicular swelling 

Ulcers Urinary symptoms 

Neonatal conjunctivitis Ulcers 

Anal symptoms (pain, rectal bleeding, rectal 
discharge) 

Neonatal conjunctivitis 

Oral symptoms (pain, ulcers) 

Anal symptoms (pain, rectal bleeding, rectal 
discharge) 

Oral symptoms (pain, ulcers) 

 

  

þ 

The eight pathogens which cause the greatest impact on health are listed below. Some are 
curable with treatment and others are not. Tick the box to indicate which STIs have curable 
treatments. 

Pathogens Curable treatments No cure 

1. Human Immunodeficiency virus (HIV)   

2. Herpes Simplex Virus (HSV)   

3. Treponema Pallidum   

4. Hepatitis B (HBV)   

5. Human Papillomavirus (HPV)   

6. Chlamydia Trachomatis (CT)   

7. Neisseria Gonorrhoeae (NG)   

8. Trichomonas Vaginalis (TV)   

Did you get them correct? Check your answers at the back of the guide. 
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CASE MANAGEMENT OF STIs: 

 THE 7 STEPS OF COMPREHENSIVE STI CASE MANAGEMENT 

 1. Take history 
2. Conduct physical examination  
3. Provide curative or palliative therapy  
4. Provide health education messages (the 4 Cs: compliance with treatment, 

counselling/ education, condoms, contact tracing and treatment)  
5. Demonstrate and provide condoms as appropriate  
6. Offer treatment for partner 
7. Schedule clinical follow-up as appropriate  

 

6.2 Safe sex practices and negotiating safe sex 

 

AYPLHIV who are adhering to their ART correctly are much less likely to pass HIV to 

their uninfected partners and reduce the risk of mother-to-child transmission of HIV. 

  

PARTNER NOTIFICATION is the process of providing access to specific forms of 
healthcare for sexual contacts who have be at risk of infection from an individual 
diagnosed with an STI. 

PATIENT 
REFERRAL 

The index patient takes responsibility for informing their sexual partner(s) of their 
possible exposure to an STI and for referring them to services. In many cases the 
index patient will be given paper contact slips from the service where they are 
diagnosed, to give to their sexual partners. 

PROVIDER 
REFERRAL 

The health provider takes responsibility for informing sexual partner(s) of the 
index patient of their possible exposure to an STI. This requires health providers 
to obtain from the index patient the names of sexual partners along with other 
identifying information. 

CONTACT 
REFERRAL 

The health provider agrees with the index patient i.e., ‘makes a contract’ that the 
index patient will contact their sexual partners within a certain time period. 
Provider referral is carried out if the index patient fails to do this. 

Important Terminology Definition 

1. Unsafe sex 
Sex between a susceptible person and a partner who has an STI, 
generally without signs or symptoms, without taking measures to 
prevent infection. 

2. Safer sex 

This is an individualised skills-building intervention designed to 
increase condom use, reduce other risky sexual behaviours, 
prevent STIs (including HIV) and unplanned pregnancies among 
sexually active AYP. 
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AYP MAY NOT ALWAYS PRACTISE SAFE SEX – SOME OF THESE REASONS INCLUDE: 

• Ignorance (misinformation, lack of information, or lack of awareness) 
• Denial (do not think they will get an STI or fall pregnant) 
• Lack of access (to the health services or contraceptives) 
• Coercion (pressure from partner or family members) 
• The “I do not care” effect (where the AYP is already infected with HIV) 

 

6.3 Cancer of the reproductive tract 

 
CANCER: is a rapid creation of abnormal cells that grow beyond their usual boundaries, 
and which can then invade adjoining parts of the body and spread to other organs in a 
process referred to as metastasis. 

 

  

STRATEGIES FOR PRACTISING SAFER SEX 

Strategy 1 
Use a male or female condom correctly with every act of sex: 

• This helps protect against pregnancy and STIs, including HIV. 

Strategy 2 

Use condoms consistently and correctly plus another family planning method: 

• Adding extra protection from pregnancy in case a condom is not used 
or is used incorrectly. 

• May be a good choice for adolescent girls and women who want to be 
sure to avoid pregnancy but cannot always count on their partners to 
use condoms. 

Strategy 3 

If both partners know they are not infected, use any family planning method to 
prevent pregnancy and stay in a mutually faithful relationship: 

• Many family planning clients are in this group and thus are protected 
from STIs, including HIV. 

• Depends on communication and trust between partners. 

Strategy 4 

Only engage in safer sexual intimacy that avoids intercourse or otherwise 
prevents semen and vaginal fluids from coming in contact with each other’s 
genitals: 

• This strategy will not prevent syphilis, genital herpes, or infection with 
HPV, which can spread through skin-to-skin contact. 

• Depends on communication, trust, and self-control. 
• If this is a person’s first-choice strategy, it is best to have condoms on 

hand in case the couple does have sex. 

Strategy 5 

Delay or avoid sexual activity (either avoiding sex any time that it might be risky 
or abstaining for a longer time): 

• If this is a person’s first-choice strategy, it is best to have condoms on 
hand in case the couple does have sex. 

• This strategy is always available in case a condom is not at hand. 
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The World Health Assembly (launched the global strategy to accelerate the elimination 

of cervical cancer as a public health problem. The targets established for the period 

2020-2030 are 90-70-90, meaning: 

• 90% of girls fully vaccinated with the HPV vaccine by age 15 

• 70% of women are screened with a high-performance test by 35 and again by 45 

years of age 

• 90% of women identified with cervical disease receive treatment (90% of women 

with pre-cancer treated, 90% of women with invasive cancer managed). 

 

 

  

CANCER PREVENTION: 

1. Primary prevention 

These are interventions aimed preventing disease or injury 
before it ever occurs through measures such as vaccinations, 
altering risky behaviours (poor eating habits, condom use), 
and banning associated substances. 

2. Secondary prevention 

These are interventions aimed at reducing the impact of a 
disease or injury that has already occurred. This is done by 
detecting and treating disease or injury as soon as possible to 
halt or slow its progress, encouraging personal strategies to 
prevent reinjury or recurrence, and implementing 
programmes to return people to their original health and 
function to prevent long-term problems. 

3. Tertiary prevention 

These are interventions that aim to soften the impact of an 
ongoing illness or injury that has lasting effects. This is done 
by helping people manage long-term, often complex health 
problems and injuries (e.g. chronic diseases, permanent 
impairments) in order to improve as much as possible their 
ability to function, their quality of life and their life 
expectancy. 

HPV is the most common viral infection of the reproductive tract and can lead to increased 
risk for cancer. Risk factors to pre-cancerous lesions and cervical cancer include: 

1. Early onset of sexual activity- this increases risk of HPV infection 

2. Multiple and/or high-risk sexual partner – this leads to increased risk of HPV infection 

3. High parity- leads to increased risk of HPV infection. 

4. Suppressed immune system such as in person living with HIV. 

5. Tobacco use - a known cancer-causing product. 

6. Low socio-economic status – this can lead to unsafe or high-risk sexual practices for 
survival and therefore, increasing the risk of HPV infection. 
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The WHO recommends the HPV vaccine for girls aged 9-13 years: 

o Girls receiving a 1st dose before 15 years can use a two-dose schedule (the interval 

should be 6 months, no greater than 12-15 months). 

o Immunocompromised individuals and females aged 15 years and older should also 

receive the vaccine, but they need three doses (at 0-, 1-2- and 6-months) 

o According to studies, the vaccine offers long-lasting protection for more than 10 

years. As the HPV vaccines do not protect against all HPV types that can cause 

cervical cancer, girls vaccinated against HPV will still require cervical cancer 

screening later in their lives. 

World Health Organization (WHO) Comprehensive Cervical Cancer 
Prevention and Control interventions 

Primary prevention:  
• Health education to reduce high-risk sexual behaviour to limit HPV 

transmission/acquisition. Also, health education on tobacco use. 
• Delay age of first sexual intercourse 
• Limit number of partners, change in sexual behaviour 
• Condom promotion and provision for those engaged in sexual activity, 
• HPV vaccination targeting girls aged 9-13 years 
• Safe male circumcision 
• HPV vaccination of adolescent girls is the most effective long-term primary 

intervention for reducing the risk of developing cervical cancer. 
Secondary prevention: (Early detection) 

• Screening: Identify and treat precancerous lesions before they progress to cervical 
cancer  

• Early diagnosis: Identify and treat early cancer while the chance of cure is still good 
(reduces cervical cancer mortality) 

Treatment of cervical pre-cancer lesions: 
The tests used to confirm diagnoses for cervical pre-cancer include: 

• Colposcopy 
• Biopsy 
• Endocervical curettage is a procedure in which some surface cells are gently scraped 

from the endocervical canal with a special thin instrument or spatula, and the tissue 
is placed in a container with a fixative solution and sent to a laboratory for 
examination. 

Once diagnosed with cervical pre-cancer, treatment options are: 
• Cryotherapy 
• LEEP 
• CKC 

Tertiary prevention: (Treatment of invasive cervical cancer) 
• Surgery 
• Radiotherapy 
• Chemotherapy 
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SUMMARY: 
• STIs are a major public health issue. 
• Eight pathogens cause the greatest impact worldwide (HIV, Treponema Pallidum, N. 

Gonorrhoeae, C. Trachomatis, Hepatitis B virus, Human papillomavirus, Herpes Simplex Virus, 
and Trichomonas Vaginalis), and only four of them are curable. 

• Most STIs are asymptomatic and are therefore easily spread to the uninfected partner as 
patients are not aware of the infection and do not seek medical care and treatment. 

• STI case management includes patient treatment and education, provision of condoms and 
partner notification. 

• Safer sex promotes the increased use of condoms, reduction of risky sexual behaviours, and 
prevention of recurrent STIs among sexually active AYP. 

• AYPLHIV who are taking and adhering to ART are much less likely to pass HIV to their sexual 
partners than those who are not on ART and should still practice safer sex. 

• Cervical cancer is the fourth most common cancer among women and infection with certain 
types of HPV can increase risk of developing precancerous lesions and cervical cancer. Other 
cofactors include immune status, infection with other STIs, tobacco smoking, parity, and 
young age at 1st delivery 

 

Useful links 

• UNESCO (2018). International technical guidance on sexuality education. An evidence informed 

approach. Education 2030. 

• WHO. Sexually transmitted infections 2016-2021. Towards ending STIs.  

• WHO (2001). Guidelines for the management of sexually transmitted infections.  

• WHO (2022) Global Sexually Transmitted Infections Programme. 

  

https://www.unaids.org/sites/default/files/media_asset/ITGSE_en.pdf
https://www.unaids.org/sites/default/files/media_asset/ITGSE_en.pdf
https://apps.who.int/iris/bitstream/handle/10665/246296/WHO-RHR-16.09-eng.pdf
https://www.who.int/publications/i/item/9789240024168
https://www.who.int/teams/global-hiv-hepatitis-and-stis-programmes/stis/overview
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MODULE 7 HIV services 
 

Introduction and background 

The focus of this module is HIV services with special emphasis on HIV testing and 

linkage to care, HIV care and service treatment, adherence to treatment and 

psychosocial support. Health providers play a critical role in supporting AYP with 

information and knowledge for HIV prevention and treatment. 

WHAT IS THE 95-95-95 TARGETS TO BE REACHED BY 2030? 

95 
HIV TESTING AND COUNSELLING: 

95% of people living with HIV know their HIV status 

95 
ANTIRETROVIRAL TREATMENT (ART): 

95% of people living with HIV are on antiretroviral treatment 

95 

ADHERENCE TO HIV CARE AND TREATMENT: 

95% of people living with HIV and on ART are virally suppressed with an 
undetectable viral load (<50 copies/ ml) 

 

Important Terminology Definition 

1. Client-initiated HIV testing 
and counselling (HTC) 

This refers to a situation where an individual, couple or 
group actively seek out HIV testing at a site where these 
services are provided. 

2. Provider-initiated HIV 
testing and counselling 
(PITC) 

This refers to a situation in which the health provider or 
lay counsellor offers an HIV test to a client or a patient. 

Learning objectives: 

✓ Explain how HIV testing services should work. 
✓ Define the factors that influence linkage to care in AYP. 
✓ Define the package of HIV-related care and treatment for AYP. 
✓ Describe the steps for adherence preparation and support in AYP. 
✓ Better support AYP with psychosocial and mental health issues. 
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7.1 HIV testing and linkage to care 

HIV Testing Services (HTS) includes the full range of services that should be provided 

together with HIV testing: 

• Counselling (pre-test information and post-test counselling). 

• Linkage to appropriate HIV prevention, treatment and care services and other 

clinical and support services. 

• Coordination with laboratory services to support quality assurance and the 

delivery of correct result. 

• Linkage to care is the process to ensure that persons living with HIV are 

successfully entered into HIV medical care, psychological and social services. 

Prompt linkage to care is crucial to ensure optimal long-term patient outcomes 

and decrease HIV transmission. 

HTS can be provided in different settings, such as 

Facility-based HTC 
Examples include, outpatient departments, inpatient departments, 
antenatal care, maternity, family planning, sexual and reproductive 
health service points, and adolescent-friendly services 

Community-based 
HTC 

Examples include, community-based and mobile outreach testing 
sites targeting youth, community youth information centres and 
youth corners, training, and engaging peers to provide pre- and post-
test testing and counselling 

 

 

All HTS should be provided in line with the 5 Cs

Consent: people being tested for HIV must give informed consent to be tested. They must be 
informed of the process for HIV testing and counselling (HTC), the services that will be available 
depending on the results, and their right to refuse testing. Mandatory or compulsory testing is never 
appropriate. 

Confidentiality: the content of discussions between the person tested and the healthcare provider, 
testing provider, or counsellor, as well as the test results, will not be disclosed to anyone else without 
the consent of the person tested. 

Counselling: confidential dialogue between a client and a health provider aimed at enabling the client 
to cope with stress and take personal decisions related to HIV&AIDS. It includes evaluating the 
personal risk of HIV transmission and discussion how to prevent infection.

Correct test results: testing must be performed, and quality assurance measures followed according 
to internationally recognised testing strategies, norms, and standards based on the type of epidemic. 
Results must be communicated to the person tested unless that person refuses the results.

Connection and linkage to prevention, care and treatment: should be supported through concrete and 
well-resourced patient referral, support, and/or tracking systems.
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INCREASING HIV SERVICE TESTING requires an enabling environment that removes barriers 
such as stigma, discrimination, criminalization, and age of consent issues. 

Demand creation 
category 

Intervention type Examples 

Mobilisation 
Increasing HIV uptake in 
specific communities 

Sharing printed educational materials in the 
community (theatre, sport, place of worship) to 
mobilise community members. 

Targeted and 
tailored 

Overcoming a specific 
barrier to HIV testing 

Personalised content, peer-led and personal 
invitation. May include testing at an alternative 
venue, youth-friendly services, peer-led 
programmes, and education addressing a 
specific concern or barriers. 

Counselling 
(information and 
messaging) 

Message framing, 
motivational, general 
counselling, couple-
oriented counselling 

Counselling interventions to understand how 
improvements in client counselling by HIV 
testing providers can improve uptake. 

Digital platforms 
Video, audio, social 
media, websites, and 
SMS 

Interventions to use social media for peer 
support or targeted advertising, web directories 
of HTS and SMS reminders for HIV testing. 
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PRE- AND POST-TEST COUNSELLING 
Pre-test session introduces basic HIV information, an explanation of the HIV testing process and the need for informed consent. This session can be done 
individually, in couples or in group. When the provider is alone with the client, they can evaluate the behavioural risk factors and make sure the client 
understands the messages provided. 

• The benefits of HIV testing and implications of undiagnosed HIV 
• The meaning of an HIV-positive diagnosis and of an HIV-negative diagnosis 
• Benefits of early ART and the fact that people with HIV who achieve and maintain an undetectable viral load cannot transmit HIV sexually to their 

partners (or by blood, or during/after pregnancy) 
• The services available to those who test HIV-positive, including where ART is provided 
• The importance of disclosure and encouragement for partner testing 
• Prevention options, including risk and harm-reduction information, that are relevant and available, focused on those at high ongoing risk 
• The confidentiality of the test result and any information shared by the client 
• The client’s right to refuse testing and that declining testing will not affect the client’s access to HIV-related services or general medical care 
• Those who test positive and/or for those whose sexual or other behaviour is stigmatised 
• The opportunity to ask the provider questions 

Post-test session is based on the results. Risk reduction information and emotional support should be provided at this time based on the individual´s personal 
risk factors and referrals to appropriate follow-up services. 

Negative result 

• Prevention counselling 
• Condom education and distribution 
• Referral to additional prevention services as needed i.e., male circumcision, harm reduction for people who inject drugs and pre-

exposure prophylaxis (PrEP) for those at substantial risk of HIV acquisition 

Positive result 

• The meaning of an HIV-positive diagnosis:  Chronic condition managed with ART (that can be a single pill per day), lead a normal 
life with near normal prognosis and transmission not possible if on treatment and undetectable. No reason why they cannot 
achieve anything and everything they want to, from having a family to being a pilot.  

• The benefits of ART initiation and treatment for life. 
• Side-effects of ART:  ART is better tolerated, and the notorious side effects are of the older ART that is rarely, if ever, used. 
• Information on safe conception (for both men and women), ART use during pregnancy and breastfeeding to prevent mother-to-

child transmission. 
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7.2 HIV care and treatment services 

When acquired perinatally, AYP may: 
When acquisition during childhood and 

adolescence, AYP may: 

• Have developmental delays and 
physical disabilities 

• Lack diagnostic disclosure; perinatal 
parents know but not all family, difficult 
with peers 

• Be dealing with HIV transmission from 
a parent; dealing with negative siblings; 
experiencing a parent dying of HIV 

• For caregivers: demand of caring for a 
child with chronic HIV infection 

• Need support with acceptance of HIV 
status 

• Need support with disclosure to family and 
peers 

• Be dealing with the emotional and physical 
repercussions of that experience if raped 
and abused: 

 
COMPONENTS OF THE HIV CARE AND TREATMENT  

SERVICE PACKAGE FOR AYPLHIV 

Care package must ensure: Service package must include: 

• Integration of services 
• Services are age and developmentally 

appropriate 
• Services are responsive to the needs of 

AYP who have acquired HIV both early 
in life and during adolescence 

• Emphasis on care and treatment and 
retaining AYP in care 

• Services are family-centred 

• Growth and development monitoring 
• Nutritional counselling and support 
• OI screening and management 
• Sexual and reproductive health 
• Counselling and psychosocial support 
• ARV preparation, initiation, and 

monitoring 
• Adherence and retention in care 
• Mental health 
• Provide regular monitoring on clinical, 

laboratory parameters and adherence to 
care 
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ART INITIATION: 

1. Determine which AYP is eligible for ART: 

• From the clinical point of view, all HIV patients are eligible to start on ART regardless of clinical 
stage or CD4 cell count. 

• AYP should: 

o Demonstrate good understanding / knowledge of HIV, ART and adherence 

o Be supported psychologically to initiate and stay on ART 

o Be helped to understand what HIV is, how ART works, how and when ART should be taken, 
possible side effects and why ART should be taken for life as prescribed 

o Have been disclosed to or there is a disclosure plan 

2. Prepare AYP for ART: 

• Barriers to adherence should be discussed, addressed or there is an adherence plan. 

• Discuss the potential side-effects. 

• During the early stages of treatment, offer support during minor and moderate adverse reactions. 

• Stress the need to maintain adherence for mild and moderate reactions. 

• A proactive approach to managing toxicity is recommended because many ARV drug toxicities 
are time-limited and resolve spontaneously even when the same ART regimen is continuing. 

3. Identify the right regimen (check national guidelines) 

4. Prescribe the right dose and frequency. 

5. Provide support for ART maintenance and link to AYP support. 

 

ART MONITORING should focus on three aspects: 

Clinical 
monitoring: 

• Look out for response to treatment and any OIs by taking history and 
examining the AYP. 

• Improvement in growth or weight gain in AYPs who have been failing to 
grow. 

• WHO clinical staging is done at every clinic visit. 

• Look out for side effects and toxicities. 

Psychosocial 
monitoring: 

Discuss 

• Progress of disclosure 

• Attitude to daily taking 

• Relationships and disclosure to others 

• Coping mechanisms 

• Being positive in life 

• Social functioning 

Laboratory 
monitoring (check 
national guidelines) 

• Viral load (VL) is recommended as the preferred monitoring for patients on 
ART. At six months after ART initiation, the first VL should be collected, if 
the result is undetectable, repeat annually. If the result is not undetectable, 
the AYP should be referred to counselling sessions to improve adherence. 

• If VL is not routinely available, CD4 count should be done to monitor the 
response on ART. 
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SWITCHING AN ART REGIMEN AND TREATMENT FAILURE: 

Virological criteria 

VL is the preferred monitoring approach to diagnose and confirm ART failure. 
The virological treatment failure is defined as two VL >1000 copies/ ml on 2 
consecutive measurements at least 3 months apart after counselling session to 
address adherence issues have been done. 

Immunological 
criteria 

CD4 fall to the baseline or below or persistent CD4<100 cells/ mm3 after 6 
months of initiation of treatment without concomitant or recent infection to 
cause a transient decline in the CD4 cell count. 

Clinical criteria 

New or recurrent clinical event indicating immunodeficiency (stage III or IV). 
When discussing treatment failure and adherence, it is important to not assume 
anything and explore it fully with the AYP, and in some ways, getting them to be 
in control of the dialogue. 

7.3 Adherence to treatment 

ADHERENCE is defined as a patient’s ability to follow a treatment plan, take medication at prescribed 
times and frequencies, and follow other medical recommendations 

Adherence to care Adherence to treatment 

• Entering and continuing a lifelong care and 
treatment plan 

• Attending appointments and tests, such as VL, 
CD4 as scheduled 

• Taking medicines to prevent and treat OIs 
• Participating in ongoing health education and 

counselling 
• Picking up medicine when scheduled and 

before running out 
• Coming to the clinic if there is a health problem 
• Adopting a healthy lifestyle and avoiding risky 

behaviours 

• Taking ART correctly and as prescribed, for a 
person´s whole life, even if they feel healthy 

• Taking other medicines as prescribed 
• Not taking treatment breaks unless under 

exceptional circumstances 

 

Health providers play a critical role in retention and adherence to care and can help AYP 
develop a personal adherence plan 

The service experience that you provide to AYPLHIV, has the power to facilitate their service uptake 
and access to treatment. and is central in keeping them in care and committed as equal partners in an 
open, trusting, and confidential relationship with you. 

 

To improve retention in and adherence to care: 
1. Provide AYFHS where the AYP are treated with respect 
2. Establish specific days and times that are convenient for AYP 
3. Ensure services are age and developmentally appropriate 
4. Build a relationship of trust and respect with AYP 
5. Ensure linkage to peer supports and age-appropriate support groups 
6. Make time for private counselling and adherence support sessions and ensure confidentiality 
7. Ensure that there is an appointment system in place, whilst also encouraging AYP to drop-in if 

problems arise 
8. Ensure that all AYP receive reminder cards to remember the next appointment, where possible 

send a reminder via SMS 
9. Ensure that there is a system to track AYP who miss clinic appointments or pharmacy refills 
10. Check-in with AYP after they start or change medicines 
11. Use fixed dose combination of ARVs to reduce the number of pills 
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Use the FIVE As to provide adherence counselling to AYPLHIV who are non-
adherent to medication: 

ASSESS 
KNOWLEDGE 

• Knowledge about HIV and ART 
• Identify myths and misconceptions about HIV and ART 
• Potential barriers to adherence 
• Psychosocial concerns and needs that may hinder adherence to ART 
• Willingness and commitment to take medicines correctly 
• Readiness to honour subsequent appointments for treatment support 
• Availability of support systems at family and community level 
• Disclosure status and implications 

ADVISE 

• How ART stops the multiplication of HIV 
• Provide information on adherence to ART including the 5 Rs (taking at the 

Right time, in the Right dose, the Right way and the Right frequency) 
• Demonstrate how ART is taken 
• Provide information on the side effects of ART, improved quality of life while 

on ART, changes that may occur in a person´s life once on treatment 
• Describe benefits of disclosure and support systems to adherence 
• Outline how patients will be monitored once on treatment and frequency of 

monitoring; also, other ways of assessing adherence and response to 
treatment, including pill counts 

• Emphasise the importance of attending all the clinic appointments for review 
and support 

• Describe the risks associated with not adhering to treatment 
• Explain what the VL test is and the meaning of suppressed and unsuppressed 

VL 

ASSIST 

• Evaluate the possible barriers to adherence and how to overcome them 
• Identify support systems such as treatment supporters, or social support 

groups that will help him or her to take the medications and to regularly visit 
the facility 

• Disclose to a trusted person of their choice such as a treatment supporter, 
social support group, etc. 

• Develop an individual adherence support plan 

AGREE 

• On an adherence plan 
• Family and community support system (such as a peer educator) 
• Possible home visits and consent 
• Possibility of testing other family members (including sexual partners) 
• The AYP´s readiness to (re-) start ART 

ARRANGE 

• For the patient to see a clinician for ART prescription if they are ready to 
start 

• Follow-up adherence counselling and psychosocial support sessions 
• For patient to join psychosocial support group and use support systems 
• Follow-up appointment system (home visit, phone call and text messages 

where appropriate) 
• Monthly counselling sessions for drugs adherence 
• To review the action plan at every encounter 
• When to bring other family members for testing 

• Supported disclosure where it has not happened 
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7.4 Counselling, psychosocial care and support for AYPLHIV 

COMMUNICATION in health education, information-sharing and service provision 

plays an important role in engaging with and empowering AYP and therefore needs to 

be effective in order for it to be meaningful and have an impact. 

The health provider-client relationship is critical to establishing an effective and positive 

health partnership. These relationships should be built on trust, respect (for the 

individual and their privacy) and open communication. 

 

  

Key communication techniques to help health providers communicate effectively with AYP: 

• Provide limited and essential information at any one time. Resist telling the AYP too 
much information in one conversation or period of time 

• Avoid using words or critical or judgmental statements that show your personal 
emotions 

• Remember to use simple words and terms that the AYP may understand without 
difficulty 

• Ask open-ended questions that promote interaction; avoid closed questions where the 
adolescent can only answer “yes” or “no” 

• Paraphrase or summarise what they have said to ensure that you have understood. 

 
Quick Quiz – True or False True False 

1. When communicating with AYP, it is best to ask “yes” and “no” as then 
you can get the most out of them in a short space of time. 

  

2. Important qualities in health provider – client relationships are 
confidentiality, consent, empathy, respect, and responsibility. 

  

3. Identifying mental health issues in AYP is the role of psychiatric clinical 
officers or nurses at secondary health facilities. 

  

4. 95-95-95 refers to universal targets to be reached by 2030, with 95% 
of people knowing their status, 95% of those who know their status 
are on treatment, and 95% of those on treatment, are virally 
suppressed. 

  

5. Perinatal acquisition refers to those AYPLHIV who have acquired HIV 
during childhood or adolescence. 

  
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SUMMARY: 
• All HTS should be provided with 5 Cs: consent, confidentiality, counselling, correct test 

results and connection & linkage. 
• All AYP diagnosed of HIV are eligible to start ART regardless of CD4 cell count or clinical 

staging. 
• Use the 5As tool (assess, advise, assist, agree and arrange) for adherence counselling. 
• AYP may not remember exactly what you did or said but they will always remember how you 

made them feel. 
• For communication to be effective, health providers need to be patient with AYP, make them 

feel safe, and give them time to trust you. 
• Health providers should be able to assess and identify issues with mental health and manage 

appropriately. 
• Psychosocial support should be integrated into every consultation or appointment with AYP, 

and it is of great importance that psychosocial issues are identified and addressed. 

 

Useful links 

• ANECCA (2018).Pocket guide on counselling and psychosocial care for children and adolescents living 

with and affected by HIV in Africa. 

• ICAP (2012). Adolescent HIV care and treatment. A training curriculum for health workers. Participant 

manual. 

• REPSSI (2008). Mainstreaming Psychosocial Care and Support. 

• WHO (2019). Adolescent-friendly health services for adolescents living with HIV: From theory to 

practice. 

• WHO (2021).Updated recommendations on Service Delivery for the treatment and care of people 

living with HIV.  

https://anecca.org/wp-content/uploads/2018/11/Anecca-Pocket-Guide-2018.pdf
https://anecca.org/wp-content/uploads/2018/11/Anecca-Pocket-Guide-2018.pdf
https://cquin.icap.columbia.edu/wp-content/uploads/2017/05/ICAP_CQUIN_Adolescent-HIV-Care-and-Treatment-Manual.pdf
https://cquin.icap.columbia.edu/wp-content/uploads/2017/05/ICAP_CQUIN_Adolescent-HIV-Care-and-Treatment-Manual.pdf
https://repssi.org/documents/publications/Mainstreaming_Psychosocial_Care_and_Support_through_Child_Participation.pdf
https://apps.who.int/iris/bitstream/handle/10665/329993/WHO-CDS-HIV-19.39-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/329993/WHO-CDS-HIV-19.39-eng.pdf
https://www.who.int/publications/i/item/9789240023581
https://www.who.int/publications/i/item/9789240023581
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MODULE 8 Reproductive health – childbearing and 

contraceptive counselling for AYP 

Introduction and background 

This module examines reproductive health services, specifically family planning options, 

dealing with unplanned pregnancies and the challenges of pregnancy in AYP, as well as 

GBV. With this information health providers are able to support AYP with information 

on family planning options, the prevention of pregnancy, complications that may occur 

during pregnancy and childbirth and support for victims of GBV. 

8.1 Family planning options and choices 

FAMILY PLANNING: 

• Means preventing unwanted pregnancies by safe methods of prevention 
• Allows individuals and couples to anticipate and attain their desired number of children 

and determine the spacing and timing of pregnancies 
• Is achieved using contraceptives 
• Services should offer a wide range of contraceptives and counselling services 
• Should be integrated with prevention and treatment of STIs and PMTCT 

HEALTH PROVIDERS have a duty to AYP to discuss family planning and contraceptive 

methods, regardless of whether the AYP are currently sexually active or not. 

 

  

Learning objectives: 

✓ Explain the differences between contraceptive options. 
✓ Better support AYP in terms of the various contraceptive options available to 

them. 
✓ Identify the different factors that contribute to pregnancy in adolescent and 

young girls. 
✓ Define GBV and better manage and respond to victims of GBV. 
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HORMONAL CONTRACEPTIVES 
Type Description Considerations Counselling 

Combined oral 
contraceptive pills 
(COCs) and 
progestin only 
oral contraceptive 
pills (POPs) 

• COCs and POPs are pills taken once a day to prevent 
pregnancy by preventing the release of eggs from the 
ovaries (ovulation) 

• They contain the hormones oestrogen and progestin 
(in the case of COCs) and progestin alone (in the case 
of POPs). Both types are very effective at preventing 
pregnancy when taken on schedule 

• Many adolescents choose a COC because of the low 
failure rate, relief from painful periods, and the ease 
of using a method that is not directly related to sex 

• COCs are available in 21- or 28-day regimens. Most 
adolescents do better with the 28-day regimens 
because it is easier to remember to take a pill every 
day rather than stopping for 7 days 

• COCs should not be taken by clients taking 
rifampicin for TB treatment 

• ARVs may adversely affect the efficacy of 
low-dose COCs and/or increase their side 
effects 

• POPs are also safe for adolescents, but 
since they must be taken at exactly the 
same time every day for them to be 
effective in preventing pregnancy, they may 
not be the best choice for AYP 

• POPs may however be a good choice for 
adolescents who cannot tolerate oestrogen 
in COCs or who are breastfeeding 

• Explain the importance of taking pills 
correctly. Show the client the pill packet 
and explain in detail when to start taking 
pills and how to take the pills 

• Explain that if she forgets to take her 
pills, she may become pregnant. Instruct 
the client on what to do if she misses 
pills 

• Always review possible side effects, 
including that breakthrough bleeding 
may be common in the first cycles, but is 
not a reason to stop taking the pills 

Injectables 

• Two injectables: DMPA and NET-EN and each 
contain a progestin. 

• Injectables are safe and appropriate for AYP(LHIV), 
and they can use without restrictions and effectively 

• Highly effective when used correctly 

• It is important that AYP are reminded when 
to return for their injections 

• Ideally this can be combined with their 
routine HIV care appointments 

• It is important to stress that the 
injections need to be given every 3 
months  

• The injection will take effect 
immediately if she is between day 1–7 
of her menstrual cycle 

Hormonal 
implants 

• Highly effective at preventing pregnancy by 
preventing ovulation 

• The main reason AYP(LHIV) discontinue 
using implants is irregular bleeding and so 
counselling is important, so they are 
prepared for this possibility 

• AYP(LHIV) should also be counselled on 
care of the insertion area 

• AYP(LHIV) need to know that serious 
problems such as severe pain in the 
lower abdomen, very heavy bleeding, 
bad headaches, and yellowing of the 
skin or eyes require immediate care 

Emergency 
contraceptive pills 
(ECPs) 

• “Morning after” pills or postcoital contraceptives 
• Prevent the release of an egg from the ovary or delay 

its release by 5 to 7 days 

• ECP should be widely and easily available to 
AYP, including at the HIV clinic 

• HPs should explain how ECPs work and 
how the adolescent should take them 

• AYP receiving ECP should be counselled 
on dual protection 
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NON-HORMONAL CONTRACEPTIVES 
Type Description Considerations Counselling 

Intra-uterine 
devices (IUDs) 

• Small, flexible plastic frame with 
copper sleeves or wire around it 

• AYP(LHIV) choosing to use an IUD 
should also be encouraged to use 
condoms for dual protection 

• Careful screening for STIs is required before insertion  
• Urge AYP who are at risk of HIV and AYPLHIV to use condoms 

along with the IUD 

• IUD is a long-term method that 
lasts for 10–12 years and that it is 
most appropriate for AYP(LHIV) 

Barrier 
Methods-Male 
and Female 
Condoms 

• Male and female condoms are made of 
various materials, such as latex, 
polyurethane, and nitrile 

• They work by forming a barrier that 
keeps sperm out of the vagina, 
preventing pregnancy 

• Only condoms provide protection from 
both pregnancy and STI (including HIV) 

• It is important that condoms and lubricants are always available to 
AYP for free 

• AYP require skill development and practice in learning how to use 
condoms and negotiate their use with sexual partner(s) 

• Always demonstrate, step-by-step, 
how condoms are used and correct 
disposal 

• Inform clients about addition of 
lubricants to condoms during use 

Fertility 
awareness 
methods 

• Methods that involve a woman 
identifying the fertile days of her 
menstrual cycle and to abstain from 
sex during these times 

• This is a difficult method for many AYP to implement correctly and 
consistently 

• It is also not very reliable for pregnancy prevention and does not 
protect against STIs and HIV 

• Encourage AYP(LHIV) to use 
condoms as dual protection, 
especially during fertile days, or to 
abstain 

• Health should counsel AYP on the 
availability of more reliable 
contraceptive methods, 
emphasizing the importance of 
using condoms for dual protection 

Lactational 
amenorrhea 
method 

• Lactational amenorrhea method (LAM) 
is a temporary, natural contraceptive 
option for women who are less than 6 
months postpartum, who are 
exclusively breastfeeding, and whose 
periods have not yet returned 

• An AYP woman with the following may want to consider other 
contraceptive methods than LAM: 

o AYPLHIV (newly infected or has advanced disease) not taking 
ARVs and/ or with detectable viral load because of risk of 
transmission to the baby; this method is also not suitable if not fully 
breastfeeding 

o Certain medications (mood-altering drugs, reserpine, ergotamine, 
anti-metabolites, cyclosporine, high dose corticosteroids, 
bromocriptine, radioactive drugs, lithium, and certain 
anticoagulants) 

o A new-born with a condition that makes it difficult to breastfeed 
such as cleft lip and cleft palate 

• Any clients practicing LAM should 
be advised to use condoms for dual 
protection 

Surgical 
methods 

• Surgical methods include for example 
male and female sterilisation 

• These permanent methods are not usually recommended for AYP, 
who may change their mind about wanting to have children in the 
future 

• Some AYP may request sterilisation, 
in which case counselling should be 
provided and all options explored. 
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8.2 Unplanned pregnancies 

 

ADOLESCENT PREGNANCY carries higher risks of maternal complications for the adolescent 
mother (age 10-19 years) compared to women aged 20-24 years. Babies of adolescent 
mothers also face higher risks of low birth weight, pre-term delivery and severe neonatal 
conditions. 
Complications for adolescent mothers Complications for babies of adolescent 

mothers 
Maternal death Infant death 
Higher rates of preeclampsia Pre-term birth 
Higher rates of instrumental deliveries (i.e., 
forceps, vacuum extraction) 

Low birth weight 

Obstetric fistulae Foetal growth restriction 
Puerperal endometritis Risk of having health disorders 
Systemic infection Risk of having cognitive disorders 
Higher rates of postpartum depression 
Complications associated with unsafe 
abortion 
Spontaneous abortion 
Anaemia 

 

  

Important Terminology Definition 

1. Child marriage 
Any marriage in which at least one person is younger than 18 
years. 

2. Unintended pregnancy 

A pregnancy that is either unwanted, such as a pregnancy 
occurring when no children or no more children are desired. 
Or a pregnancy is mistimed, such as a pregnancy occurred 
earlier than desired. 

3. Termination of 
pregnancy (or abortion) 

Defined by a loss of pregnancy due to the premature exit of 
the products of conception (the foetus, foetal membranes, 
and placenta) from the uterus to any cause. A termination of 
pregnancy occurs spontaneously (termed a miscarriage) or 
may be medically induced with medicine or surgery. 

4. Unsafe termination of 
pregnancy 

A procedure for terminating an unwanted or unplanned 
pregnancy either by persons lacking the necessary skills or in 
an environment lacking minimal medical standards or both. 

5. Safe termination of 
pregnancy 

A procedure carried out with a method that is recommended 
by WHO and that is appropriate to the pregnancy duration, 
and when the person carrying out the abortion has the 
necessary skills. Such abortions can be done using tablets 
(medical abortion) or a simple outpatient procedure. 
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PREVENTION STRATEGIES OF EARLY PREGNANCY IN AYP: 

 

  

FACTORS DRIVING PREGNANCY AMONG AYP 

1. Early sexual debut (having sexual intercourse for the first time at or before 14 years) 
makes adolescents more susceptible to having multiple sexual partners, unprotected sex, 
and risk for STIs including HIV. 

2. Low rates of contraception use by adolescents are often due to a lack of access, poor 
education and/or the need of a parent or partner’s consent. 

3. Child marriage is a complex issue, and is rooted deeply in gender inequality, tradition, and 
poverty. The practice is most common in rural and impoverished areas, where prospects 
for girls can be limited.  

4. Gender norms mean there are social expectations and attitudes towards marriage and 
fertility. For example, expectations around girls marrying young, and requiring proof of 
fertility (i.e., pregnancy) before unions are formalized. 

5. Lack of knowledge about sex and family planning, i.e., effective sexuality education, is 
lacking in many countries.  

6. Education is a major protective factor for early pregnancy, with more years of schooling, 
meaning fewer early pregnancies. Birth rates among women with low education are 
higher than for those with secondary or tertiary education. 

7. Right to access safe, effective, affordable, and acceptable methods of fertility regulation 
and pregnancy and childbirth services is not always upheld. Many countries have laws 
that prohibit people less than 18 years of age from accessing sexual and reproductive 
health services without parent, caregiver or spousal consented. Even health providers 
themselves sometimes show reluctancy to provide birth control to adolescents.  
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Case Study Scenario – consider the following case study scenario and answer the 
questions that follow. 

Part 1: Mary is 15 years old. She comes to your health facility after school complaining about 
having a headache. When taking the medical history, Mary mentions she did not see her 
menses for the last 2 or 3 months. You ask her if she can be pregnant. She looks very anxious 
and starts to cry. 

What are your thoughts about what is happening with Mary?  

Part 2: After several minutes, you manage to make Mary feel comfortable and she starts to 
tell her story. Mary is the older sister of 5 siblings. She goes to school and helps her mother 
at home. The father works in the nearest city and comes home once a month. He is very 
strict, and he does not allow her to go out. Four months ago, Mary met her best friends’ 
cousin who is 10 years older than her. She slept with him just one time and he has since left 
the village. She did not know that she could get pregnant the first time. Since then, she has 
not seen her menses. She starts crying again saying that her father is going to kill her. 

What factors do you think have contributed to Mary´s pregnancy? 
How should you talk to your patient? What are the options for Mary? 

How should you counsel Mary about her options? 

Part 3: Mary seems calmer after you explain to her the various options she has. But she still 
does not know what to do next, and she tells you that she is going to think about it. She asks 
if she needs to know or do anything else about her condition. 

What are the risks and recommendations associated with her pregnancy? 

How do you counsel her about her risks, recommendations, and next steps? 

Part 4: Two days later, Mary comes to your health facility. She looks for you, but is attended 
to by another health provider, and as a result, is reluctant to speak. Your colleague says she 
does not have the whole day and there are lot of patients waiting. Mary says she wants to 
get an abortion and your colleague replies loudly that she needs to wait until all patients have 
gone, she is very busy, and she is fed up with children who have sex and do not take 
responsibility for their actions. Mary starts crying and runs away. 

What do you think about your colleagues’ behaviour? 

What can you do in your health facility to avoid this situation? 

TERMINATION OF PREGNANCY (TOP) AMONG AYP 

Adolescent and young girls use 
unsafe ToP because they 
experience: 

• An unmet need for family planning 
• Contraceptive failure 
• Lack of information about contraception 
• Restricted access to safe abortion services 

Critical barriers to accessing safe 
terminations include: 

• Poor availability of services 
• Stigma 
• Objection of health providers 
• Unnecessary requirements such as mandatory waiting 

periods, mandatory counselling, provision of misleading 
information, third-party authorization and medically 
unnecessary test that delay care. 
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ACCESS TO SAFE TOP CARE, POST-TOP CARE AND CONTRACEPTION: The health 
provider can play a key role in supporting adolescent and young girls by offering 

Information about her physical condition: 
• Provide reassurance about her physical condition 
• Answer questions about her physical condition 

Information about procedures and examination depending on how many weeks of 
pregnancy: 

• If appropriate, explain how the pelvic examination will be done: who will do the procedure 
and explain what is happening during each step of procedure 

• Encourage the adolescent to be relaxed when the speculum is inserted 
• Provide details of the whole procedure and abortion medication 
• Inform about possible major and minor complications 
• Explain the results of examination and tests in simple language 
• Explain what she will feel 
• Explain the effect of any pain control medication given 

Information on post-ToP care, signs of normal recovery and symptoms of complications: 
• Explain warning signs of possible complications (fever, bleeding more than 2 weeks, foul-

smelling) 
• Instruct the patient not to put anything in her vagina and not to have sex until 3 days after 

bleeding stops 
• Give iron supplement 
• If appropriate arrange a post-procedure check-up 

Information about post-abortion contraception: 
• Explain availability of safe and effective methods 
• Explain where to obtain contraceptive methods; ideally given at the time of post-ToP care 

 

PREVENTION OF UNSAFE TOP 

To prevent unsafe abortions, we need to work better with and for both those AYP who are 
not pregnant, as well as those who are already pregnant: 
• An AYP who is not pregnant needs to be informed of all the family planning options that are 

available to them 
• They need to be aware of how they work, and pros and cons of each, so that they can identify a 

contraceptive method(s) that works best for them 
• Identifying which family planning or contraceptive method is best suited to the AYP and their 

lifestyle decreases the risk of contraceptive failure 
 

If an AYP does fall pregnant and/or is pregnant, you need to ensure you counsel fully: 
• Be upfront about the risks of unsafe abortion 
• Provide psychosocial counselling 

 

Where possible, enable AYP to obtain safe ToP services by informing them about and 
referring them to: 
• Where safe ToP services that are legally available 
• Where and under which circumstances these services can be obtained legally 
• Where post-ToP care is provided as a life-saving medical intervention, regardless of whether the 

abortion or attempted abortion was legal or not 
• Where AYP who have had ToP, obtain post-abortion contraceptive information and services, 

regardless of whether the abortion was legal or not 
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8.3 GBV and sexual abuse as a reproductive health issue 

GBV is a violation of human rights and can be directed to any gender, however, it 

disproportionately effects women and girls. 

 

 
 

 

Factors contributing to why women and girls are disproportionately more 
vulnerable to violence: 

Factors that make men more 
likely to perpetrate violence 
against women 

• Limited educational opportunities 

• History of child abuse 

• Exposure to domestic violence against their mothers 

• Misuse of alcohol 

• Attitudes that accept the use of violence 

• Sense of entitlement over women 

Factors that make women 
more likely to experience 
violence 

• Limited educational opportunities 

• History of child abuse 

• Exposure to domestic violence against their mothers 

• Low status, rigid gender roles and an imbalance of power in 
intimate relationships 

FORMS OF GBV 

Intimate partner violence is behaviour by a partner or ex-partner that causes harm, that could be 
psychological or physical (including sexual) abuse, aggression, or coercion. 

Sexual violence is any (attempt to perform a) sexual act using coercion by any person in any setting. It 
includes rape, attempted rape, sexual assault, sexual exploitation, and sexual abuse.  
Rape is defined as the forced or coerced penetration of the vagina or anus with any body part or object.  

Attempted rape is defined as an unsuccessful attempt of rape. 

Sexual assault is an act which a person intentionally sexually touches another person without that person´s consent 
or coerces or physically forces a person to engage in a sexual act against their will. 

Sexual exploitation is defined as an actual or attempted abuse of a position of vulnerability, power, or trust, for 
sexual purposes, including, but not limited to, profiting monetarily, socially, or politically from the sexual exploitation 
of another. 

Sexual abuse is an actual or threatened physical intrusion of a sexual nature, whether by force or under unequal or 
coercive condition.  

Domestic violence or domestic abuse or battering refers to pattern of behaviour which involves violence 
or other abuse by one person against another in a domestic setting, by a partner, children, or family 
member. 

Other forms of GBV include feticide and infanticide (destruction or abortion of a foetus and intentional 
killing of infants), honour crimes, early marriages and forced marriages, sexual harassment and 
intimidation at work, schools and elsewhere, trafficking of any adolescent or young person, especially 
girls and women, sexual abuse of children in the household, slavery, prenatal sex selection. 
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THE ROLE OF THE HEALTH PROVIDER in GBV is to provide care and support services 

to AYP who are experiencing violence: 

• It is important to ask direct questions and provide first line support to any AYP 

you suspect may be at risk of, or experiencing, any form of GBV, providing 

practical care and responding to the victim’s emotional, physical, safety, and 

support needs, without intruding on their privacy. 

• The LIVES approach (Listen, Inquire, Validate, Enhance safety and Support) can 

be used to ensure that psychological first aid is provided to help people who 

have been through upsetting or stressful events, including being subjected to 

violence. 

The FIVE tasks of first line support – The LIVES Approach 

Listen Listen to the person closely, with 
empathy and without judging. 

Be patient and calm; acknowledge how they are feeling; 
encourage them to keep talking; allow for silence; stay 
focused on their experience and on offering support; 
acknowledge what they want and respect their wishes. 

Inquire 

Inquire about needs and concerns: 
assess and respond to their various 
needs and concerns-emotional, 
physical, social, and practical. 

Invite them to speak; use open questions; check your 
understanding; reflect their feelings; explore as needed, if 
you do not understand; help them to identify and express 
their needs and concerns; sum up what they have expressed. 

Validate 
Show them that you understand 
and believe them. Assure them that 
they are not to blame. 

Things that you can say 

• It is okay to talk; You are not to blame; No one 
deserves to be hit. etc. 

Enhance 
safety 

Discuss a plan to protect them 
from further harm if violence 
occurs again. 

Questions to assess immediate risk: 

• Has the violence happened more often or gotten 
worse over the past 6 months? 

• Have they ever used a weapon or threatened you 
with a weapon? 

• Have they ever tried to strangle you? 

Support 
Support them by helping to 
connect them to information, 
services, and social support.  

Help them to identify and consider their options, and what is 
most important to them; use and update a referral directory; 
discuss their social support – they may prefer to rely on their 
informal network; connect them to resources through warm 
referrals. 

CONSEQUENCES OF GBV 

Physical Psychological Socioeconomic 

• Injuries 
• Unintended pregnancies 
• (Unsafe) abortions  
• STIs 
• HIV 
• Gynaecological problems 
• Those who suffered IPV: 

miscarriages, stillbirth, preterm 
delivery 

• Depression 
• Post-traumatic stress disorders 
• Anxiety disorders 
• Sleeping or eating problems 
• Substance misuse or abuse 
• Suicide or suicide attempts 
• Risky behaviours (heavy 

drinking and smoking, 
unprotected sex) 

• Isolation 
• Retreat from regular activities 

that keep them connected to 
the community or society 

• Sometimes unable to work and 
provide for their families 
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Additional care for physical and mental health after sexual assault  

 

SUMMARY: 
• The main factors that contribute to pregnancy in adolescent and young girls include early 

sexual debut, low use of contraception, child marriage, gender norms, lack of knowledge 
about sex and family planning, poor education, and lack of access to appropriate 
contraceptive services. 

• Barriers to accessing safe ToP include restrictive laws, poor availability of services, stigma, 
objection of health providers and unnecessary requirements. 

• The health provider´s role in safe ToP service should include assessment of gestational age 
to guide the treatment, management of ToP based on gestational age and possible 
complications, provision of post-ToP contraception and provision of pre- and post-ToP 
counselling. 

• Prevention strategies of early pregnancies include reducing the child marriage, improving the 
coverage of sexuality education, increasing use of contraception, and reducing coerced sex. 

• GBV, also referred to as violence against all genders, especially women and girls, is one of the 
major public health issues when it comes to gender. GBV is a violation of human rights. 

• GBV can have immense physical, sexual, psychological, and socio-economic consequences 
and AYP. 

• Health providers play an important role in addressing the physical injuries of GBV victims and 
supporting their psychosocial and mental health needs. 

• Health providers need to identify and refer victims to local support services when they are 
unable to provide the necessary psychosocial or mental health support. 

• The LIVES approach (Listen, Inquire, Validate, Enhance safety, and Support is based on 
psychological first aid, and is used to help people who have been through various upsetting 
or stressful events, including being subjected to violence. 

• Health providers play an important role in offering both psychosocial and physical support. 
 

Useful links 

• UNESCO (2018). International technical guidance on sexuality education. An evidence informed 

approach. Education 2030. 

• WHO. Sexually transmitted infections 2016-2021. Towards ending STIs.  

• WHO (2001). Guidelines for the management of sexually transmitted infections.  

• WHO (2022) Global Sexually Transmitted Infections Programme.  

If the person comes within 5 days after sexual assault, in addition to the LIVES steps in first line 
response, the following steps should be taken to support their physical health: 

• First Listen, Inquire, Validate  
• Take a history and conduct the examination  
• Treat any physical injuries 
• Provide emergency contraception 
• Prevent STIs 
• Prevent HIV 
• Then Enhance Safety and arrange Support 
• Follow-up after sexual assault should take place at 2 weeks, 1 month, 3 months and 6 months after the 

assault 
After a sexual assault, basic psychological support may be sufficient for the first 1 – 3 months, at the 
same time monitoring them for severe mental health problems. The following steps should also be 
taken: 

• Offer first line support (LIVES) at each meeting 
• Explain that they are likely to feel better with time 
• Help strengthen their positive coping methods 
• Explore the availability of social support 
• Teach and demonstrate stress reduction exercises 
• Make regular follow-up appointment for further support 

https://www.unaids.org/sites/default/files/media_asset/ITGSE_en.pdf
https://www.unaids.org/sites/default/files/media_asset/ITGSE_en.pdf
https://apps.who.int/iris/bitstream/handle/10665/246296/WHO-RHR-16.09-eng.pdf
https://www.who.int/publications/i/item/9789240024168
https://www.who.int/teams/global-hiv-hepatitis-and-stis-programmes/stis/overview
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MODULE 9 Delivering integrated SRH and HIV 

services 

Introduction and background 

Evaluations have shown that the integration of SRHR and HIV services at a broader 

healthcare context improves access to, and uptake of these services. Integration can 

also help to improve the quality of care and increase efficiency (time and resources 

required to provide the services). This module covers these elements of integrated 

services, and also looks at integration from the angle of referrals. 

9.1 What is sexual and reproductive health? 

SEXUAL AND REPRODUCTIVE HEALTH: 

• Are encompassed under sexuality which is central to human beings and includes 

gender identification and roles, sexual orientation, eroticism, sexual pleasure, 

intimacy, and reproduction 

• Influences thoughts, feelings, interactions, and actions, and it motivates us to 

find sexual pleasure, love and intimacy 

• Is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, 

values, behaviours, practices, roles, and relationships. 

SEXUAL AND REPRODUCTIVE HEALTH PROGRAMMES have five major 

components: 

• Maternal, newborn, and child health (MNCH) 

• Family planning 

• Prevention and management of unsafe abortion (abortion care) 

• Management of reproductive tract infections (RTIs) and STIs, including 

HIV/AIDS 

• Promotion of sexual health 

Learning objectives: 

✓ Understand why SRHR/HIV integration is important. 
✓ Understand the different models of SRHR/HIV integration service delivery. 
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Linkage 
The connection between services that use different methods and/or 
approaches, but when linked together, are complementary and generate 
synergy. 

Integration 
Clearly defined, joint implementation processes in different services that 
converge at different levels acting to enhance outcomes. 

Integration and linking of SRHR and HIV in policies, programmes and services can improve 
health outcomes for AYP because: 

• SRHR and HIV are strongly interrelated 
• Most HIV infections are sexually transmitted or transmitted through pregnancy, 

childbirth, or breastfeeding 
• The risk of HIV transmission and acquisition can be further increased by the presence 

of certain STIs 
• SRHR and HIV interventions are both focussed on behavioural change and addressing 

high-risk behaviour and vulnerability 
 

A framework for priority linkages 

 
Source: adapted from WHO (2005), ‘Sexual and reproductive health and HIV/AIDS: a framework for priority linkages’. 

 
APPROACHES TO SERVICE INTEGRATION 

One-stop shop 
Provision of comprehensive and integrated services, such as drop-in centres or 
clinics that offer HIV services (HCT, prevention, care, and treatment) with SRH 
services (FP, STI, EMTCT), maternal neonatal child health (MNCH), safe abortion. 

Outreaches and 
referrals 

An HIV service provides information and referrals for SRH services and similarly 
an SRH outreach provides HIV services. 

Physical and 
functional 
integration 

Physical and functional integration of services, including:  

• Different SRHR and HIV services provided in the same room 
• Same health provider providing both SRHR and HIV services 
• Same health facility providing both SRHR and HIV services but in different 

rooms 
• Same health provider providing both SRHR and HIV services but in different 

rooms or at different times 
• A combination of both SRHR and HIV services received in one visit 
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MAKING INTEGRATION OF SRHR/HIV SERVICES WORK FOR AYP(LHIV): 
• Conduct whole-site training: the whole health facility site should be included i.e., 

clinical, and non-clinical staff (receptionists, security guard), so that anyone 
approaching the facility is able to provide friendly and non-judgemental directions to 
different services within the health facility. 

• Retrain and mentor health providers in SRHR/HIV care, treatment, and support for 
AYP(LHIV). 

• Reorganise services and resources, e.g., client flow, service protocols, equipment etc. 
• Meaningfully involve AYP in service delivery e.g., as peer supporters to ease navigation 

of services. 
• Appoint a focal person to oversee AYP activities at the health facility. 
• Compile a list of services (healthcare, charities, non-profit organisations) and facilities 

for referral in the form of a referral directory. 
• Partner with other health facilities, schools, youth clubs etc for referral linkages. 
• Ensure a good follow-up system in order to track clients referred elsewhere for 

services. 
 

 

Case Study Scenario – consider the following case study scenario and think about 
the opportunities for linkages between SRHR/HIV services. What would be 
needed to prepare the health facility where you work to integrate and link these 
services? 

1. Ayo is a health provider who works at an HIV clinic. He is very motivated to integrate 
SRHR services, to make these services more accessible for his clients. He decided to 
open a new room in his clinic where he provides family planning counselling and 
counselling on safer sex, including the promotion of dual protection. He extends the 
clinic opening hours each Monday and Wednesday from 5 to 7 pm and promotes the 
new counselling options among his patients and the broader community.  

The case study of Ayo is an example of: 

a. One-stop shop 
b. Outreach and referral  
c. Physical and functional integration  

d. Advocacy  

2. Ayo has opened the new room in his clinic where he is offering family planning 
counselling, and counselling on safer sex, and continues to provide HIV services at the 
clinic. Since he has opened the room for counselling, there has been a high demand from 
his clients for STI identification and treatment. He currently has no training, nor the 
necessary skilled personnel or materials on this. However, there is an STI clinic 5km 
away.  

What would work best in ensuring his clients get what they need 

a. Expanding the clinic to make it a one-stop shop  
b. Establishing a referral system and referring clients to the STI clinic 

c. Training personnel and acquiring the necessary materials for physical and functional 
integration  
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9.2 Management of referrals for integrated SRH and HIV service delivery 

Referrals provide a continuum of care for adolescents living with HIV  

 

 
 
 

Source: Adapted from FHI Institute for HIV/AIDS (2005), ‘General HIV/AIDS Programming’. 

 
DIFFERENT TYPES OF REFERRALS ENSURE A CONTINUUM OF CARE IS PROVIDED 

Intra-facility referral 
Referral of a client/patient for a service within the same 
health facility 

Inter-facility referral 
Referral of a client/patient for a service to a health 
facility different from the one referring 

Health facility-community referral 
Referral of a clients/ patient from the health facility to 
community-based service delivery point e.g., CBOs 

Community-health facility referral 
Referral of a client/patient from the community to the 
health facility 

 

Important Terminology Definition 

1. Referral 

This is defined as the process through which a client is moved or 
moves through the continuum of treatment, care, and support. It 
is the process of directing a client to another service provider for 
appropriate/additional services or treatment. 

2. Referral; system 
The dynamic process of links for an individual seeking care and 
support to a variety of services. 
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DIFFERENT TYPES OF REFERRAL TOOLS 

Referral directories 
Directories that document all the services within the locality which 
could include clinical, psychosocial, economic, and judicial systems 

Referral/ linkage forms 
Referral notes filled in triplicate to allow feedback to source of 
referral 

Referral register 
Register where records are kept of referrals in and out of the health 
facility 

Other systems 
The use of peer supporters to escort adolescents as they navigate 
thru the health facility 

 
Guidance for establishing a successful referral or linkage system for AYP(LHIV) 

AYP peer supporters 
Select and train AYP peer supporters for the facility to help 
navigate services (the number is dependent on patient load). 

Referral list 
Create a list or referral directory of SRH and HIV care and support 
services and pin up at relevant service points in your facility, 
including the waiting areas. 

Client flow Ensure a clear client flow to reduce waiting times. 

Follow-up 
Follow-up with clients who have been referred to you and/or you 
have referred to other health facilities to establish and ensure 
successful linkage.  

Linking and 
integrating 

Try to strengthen linkages with referrals to services outside your 
health facility and strengthen integration by offering additional 
services within your health facility. 

Community-based 
services 

Strengthen linkages with community-based services. including 
home-based care and psychological support groups. 

Tools 
Introduce mechanisms and tools for effective referrals e.g. referral 
letter templates capturing key information, contact details, referral 
register. 

Psychosocial 
interventions Refer for other social support as needed. 

OVC 
Develop concrete linkages with orphans and vulnerable children 
(OVC) programmes.  

 

Health system referral networks 

• Referral networks are designed to move clients ‘up’ through a pyramid-shaped 

structure, with the entry points at the base of the pyramid through primary care 

clinics, or a community-based worker 

• A referral helps provide a continuum of care 

• It has a meaningful purpose for promoting a client's well-being and is not a way to 

pass a problem along 
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STEPS INVOLVED IN LINKING A NEWLY DIAGNOSED AYPLHIV 
TO TREATMENT AND CARE SERVICES: 

1. Provide adolescent/caregiver with adequate information about HIV care and 
treatment services available. 

2. Provide the client with a number of facilities to choose from as his/her preferred 
choice. 

3. Discuss the pros and cons for each option for the client to make an informed decision. 
Remember the journey to good treatment adherence starts with proper and 
appropriate linkage to care. 

4. After the client has chosen the facility, write on the referral/ linkage form, HTC client 
result slip and appropriate registers. 

5. Remember to record the clients’ contact information on the triplicate referral form for 
easy tracking and follow up. 

6. Record in the register where the client has been referred. 
7. Tell the client the exact location of the care clinic in the facility of referral. 
8. If the client prefers to receive care from your facility, escort him/her to the care clinic 

and hand over to the service provider in the care clinic. 
9. If clients prefer to receive care at a different health facility from yours, call the 

receiving health facility where possible to establish if the client reached the facility. 
Clients are welcome back for any other services available. 

10. Use your data on linkage to identify challenges and apply quality improvement (QI) 
principles to improve linkage to care. 

 

SUMMARY: 
• The integration of SRHR and HIV services improves access to and uptake of services, whilst 

also improving the quality of care. 
• Three common approaches to service integration are: 1) one-stop shop, 2) outreach and 

referrals and 3) physical and functional integration. 
• A successful referral has benefits for the clients, in that it moves clients through the 

continuum of care to another service provider, ensuring they receive additional and/or 
appropriate services or treatment. 

 

Useful links 

• ANECCA (2018).Pocket guide on counselling and psychosocial care for children and adolescents living 

with and affected by HIV in Africa. 

• ICAP (2012). Adolescent HIV care and treatment. A training curriculum for health workers. Participant 

manual. 

• REPSSI (2008). Mainstreaming Psychosocial Care and Support. 

• WHO (2019). Adolescent-friendly health services for adolescents living with HIV: From theory to 

practice. 

• WHO (2021).Updated recommendations on Service Delivery for the treatment and care of people 

living with HIV. 

  

https://anecca.org/wp-content/uploads/2018/11/Anecca-Pocket-Guide-2018.pdf
https://anecca.org/wp-content/uploads/2018/11/Anecca-Pocket-Guide-2018.pdf
https://cquin.icap.columbia.edu/wp-content/uploads/2017/05/ICAP_CQUIN_Adolescent-HIV-Care-and-Treatment-Manual.pdf
https://cquin.icap.columbia.edu/wp-content/uploads/2017/05/ICAP_CQUIN_Adolescent-HIV-Care-and-Treatment-Manual.pdf
https://repssi.org/documents/publications/Mainstreaming_Psychosocial_Care_and_Support_through_Child_Participation.pdf
https://apps.who.int/iris/bitstream/handle/10665/329993/WHO-CDS-HIV-19.39-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/329993/WHO-CDS-HIV-19.39-eng.pdf
https://www.who.int/publications/i/item/9789240023581
https://www.who.int/publications/i/item/9789240023581
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MODULE 10 Monitoring, evaluation and learning, 

and quality improvement 

Introduction and background 

This final module builds on everything that has been covered in the preceding modules. 

It explores monitoring and evaluation (M&E) and quality improvement, and how these 

are critical processes to ensure quality and accessible SRHR/HIV services are provided 

to AYP. M&E and quality improvement are important concepts, and this module 

provides an introduction to these concepts. 

10.1 Monitoring, evaluation, and learning 

MONITORING: 

• Is the routine collection and tracking of key programme/ service data over 
time 

• Is used to track progress of a project/programme against pre-determined 
indicators 

• Helps identify problems early so that they can be corrected quickly 
• Purpose is to improve performance 

EVALUATION 

• Is the process of determining whether a project/programme is achieving what 
it set out to do, and whether it is making a difference 

• Is collected at pre-determined and specific times during interventions 
(annually, mid-term, end of project), and ultimately is used to promote 
accountability, inform decision-making and learning, as well as to improve 
performance 

• Involves interpreting data on the project/programme’s results and any 
changes or impact it has made over time 

INDICATORS 

• Are measures that are used to assess if a result has been achieved or what 
progress has been made 

• Usually describe observable changes or events which relate to the 
project/programme intervention 

• Provide evidence that something has happened 
• Are a tool to help you know whether your work is making a difference 
• Can be disaggregated into different age groups allowing for more meaningful 

interpretation of what progress has been made or whether a result has been 
achieved 

• Data should be collected and analysed using these age categories: 
• Ages 10-19 years (adolescence) 
• Ages 20-25 years (young people) 

Learning objectives: 

✓ Explain the concepts and importance of monitoring and evaluation of AYP 
SRH and HIV care services. 

✓ Apply QI initiatives using your data to improve and maintain recommended 
standards of care for AYPLHIV. 
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TYPES OF INDICATORS 

Quantitative indicators 
Qualitative indicators tell us whether the activities and actions we have planned are happening as 
intended. These types of indicators will help you monitor whether you are doing what you planned 
but do not give us an idea of the effect that is brought about by these outputs. That is why it is 
important to monitor both the implementation of our actions and the changes that we think are being 
produced as a result – positive or negative, intended, or unintended. Quantitative indicators can be 
expressed in several ways, depending on the data involved and its use. These can include whole 
numbers, decimals, ratios, fractions, and percentages. 
Examples of quantitative indicators can be:  
• The number of people attending a training 
• Rates of HIV infection 

Qualitative indicators 
These indicators are usually indicators of change. Qualitative indicators are expressed as either 
independent statements or as relative terms such as “good,” “better,” and “best.” 
Examples of qualitative indicators are as follows:  
• Ease of access to a facility 
• Level of satisfaction with services received 

Output indicators 
Refer to indicators to measure whether planned activities took place and were delivered to the target 
groups. 
Examples of output indicators are as follows:  
• Number of peer supporters who received training 
• Number of adolescents and young people who received HCT 

Outcome indicators 
Measure whether the project/ programme is achieving the expected effects/behaviour changes 
resulting from the project/programme outputs. As outcome indicators measure the changes that 
occur over time, indicators should be measured at least at baseline (before the project/programme 
begins) and at the end of the project/ programme. 
Examples of outcome indicators are as follows:  
• Number of AYP benefiting from improved quality SRHR services 
• Number of improved SRHR/HIV services and commodities available for AYP 

 
CHARACTERISTICS OF A GOOD INDICATOR: 

Specific: Well-defined, clear, and unambiguous. 

Measurable: With specific criteria that measure your progress toward reaching your goal. 

Achievable: Attainable and not impossible to achieve given the available resources and 
time. 

Realistic: Within reach, realistic, and relevant to your project/programme. 

Timebound: With a clearly defined timeline, including a starting date and a target date. 
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MONITORING AND EVALUATION OF SRHR/ HIV SERVICES: 

• Is an ongoing, continuous process that informs planning and implementation of 
changes to improve the delivery of SRHR/HIV care and treatment service for AYP. 

• Assesses whether the services provided are meeting the determined targets. 
• Ensures that the planned results are achieved. 
• Identifies problem areas in the implementation of HIV care and treatment services 

and based on this, devises ways for improvement. 
• Tracks accountability for resources received and used for SRHR and HIV services for 

AYP. 
• Uses collected data as a basis for generating new knowledge and supporting learning 

(through lessons learned). 
• Enables the sharing and discussion of data as a basis for shared understanding and 

motivating all health providers. 
• Develops advocacy campaigns and messages which can be used to mobilise 

resources and/or motivate for policy changes. 
• Motivates for the replication, scale up or continuation of project/programmes. 

 

A Continuous Process of Monitoring and Evaluation (M&E) 
 

 

Indicators are calculated using routinely 
collected data elements, which are 
recorded in registers and summarized on 
monthly summary forms. 

Key staff review their facility’s monthly 
report to ensure that activities will meet 
targets and goals.  

Service or programme successes and 
weaknesses, along with a monthly data 
summary, should be reviewed at 
multidisciplinary team meetings to initiate 
discussion on how weaknesses will be 
addressed. Source: Adapted from ICAP (2007), ‘Clinical systems mentorship: The 

ICAP guide to site support’. 

 

REPORTING: 

• The spoken or written account of what has transpired, has been done or achieved 

to those who have an interest or influence a project/programme. 

• Uses the outcomes of the evaluation and is done routinely based on the programme 

or activities being implemented. 

  

Measure

Analyse
Design and 
prioritise 

interventions

Implement
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10.2 Quality improvement 
 

Quality improvement is the difference between actual performance and the desired 

state as per set standards: 

• Quality means doing right things at the right time in a right place and meeting the 

patient/client’s needs and reasonable expectations. 

• Ensuring high quality, integrated care for all patients should be the goal of everyone 

involved in delivering healthcare. A quality improvement plan (QIP) can support this. 

• Doing “right things” means to use effective interventions that meet AYP’s needs. 

• Doing “things right” entails managing work processes so that the work is organised in a way 

that works correctly, efficiently, and on time. 

 
 
  

Effective monitoring and evaluation systems require record keeping that is: 

ACCURATE: 
In other words, correct and true. So, if a client’s CD4 count is 401, make sure 
that “401” is entered correctly in the appropriate cell, along with his or her 
identifying code or name. 

RELIABLE: 
Completed the same way every time (for example, recording the adolescent’s 
age in years and months at every visit). 

STANDARDISED: 
Recorded using the same tools (for example, using the same registers, 
abbreviations, formulas, and definitions) in every clinic across the district or 
country. 

RECORDED: Recorded following established guidelines. 

Important Terminology Definition 

1. Quality 
improvement 

An approach to improve service systems and processes. It is 
based on routine use of health and programme data to meet 
client and programme needs. 

2. Baseline 
The relevant sources of information related to your facility, your 
clients and the challenge that enables you to verify the size of 
the problem the health facility is facing. 

Developing a QIP outlines how health facilities will improve the quality of care they provide to 
their clients. 

Client focus 
Services should be designed to meet the needs and the expectations of 
AYP. 

Focus on systems and 
processes 

Providers must understand the service system and its key service 
processes to improve service delivery to AYP. 

Use of data 
Data are used to analyse processes, identify problems, and to determine 
whether the changes have resulted in improvement. 

Teamwork 
Improvement is achieved through a team approach to problem-solving 
and quality improvement. 
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The framework for quality improvement should ideally address both the content 
of care (what is done) and the process of care (how it is done) 

 
 
 
 
 

 
 
 
 

Quality SRHR/ HIV services for AYP that increase the likelihood of preferred or desired 
health outcomes are: 

• Safe 
• Effective 
• Patient-centred 
• Efficient 
• Timely 
• Equitable 
• Accessible 
• Continuous with other services 
• Provided with technical competence 
• Provided in physical infrastructure and comfort 
• Provided with the necessary interpersonal relations 
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DEVELOPING A QUALITY IMPROVEMENT PLAN (QIP) 

STEP 1: Identify service delivery challenges (What is the problem you want to address?) 

1.1 Create a problem tree: 
This is an overview of all the known causes and effects (consequences) to the identified 
problem. The QIP should select just one specific problem to address (key priority area/ 
core problem). To help you create the QIP, it is useful to look at the current challenges 
you face (the root causes and effects). 

1.2 Explore root causes and effects: 
Place the key priority area at the centre of the tree as your core problem.  
List the direct root causes below this problem (written in negative terms). 
List the direct effects above the problem (written in negative terms). 

1.3 Create a solution tree: 
Reverse these statements to the positive to create a solution tree. 

1.4 Establish the baseline: 
Review relevant source information related to your facility, the clients, or the problem 
itself to establish the current status of the problem (the starting point). This is done 
before you begin implementing the QIP and it allows you to measure progress. The 
baseline value may be a number or a percentage. 

STEP 2: Develop key activities that will address the key priority area/ core problem. 

2.1 Construct the QIP aim: 
The aim should follow the smart principles (simple, measurable, accurate, realistic and 
timebound) of goal setting. The aim should state whether you are improving/increasing 
a positive outcome or decreasing a negative one, from the baseline point to the goal you 
wish to reach. Remember to be realistic based on your baseline. 

2.2 Identify the most important activities: 
There are many root causes to the key priority area and any number of activities to 
address this problem. However, it is important to select the activities that will have the 
greatest impact on the solving the problem. 

2.3 Develop an implementation strategy: 
This involves identifying what you plan to do (and who will do it) in order to improve a 
service and/or implement a new service. If carefully planned, implemented, and tracked 
adequately, the QIP should result in a positive shift of statistics over time, moving toward 
the quality improvement aim. 

STEP 3: Monitor implementation (for reflection and evidence of success) 

3.1 Track your implementation steps/activities: 
For each of the QIP activities, it is important to identify what information will to be 
collected, where the information will come from and how it will be collected. Where 
possible, use existing information that is routinely collected by the facility. Tracking the 
activities and reporting on progress ensures that the agreed QIP activities proceed 
according to plan.  

3.2 Track progress over time: 
Create simple data collection templates (tools) to help you track the necessary 
information over time. These M&E tools are important because they enable you to 
attribute the improvement in treatment outcomes (or decreases in negative treatment 
outcomes) to these activities. 
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SUMMARY: 
• Monitoring helps to look at progress in indicators and helps to know if the targets are being 

reached. 
• Evaluation examines the process in greater depth and helps to understand what the indicators 

are really saying. 
• Data is a basis for information. 
• Quality improvement is an approach to improve service systems and processes. It is based 

on routine use of health and programme data to meet client and programme needs. 
• Quality means doing the right things at the right time in a right place and meeting the 

patient/client’s needs and reasonable expectations. 
• Quality improvement has the biggest impact when both content of care (what is done) and 

processes of care (how it is done) are addressed at the same time. 

 

Useful links 

• Atlan (2018). What Is Monitoring and Evaluation? A Guide to the Basics. Humans of data. 

 

https://humansofdata.atlan.com/2018/07/what-is-monitoring-and-evaluation/
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ANNEXURE 1: MODEL ANSWERS 
Section 2: Course Modules 
MODULE 1 
1.2 Column sorting: 
1) Risky 
2) Risky 
3) Non risky 
4) Risky 
5) Non risky 
6) Non risky  
 
MODULE 2 
2.3 Quiz 
1) b 
2) e 
3) b 
4) a 
 
MODULE 5 
5.3 Quiz 
1) d 
2) a 
3) b 
4) a 
5) a 
 

 MODULE 6 
6.1 Matching columns 
1) no cure  
2) no cure  
3) curable  
4) no cure 
5) no cure 
6) curable 
7) curable 
8) curable 
 
MODULE 7 
7.4 Quiz 
1) F 
2) T 
3) F 
4) T 
5) F 
 
MODULE 9 
9.1 Case study 
1) c 
2) b 
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ANNEXURE 2: ACRONYMS 

AIDS Acquired Immunodeficiency Syndrome M&E Monitoring and Evaluation 

ART Antiretroviral Therapy (Treatment) MNCH 
Maternal, Neonatal (New-born) and Child 
Health 

AYFHS 
Adolescent and Youth Friendly Health 
Services 

MSM Men who have Sex with Men 

AYP Adolescents and Young People NG Neisseria Gonorrhoeae 

AYPLHIV 
Adolescents and Young People Living with 
HIV 

OI Opportunistic Infections 

C3 Clinic-Community Collaboration OVC Orphans and Vulnerable Children 

CBO Community-Based Organisation PATA Paediatric – Adolescent Treatment Africa 

CT Chlamydia Trachomatis PID Pelvic Inflammatory Disease 

COC Combined Oral Contraceptive PITC Provider Initiated Testing and Counselling 

DSD Differentiated Service Delivery PLHIV People Living with HIV 

ECP Emergency Contraceptive Pills PMTCT Prevention of Mother To Child Transmission 

EMTCT 
Elimination of Mother To Child 
Transmission 

POP Progestin only Oral contraceptive Pill 

FP Family Planning PrEP Pre-Exposure Prophylaxis 

GBV Gender-Based Violence PSS Psychosocial Services 

GPG Good Practice Guide Q&A Question and Answer 

HBV Hepatitis B Virus QI Quality Improvement 

HCT HIV Counselling and Testing QIP Quality Improvement Plan 

HEADSS 
Home environment, Education, Activity and 
routine, Drugs, Sex, Suicide and depression 

RTI Reproductive Tract Infections 

HIV Human Immunodeficiency Virus SMART 
Specific, Measurable, Achievable, Realistic, 
Timebound 

HP Health Provider SRH Sexual and Reproductive Health 

HPV Human Papillomavirus SRHR Sexual and Reproductive Health and Rights 

HRBA Human Rights Based Approach STI Sexually Transmitted Infection 

HSV Herpes Simplex Virus TGD Transgender and Gender Diverse 

HTC HIV Testing and Counselling TOP Termination of Pregnancy 

HTS HIV Testing Services TV Trichomonas Vaginalis 

IUCD Intra Uterine Contraceptive Device VL Viral Load 

IUD Intra Uterine Device WHA World Health Assembly 

LAM Lactational Amenorrhea Method WHO World Health Organization 

LGBTI 
Lesbian, Gay, Bisexual, Transgender, and 
Intersex 

WSW Women who have Sex with Women 

LIVES 
Listen, Inquire, Validate, Enhance safety, 
Support 
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