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Reaching adolescent girls with modern contraception is a global health prioAyolescents 360 (A360)

was afouryear 201@H nH NV X | {Pom YAt tA2Yy AYAGAFGABS G2 AYyON
for modern contraception in Nigeria, Ethiopiana TanzaniaThe program was efunded by the Bill &
aStAYyRI DIFiSa C2dzyRIGA2Y |yR GKS / KAfRNByQa Ly@Sa
Population Services International and the Society for Family Health Nigeria in collaboration with IDEO.org

and aher partners. A360 drew on six distinct disciplines, including huoeamered design (HCD) and
YSIYAY3AFdzA e2dzikK Sy3alF 3ISYSyidas G2 RS@OSt2L) F2dzNJ y2 0 S
in four locations: Ethiopia (Smart Start), Nigeria Bjds and Matasa Matan Arewa) and Tanzania (Kuwa

Mjanja). A second phase of the program began in 2020 and will run until 2025.

The program hypothesis was that this fusion of disciplines, including meaningful engagement of young

people in all phases of ¢ghprogram, would catalyze novel and successful approaches to adolescent sexual

and reproductive health (ASRH) that could be replicated around the world. The program was ambitious,
embarked upon with aminderstanding that while the approach would require ma@esources than was
WAAGFYRFNR LINIF OGAOSQs G(KS Ay@SaidyYSyid 62dzZ R LI & RACQ
modern contraception.

This report presents the findings from an independent evaluation of the A360 prograad worked in
collaboraion with the London School of Hygiene & Tropical Medicine (LSHTM) and Avenir Health to
independently evaluate and distil lessons from A360 through a process evaluation, an outcome
evaluation, and a costffectiveness analysis. The evaluation of A360 wasnissioned to:

1. Provide timely evaluation data to course correct the program during implementation as
necessary, and tmaximize the effectiveness and impact of efforts.

2. Assess the impact of the program in increasing contraception access and use amesgextol
girls by assessing populatitevel change in the modern contraceptive prevalence rate (NnCPR).

3. Provide a robust evidence base of what does and does not work to reach adolescent girls at scale
and costeffectively, and to what extent the programrisplicable.

Results from the A360 processd outcome evaluations present a mixed picture with regards to the
success of the prograni.he process evaluation found many examples where A360 was positively

received by program stakeholders and girls who accessed the program. It also provided insights into the
factors that helped A360 reach high numbers of girls (significantly more thédlynénticipated) in its

target geographies. In particular, it found that the program's aspirational engagement approach helped
contraception feel more relevant and valuable to girls, and enabled girls to access services in a context of
stigma through prueiding socially acceptable reasons to attend A360 events. The process evaluation also
identified some key gaps and challenges, sagladdressing social norms and the enabling environment

for girls; consistently engaging with key community influencerR B8 a & Ay 3 IANI aQ YA & 02y
service provider bias about contraception; and a greater focus on supporting girls to adopt a method as
compared to continued method use.
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Theoutcome evaluation detected varied findings across the four A360 geograp(i#isiopia, North
Nigeria, South Nigeria and Tanzania), with generally more impact associated with girls who were exposed
to the A360 solutionbut no impact on increasing the mCPR at a population level, except in Ethiopia.

Populationtlevel effects of A360 o mCPR

A populationlevel increase in mCPR was detected in Oromia, Ethiopia. An increase in mCPR was not
detected in the other three locations where the outcome evaluation was conductedOromia,

Ethiopia, there was a 5.1 percentageint increase in maR compared to baseline among respondents to

the outcome evaluation survey. In Nasarawa in Northern Nigeria and Ogun State in Southern Nigeria, the
outcome evaluation did not detect an effect of A360 on increasing mMCPR at population level. In llemela,
Tanzaia, a nine percentagpoint decrease in MCPR was detected at population level.

The effect of exposure to A360 on mCPR and intermediate outcomes

Exposure to the A360 solutions was associated with higher levels of modern contraception use in the
outcome evduation sites in three out of the four outcome evaluation geographigs.Oromia, Ethiopia

and llemela, Tanzania, girls exposed to the A360 solutions (Smart Start/Kuwa Mjanja) had twice the odds
of usinga method than girls who were not exposed. In Nasar&@tate in Northern Nigeria, girls exposed

to MMA had 1.5 times the odds of using a method than girls who were not exposed. In Ogun State in
Southern Nigeria, there was no difference in mCPR between girls who reported exposure to 9ja Girls and
girls who wee not exposed.

There was more of an effect on the intermediate outcomes among girls who were exposed to the A360
interventions than among girls who were not exposedihis suggests that A360 had more impact on girls
who were directly exposed to the program. In many ways, this triangulates with the findings from the
process evaluation. The process evaluation, which only surveyed girls who had participated in A360
activities and/or received services through A360 channels, identified many examples of positive outcomes
of A360. It also identified challenges faced by girls who were reached by A360.

Costeffectiveness analysis
Comparing the effect of A360 with its costs, 83 was not found to be coseffective in any of the study
geographiesln other words, the cosgffectiveness analysis findings suggest that the more costly HCD

design effort, and the interventions that resulted from that design effort, were not worthctists
incurred in relation to the size of health outcomes achieved (as measured by a change in mCPR).

Itad viii
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The effect of A360 on primary and intermediate
outcomes at a population level and among girls
exposed to the interventions

Outcome evaluation components
(A full description of each outcome can be found in Annex 1)

JALOABBII
GAARII

suaat staaT

Aeewn

ETHIOPIA: Oromia region (Smart Start) NIGERIA: Nasarawa state (MMA) NIGERIA: Ogun state (9ja Girls) TANZANIA: llemela district (Kuwa Mjanja)

Was there an effect at
population level?+

Was there an effect at
population level?*

Was there an effect at
population leve|?*

Was there an effect at
population level?*

Was there a greater
effect for girls exposed
to Kuwa Mjanja?®

Was there a greater
effect for girls exposed
to Smart Start?®

Was there a greater
effect for girls exposed
to MMA? ®

Was there a greater
effect for girls exposed

Adolescents use high-quality sexual and reproductive health products and services

mCPR (primary outcome) * * & * %
Proportion of modern contraceptive users using a LARC * % * —_
Use of modern contraceptive in past 12 months *

Age at first birth among girls who gave birth

Births in the last 12 months’

%%k

C -

Unmet need for modern contraception

Adolescent girls have access to appropriate high-quality sexual and reproductive

Awareness of contraceptive products

*

health information and services

* *

Awareness of where to obtain health services

Contraception positioned as relevant and valuable for adolescent girls

Future aspirations®’

* Ea * * E

=

Benefits of modern contraception (Benefit 1) * * % *% * ¥k k i
Benefits of modern contraception (Benefit 2)** C - ) C - ) C - ) C - ) é
Intention to use a modern method m * % ;
Supportive environment for adolescent girls to access services created
Attitudes towards the use of modern contraceptives * %k * m * RS i
Self-efficacy to use modern contraceptives m * k¥ i *
Descriptive norms*® ( - ) L - ) * % - ) L - ) g

i

Community acceptance?
Trust and credibility of family planning products

Misconceptions about modern contraceptives

*k (C

Disadvantages of modern contraceptives’”

C = C_ - C =

Strong evidence of effect, p<0.001

%3k
Evidence of effect, p<0.01

* *

=

Weak evidence of effect, p<0.05 Evidence of an effect contrary Not applicable

to the hypothesized

No evidence of effect Not possible to calculate

due to sparse data

!Measured at endline only. 2Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a better job and have a better life” with which the respondent agreed or disagreed. 3Assessed through the sentence “Using modern
contraception can allow a girl to achieve her life goals” with which the respondent agreed or disagreed. *In Northern and Southern Nigeria, effects were measured by assessing the difference between the change in outcomes over time in areas receiving A360 interventions compared with
the change in outcomes over time in comparison areas not receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were implemented. All analyses were adjusted to account for demographic
changes in populations over time and between intervention and comparison areas. *The effect among girls exposed compares outcomes for those self reporting exposure to A360 with those self-reporting no exposure to A360. ®Assessed through a 'descriptive norms index’ which asked three
questions related to norms around contraceptive use e.g. ‘How many unmarried/married girls aged 15-19 years in your community do you believe discuss using a method of contraception boyfriend or partner/husband or partner?' ’Outcome not measured at endline in Tanzania due to

COVID-19 adaptations to the questionnaire.
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Conclusions

¢KS 2dzi02YS S@I t dzl (i AspiratioatdzgHeSeicatalyticiciiahgé anlong adol@sient
girls was achieved in the study geography in Ethiopia, but not in Nerthor Soutlern Nigeria nor
Tanzania.

A360 hypothesS R G KI G OKI y3IS Ay !ocnQa AydSNYSkRkvaitS 2dzio
and valuable, building trust and credibilityfafnily planningand building a more supportive environment

for girls to access services) would lead to a catalytic change in adolescent contraceptive use (measured by
populationlevel increase inite MCPR), as a result of increased access to and use afualtity sexual

and reproductive health (SRpioducts and services.

Program monitoring data showed that A360 reached o\i3;871adolescent girls with modern

contraceptionfrom 2017to 202Q significantly exceedinghe overall program goal of 285,674 adopters

However, the outcome evaluation detected populati@vel mCPR change in only one of the four study
FNBFA&Y hNBYAF Ay 9QUGKAZ2LALIFI® ¢KAA& a&dza3iSchangeswerel G (K S
not realized in Nasarawa and Ogun States in Nigeria,Mwanza Region in Tanzania. However, there

was a positive association between girls who were exposed to A360 when compared to girls who were not
exposed for the primary outcome (mOPR&d for several of thintermediateoutcomes inOromia in
Ethiopia,Nasarawébtate in Nigeriandllemela in Tanzanidl his suggests that where tipgogram

reachedgirls it did in some caseschieve its intended effects.

The evaluation suggests thatwhf S | o ¢ HCDand adap8ve Enflementation added value to
program design and implementation, the approach did not succdagart from in Ethiopiajn
generating transformative solutions that translated into populatielevel change, and so did not pve
costeffective.

The process evaluation concluded that while components within the A360 solutions wetey and

large not new, A360 succeeded in conceptualizing and combining them in effective and innovative ways
through its use of HCD, meaningfuljlo engagement, incorporating insights from different disciplines,

and working adaptively. This led to a set of interventions that reached large numbers of gitteand
SEOSSRSR !locnQa | R2LIISNI (I NE Snipkerdentatigh apgfohtishe(pedt 1 NE
A360 integrate aspirational content that resonated with girls, communities and government stakeholders,
which attracted girls to events, built government bimy and allowed the program to operate in the

context of high legls of stigma. It also allowed the program to adapt in response to data and changing
contexts, which led to performance improvements over time, and helped A360 continue delivering

services in the context ofG/1D19.

Theoutcome evaluation findings suggebit despite thisthe A360approach wasargely not successful

in generating transformative solutions that translated into populatievel change, with the exception of
Ethiopia.As a result, A360 was not ceStF F SOU A @S ® | f (i K2 dzIokt sevem comiedimé’ S & A 3y
as much as its comparator, even without its substantially higher design effort, costs would have been

high. This is because A360 was a very peistamsive intervention, and implementation costs were

primarily driven by personnebsts.

Ultimately, although A360 succeeded in reaching a large number of girls with modern contraception in

often innovative ways, the evaluation canragfinitivelyconclude that A360 revolutionizedlSRH
programming in the way it was initially designediim

Itad X
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Recommendations

Recommendations are primarily focused on supporting learning across the broader sector working on
ASRH programming. However, as many of these recommendations implyofifacend balancing donor
expectations in the face of limited resrces, we have included a final recommendation with the aim of
supporting funders in further investment decisions.

Recommendations to support ASRH sector learning

A

Strengthen the focu®n addressing social norms and building community engagement to reduce
barriers for girls to access contraceptiohe process evaluation and the outcome evaluation
demonstrate that girls continued to face powerful sociocultural barriers to contraceptive access
across A360 geographies. This ranged from lack of acceptarkey lnyfluencers and community
disapproval, to persistent biases from service providers.

Harness the value ahe empowerment componentdy making them more central and
NEBalLRyairo@dS (2 IANI aQ ySSRax gKAETS 6SAy3a I SN
more than empower.The process evaluation demonstrated multiple advantages of life skills,

vocational sessions and aspirationassaging t&ASRHprograms.This component needs to be a

O2NB F20dza G2 KIF@S Iy AYLIOG 2y 3IANI AaQ SYLR6SN
economic empowerment with adolescent girls into the consortium, partnering with organizations

who speciéize in this or a combination of both.

Manage, monitor and regularly feedback learning from the integration of A360 into public health
systems.This will help to manage tensions and traofés between qualityfidelity to key

components of the solutionseach and government ownershiphis requires strong government
relations and ashift inthe focusof the A360 teanifrom implementation to technical assistance. To
monitor performance and learn from government integration, the process will need to belglos
documented, and data on what is working/not working and why will need to be regularly collected,
analyzed and discussed between A360 and government counterparts.

| 2yGAydzS G2 €t SOSNI IS GKS WYAyRaSiaQ 0gams 6 SNB
focused on the needs of adolescent girls and to involve young people in the progfdre.rigor of

the HCD approach ensured the consortium kept the needs of adolescents at the center of the

solutions. It also contributed to shifting mindsets of theseaged with A360 towards more

SYLJI K& F2NJ FR2f SaOSyid 3IANI A&AX KdzvYAftAde I yR OdzN
FYR FTRFLIWGQ 6KAOK LINPPGARSR GKS F2dzyRFGAZ2Y F2NJ
A360. Engagement with young pae in the design process fostered new ways of thinking. This

should be continued with A360 and has the potential to extend beyond A360.

wSO2YYSYRIFGAZ2Y (2 adzZJl2 NI FdzyRSNEQ Ay @dSaidyYSyld

A

Itad

When applying HCD, design processes or adaptive implementatiild in sustainability
considerationsand be clear on the prioritie§rom the outset Failure to do so causes inefficiencies
in program delivery if implementation teams need to shift their focus to meet sustainability
expectations or respond to shifnpriorities. This can be mitigated by:

o Ensuring that sustainability considerations, including pressure to cut costs, are balanced with

activities (and the required timeframes) which require a consistent and central focus such as
shifting socieO dzf G dzNJ f o6 NNASNBE | YR .adzZLJLR2 NGAyYy3I TANI &

xi
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0 Adequately resourimgtime to build strong relationships with governmeaind building
governmentinto joint activities and data collectian order to establish the foundations for
government ownership.

Itad Xii



Overview ofevaluation objectives

%

The objectives of each evaluation component and a
high-level summary of the methods used are
provided below. Further details are in Sectionf4

the full report.

Outcome evaluation:

The primary ainof the outcome evaluatiomvas to
assess the impact of A360 interventions on mCPR
among sexually active girls aged;19 years at
population level.

The secondary aims were to:

1. Evaluate the effectiveness of A360 in changing
intermediate outcomes, to better understand
pathways through which the program could
affect mCPR. Intermediate outcomes include
attitudes and behaviors which are linked to
the use of modern contraception andea
aligned to the behavior change path in the
A360theory of change

2. Examine data on modern contraceptive use
from other sources to assess whether changes
in mMCPR in A360 communities reflected the
overall trend in MCPR or whether mCPR
appears to have incesed more or less than
would be expected during this time period.

3. Quantify the association between
NB & LJ2 y R Separtad@xpasré t& A360
and the primary and intermediate outcomes.

The outcome evaluation used a pwend post
populationtbased, crossectional survey design

which targeted girls aged £39 years. A twestage
sampling design was used in all geographies, and the
methodology in North and South Nigeria also
included a comparison group

Process evaluation

The process evaluation aimed to answeseries of
research questions in order to:

1. Provide analysis and learning to support
adaptive management and course correction.

2. Evaluate how the A360 approach played out in
implementation

3. Investigate how A360 interfaced with the
contexts in which it wasnplemented.

4. Evaluate the experience of A360 among
adolescents and community members,
including how it affected the perceptions and
opinions about adolescent use of
contraception.

5. Investigate how A360 solutions (interventions)
were operationalized, and thefeasibility for
scaleup and replication.

The process evaluation approach was thebaged

and was designed to investigate how A360 played out
in practice. The process evaluation aimed to provide
evidence to explain the outcome evaluation findings.

Costeffectiveness analysi

The costeffectiveness analysis examined the cost
drivers of the A360 approach and investigates the
costeffectiveness of A360, measured by the costs to
achieve increases in mCPR and associated measures
of program effectiveness su@s the cost per
disability-adjusted life year (DALY) averted, in relation
to other approaches to solution design and
implementation.

The expectation before A360 began was that the
design process would be costlier than the congiar
design process, but the extent to which
implementation costs would differ between A360
and its comparator was unknown. A360 proponents
believed that the higher design costs would be offset
by betterdesigned interventions that would improve
on the limted success of previous adolescent
programs. The costffectiveness analysis aimed to
assess whether this was borne out, i.e. to assess if
A360 was coseffective in relation to comparator
approach
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1 Introduction

Adolescents 360 (A360) was a foyear (2016H nH N0 X Pom YAffA2Y AYAGAIFGAGDS

access to and demand for modern contraceptionfour locations¢ North and SouthNigeria, Ethiopia
and TanzaniaA360 used humawentered design (HCRJongside other disciplines to develop location
specific interventions through an iterative process of research and prototyping with girls and other
stakeholdersThe program hypothesisasthat this fusion of disciplines, including meaningful
engagement of young people in all phases of the prograould catalyze novednd successful
approaches t@adolescent sexual and reproductive heal&SRMthat could be replicated by partners
around the world. The programwas therefore ambitiousembarked upon with amnderstanding that
while the approachwould require more resources thavasWa i | y R I NJRe indstmeni voulipay
dividends through transforming accessand demand for modergontraception

Theoveralltarget group for A360 vasadolescent girls aged 139. Interventions were individually
designed forsub-populations ineach of the program geographie$he program targetednarried
adolescent girls iEthiopia and North Nigeriaunmarried adolescent giris South Nigeriaand both
married and unmarried giri&n TanzaniaA Theory ofChange(ToCunderpinned the overall A360
approach, which included specific goals around increasingntiiern contraceptiveprevalencerate
(mCPR) as well as adoption and replication of the A360 design by governments and otheftacssrs.
also hoped that lessonsdm the initiative would inform globaASRHpractice.

A360wasimplemented by Population Services International (PSI) andegidgnkpartnership with

IDEO.org, the Centédor the Developing Adolescent at the University of California at Berkeley, and the
Society forFamily Health (SFHNigeria. Itwasco-funded by the Bill & Melinda Gates Foundation (BMGF)
YR (KS / KAfRNByQa Ly@SadyYSyid CdzyR C2dzyRIGAZ2Y

Itad workedin collaboration with the London School of Hygiene & Tropical Medicine (LSHTM) amid Ave
Health to independently evaluate and didéssons from the A360 program through an outcome
evaluation, a coseffectiveness analysand aprocess evaluationThis report presents a synthesis of
headlinefindings from across all three components bétevaluation. For a more-thepth view of the
findings, individual reports on each component of the evaluation can be found drtetthevebsite

Itad 15
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2 Overview of A360
The A360Theory of Change

Prior to the design othe A360 solutiondor eachof the selectedgeographies, A360 was underpinned
by a ©C Aseries of intermediate outcome KA OK F2NXSR | Wo SKILi®A 2N OKI y 3
fundamental tothe ToC as follows:

4. Adolescents use highuality sexual and reproductive health products and services

5. Adolescent girls have access to higrality sexual and reproductive healifformation and
services

Contraceptionis positioned as relevant and valuable for adolescent girls
A aupportive environmenis createdfor adolescent girls to access services

Trust and credibility of family planning products

© © N o

Sustained use of contraceptiveethods

The program posited that movement along this pathway would lead taatalytic change in
contraceptive use, measured by@opulation-level increase in the mCPR in the four geographies where
A360 was implementedAlthough not articulated in th@oC, it wasunderstood that thereveretwo ways
through which A360 aimed to achieve populatiewel changeprimarily throughdirectlyreachinga large
proportion of the target population in the selected geographibstalso throughan indirect effect
whereby othersvould be indirectly impactety the programfor example through changes to knowledge
and attitudesfiltering down fromthose whaobeen directly exposed tthe program

In addition, the overall programdesignincludeda commitment to capturingand sharingearning
throughout the course of the programThe intention behind this emphasigasto make evidence
available fo other ASRHactors to adopt and replicate the A360 design and appraadiher contexs
within the A360 countries and beyond.

Figure 1:The A360 Theory of Change

Goal: Sustained Health Impact within and beyond A360 countries

[ mCPR increases among girls ages 15-19 ] [Mopﬁonofmhuplmd][ |m|m::nn:|f,.‘;§§ ]

adopting/replicating
A360 Processes and/or

Itad 17
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The A360 approach

The A360 approach drew on six disciplines: HCD, public health, adolesley@iopmental neuroscience,
sociocultural anthropology, meaningful youth engagement and social marketih@60 was set up in

such a way that HCD had a prominent role as compared to the other disciplines, particularly in the design
phase, with the other digplines supporting the process at specific points and in specific Whgs.

program hypothesis was that this fusion of disciplines would yield novel and successful approaches to
reaching adolescents that could be replicatedd8RHpartners around the wdd. The multidisciplinary
approachrepresented a shift for Pg§laway from what was characterized as‘#asembly lin@nodel,

where each partner wod autonomously on a different element of a project.

OEveryone is tinkering and bringing their own experience to create something that is
0SGUSNI GKIFYy GKS adzy 27F A @360dbnNditiam ethbed SY SN S K S

Box 1. Whatis HumanCentered Design?

HumanCentered Design (HCD) is an approadhntervention design increasingly applied

in public health project§Bazzan@t al., 2017) There is no single definition of HCD, and

its tools and principles overlap with useentered design, participatory design, and

design thinkingdBazzanet al., 2017; Holeman and Kane, 2019; Ckéeal., 2020) At its

core is the ida that design should be a reflective practice employing a specific mindset to
engage in creative problem solving and generate innovative solutions, with the end user
integral to the procesgBjogvinsson, Ehn and Hillgren, 201yiffers from more

Wi NI RA G A02S/K AR 2aNI-CEA INBASEHNOK Ay Ada F20dza
just their needs. HCD also employs flexible, rapid and iterativeatdiiection and

analysis, with an emphasis on storytelling and creative insights over scientific research
approachegIDEO, 2015; Tolley, 201The HCD approach applied in A360 and described
here reflects the HCD practices of IDEO.org, the design partner in the A360 consortium.

A360 was implemented in four phases: Inquiry, Insigdygnthesis, Prototyping, and Adaptive

Implementation. The Inquiry and Insight Synthesis phases took place in 2016, involving formative

research and analysis conducted by a team of design experts, implementers and young people. In 2017,
insights were usetb develop locatiorspecific prototypes, which were tested and iterated to give rise to
F2d2NJ RA&AGAY Ol !'ocn WwWazftdzZiaAz2yaQ O6AYyISNBSyldAz2zyao F2
Tanzania. The solutions were piloted in late 2017 before beingdrollé scaled up, and further iterated

between 2018 and the end of the program in September 2020 during the Adaptive Implementation phase.
Each of the solutions is summarized in Tabdad is described in more detail in Section 5.

Yocn AyAGALEtE NBFTSNNBR (2 (dpBoadiifolHEDS mspidation, yidktion, IPNoHaimt Stae. Thibl@riiinology®h ® 2 NH
Inquiry, Insight Synthesis, Prototyping and Adaptive Implementation was adapted in 2019 to improve clarity to wider autifenbespiration

phase is equivalent to the Inquiand Insight Synthesis Phases; the Ideation and Pilot phases are now known as Prototyping, and the Scale phase
became Adaptive Implementation.
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Table 1: Summary of the A360 dotions

JALQABSBII
GAARII

SMART START

Itad

In Ethiopia,Smart Startused financial planning as an entry point to discuss
contraception with newly married couples aged ¢%59.

Smart Start was implemented in four of 10 regions in Ethiopia: Amhara; Oromia; Sou
Nations, Nationalities and Peoples; and Tigray.

In Soutiern Nigeria,9ja Girlscombined walkin contraceptive counseling with lifskills
sessions for unmarried girls aged ¢9.

9ja Girls was implemented in six of dfates in Southern Nigeria: Ogun, Lagos, Osun, C
Edo and Delta

In Northern NigeriaMatasa Matan Arewa (MMA}argeted married adolescent girls
aged 1519 and their husbands, using maternal and child health as an entry point

MMA was implemented in two of 19 states in Northern Nigeria: Nasarawa and Kadur

In TanzaniaKuwa Mjanjareached married and unmarried girls agedd® with life and
entrepreneurial skills sessions alongside yotfitiendly contraceptive counseling.

Kuwa Mjanja was implemeet! in20 of 25 mainland regions in Tanzawiger the course

of the program.This included: Kagera, Geita, Mwanza, Arusha, Tabora, Tanga, Dar e
Salaam, Mbeya, Iringa and Morogoro.

19


https://www.a360learninghub.org/ethiopia
https://www.a360learninghub.org/cause/southern-nigeria/
https://www.a360learninghub.org/cause/northern-nigeria/
https://www.a360learninghub.org/cause/tanzania/
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Themultidisciplinary A360 approachepresented a
novel approach to design for the consortium
partners, and added value in several ways:

A TheHCD procesprovided time and space to try

out new ideas and limg them to fruition,
created a mechanisro involve young people
more intentionally in desigrshifted the
mindsets of implementers to inspire more

empathy for adolescent girls and enable them to

work in more flexible, responsive ways, and
helped generatattractive brands that were
rigorously tested and iterated.

Youth engagemenensured young people were
core to the design process from the outset,
making valuable contributions to research and
prototypes.

Theother disciplines(public health, adolescent
developmental neuroscience, sociocultural
anthropology)contributed to learnng and
generated insights that strengthened solutions
during the design stage.

Spotlight: how was HCDsed within A3607?

However, managing the complex approach and large
consortium was challengingChallenges arose from a
lack of clarity in roles and responsibilities, g&nmm
managing input&ind communication across a large
team through a faspaced design process. There
were concerns that existing evidence on best practice
for ASRHbrogramming and national guidelines were
not given sufficient attention, anthat there were
unclearexpectations of the heavy workload required
by country teams. Lack didicatedbudgetlines
measures to track progress and succeand aclear
strategy also constrained youth engagement and
frustrated country teamsDisciplines other than HCD
and youth engagemeritad less explicit influence

after A360 scaled, and in practice A360 was
multidisciplinary rather than transdisciplinary.

Earlier clarity around the parameters for scalability
and feasibility could have helped to avoid tensions.
The HCD approadhcused orthe desirability of
concepts to girlshut not all ideas were practical to
implement. Providing more explicit space for the
public health perspective from the outset would have
also helped ensure that early ideas were better
grounded in evidence and conte

Adaptive implementation was introduced to

facilitate continuous improvements as solutions
scaled.This proved a success, although challenging
to implement. The approach built on the skills and
mindsets fostered through HCD to provide a
framework for understanding and addressing variable
performance, introducing adaptatioris response to
learning and changes in context, and supporting
country teams to respond to COVID. The approach
was intended to provide structure and tools to
ensurethe solutions continued to resonate with girls
and that the core elements of A360 were preserved
while pursuing adaptations to drive improvements as
they were scaled. Staff viewed adaptive
implementation as complementary to the HCD
process, and as a meaosmoving from design to

AYLX SYSyilldA2y 6KAES &0Af

GAY1SNAYy3IdQ | 26SOSNE (KS
implementation was time consuming for the country
teams and required significant support from PSI
Global.

More detailed findngs on the use of HCD and
adaptative implementation within A360 can be found
in the process evaluation final report on ttied
website

f
Ay

Y
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https://www.itad.com/knowledge-product/a360-process-evaluation-final-report/
https://www.itad.com/knowledge-product/a360-process-evaluation-final-report/
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3 Evaluationpurpose anddesign

Purpose of the evaluation
The evaluation of A360 was commissioned to:

1. Provide timely evaluation data to course correct firegram during implementation as
necessary, and to maximize the effectiveness and impact of efforts.

2. Assess the impact of the program in increasing contraception access and use among adolescent
girls by assessing populatitevel change in mCPR.

3. Provide aobust evidence base of what does and does not work to reach adolescent girls at scale
andcosteffectively, and to what extent the program is replicable.

A comprehensivenethodologywas designedh collaboratiorwith the donors andvith the engagement
of PSI to meet these objectivesd provide a robust assessment of the A360 prog@difering valuable
evidence to funders, implementers and policymakensthe effectiveness of the prograrideed,there is
limited empirical evidence oASRHprogramslike A360¢ in particular, evaluations with a costing
component¢g adding further importance to these findings.

The evaluation also provides important learning on how to evaluate complex, adaptive programs such as
A360and the HCDapproach it embodied/Nhile this summative report provides an assessment of A360 at

the close of the program, outputs from the evaluatioin particular theprocess evaluatioq have been

provided throughout the course of A360 in order to inform adaptive programming and decision making.

For example,His has included mid-term reviewpublished in 2018 and three participatory action

research (PAR) case studies which aimed to provide a mechtmisif 8 6 SNJ A YLIX SYSyYy (i SNE Q
j dzSa i A2y aQ (avaflable to Wéwlaik tiiaddVeBsitd. Findings from these outputs have been

used by PSI throughout the course of the enadilon, for examplehe midterm review flagged a concern

that an increased drive for efficiency and emphasis on adoption numbers over other objectives created
incentives for A360 to strip back activities focused on community engagement and continuagése. T
O2yOSNYya KSfLISR RNAGS | &AKATG Ay F20dza FTNBY WYAYA

Evaluationdesign

Toserve the evaluation objectives, three core components make up the evaluation design: an outcome
evaluation, a costeffectiveness studynd a process evaluation (s&aror! Reference source not foundr

hese components were designed to be complementary, with a view to providing a comprehensive
snapshot of the impact of A360 and an explanation of why change did/did not occur, as well as providing
timely evaluation data to course correct the program dgrimplementation The outcome evaluation
collected baseline and endline data, and the process evaluation aneffestiveness study collected

data throughout the course of the program.

This summative report triangulates data from these three evaluatmnponents in order to provide a

NREodzal @OASe 2F K2g (GKS LINRPIAINIY FdzyOQliA2ySR I yR GKS
use of modern contraception and positively influencing knowledge, attitudes and behaviors to support

this. It draws onndividual outputs from each of the evaluation components, which provides more

detailed findings on the evaluation questions and are available to view olatiéVebsite
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Figure 2:Evduation components

Outcome Evaluation
Cross-sectional before-and-after with
group study (Nigeria)
Cross-sectional before-and-after studies

(Ethiopia and Tanzania) A

Engagement and
Research Uptake

Communication of findings
Dissemination

A series of research questions underpin the methodology for each evaluation component. These are
summarized ifmable 33 along with the data sources for each ewvation question Table2 summarises

the scale of data collectiofor all components over the course of the evaluatidhe methodology of
each component is summarized in Section 5, with more detail available in the full reports for each
evaluation componenon the [tad website

Table 2: Scale of data collection for evaluation of A360

Process evaluation Cost effectiveness Outcome evaluation
analysis
Semistructured 697 indepth interviews Almost 370 interviews
in-depth conducted with A360 staff, conducted with country
interviews and donors, adolescent girls, office staff, volunteers
focus group community implementers, and government
discussions government officials, community| officials.

members (including husbands,
mothers, and local leaders), and
external ASRH stakeholders.

85 focus group discussions
conducted with girls and
comnunity members.

Site visits, Observation of 66 key events 36 site visitsacross the
structured and process points during the | four study geographies.
observations and | A360 design period angeyond.
exit interviews This included workshops, annua

review meetings and solution

activities.
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Participatory Participatory ethnographic

research research conducted in 2017 and
2018, followed byighter-touch
WaSyaSyYlrlAy3a 4¢z

girls in 2019.
Online surveys 106 responsesver six
rounds of online surwes.
Faceto-face Adolescent girls46,746
surveyg girls across 4 settingand
both rounds of data
collection

Cohabiting adults2,336
adults across 4 settings
and both rounds of data
collection

Document review | Each data collection round included a review of key implementation documents, incluc

and review of A360 reporting and strategy documents, and solution materials such as curricula and
A360 monitoring | implementation guidelines. From 2019, each full round of data collect for the psoces
data evaluation also involved an independent analysis of program monitoring data (conduc

by Itad in 2019 and LSHTM in 2020), in order to triangulate natlemal quantitative data
on performance with qualitative insights from the process evaluation ssite.

2 Due to covid mitigation measures, at endline, surveys in Ethiopia, Southern Nigeria and Northern NigerjalitMezereen faceto-face and
phone surveys. The phone surveys were conducted at a distance but in most cases, respondents and interviewers wete st aaeh
other'.
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Table 3: Key evaluation questionsand data sources

Evaluation . .
Evaluation question Data sources
component

Process
evaluation

Cost
effectiveness
analysis

Itad

1.
1.1.

1.2.
13.

1.4.

1.5.

12
13

1.4
15

1.6
4.1
4.2

Process
What makes the A360 process different to traditional ways of designing and
implementing interventions?

How has the A360 approach adapted over the course of the program and wh
How has the design and implementation of A360 been managed and with wh
implications and effects? q
What is the evidence of the adoption of the A3B8pired approach to design 1
programs in PSI, consortium members, governments and peer organizations §
What is the evidence of replication of the A360 developed solutions by PSI, g
consortium members, governments and peer organizations?

Context

. How does the context in each country enable or inhibit the A360 approach ar
implementation?
Solutions and experience 1
Do the A360 solutions create a supportive environment to aceessces for 1

adolescent girls in the communities they are operating in? q
Do the A360 solutiasposition modern contraception as relevant and valuable T
adolescent girls?

Do the A360 solutions build the trust and credibility of family planning product
among adolescent girls?

Do the A360 solutions increase availability of services to adolescent girls?
Dothe solutiors promote ongoing interaction between the adolescent girl and
the service provider/health systePn

How have the solutions beesperationalized at scale in each country?

Is the A360 program costffective?

What are the main cost drivers of the A360 approach? q
Is the A360 approach considered ceéfective in relation to other methods of
solution design?

= =4 =4

f
|l

Primary data:

In-depth interviews (IDIs) with: A360 country staff; A360 global staff; consortium
partner staff; donor staff; partners who may have been influenced by A360
(including national government arAiSRHtakeholders, and stakeholders in the
global HCPASRHommunity)

Group reflection exercises with consortium and A360 country staff
Observations of solution activities, and exit interviews with girls

Workshops with A360 teams

IDIs with: girls; husbands; community members (motkerkaw;
religiouscommunity leaderk service providers; national and sohtional
government stakeholders

Documents and data

# learning and comms resources created

# A360 advocacy events

# Downloads from learningub/A360 site

# A360 and external entities exposed to A360 approeahcepts

Qualitative replication and adoption stories

Qualitative monitoring data (e.g. exit interviews)

Strategy and design documents, meeting and workshop notes and slides, docur
describing A360 approach and experiences

A360 meetingworkshop adaptive implementation notes

A360 monitoring data

Primary data:

Interviews with: A360 country staff; A360 global staff; consortium partners;
government officials involved in A360; service providers involved in A360; other
stakeholders involved in A360 (including mobilizeeslth extensbn workers

1 Online surveys with: A360 and consortium staff
9 Site visits at A360 sites (to observe, take measurementy, etc
Documents and data:

I A360 (including consortium partners) financial transaction data
1 A360 monitoring data (# clients, # events)
9 Literature review for benchmark/comparison costs
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Outcome 5. How has A360 affected key reproductive health outcomes in A360 countries? Primary data:
evaluation 5.1. What is the effect of A360 project on the prevalence of modern contraceptive § Baseline and endline surveys with girls ageq1Bbyears
(mCPR) among adolescent girledd 519 in A360 project areas? Documents and data
5.2. What is the difference between A360 project and control areas in the prevale §  PSimonitoring data
of modern contraceptive use (NCPR) among adolescent girls agé825 f  Secondary data on local or national mCPR trends in each area

5.3. What is the discontinuation rate among adolescent girls agerd 250 A360
project areas?

5.4. What is the number of incremental new users of modern contraceptive methc
among adolescent girls agedd® in A360 project countri@s

6 What impact has the A360 program had in the four locations?

6.1 What impact has A360 had on age specific fertility rates for gidqé9d §ears in
A360 project areas?

6.2 Whatimpact has A360 had on age at first birth for girlgli%years in A360
project areas?

6.3 What impact has A360 had on changing unmet need in A360 project areas ai
adolescent girls?

6. How has A360 affected key intermediate outcomes (as articulated in tiR&@
ToC)?

7.2 How has A360 affectecbmmunityacceptance for adolescent girls to adopt
healthy SRH behaviors?

73126 KFa !ocn FTFFSOGSR FR2fSa0Syd 3
their SRH?

7.4 How has A360 affected adolescent girls knowledge ormittkes, benefits, and
actions to prevent unintended pregnancies?

7.5 How has A360 affected adolescent girls perceived value of the benefits of
preventing unintended pregnancies?

7.6 How has A360 affected adolescent girls access to and use of contraceptive
servicesand products?

7.7 How has A360 affected adolescent girls perceived social support to make he:
and informed SRH choices?
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4  Evaluation nethodology

4.1 Outcome evaluatiormethodology
Theoutcome evaluatiorwas led byt SHTM.

Its primary aimwas toassess the impact of A360 omCPRamong sexually active girls aged;19 years
at population level

Thesecondary aim®f the outcome evaluationwere to:

1. Evaluate the effectiveness of A360 in changinigrmediate outcomes®to better understand
pathways through which the program could affect mCiaRermediateoutcomesincludea range
of attitudes andbehaviors which are closely linkedttte use of modern contraception and are
aligned to thebehaviorchange path in the A3600C SeeAnnex 1for a full list ofintermediate
outcomesmeasuredoy the outcome evaluation

2. Examine data on modern contraceptive use available from other sources to assess whether
changes in mCPR in A360 communiteftected the overall trendin mCPR or whether mCPR
appears to have increased maooe lessthan would be expected during this timeigod.

3.vdzl yiATe GKS | aaz2 ORr Isélfkepoted@PpisdréoNgo0 dhBhe pithghR Sy (1 & Q
andintermediateoutcomes*

Theoutcome evaluatiorused apre- and post-population-based, crossectional survey desigwhich
targeted girls aged 3 9yeas. Atwo-stage sampling desigmas used in athjeographiesand the
methodology inNorth and SoutiNigeriaalsoincluded a comparison grougye to resource limitations
and adesire bydonors to collect datén all four geographiest was agreed thaho comparison groups
would beincluded in Tanzania or EthiopjaData was collected from:

A Ethiopia:57 Kebeledrom four Woredasn the OromiaRegior?

A Northern Nigeriafour local government areas (LGAS) in Nasar&ate’

A SouthernNigeriaitwo LGAs in OguBate?®

A Tanzanial4 urbanand semiurbanwardsin llemelaDistrict in Mwanza regian

Baseline surveys were conducted in late 2017, before the start of the main A360 implementation phase.
Endline surveys wergue to be conducted irarly 202Qbut were delayed due tahe COVIBL9 outbreak
They instead took plade Ethiopia and Nigeria late 2020, andn Tanzanian mid-2021

3In the outcome evaluation protocol andports, the termi2 £ 2 38  WalOP2WSRIONBA & dzaSRO C2NJ §KS LIdzNLI2 3 8
O2yaraisSyoOe gAlK GKS tocn ¢2/ 2 ¢S INB daAAy3d GKS GSNX¥Ay2t23@ WAYD
4In the final analysis, the outcome evaluation specified an exposure variable with three levels, from lowestd@stgexposure. However, the

low levels of exposure across outcome evaluation sites meant it was not possible to quantify the effect of greater catteieaton in

program activitiesWe used binary exposure variable in the final analysi®t exposed vs. exposed

SLSHTM proposed using the available budget to have stronger study designs in two countries only, but donors requestéettataiodall
three countries and understood and accepted the limitations of the befafter designs in Tanzania and Ethiopia.

bcSyittSs 'RFQF FYR [2YS 22NBRIAa Ay 9Fad {KSsl ! RYAYAAGNI GADS w2y$§ |
" Doma and Karu LGAs which the MMAnterventionwas deliveregand Nasarawa and TotoGAswhich were comparison sites
8 Ado-Odo/Cta LGAin which the 9ja Girls intervention was deliveretid Shagamuvhich was thecomparisorsite.

a 2
S N
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The final sample in eadettingwas representative of afjirlsin the target poptiation,® including girls who
were exposedind not exposed to the interventio he endline surveys collected data on-sefforted
exposure to A360 in order to measure the association between indivldual engagement with the
A360 interventions anthe primary andintermediateoutcomes Further information on th@utcome
evaluationmethodology is available the individual country reports on thgad website

Limitationsand considerations of theoutcome evaluationmethods

Theoutcome evaluationomeasuesthe effects of A36@n the primary andntermediateoutcomes

However, it is important to reflect on some key constraints to the methododogidecisionganadein
designing thesvaluationapproachg some of which offer important learning on the design of evaluations
of adaptive programs like A360. A summary is provided behsil further detailin the fulloutcome
evaluationreportson the ltad website

A Lack of a comparison group Ethiopia and Tanzanidue to budget constraintand donor-led
resourcing decisiondigeria was the only country to include a comparison group withirotiteome
evaluation The lack of a comparison group in Ethiopia and Tanzania coulddteed theinternal
validity!® of the findingsand, consequently, threatened causal inference of evaluation findings
(Shadistet al,, 2002, Marsden and Torgerson, 2019ecifically, any changes in mCPR over time
could have resulted from reasons other than the A360 interventionmt@ves: such as other
interventions or general changegthini KS A RSNJ L2 LJzf I GA2y o6WwaSOdzZ I NJ
former, other interventions in the study settings were mapped and considered alongside the findings.
In response to the latter, mCRRta available from other sources were examined to assess whether
any changes in A360 communities refetbackground trendsUnfortunately, available datasets to
investigate this were not directly comparable to the target population digchot show a tear trend
in all casesnjore details areavailablein the methodology annexes to the fallitcome evaluation
reportson theltad websitg.

A Implementation designAt the point of planning theutcome evaluationthere was a lack of clarity
over implementation plans, as ttaesignof A360 interventions was still under developmebDeétailed
information about the A360 interventions during the study design phase cowld inaproved the
guestions included in baseline surveys atwhsequently, it could have led to a set of outcomes more
appropriate to measure thempact ofA360 on the population of adolescent gir$isis well
described inAtchisonet al. (2018)and inDoyleet al.(2019) These potatial limitations and tradeoffs
were accepted by the donors during discussions witheeduationteam and there was support for
the overall evaluation design.

A Longterm effects The length of time (1836 months) between the start of A360 implementatiand
the endline surveys inhibited the study from exploring the lorgem effects of exposuré A360,
such as effecten gender norms and community acceptance of family planning, which are both
difficult to change in the short ternHowever, the outcomevaluation did aim to measure a series of
intermediate outcomes related to creating an enabling environment to access services (a component
to changing gender norms and community acceptance), as A360 aimed to positively influence this
during the timeframe of program implementation.

A Delays in endline measuremenWhileendline measurement was intended to occur after 24 months
of implementation, this was delayed due to the CO¥®pandemicln particular endline data

9 This included: married adolescent girls ag&d10in Ethiopia and North Nigeria; unmarried adolescent giged 1%519in South Nigeria; and
married and unmarriedadolescengirlsaged 1%19in Tanzania

O nternal validity in this casesefers tobeing able to make unbiased inferences abthe association between mCPR and A360 in the source
population of adolescent girlsged 1519 yeardiving in outcome evaluation settings
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collection occurred 42 months after the end of implementation of Kuwa Mjanja in Tanzania. This
may havdimited the ability of theoutcome evaluatiorto identify effects of the intervention.

A Reporting biasThe outcome evaluation relied on respondentfgeporting to measure modern
contraceptive use, sexual activity and exposure to the program. Since both the use of contraceptives
and sexual activity (particularly among unmarried adolescents) are sensitive topics, girls may have
reported that they are nbcontraceptive users or that they are not sexually active, even though they
are. To minimize misclassification due to gelforting impacting on the evaluation findings, identical
guestion sequences were used for very personal questions at baselinendhidessurveys, and the
evaluation team provided extensive interviewer training. Furthermore, all interviews were conducted
AY LINA@I O&z FyR lglé& FTNRBY (GKS AYyUSNBASSSSAQ Kdza
it were to be an issue, sitar reporting bias at baseline and endline would be expected, meaning that
trends should be unaffected by any such bias.

There may have also been reporting bias in the questions on exposure to A360 interventions. It is
Ll2&aaAoft S KIG NRBEDY BKBya (KBt KIRF & 28 6SSy SELR
had been exposed. This could have impacted on the validity of the analysis according to exposure to

the interventions. To minimize this bias, exposure questions were developed in consultatidASij

and the final exposure definitions used for the analysis were revised based on feedback from PSI to
address biases to the extent possible.

A Generalizability In all three countriesthe evaluatiorfocused on a limited number of geographical
areas Thus,while the findings may apply to the selectegttings they may not be generalizable to
the other areasn whichA360 was implemented’he locations for the outcome evaluation were
discussed and agreed upon in consultation with BMGF, CIFF and PSI.

4.2 Process evaluatioomethodology

Theprocess evaluatiowas led by Itad between 2016 and 2020. It aimednswer the research
guestionsoutlined inTable 3;in orderto:

1. Provide analysis and learning to support adaptive management and course correction.
2. Evaluate how the A360 approach played out in implementation.
3. Investigate how A360 interfaced with the contexts in which it was implemented.

4. Evaluate the experience of A360 among adolescents and community members, including how it
affectedthe perceptions and opinions about adolescent use of contraception.

5. Investigate how A360 solutions (interventions) were operationaliaed their feasibiliy for
scaleup and replication.

Theprocess evaluatioapproach was theorpasedand was originallgesigned to investigate how the
A360ToCplayed out in practice. By exploring how and why AB&0or hadnot achieved the
intermediate outcomes in th@oC(seeFigure ), the process evaluatioaimed to provide evidence to
explainthe outcome evaluatiorfindings.However early in theprogram,we found that theA360ToCwas
a highlevel model and was ndieingactively used by A360 to guide strategy or inmpéatation. It also
did not provide a detailed description of the courdigvel solutions. Imesponse to this, i2019 the
process evaluatioteam worked in collaboration with PSI and SFH to design glabdlsolutionlevel
User Journey models, depictingw girls were intended to experience A360 ($égure 3below, and
solutionlevel diagrams in thprocess evaluationountry annexon theltad Websitg.
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serviceuser touchpoints with an intervention, capturing both theysical and emotional journey of the
user includingehavior, feelings, motivations and attitudes (McCartityal., 2016).

The User Journeys were designed to help the evaluation investigate the three dimensions outlined in the
UK Medical Research Coungimiework forprocess evaluatiofMooreet al, 2013):

A Implementation factors how A360 was delivered (through which structures, resources, and
processes); how implementation unfolded and whether this was faithful to the intended User
Journey; and how A36éblutions adapted over time.

A MechanismsofimpactKk2 ¢ ! ocn | OGABAGASEASE yR LI NIAOALIN
triggered change.

A Context how external factors influenced the delivery and functioning of A360.

The User Journeys became the primary framewtorstructure process evaluation data collection and
analysis in 2019, and to explore implementation factors, mechanisms of impact and context. The User
Journeys were therefore used to structure the courtyel insights in the full prossevaluation rgort

and the associad country annexavailable on thdtad website

The process evaluation was operationalized through:

A Five rounds of data collection in each country, aligned withdésign and implementation
phases of A360;

A Four rounds of globdevel data collectiomvith PSI Global staff, A360 donors, consortium
members and external stakeholders within tASRFnd HCommunities;

A ThreePARaction research case studias a mechanism taapidlyl Y& ¢ SNJ A YLX SYSy (S
WodNYyAYy3 [jdzSadrzyaqo

Further information on the process evaluation methodology is availablthe Itad website
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Figure 3:A360 Global User Journey

A360
Global User Journey

¥ &
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program touchpoints from mobilization through to aspirational
engagement, service delivery and follap. Tailored User Journeys f
each A360 solution can be viewed in th860 Process Evaluation
Country Annexn theltad Website

8

Government Community

Support A360 as it scales, and work together Understand that A360 is serving girls, and are
with A360 to find ways to institutionalize A360 increasingly supportive of girls accessing
approaches into the health system contraception in order to achieve their dreams

Mobilizers Service providers

Reach and influence girls where they are, with Empathize with girls, feel happy to provide
messages that are relevant to them contraception to girls, and have the skills to
counsel them in a youth-friendly way

I'mintrigued ey I'minspiredandmotivated mmmmp | feelrespected andsafe gy | feel supported

Mobilization

Curious: She feels curious and
decides to attend an event or
counselling session, becauseit
seems interesting, fun and easy,
seems relevant to her, and she
has reasonto believe she may
be supported by her influencers

ADOLESCENTS ) _

Itad

Aspirational engagement Contraceptive counselling and Follow up
service delivery
Girl with a plan: She identifies her dreams and Girl with a plan: She feels invited to share her dreams Trust and continuity: She trusts and
vision for the future, begins articulating a plan and vision for the future, and learns how contraception (:ont.lnues to.feel supported by the
to achieve her dreams, and sees how can help her achieve her plan service providers, and feels af_ﬂe to come
contraception can help her achieve her plan back whenever she has questions or

Inspired and delighted: She feels inspired and Falk t.o a service pr.ovider, ir? confidence, without others

delighted by what she sees and hears judging her and without being rushed or pressured RSN G S
contraception as relevant to her goals for

Listened to and supported: She feels listened to and herself

Listened to and supported: She feels listened supported by the service provider, trusts and

to and supported, trusts whatshe is hearing, understands what she is hearing, and feels it is relevant

and feels it is relevant and valuable to her to her goals for herself

goals for herself I

needs more contraceptives
Safe and confidential: She feels safe and comfortable to

Future orientation: She decides to try a contraceptive
method to help her meet her plan, and can access it
straight away for free if she desires
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Limitationsand considerations of theprocess evaluationmethods

Theprocess evaluation provideshgoing learning antbbustdata on thecontext in which A360 operated
and the experience of the solutions throughout the course of the progkdmvever it is important to be
aware ofseveral important limitations and consideratiowfien interpreting the resultsAs detailed
below, the processvaluation team worked to mitigate these limitations to the extent possiflgher
detail can be found in the process evaluation methodology annex ortdtewebsite

A Sample intuded girls exposed to the program onlyhe resources available for the process
evaluation only allowed the team to collect data franls living in the intervention geographies who
were exposed to A360rherefore)imited understanding was obtainezh the experiences of girls
who were not exposed to the prograre.g. why heywere not exposed and/or chose not to engage
with A360.

A Reliance on program monitoring and performance daihile theprocess evaluatiodrew on
locnQ&a Y2yAl2NRAy3 RIFEGIT AlG ol a y2i 6A0GKAY GKS S
quality checks on this data. The independent analysis was also restricted by some data gaps and did
not include the final months of the program.

A Keephg abreast of a faspaced, iterative and adaptive procesAs theprocess evaluatioteam was
independent from A36(this presented challenges in documenting how the design and
implementation processes played out, as the evaluation team was not presemigioy key decision
points and adaptations during the fagaced processlhis led to some gaps in evidence from the
design phasdt was possible to supplemesbme of thigetrospectively which went some way
toward mitigating this challenge

A Measuring aoption and replication Through interviews with A360 staff, natiodalvel government
officials and globaASRHstakeholders, therocess evaluatiowasable to generate some insights on
where A360 has been adopted and/or replicated, both globally annally. However, itvasnot
within the scope of th@rocess evaluatioto investigate this issue in depth or verify claims of
adoption and replication.

A Limited generalizability of communityevel findings:Communitylevel data collection wasonducted
in a small number of sites¢4 per round), and with a relatively small number of respondents in each
round, meaning that insights may not be generalizable across all implementation areas. This challenge
was mitigated to some extent by trianguilag findings with a comprehensive review of key A360
documents, nationalevel monitoring data, and interviews with national stakeholders and staff.

4.3 Costeffectivenessmethodology

Thecost-effectiveness analysisas led by Avenir Health. This componentraikges the cost drivers of the
A360 approach and investigates the ceffiectiveness of A360, measured by the costs to achieve
increases in mMCPR and associated measures of program effectiveness such as the cost per disability
adjusted life year (DALY) avedt in relation to otheapproachedo solution design and implementation.

The expectation before A360 began was that the design process would be costlier than the comparator
design procesdut the extent to which implementation costs would differ between A360 and its
comparator was unknown. A360 proponents believed that the higher design costs would be offset by
better-designed interventions that would improve on the limited success of previdoescent
programs.Thecost-effectiveness analysamed to assess whethéhnis was borne outi.e.to assess if

A360 was coseffective in relation to comparator approaches.
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Key components of theost-effectiveness analysiaclude:

1. Cost dataCosts 0A360 design and implementation were collected from 2@18020,
combining topdown costing drawing on PSI and partner financial systems with multiple rounds of
bottom-up costing from surveys, interviews and site visits. A360 costs included the costs of PSI
and its partners, the government, and community volunteers aexcluded client costs.

2. Comparator approachA costeffectiveness analysis requires a comparator approach, and this
study defined the comparator for A360 as the status.gd@ NJ RSaA 3y > (GKA& YSIFyl
design methodology, the standard used at thmei A360 initiated. Costs of DELTA were collected
in 2017 through interviews and document revigvar implementation, this meant the cost to
maintain baseline contraceptive prevalence among adolescents througexibeéng
contraceptive programming availabin the A360 geographies. Comparator implementation costs
were modelled combining measured contraceptive prevalence rates with the yearly cost per
I R2t Sa0Syld Tl YAte& LI yyAydn z SNEdBINRINE DWzi G Y I OK !

3. Incremental costeffectivenessThe main aim of the study was to estimate incremental cost
effectiveness ratiogdefined as the cost per DALY averté)the four study geographies.
Incremental costs werdefined aghe costs of A360 design and implementation minus the
comparator coss. Incremental effectiveness was measuredaditionalmaternalDALYs averted
(and excluded child DALYsalculated from thehanges in adolescent contraceptive prevalence
measured byhe A360 outcome evaluatio®neway and multiway sensitity analyses generated
plausible ranges for incremental costs. Sensitivity analysis around effectiveness took into account
the 95% confidence interva{€ls¥or measured change in modern contraceptive use. Probabilistic
sensitivity analysis incorporatadcertainty ranges for cost and effectiveness in a Monte Carlo
simulation using 10,000 iterations.

Further information on the costffectiveness methodology is availalitethe cost-effectiveness analysis
full reports on theltad website

Limitationsand considerations of thecosteffectiveness analysimethods

Thecosteffectiveness analysdrew its effectiveness measure from tbetcome evaluationso many of
the limitations listed above for theutcome evaluatioralso apply to theosteffectiveness analysis
However there are some limitations related to the costing portion of tusteffectivenessanalysis.
Although the costing study benefitdtbm a consistent approach, repeated measures, and reliance on
robust accounting systems, several important limitatiamsl methodological consideratiossiould be
kept in mind when interpreting these results:

1 Recall errorUsing retrospective surveys aimderviews may have generated potential recall error in
estimates of leveraged costs and in estimates of how A360 staff split their time between design and
other activities. Moreover, the reliance on interviews and limited document reviews to identify the
costs of the design comparator methodolo@galledDELTAmMay have also produced errors.

1 Choice of useful life of desigmesign costs were amortized, assuming aywar useful life of the
intervention desigr(sensitivity analysis covered a range Q7 $earsof useful lif§. Estimates of
design costs were sensitive to the choice of useful life. More research is needed to expand the scarce
literature on useful life of intervention design, particularly for an A36@e approach, which is more
costly thantypical design methodologies.

1 Country specific costs per adolescent user inclusive of direct service delivery costs and indirect costa gumdggstem costs, including
supervision, training, demand generation, advocacy, M&E, and facility maintenance) were used.
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1 Underestimated design cost®esign costs included only tnudget expenditures by PSI and its
consortium partners. The costing may have missed some costs incurred by oth@gmsnrtium
counterparts such agovernment officials and others who contributed to the design phase. This may
have resulted in an underestimate of the true cost of design.

1 Reliance on allocation rules to distribute many unassigned costs to study geographiesmostly
top-down costing pproach relied on PSI and salvardee financial systems, which did not provide
full detail on costs specific to the study geographies. We tried to address this limitation by developing
appropriate rules to allocate costs to the study geographies.

9 Constrairts to collection of leveraged cost§.or leveraged costs of the government, we used a
bottom-up approach that relied on interviews and s@pecific data collection. Although for some
inputs we were able to use a census approach, for others we relied mnapoesentative sampling.
Moreover, for some inputs we had incomplete data collection due to the inability to contact some
personnel andestrictions related to theCOVIBL9 pandemic.

9 Caution in comparing crossountry and with other studiesReaders shald take caution in
comparing these results across the four A360 interventibesause of the inherent differences in
program structure and target population, as well as differences in price levels across countries.
Caution is similarly warranted in themparison of A360 results to other studies that may use
different methods to calculate costs or of programs that operate at different scales.

9 Potential change in implementation costs due to COVID. PSI respondetb COVIEL9 by first
curtailing serviceshen quickly adjusting the program in response to C@\precautions and
resuming full operations. The overall impact of COGlAN costs is difficult to ascertain because
while the shutdown likely reduced some costs (travel, materials associated wiith spes of
services), other costs increased, such as funds required to adapt and restart the program to operate
under COVIBelated restrictions. Moreover, the accounting systems did not include sufficient detail
to allow easy identification of COVitBlated costs. Thus, other than excluditing identifiable costs of
personal protective equipmenPPE)the base case cost estimate assumed no change in cost due to
CoVvimo.

1 Limited geographic coverag®ue to evaluation resource constraints, dotlowing the lead of the
outcome evaluationthe costing focused on a limited number of geographical areas. Thus, while our
cost and coskffectiveness findings may apply to the selected geographies, they may not be
generalizable to other areas of the aures where A360 was implemented.

Oneway and multiway cost sensitivity analysis addressed many of these methodological limitations and
produced plausible lower and upper ranges to total cost used in the probabilistic sensitivity analysis.
Employing a fiil bottom-up ingredients costing approagifor example using time and motion studies to
estimate level of effort; might have yielded more accurate cost estimates, but also would have required
more evaluation resources.

4.4 Changes irevaluation methodologesdue to COVID19 pandemic

The final rounds of data collection fal components othe evaluation were originally scheduled to take
place during the height of the COVID pandemic. As a result, sorimeportant changes tahe planned
evaluationmethodolodgeswere required.In some cases, thiesulted in potentialimitationswhich are
discussed below along with mitigating actioksll details can be found the full reports for each
component of the evaluatioon theltad website In summary:
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For theprocess evaluationthe majorityof interviews for the final round of data collection were
conducted remotely (over the phone or online). Vhhese interviews generated substantial rich and
valuable data, there were several limitations:

A Topic guides were shorter in order not to overburden respondents with long phone calls,
meaning some interviews were lessdapth.

A There was greater reliance on A360 staff to connectpfueess evaluatioream with girls
and community stakeholders, introducing some risk of bias.

A In Tanzania, the need to locate adolescent girls with access to a phone potentially biased the
sample, gien the overall low levels of phone ownership among adolescents in Tanzania

For theoutcome evaluation PPE was used during interviewsNigeria and Ethiopjgart of the final
guestionnaire was administered by phone to mirdenfaceto-face contact, whe in Tanzania the
guestionnaire was shortened and some intermediate outcomes were not measured. Such changes could
have increased the risk of selection bias due to lower response rates or information bias due to increased
or decreased rapport between inteiewer and intervieweeResultandicate that selection bias did not

pose an issue to the final sampleo addresshe potential threat of a change in rappoduring the phone
surveys, interviewers were usually able to see the interviewee from afar.

For the cost-effectiveness analysianuch of the final round of cost data collection coincided with the
onset of the COVHD9 pandemic in March 202@nd therefore some data collection had to be done
remotely via phone interviewsdowever this likely had minimal impacts on the collected ddatentially
of more concern isvhether COVIBL9 changed the cost to implement A3 noted above in theost-
effectiveness analysisnitations).
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5 Primary andintermediate outcomes: Overview

Results from the A360 process and outcome evaluations indicate some key areas of success for girls
exposed to the program, however, there was limited success in increasing mCPR at the population level.
Theprocess evaluatiofound many examplesvhere A360nvaspositivelyreceived byprogram

stakeholders and girls who accessed fiegram It alsoprovided insights into the factors that helped

A360 reach high numbers of girls (significantly more than ilyitaticipated) in its target geographids
particular, it found that the program's aspirational engagement approach helped contraception feel more
relevant and valuable to girls, and enabled girls to access services in a context of stigma through providing
socially acceptable reasons to attend A360 egésteBox 3 for a brief discussion omeasurement of
locnQ& A Y L) ThéproteysrvaldidalSokderntifiedsome key gaps and challengssachas
addressingsocial norms anthe enabling environment for girlspnsistently engaging with key

community influencerst R R NB & a rhis€ahceftiansand service provider bias about contraception

and agreaterfocus onsupporting girls to adopt a methaas compared t@ontinued method use.

Theoutcome evaluationdetectedvaried findings acrosthe four A360geographieqEthiopia,North
Nigeria, South Neriaand Tanzania)with generally more impacissociated witlgirls who were exposed
to the A360 solutiondut no impact on increasig themCPR at a population leveéxaept in Ethiopia

Comparing the effect of the A360 with its costs, A360 was not found to be-effsictive in any of the
study geographiesln other words, thecosteffectiveness analysfgdings suggest that the more costly
HCD design effort, and the interventions thasulted from that desigeffort, were not worth the costs
incurred in relation to the size of health outcomes achieved (as measured by a change in mCPR).

Additional analysis sought to determine what level of health impact would have been needed for A360
to achieve costeffectiveness given what was spent in each study geographythiopia, no manner of
success in increasing mMCPR in the study geography would have made A3tectise given the costs
incurred. In Nigeria, reaching minimum thresholdsdosteffectiveness would have required very rapid,
almost unhearebf increases in mCPR. In Tanzamiapntrast, hadnCPRsimply stayed constanthe
program would have been cosffective.This reporipresents thecost-effectiveness analysfsdings and
alsodraws on theprocess evaluatiofindings to provide further contexdnd to explain theost-
effectiveness analysfindingswhere possible

Box2a Sl adz2NBa 2F !ocnQa LYLIOG FyR wSlk OK

Throughout implementation, A360 reported on the total number of girls served with modern contraception
the number of adopters reachegla subset of girls served who were not already using contraception before
taking up a methodThis routine measure gfrogram reach provides important information about
implementation but for many reasons cannot be directly compared with a populdiegl impact of increasing
mMCPR among adolescent girls.

Populatiorlevel changes in mCPR capture a range of dynamicslinglincreases in the number of adolescent
girls, changes in sexual activity and marriage among these girls, patterns of continuation and discontinuat
methods, and levels of service provision among all providers in the area. Increases in mCPRahappen
populatiortlevel and reach of individual adopters may or may not translate into increases in mCPR depenc
that else is happening within communities.

The A360 adopter numbeege just one part of the puzzle, and where this piece fits in depards/hat other
service providers in the communities were doing during the time period and how the population of adolesc
girls in need of family planning was changing.

Some of these issues across the family planning sector are further explored by 2asigaip(2017) within the
FNIAOES WabSg | AaSNERE ! NB /2y FdzZ&Ay3 hdzNJ / 2dzy G Ay 3
Family Planning
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This sectioris organized as follows:

A Sections.1 presentsa summary ofhe overallprimary andintermediateoutcomesfindings
from the outcome evaluation

A Sectionb.2 providesa deeper dive into the findings for each A360 geographgrawingon
the process evaluatioto explain and nuance theutcome evaluation findings from tHeur
geographies

A Sections.3 presents the findings of theost-effectiveness analysiand draws on th@rocess
evaluationto identify A360 design and implementati@pproaches whiclontributed to the
high cost of A36.

5.1 Summary ofprimary and intermediate outcomes

This sectiorstarts witha presentation othe population level changein the primary outcome fiCPR).
We then presentthe associationif any,between girls who were exposed to the A360 solutions amd
increase in MCPRhis is summarized ifable 4 A brief summary of thintermediateoutcomesisthen
provided, with an overall view shown withiigure #igure 4: Intermediate outcomesare then further
exploredfor each geographin Sctions5.21¢5.2.4

Populatiortlevel effects of A360 on mCPR

A population-levelincreasein mCPR was detected i@romia, Ethiopia.An increase in mCPR was not
detectedin anyof the other threelocationswhere the outcome evaluationwas conductedln Oromia,
Ethiopiathere wasa 51 percentagepoint increase in mCPiBetween the baseline and eride outcome
evaluationsurveys In Nasarawa in Northern Nigeria and Ogun State in Southern Nitperiaytcome
evaluation did not detect an effect of A360 mrtreasng mCPR at population levéh llenela, Tanzania, a
9 percentagepoint decrease in mCPRas detectecat population level.

The effect ofexposure toA360 on mCPR

Exposure tothe A360 solutions was associated wittigher levels of modern contraception usa the
outcome evaluation sites ircthiopia Northern Nigeria and TanzaaiIn Southern Nigeriaan

association between reported exposure to A360 and higher levels of modern contraception use was not
detected In Oromia, Ethiopiandllemelg Tanzaniggirlsexposed tahe A360 solutionsmart
StarfKuwaMjanja) had twicethe oddsof usinga method than girls who were not exposed Nasarawa

State in Northern Nigeriairls exposed to MMAad 1.5 times the odds afsing a method than girls who
were not exposedn OgunStatein Southern Nigerighere was no difference imCPR betweegirls who
reported exposure to 9ja Girland girls who were not exposed@hus, exposure tthe A360 solutions was
associated withhigher levels of modern contraception use in three out of the fowtcome evaluation
geographies.

The effect 0fA3600n the intermediate outcomes

A360 aimedo produce a catalytic change to adolescent contraceptive use, which was measured through
a populationlevelincreaseén mCPR among adolescent ginishe intervention geographieé\s the

outcome evaluationdentified a populationlevel change imCPRonly in Oromia,Ethiopig thiscould be
interpreted as A360 ndbeinga successHowever, thed a dzO O S 4 &eRdst® Fe examined in the

context ofcountry-specific and programaticrealities andthe intermediateoutcomesfindingsshould

also be taken into consideratiaas well aghe processevaluationand cost-effectiveness analysfsdings
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As seen inrable 4; generally, therewas more of an effect on th@rimary andintermediate outcomes
among girls who were exposed to the A360 interventiotihen among girls wb were not exposedThis
suggests thaA360 had more impact on girls who were directly exposetthéogprogram Inmany ways,

this triangulates with the findingfom the process evaluationThe processevaluation which only
surveyed girls who haglarticipated in A360 activities and/or received services through A360 channels
identified many examples of positive outcomesAB6Q It also identifiedchallenges faced hyirlswho
were reached by A360 is important toconsiderthe findingsacross the outcome evaluation, the process
evaluation and the costffectiveness analysia order to learnfrom A360 and identif the successes and
persistent challenge#\s such, theemainder of this section aims to contextualize the résof the
outcome evaluatiorand process evaluatioand to offer considerations for practitioners, policymakers
and funders when designing, implementing or supporting progratmish aim to increasaccess to
voluntary modern contraception for adolescentlgi
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Table 4: The effect of A360 omCPR change

A360 solution Location

Population

Population
level effect
on mCPR?

Exposure
to A360
solution

Endline
mCPR at
population
level

Endline

mCPR among

exposed

Association
between
mCPR and
exposure

Smart Start

JALQABBII
GAARII

SMART START

ETHIOPIA
Oromia

MMA NORTHERN
NIGERIA

Nasarawa

9ja Girls SOUTHERN
NIGERIA

Ogun State

Kuwa Mjanja Dbl
- llema
» District,
e Mwanza

Married

Married

Unmarried

Married
and
unmarried

5.1% point
increase

No effect

No effect

9% point
decrease

24%

6%

5%

24%

54.5
(Cl: 44.2-64.5)

36.7
(CI: 33.6-40.0)

49.4

(Cl: 44.7-54.1)

37.13
(Cl: 34.1-40.25)

80.5
(Cl: 73.7-85.9)

51.0
(CI: 40.1-61.8)

40.7

(Cl: 28.2-54.6)

52.74
(CI: 46.72-
58.69)

1l Adjusted for confoundingvariables 2 OR: 2.1, 95%Cl: 1.3, 3.3 BIRR, 95%Cl: 1.41, 1.13-1.76 [YIOR: 2.01 95%Cl: 1.68, 2.43
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Figure 4:The effect of A360 on primary and intermediate outcomes

The effect of A360 on primary and intermediate
outcomes at a population level and among girls
exposed to the interventions

Outcome evaluation components

(A full description of each outcome can be found in Annex 1)

JALQABBII
GAARII

SMART START

ETHIOPIA: Oromia region (Smart Start)

Was there an effect at
population level?*

Was there a greater
effect for girls exposed
to Smart Start?®

NIGERIA: Nasarawa state (MMA)

Was there an effect at
population level?*

Was there a greater
effect for girls exposed
to MMA? ®

NIGERIA: Ogun state (9ja Girls)

Was there an effect at
population level?*

Was there a greater
effe girls exposed
to 9j Girls? ®

TANZANIA: llemela district (Kuwa Mjanja)

Was there an effect at
population level?*

Was there a greater
effect for girls exposed
to Kuwa Mjanja?

Adolescents use high-quality sexual and reproductive health products and services

Contraception positioned as relevant and valuable for adolescent girls

mCPR (primary outcome) * * % *%¥ * i m
Proportion of modern contraceptive users using a LARC *% * (:) * i
Use of modern contraceptive in past 12 months * m i m
Age at first birth among girls who gave birth i
Births in the last 12 months’ E * %k * ( - ) i ( - )
Unmet need for modern contraception * * i *
Adolescent girls have access to appropriate high-quality sexual and reproductive health information and services
Awareness of contraceptive products * * m m i *
Awareness of where to obtain health services m i * %

*

Future aspirations™’

C =

Benefits of modern contraception (Benefit 1) * * * * % # 3k i

Benefits of modern contraception (Benefit 2)** E E @ S i

Intention to use a modern method m * % i

Supportive environment for adolescent girls to access services created

Attitudes towards the use of modern contraceptives * % * m * % %k

Self-efficacy to use modern contraceptives m ET TS *
*%

Descriptive norms*®

C =

Community acceptance’
Trust and credibility of family planning products

Misconceptions about modern contraceptives

%%k

Disadvantages of modern contraceptives™”

C =

C =

C =

-

Strong evidence of effect, p<0.001

*%
Evidence of effect, p<0.01

*

Weak evidence of effect, p<0.05

*

Evidence of an effect contrary

to the hypothesized

No evidence of effect

-

Not applicable

Not possible to calculate
due to sparse data

! Measured at endline only. Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a better job and have a better life” with which the respondent agreed or disagreed. *Assessed through the sentence “Using modern
contraception can allow a girl to achieve her life goals” with which the respondent agreed or disagreed. #In Northern and Southern Nigeria, effects were measured by assessing the difference between the change in outcomes over time in areas receiving A360 interventions compared with
the change in outcomes over time in comparison areas not receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were implemented. All analyses were adjusted to account for demographic
changes in populations over time and between intervention and comparison areas. SThe effect among girls exposed compares outcomes for those self reporting exposure to A360 with those self-reporting no exposure to A360. ®Assessed through a "descriptive norms index’ which asked three
questions related to norms around contraceptive use e.g. ‘How many unmarried/married girls aged 15-19 years in your community do you believe discuss using a method of contraception boyfriend or partner/husband or partner?’ 7Outcome not measured at endline in Tanzania due to

COVID-19 adaptations to the questionnaire.
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5.2 Primary andintermediate outcomes:Ethiopia, Northern Nigeria,
Southern Nigeria, Tanzania

5.2.1 Ethiopia

JALOABBII
GAARII

SMART START

{ dzY Y I NE

MCPR

Source: Outcome
evaluation

Girls reached

Source: A360
routine
monitoring data,
Ociober2017
Sepember2020

Further details in
the A360 Process
Evaluation

Country Annex

In Ethiopia,Smart Stat used financial planning as an entry point to discuss
contraception with newly married coupledt leveraged the nationwidélealth
ExtensionWorker network, supported by A360 Smart Start Navigators and the
@2t dzyiSSNI 22YSyQa 5S@St2LIVSyid ! Nyeo
contraception as a tool that can help them achieve financial securityaiad

healthy childrenHealth Extension Workekgere trained to host conversations abou
financial planning and provide contraceptive services in an approachable way to
rural, married girls and their husbands, using a visual discussion guide. Furthi&s ¢
on the Smart Start intervention and how it evolved over time can be found in the
A360 Process Evaluation Country Axne

Smart Start was implemented in four of 10 regions in Ethiopia: Amhara; Oromia;
Southern Nations, Nationalities and Peoples; and Tigray

2T locnQa NBadzZ Ga Ay 9QUGKAZ2LAIL

Increase in MCPR of Jgércentagepointsfrom baseline to endline in Oromia.

24% of girls surveyed at endline reported exposure to Smart Start. Girls who were exposi
were twice as likely to use a modern methaslgirls who were not exposed.

Across Ethipia, 75,237 adolescent girls counseled through Smart $t88,420 girls adopted
a method®

76% of eligible girls (i.e. those not already using contraception or pregnant) adopted a me

Longacting reversible contraceptives (LARCsnplants orintrauterine device (UDs)g
accounted for 20% of methods adopted over the course of the program

31% of adopters were aged b7, compared to 69% aged d1.

2This figure only includes girls counseled duringdixeveek initial implementation period at each site. It does not include giounseled after
the Smart Start Navigator transitioned out of the community.
13 Adopters: girls who adopted a methadit of girls reachegwho did not use modern contraception when they were last active.


https://www.itad.com/wp-content/uploads/2022/02/A360-Process-Evaluation-Final-Report-Country-Annex_revised-March-21-1.pdf
https://www.itad.com/wp-content/uploads/2022/02/A360-Process-Evaluation-Final-Report-Country-Annex_revised-March-21-1.pdf
https://www.itad.com/wp-content/uploads/2022/02/A360-Process-Evaluation-Final-Report-Country-Annex_revised-March-21-1.pdf
https://www.a360learninghub.org/ethiopia
https://www.itad.com/wp-content/uploads/2022/02/A360-Process-Evaluation-Final-Report-Country-Annex_revised-March-21-1.pdf

A360 Process Evaluatidfinal Report

Change in
intermediate
outcomes

Source: Outcome
evaluation and
process
evaluation

Cost andcost-
effectiveness

Source: Cost
effectiveness
evaluation

The outcome evaluation detected positive changes at population level in seven out of the
intermediateoutcomes that were measured at baseline and endline in Oromia.

A A360 was particularly successful in building a supportive environment for gatcass
services: 79% of girls felt that there was community acceptance of contraceptive use
endline, compared to 51% at baseline

A Smart Start messaging raised awareness and shifted attitudes toward contracepton:
proportion of girls who believedtia a dza Ay 3 Y2RSNYy O2y (NI O
FR2f SaO0Syd 3IANI (2 O2YLI SGS KSNJ SRdzOF i
increased by an average of $intsin the outcome evaluation endline as compared to
baseline

A A360 had less success in tasfflmisconceptions around contraceptives, with the
outcome evaluation showing no change.

A The process evaluation found that Ethiopia had more success than other countries in
building sustained relationships to support continuation, although there werensijor

gaps.

The A360 design cost wagyhttimes higher than the comparator cost (DELTA); however,
design costs accounted for only 11% of the total incremental cost ifotlmrestudy woreda& in
Oromia.A360 costs were estimated to be $.067 per capita, translating to 2.5% of health c
spendingand $74 per eligible girl per year of implementation in foer study woredain
Oromia®*

An estimated 31 cumulative incremental DALYs were averted as a result of changes in
resulting in a cost per DALY averted of $30,885. This is 33 timgsabmlomestic product
(GDR per capita in Ethiopiaand therefore not considered to be cestfective by WHO
CHOICE standardsss than three times the GDP per capita)

1 Eurther details can be found within the Cost Effectiveness report offtdldeWebsite.
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Figure 5:Smart Start effect of A360 on primary anthtermediate outcomes

JALOABBII  ETHIOPIA:
GAARII Oromia region (Smart Start)

SMART START

Outcome evaluation components Was there an effect at | Was there a greater GEETTED
e ) population level?* effect for girls exposed strong evid f
g evidence O
(A full description of each outcome can be found in Annex 1) -y offect p<0.001
Adolescents use high-quality sexual and reproductive health products and services *%
. Evidence of effect,
mCPR (primary outcome) * * % p<0.01
Proportion of modern contraceptive users using a LARC * %k *
Weak evidence of effect,
Use of modern contraceptive in past 12 months * p<0.05

Age at first birth among girls who gave birth
Evidence of an effect
: N contrary to the

Births in the last 12 months’ N - J k% hypothesized

Unmet need for modern contraception *

No evidence of effect
Adolescent girls have access to appropriate high quality sexual and reproductive health information and services

Awareness of contraceptive products * Not applicable

Awareness of where to obtain health services

Not possible to calculate

Contraception positioned as relevant and valuable for adolescent girls due to sparse data

Future aspirations®” ( - :
Benefits of modern contraception (Benefit 1)? *
Benefits of modern contraception (Benefit 2)*? \ - \

Intention to use a modern method

Supportive environment for adolescent girls to access services created

Attitudes towards the use of modern contraceptives * %
Self-efficacy to use modern contraceptives m
Descriptive norms¢ : - \/
Community acceptance’ *%

Trust and credibility of family planning products

Misconceptions about modern contraceptives

Disadvantages of modern contraceptives!? C - )

1Measured at endline only. 2Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a
better job and have a better life” with which the respondent agreed or disagreed. *Assessed through the sentence “Using modern contraception can allow a girl
to achieve her life goals” with which the respondent agreed or disagreed. #In Northern and Southern Nigeria, effects were measured by assessing the difference
between the change in outcomes over time in areas receiving A360 interventions compared with the change in outcomes over time in comparison areas not
receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were
implemented. All analyses were adjusted to account for demographic changes in populations over time and between intervention and comparison areas. SThe
effect among girls exposed compares outcomes self-reporting exposure to A360 with those self-reporting no exposure to A360. ®Assessed through a 'descriptive
norms index’ which asked three questions related to norms around contraceptive use, e.g. ‘How many unmarried/married girls aged 15-19 years in your
community do you believe discuss using a method of contraception boyfriend or partner/husband or partner?' ’Outcome not measured at endline in Tanzania due
to COVID-19 adaptations to the questionnaire.
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Did A360 have a positive effect on contraceptive use among adolescents in Ordtthapia,
and why or why not?

The outcome evaluation detected a populatigievel increase in mCPR among married adolescent girls

in Oromia.The mCPIhcreased by 5.1% from baseline to endline in Oromia, indicating a populatieh
increase in mMCPR over the time that Smart Start was being implemented. The change between baseline
and endline surveys within the implementation areas was larger thantkead trends in mCPR in

Ethiopia between 2015 and 2017 using a secondary data set (PMBA2020

Girls who were exposed to Smart Start had higher mCPR and lower unmet 4. of girls surveyed at
endline reported exposure to Smart Start. Gekposed to the intervention were twice as likely to use a
modern method than girls who were not exposédhere was also evidence of 50% lower odds of unmet
need in girls exposed to Smart Start than in girls not exposed. There was slightly exddkace for an
association between exposure to the program and use of a modern contraceptive method within the last
12 months, and no evidence of an association between exposure and use of emethiR@.

¢KS LINRPOSaa S@I f dz (A2 yin@rozikd & sesulkof diskdngiintdrvertion Gesigna dzO O S
and a successful implementation model, in the context of a supportive policy environment.

A Supportive policy environmentThegovernment of Ethiopia has invested significantlgéxual and
reproductivehealth SRM2 @S NJ G KS LI ad wn &@SFNEI GAGK FlFYAf®@
the Ethiopian Ministry of Health (MoH). More recently there has been increasing recognition of the
need to reach adolescents in order to tackle teenage pregnancy. rakesprocess evaluation found
that A360 effectively communicated the strong results achieved in the early stages of the program
(in terms of girls reached and adopters), which helped build governmenirhulemonstrating how
Smart Start contributed to gernmentpriorities and objectives. Over the course of the program,
Smart Start increasingly integrated into the daily work of workxla! health officers and obtained
their support and buyin, despite capacity gaps. The integration of financial planmegsaging
with contraceptivecounselingvas widely appreciated by government stakeholders at all levels, and
was an important factor in building btigi. The decision of the Ethiopian Federal MoH to roll out
the Smart Start solution nationwide, aiming taach one million married girls by 2025, was a strong
endorsement of the program and provides a path to scale and sustainability for Smart Start.

G2S AyOfdzRS G KA& LINE 3INIDmarged iatalzhddally A f & KSI f (K
planning and evaluation activies. It is highly welcomed by our office and considered

Fa Ly 2LIRNIdzyAdGe G2 FdzZNHKSNI AYLINR@S Lldzot AO K
official, Ethiopia, 2019)

A Stronginterventiondesignf Y I NI { GF NI ¢l & RSAAIYSR | NotlzyR 0O2o0
engaging husbands in conversations about how financial planning and contraception could help
them achieve their goal&lthough it proved challenging to reach men in practice, girls were 1.6
times more likely to adopt a method when accompanied by thaBbandsThe process evaluation
O2yaratisSydte FadyR GKFG {YFENI {GFNIQa FAYFYOAL
their husbands, and helped to show the relevance of contraception. Many girls and husbands
described thecounselingchangng their minds about when to have a baby, through highlighting the
importance of building assets and spacing pregnancies in order to increase economic security and

15The PMA dataset includes married and unmarried wormged15c49, and is therefore not dictly comparable to the target population of the
outcome evaluationHowever, in the absence of directly comparable trend data, this strengthens the evidence that the increase in mCPR
observed in this study is likely to be explained by Smart Start rétherongoing trends in mCPR in this population independent of Smart Start.
The analysis of trends in modern contraceptive use from PMA2020 data between 2015 and 2018 did not show a clear treheleSsyvert

should consider the limitations of using thliataset to estimate trends in MCPR in our target population. PMA2020 are not directly comparable to
our target populationg PMA2020 refers to married and unmarried women age@4Bs whereas our target population were married adolescent
girls aged 1819. These two populations differ in many factosich as number of children and education. Also, PMA2020 data reflect national
level data, but there is large local variatidritps://www.pmadata.org/
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give their children a better life. The visual discussion aids resonated with girls and kietpe
understand the concept of financial planning and its links to contraception.

Successful implementation modeB8mart Start was integrated from the beginning into the

Q9GKAZ2LIALY F28SNYYSyiQa 1SIHfGK 9EGSyarz2y t NRIANI

increased family planning access in Ethiopia. This integration allowed A360 to scale up
andaccessard-to-reach rural girls through the existitpalth Extension Workeretwork, whch is
widely known and trusted. The process evaluation found that Smart Start was chategtp
Extension Workeattitudes around delivering contraception to adolescent girls,cemaging many
to view girls as potential clients for the first tim&mart Start navigatorslayed a key role in
supporting mobilization during the initial implementation of the program and helped to embed
training with theHealth Extension WorkerTrairing and orthe-job support from A36@mart Start

Navigatorsuilt Health Extension Workéd2 Yy FA RSy OS | yR OF LI OAG& | yR LI
2F KFyRaQ (2 SIFaS (4KS 0d2NRSY 2y LINPJGARSNAE (KNP

reporting.¢ KS LINPINI Y | faz &adzO0SaatdA#fte SyfAraidsSR
Development Army, who have played an increasingly central role in supporting zatidliand
follow-up (seeBox 4. The process evaluation found that the continued preseof wellknown and
trusted Health Extension Workehelped girls feel supported to continue using contraception.

Box3.¢ KS SELI YyRAY3 NRtS 2F (KS 22YSyQa 5S859St 2L

¢KS Sy3ar3asSySyid 2F GKS 22YSyQa 5 SaSuccedslst@y i ! |
highlighting the value of harnessing existing, trusted local structures to reach adolescent girls.

¢CKS ylraAz2ylt 22YSyQa 5S@St2LISyid ! Nye gl a S:
volunteers (mainly older married women) wisupport various development initiatives in their
communities Initially, A360was apprehensive abowtorking with this group, fearing that older womer
would not be able to build a rapport with adolescent girls. However, it became cleardadth
Extengon Workerswere drawing on volunteers to support mobilization regardless, and so A360 dec
at the end of the prototyping phase to formally integrate them into the program.-lit@nacy
mobilization materials were developed to support volunteers to tallirls about Smart Start and to
introduce basic financial planning concepts.

¢tKS 22YSyQa 5S@St2LIVSyd ! N¥ye g2N)]a (GKNRIAK |
responsible for 10 households in hegighborhood This means thatolunteers know which girls are
eligible for the program in their areahelping A360 identify and reach girls even in the more remote
parts of a kebele. The process evaluation found that volunteers are generally well known and resp
and are able to aonect with girls through sharing their personal stories and are frequently motivate:
I RSAANB (2 KSfLI IANI A | @P2AR GKS OKFffSy3Sa
Development Army into the Smart Start model has proved very successtfuimonitoring data showing
that volunteers mobilized 37% of girls as of October 26T%ey also suppoltealth Extension Workers
with follow-up, visiting girls in their neighborhoods and reminding them about upcoming appointme

G, 2dz OF yKO2YAXBENRGUS5SOSt 2LIYSyld ! N¥e @2f dz
the community. We would not have been able to do our jobs at all without them. How
StasS ¢2dzxZ R ¢S KI @S 0SSy +totS (G2 NBFOK GK
(Health Extension Worker, Riopia, 2020)

16 LSHTM analysis 860 monitoring data, June 204@ct 2019
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How far did A360 achieve its intermediate outcomes@romia, Ethiopia, and why?

More than half of thantermediateoutcomes measured by theutcomeevaluation changed in the
desired direction over the course of the programOromia Positivechanges were detected at population
level in seven out of the lhitermediateoutcomes that were measured at baseline and endline (see
Figureb).

A360 was particularly successful in building a supportive environment for girladoess services, likely a

result of connecting contraceptive use to financial security and systematically engaging key influencers.

The outcome evaluation suggests that community acceptance of adolescent contraceptive use increased
over the course of thenpgram: 79% of girls felt that there was community acceptance at endline,

O2YLI NBR G2 pwm: G o0FlaStAySd DANIAQ F LIINRJEE F2NJI
unchanged (very high at baseline and at endline), but approval for unmarngdesoto use modern
contraceptives increased substantially from baseline to endfifidle outcome evaluation also found an
AYONBI &S Ay | Rfichc$ta &eysiandlde Rnify plan@ing tndthods over time.

The process evaluation suggestsitha { YI NI { G NI Qa O2yySOGAz2y 2F O2yi
was likely a key factor in explaining this succ8ssart Starmessaging successfully linkeahtraception

with widespread concerns about resource availability and lack of economictopfies, tapping into
O2YYdzyAile FaLANYdGAz2ya F2Nl ez2dzy3d O2dzl Sa (2 KI @S |
f SFRSNEX 22YSyQa 5S@St2LIVSyid ! Nye @2fdzyiSSNBRIZ | YR
community buyin and helping taeduce stigma. Finally, working wittealth Extension Workehelped

lead to changes in service provider attitudes toward delivering contraception to adolestantsigh

these mechanisms the process evaluation found that Smart Start had successfulby l@xisting norms

around family planning, widenirthe window of acceptability to include married gifls.the final year of

the process evaluation, almost every community stakeholder interviewed said that they believed Smart

Start had increased commupwisupport for family planning practicesot just for girls, but also in general

¢ and felt that this had increased use of contraception, decreased stigma and the need for women to hide
contraceptive use, and led to greater openness in the communitysicuds family planning arf8RH

C
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GhdzNJ FIF YAf& gAff S
gyl dza G2 tA@GS (KS
(Adolescent girl, Ethiopia, 201L9
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The evaluation sugests that Smart Start messaging positioned contraception as relevant and valuable

through helping girls and husbands see how it could help them improve their financial security and

reach their goalsThe outcome evaluation found that theJNR LJ2 NI A 2y 2 F 3JAuNiigh 6 K2 0
modern contraceptives can allow an adolescent girl to complete her education, find a better job and have
abetterlif€¢ Ay ONBFaSR o6& Fy | @SNIF3IS 2F iz FNRBY o0l aStAy

The process evaluation suggestsitha { Y NI { dF NI Q& YSaal3aaAy3da NBazyl as
husbands, when they participated), and helped to show the relevance of contracelltamy. girls and

husbands described theounselingas changing their minds about when to have a babyugh

highlighting the importance of building assets and spacing pregnancies in order to increase economic
security and give their children a better life.

G{KS aK2gSR dza (KId GKS OKAfR K2 RARYQO 3Si
the one who got enagh to eat got bigger and healthyX] | thought, | never want to

go through that kind of thing. | was certain. So | started using the thwgsar

wY S i K@AdRsoent girl, Ethiopia, 2019)

YKS FTAYFE NBINBaaizy Y2RSt aK24SR GKFG FR2t 5308y i IAMBORUCE GGAGdRS A
0.08¢ 0.36; pvalue: 0.003
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Smart Start appeared to have less success in increasing trustaedibility of contraception, with no

change in misconceptions about modern contraceptives. This is likely linked to persisting bias and
misconceptions among service providess.K S 2 dzi O2YS S@F fdzr A2y F2dzyR y 2
misconceptions abdumodern contraceptives, or beliefs about their disadvantagdstween baseline

and endlineThis is supported by process evaluation findings around persisting weaknesses in

contraceptive counseling liyealth Extension Workedespite A360 training and emtoringg for example

girls not always being fully informed about side effects, or at timese provided with inaccurate

information about particular methods. In some caslke implant was explicitly recommended over other
methods byHealth Extension W&ers which may be influenced by a previous quota system established

by the government to boost LARC adoption.

G{KS (2t R dza Fo02dzi GKS Ay2SOiloftS 02y (NI OSLIA
will not be easily removed from our body. She advised m®sf dza (2 dzaS GKS A YL
(Adolescent girl, Ethiopia, 2019)

oy

The process evaluation highlighted important weaknesses in capacity and suppdddibin Extension
Workersin the program model. Throughout the four years of the program, a persistent concern among
government and health worker stakeholders was thiaialth Extension Workeese overworked, with
everincreasing responsibilities, and Smart Start represented one mpackage of health services to
deliver.These concernelated to HEWgo0 beyondSmart Starand manywere beyond the scope of

Smart Starto be able to resolveHowever, as Smart Start relied on HEWSs for successful implementation,
it is important tonote the challenges this intcuced into the Smart Start model. For exampleere were
concerns fronHealth Extension Workeemnd others that the training received (a tvday course run by

0KS LINBINIY LINR2N) G2 {YI NI { dicievdfopHealth Extmysiork Ay |y S
Workersto feel fully confident in delivering the counseling. The process evaluation found that the Smart
{GFNIG bl @A3ri2N gta | 1Se8 SyFroft SNE GASESR a + ON

implementation of he programg including doo#to-door mobilization and financial planning counseling
and thatHealth Extension Worketacked support once they transitioned out of communities at the end
of the initial sixweek implementation period.

8 \We note thatbeliefin / reporting disadvantages of modern contraception is not necessarily negative. Balanced
counselling should include counselling about advantages and disadvangagesffectiveness, sideffects)
Contraceptive use representsalancing tharade-offs between theadvantagegbenefits)and disadvantages
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5.2.2 Northern Nigeria

In Northern Nigeria MMA targetd married adolescent girls and their husbandssing
maternal and child health as an entry pointiMA usel a two-pronged approach to
reach married girls. Female mentors receuigirls to take part in four Love, Life and
Family classes, which incorpordtiéfe and vocational skills sessions, as well as an
opportunity for oneto-one contraceptive counseling Wit provider. Meanwhile, male
mobilizers startd conversations with husbands, to encourage them to refer their
adolescent wives to a clinic for waitk counseling. MMAvasdelivered by A360 Young
Providers working alongside government providers throughliputealth facilities, in a
Huband Spoke modelFurther details on théMA intervention and how it evolved
over time can be found in th&360 Process Evaluation Country Annex

MMA was implemented in twaof 19 statesin Northern Nigeria Nasarawa and
Kaduna

{dzYYI NE 2F !locnQ& NBadzZ Ga Ay b2NIKSNY bAISNAI

mCPR Increase in MCPR frobaseline to endline in Nasarawa State was not associated with
MMA.

Source: Outcome

evaluation 6% of girls surveyed at endline reported exposurdMdA. Girlsexposed to MMAN
Nasarawa Staterere more likely to use a modern method than girls who were not
exposed

Girlsreached By the end of September 2020, 45,371 girls had been counseled through MMA, with

35,641 adopters (a conversion rate of 84%)
Source: A360 routine

monitoring data, LARCs accounted for 39% of methods adopted over the course of the program
Ociober2017
Sepember2020 19% of MMA adopters were agedd&, @mpared to 8% aged 1819.

Further details in the
A360 Process
Evaluaton Country

Annex

Change in The outcome evaluation detected positive changes at population level in just two ou
intermediate the 14 intermediate outcomes that were measuredbaiseline and endline in Nasarawa
outcomes State. However, exposure to MMA is positively associated with change in nine of the

intermediate outcomes.
Source: Outcome _
evaluation and A A360 was particularly successful at increasing access to SRH information and
processevaluation services: girls who were exposed to MMi&played a greater awareness of
contraception and greater awareness of where to obtain health services or
contraceptive products as compared to girls who were not exposed
A Building on existing norms around family planning helped position contraception
relevant and valuableGirls who were exposed to MMA were more likely to displa:
more positive attitudes toward the benefits of contraception, have a higher level
intention to use contraception in the future, and a higher level of approval for
marriedand unmarried couples to use modern contraception.

19 R2LIGSNI WO2y BSNEAZ2Y NI GSQY LISNDSydl 38 2F IANI A NBIOKSR gK2 | R2LIG I
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Cost andcost-
effectiveness

SourceCost
effectiveness
evaluation

Itad

A MMA had less success in relation to increasing trust and credibilfgnafy planning
(FP products, with the outcome evaluation showing no change

The A360 design cost wasventimes higher than the comparator cost (DELTA)
However, design costs accounted for only 15% of the total incremental cost iwthe
study LGAiIn Nasarawa State. A360 costs were estimated to be $0.40 per capita,
translating to 0.5% of total health care spending per capita and $102 per eligible girl
year of implementation in théwo study LGAin Nasarawa State.

An estimatediour cumulative incremental DALYs were averted, resulting in a cost pe
DALY averted of $111,416. This is 53 times the GDP per capita in Nigeria, and there
not considered tde costeffective by WHECHOICE standardshich define cost
effectivenessasless than three times the GDP per capita.
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Figure 6:MMA: effect of A360 on primary and intermediate outcomes

SASA Ay
o 4»,

NIGERIA:
Nasarawa state (MMA)

Outcome evaluation components F T I

(A full description of each outcome can be found in Annex 1) Pop ‘ . MMA?5g P 2;:;% :‘(’31.;3;‘* of
Adolescents use high-quality sexual and reproductive health products and services *%
mCPR (primary outcome) * % Eiig.?)rice ofeflect
Proportion of modern contraceptive users using a LARC *

Weak evidence of effect,
p<0.05

Age at first birth among girls who gave birth
Evidence of an effect
contrary to the
hypothesized

Births in the last 12 months’

Use of modern contraceptive in past 12 months m
*

Unmet need for modern contraception
No evidence of effect

(G D)

Not applicable

Adolescent girls have access to appropriate high quality sexual and reproductive health information and services

Awareness of contraceptive products

Awareness of where to obtain health services

Contraception positioned as relevant and valuable for adolescent girls

Future aspirations'” C:)

Benefits of modern contraception (Benefit 1)? %% * %

Benefits of modern contraception (Benefit 2)*2 (:)

Intention to use a modern method

Supportive environment for adolescent girls to access services created

Attitudes towards the use of modern contraceptives *

Self-efficacy to use modern contraceptives

Descriptive norms** C -

Community acceptance?

*
*

Trust and credibility of family planning products

Misconceptions about modern contraceptives

Disadvantages of modern contraceptives®’ <:>

1Measured at endline only. 2Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a
better job and have a better life” with which the respondent agreed or disagreed. *Assessed through the sentence “Using modern contraception can allow a girl

to achieve her life goals” with which the respondent agreed or disagreed. *In Northern and Southern Nigeria, effects were measured by assessing the difference
between the change in outcomes over time in areas receiving A360 interventions compared with the change in outcomes over time in comparison areas not
receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were
implemented. All analyses were adjusted to account for demographic changes in populations over time and between intervention and comparison areas. The
effect among girls exposed compares outcomes self-reporting exposure to A360 with those self-reporting no exposure to A360. ®Assessed through a 'descriptive
norms index’ which asked three questions related to norms around contraceptive use, e.g. ‘How many unmarried/married girls aged 15-19 years in your
community do you believe discuss using a method of contraception boyfriend or partner/husband or partner?' ?Outcome not measured at endline in Tanzania due
to COVID-19 adaptations to the questionnaire.
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Did A360 have a positive effect on contraceptive use amauaiplescents in Nasarawa State,
Nigeria, and why or why not?

In Nasarawa State, the outcome evaluation found no evidence that MMA hambsitive effect on mCPR
for 15¢19 year old married adolescent¥Vhile mCPR did increase between baseline and endlinesaall
outcome evaluatio. GAs, there was no difference between the increases in the intervention and the
comparison sites. Thuthe outcome evaluatiordid not detect a populatiofevel association between
MMA and increased mCPR among 1% year old maied adolescent girls in Nasara\date.

Girls who were exposed to MMA were significantly more likely to use modern contraceptive methods
than those who were not exposed. However, exposure to the intervention was low among girls
surveyed atendline. At endline, mCPR for exposed girls was S pared to 37% for girls who were not
exposedlIn addition to having a higher mCPR, girls exposed to Migr& more likely to have used
modern contraception in the past 12 montlend reported a 40% loweisk of unmet needscompared

to girls who were not exposedhissuggestdhat when the intervention reached the target population, it
worked as intendedThis igurther corroborated by a range of positive associations between exposure
and the intermealiate outcomes (see below). However, only 6% of girls who were surveyed in Nasarawa
Stateselfreported that they had been exposed to MMFhismayindicatethat MMA did not have the
reach or scale tachieve measurable impact at population levas he gory around exposure to A360 in
Nigeria is complexhis theory should be considered carefully in lighthwf potential caveatsliscussed
below (seeBox §.

There aresomepotential explanationsfor the lack of effect on mCPR at population levelNasarawa
State including

A Increase in mCPR in comparison sit€serewasan increase in mCPR in the implementation sites in
NasaraweBate. However, as the increase was matched in the comparison sites, this change was not
attributable to MMA. It is possible that a ! Q& ¢ MEMRGIe intervention areasvasmatched
by the effects of otheFPprogramsin the comparison area®©ne ofthe comparison sites (Nasarawa
LGA) had two largscaleFPinterventions in place since 2018 and registered a particularly large
increase in mMCP@Rom 13% at baselineo 31% at endline).

A Social norms around childbearin@ne of the main reasons reported/lmarried girlsurveyed for the
outcome evaluatioron why they were not using contraception was the desire to bear (more)
children.The process evaluation and other literature highlight significant social and familial
pressures which enforaestablished norms around marriage, childbearing and the control of
FR2ft SaO0Sy (i naKnhbyhRbarlSahd garer@dyClearySillset al, 2014) Evenif they
desire to usecontraception, married girls may feptessured to prove fertilitypy their husbandpy
other relatives oy their community soon after they get marrie@hus, in several settings
contraception may only be considered for child spacikgonsiderable number of married girls
interviewedfor the outcome evaluation at endlirgid not yet have any childremgngingfrom 34%in
Toto LGA to B in Karu LGAThisis likely to affectheir uptakeof modern contraceptiongiven
these social norms and expectatiofMcQeary-Sillset al., 2014)

How far did A360 achieve its intermediate outcomesNasarawa Stateand why?

The outcome evaluation detected an association between MMA and populatievel change in only
two of the intermediate outcomes in Nasarawa StatElowever, exposure to MMA is positively
associated with change in the desired direction fibre majority of the intermediate outcomesThe
outcome evaluation found positiveopulationlevelchange between baseline and endline foamy of the
intermediate outcomes but no significant differences between the intervention and comparison sites,
suggestinghat changes were not associated with MNgee Figure 6 owever positive associations
were found between exposure to MMA amdhe of the intermediate outcomes that wereneasured at
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baseline and endlinérhissuggestshat the program worked as intended when it reached the target
population.

The two intermediate outcomes in which populatitevel changes were seen and in which the increase
was greater in intervention than comparison sites relate to: improving the supportive environment for
adolescent girl8® and positioning contraception as relevant and valugblEhere was also a positive
as®ociation between exposure thIMA andboth of these intermediate outcomethus strengthening the
inference that they are a result MMA. Key aspects of the MMA programhichlikely contributed to

these changes are discussed below in relatiopdsitive awitcomesmirrored by girls exposed to the
program.

A360 was particularly successful in increasing access to SRH information and semdasarawa State

A key strategywhich supportedthis was nobilization of husbands, which led to increased referrals and

uptake while helping to build community acceptance and suppdfFhe outcome evaluation found that

girls who were exposed to MMA displayedraater awareness of contracepti@amdgreater awareness

of whereto obtainhealth service®r contraceptive productsascompared to girls who were not exposed.

In the Northern Nigerian context, girls are often unable to make decisions about whether to adopt a
YSGK2R ¢AGK2dzi (KSANI Kdza o Isyiésigned wileayhasBayidirgferral & | NB & d
pathway. This includednale mobilizersvho weretrained toinitiate conversations with groups of men to
encourage them to refer their wives to counseliRgrogram monitoring data indicates that 47% of

MMA participantswere referred by their husbanésandthat girls referred by husbands were 1.4 times

more likely to adopt a method than those referred by a mobilZZ&towever, the process evaluation
raisedsomeO2 Y OSNY & GKIF( Kdzaol yR Sy 3hg@dyA8ynber MR 31 SR dzy R
stakeholders reported that husbands sometimes make unilateral decisions about whether their wives

should adopt a methodand everaboutwhich one. Compounding this issue is the fact that girls referred

by their husbandslid not access the aspirational and empowerment aspects of A360, asvitrey

referred to walkin counseling rather than joining skills classes.

Building on existing normaround FPhelped the progranto resonate with husbands and girsndto

position contraception as relevant and valuabl&he concept of child spacing is widely understood in
b2NIKSNY bAISNAII FYyR !ocn F2dzyR (hlpeditheprogrdkal a A1 Ay 3
resonate more strongly with both husbands and giFlsis likely contributed to girls who were exposed to

MMA displayingnore positive attitudes toward the benefits of contracepti@higher level of intention

to use contraception in th future, anda higher level of approval for married and unmarried couples to

use modern contraceptigrascompared to girls who were not exposethe outcome evaluation also

found an association between having given birth in the past 12 months and negentposure to MMA
suggestinghat the program was perhaps more efficient in influencing the lives of girls who had given

birth to one or more childrenrascompared tathe lives ofgirls in the community more generally.

Theaspirational components of MM#played a central role in facilitating uptake of service®nce

recruited to take part in MMA igs attenced four Love, Family, Health skiiessions over a forweek

period. These taughlife, vocational and financial planning skills and progioidormation about health

and nutrition. Theskillssessionss SNE T 2 dzy R (i 2 whiciBc@uka@dirls to piicipatd, Q

helpedto makecontraception feel more relevant and valuable, andt 3A NX 4 Q {(1y2¢f SR3ASsE O
ability to plan for the future. Theutcome evaluatiorfiound an association between exposure MMA

anda higher score whegirls werepresented with four statements about their future aspiratiofi$iis

20 Evidenced by an attitudes index score indicating greater approval for married and unmarried couples to use modern cergacepti

21 Evidenced by greater likelihood of agreeing with statements on the benefits of contracemwiescent girls in interveion sites were 5%

Y2NB tA1Ste G2 F3aINBS 6A0GK GKS adldSyYSyd a! aAy3 Y2RSN)akedeyjoNI OSLIGA2Y
YR KIS | o0SGGSNI & ATFSE

22| SHTM analysis of A360 monitoring data (June @&l 2020)

23 95%Clt 1.2¢ 1.7. Results of a logistic regression mixed model, adjusted for age as well as for data dependency between observatiens from

same Facility (random effect) and districts within the same State (fixed effect). Data from LSHTM independestcd#ed@® monitoring data

(June 201gApril 2020)
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strengthens he evidence that MMAJ2 A A G A @St & Ay Tt dzSYOSR IANI aQ 7T dzi dzN
important to note that as aspirations were not measured before girls participated in MMA skills sessions,

we do not have proof of attribution, and it is possible thatgwiho attended the classes already had

higher aspirations than girls who did not attend.

There were mixed findings from th@utcome evaluationand the procesgvaluationrelated to building

a supportive environment foicontraceptive useThe outcomesvaluation found a populatictevel
increaseassociated with MMA in relation fpositiveattitudes to contraception. In addition, girls exposed
to MMA weremore likely to have positive attitudes toward the use of contraceptttan girls who were

not expogd to MMA and were more likely to agree with a set of descriptive norms around the use of
contraceptive methodsHowever, theoutcome evaluatioralsofound thatMMA was less likely to
positivelyaffect selfefficacy andit did not detect amassociation btween exposure to A360 ardlA NI a Q
perceptionof greater community acceptanad contraception.

Given the entrenched sociocultural barriers to contraceptive access for girls in Nigeria, community
engagement was recognized as crucially important from thsedwof the program. On entering a new
community, governmensupported sensitization meetings were carried out with key community leaders
and gatekeepers whan turn, mobilized their local sphere of influence. As the program scaled, the
ongoing presencefa@ommunity mobilizers and the greater involvement of community leaders in regular
program meetingsvere seenasinstrumental in securing increased community supp®tte aspirational
componentsof the programhelped secure the support of government, seevproviders and community
members, helping girls access services in a context of widespread stigma, by framing the program as
about more than contraceptiarHowever, the aspirational components were lightich and didhot

reach all of the girlsand theprocess evaluatioraised concerns thagome of the content of the Love, Life
and Health classes may hasgpported rather than challenged gender norms abthg role ofwomen

MMA had less success in relation to increasing trust and credibility of FP pectel The outcome

evaluation foundho association between exposure to MMA and positive scores on indexes related to
misconceptions around using contraceptives or disadvantages of using modern contraceptives.
Northern Nigeria, girls face significant sd@nd familial pressures which reinforce established norms
FNRPdzy R YI NNAF3IST OKAfROSFEFNARY3 YR (KS O2yiaNRt 27
parents.The process evaluation reporte@eply entrenched fears and misconceptions about
contraeption ¢ especially fears of infertilitg whichgenerate distrust oASRHnterventions and

opposition to contraception use. While these findings are by no means new #@3Reield, they

highlight the continued challengesd entrenched social norms timfluence behavior. Thprocess
evaluationfound that work to engage key influencers, combined with tactics to build community sypport
were key successes of the prograrbwever, A360 was not designed with a substantial social norms
component which likeY limited its ability to positively challeng®ciocultural barriers to contraceptive

use.
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5.2.3 SouthernNigeria

In Southern Nigeria9ja Girlscombined walk-in contraceptive counseling with life
skills sessions for unmarried gitl8Valkin counselingvasprovided alongside
Saturday sessions on the LifeyepHealth curriculum, which featulezocational
skills, futureplanning exercisegnd discussions about love, sex and dating. The ait
was to make contraception relevant by helping girls tap into their aspirations and
contraception as a tool to readheir goals. 9ja Girls was delivered through public
KSIfGK FlLOAfAGASAaY oKSNB !ocnQa |, 2dzy
providers to deliver classes and contraceptive counseling. 9ja Girls was permane
LINBaSyd Fd az2yYS THipovidedirdgulasdutreact sedzoeS thrauk
Y2NBE NBY2GS FI OAftAGASa FutheldstRls anzhe Gad O
Girls intervention and how it evolved over time can be found inABE0 Process
EvaluationCountry Annex

9ja Girls was implemented in sbf 16statesin Southern NigeriaOgun, Lagos,
Osun, Oyo, Edo and Delta

{dzYYI NBE 2F locnQa NBadzZ §a Ay {2dziKSNYy bAISNRAI

mCPR No populationlevel increase in mCPR amamgmarried girls in the comparison o
the intervention LGAs in Ogun State
Source: Outcome

evaluation 5% of girls surveyed at endline reported exposure to 9ja Girls. No association
found between exposure to 9ja Girls and greater use of modern methods of
contraception.

Girls reabed 172,517 adolescent ginsere counseled through 9ja Girf$119,380 adopted a
method 2°

Source: A360 routine
monitoring data, Oatber | 75% of eligible girls (i.e. those not already using contraception or pregnant)
2017¢Sepember2020 adopted a method after counseling.

Further details in théA360 = LARCs accounted for 31% of methods addph 9ja Girls
Process Evaluation
Gountry Annex 13% of 9ja Girls adopters were aged;13, compared to 87% aged ¢1.

Change in intermediate Populationft S@St OKIy3S Ay 2yteé& 2yS 2F !o

outcomes and no positive associations between exposure to 9ja Girls and any of the
intermediateoutcomes.

Source: Outcome

evaluation andprocess However, some evidence from the process evaluation that 9ja Girls was makil

evaluation progress toward intermediate outcomes in targeted communitetough this
wasnot detectedby the outcome evaluation. These included:

A Using life and vocational skills sessions to position contraception as relev,
YR @ tdzZ 6t S ¥ 2 odhfidlehdddnd skillsy R 06 dzA f R

A Improving the quality of service provision to build trust and credibility arou
contraception

2AGirls registered at &ja Girlsclinic or event.

25Adopters: girls under 20 who had never used a modern method of contraception or were discontinued users, who took up atreéod
clinic/event
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Cost andcost-
effectiveness

Source: Cosgffectiveness
evaluation

A Engaging communities and key influencers to create a more supportive
environment for accessing services

A Positioning contraception as relevito girls through community #person
mobilization.

The A360 design cost wasventimes higher than the comparator cost (DELTA)
However, design costs accounted for only 8% of the total incremental cost in t
one study LGA in Ogun State. A360 costs were estimated to be $0.21 per cay
translating to 0.3% of total health care spending papita and $43 per eligible gil
per year d implementation in the one study LGA in Ogun State

An estimated 17 cumulative incremental DALYs were averted, resulting ina c
per DALY averted of $30,1I¢his is 14 times the GDP per capit&igerig and
therefore not considered to beosteffective by WHEGCHOICE standardshich
define costeffectiveness akess than three times the GDP per capita.

26 Further details can be found within the Cost Effectiveness report orttite\Website.
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Figure 7:9ja Girls:effect of A360 on primary and intermediate outcomes

NIGERIA:
Ogun state (9ja Girls)

Outcome evaluation components Was there an effect at | Was there a greater [ kxx ]
opulation level?* effect for girls exposed )
(A full description of each outcome can be found in Annex 1) pop i |g-, 5 P Strong evidence of
to 9ja Girls? effect, p<0.001
Adolescents use high-quality sexual and reproductive health products and services *k
Evidence of effect,
mCPR (primary outcome) p<0.01
. . . s ™
Proportion of modern contraceptive users using a LARC * { - ) *
Weak evidence of effect,
Use of modern contraceptive in past 12 months p<0.05

Age at first birth among girls who gave birth

Evidence of an effect
contrary to the

Births in the last 12 months’ hypothesized

Unmet need for modern contraception

No evidence of effect
Adolescent girls have access to appropriate high quality sexual and reproductive health information and services

Awareness of contraceptive products Not applicable

Awareness of where to obtain health services

Contraception positioned as relevant and valuable for adolescent girls

Future aspirations*’ ( - /
Benefits of modern contraception (Benefit 1)2

Benefits of modern contraception (Benefit 2)*3 \/ - /
Intention to use a modern method

Supportive environment for adolescent girls to access services created

Attitudes towards the use of modern contraceptives

Self-efficacy to use modern contraceptives

Descriptive norms*® C - D
Community acceptance?

Trust and credibility of family planning products

Misconceptions about modern contraceptives

Disadvantages of modern contraceptives'”’ \ - )

1Measured at endline only. ?Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a
better job and have a better life” with which the respondent agreed or disagreed. *Assessed through the sentence “Using modern contraception can allow a girl

to achieve her life goals” with which the respondent agreed or disagreed. *In Northern and Southern Nigeria, effects were measured by assessing the difference
between the change in outcomes over time in areas receiving A360 interventions compared with the change in outcomes over time in comparison areas not
receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were
implemented. All analyses were adjusted to account for demographic changes in populations over time and between intervention and comparison areas. The
effect among girls exposed compares outcomes self-reporting exposure to A360 with those self-reporting no exposure to A360. *Assessed through a 'descriptive
norms index” which asked three questions related to norms around contraceptive use, e.g. ‘How many unmarried/married girls aged 1519 years in your
community do you believe discuss using a method of contraception boyfriend or partner/husband or partner?' 7Outcome not measured at endline in Tanzania due
to COVID-19 adaptations to the questionnaire.
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Did A360 have a positive effect on contraceptive use ameauaiglescents in Ogun, and why?

The outcome evaluation did not detect a populatidevel increase in mMCPR among unmarried girls in

the comparison or the intervention LGAs in Og&rate, andno association was found between

exposure to 9ja Girls angreater use of modern methods of contraceptioifthere was no evidence of an
increase in MCPR in either comparison or intervention apeaseen baseline and endlirféin Ogun,

only 5% of girls surveyed at endline reported exposure to 9ja Girl8(se&for a discussion athallenges
around measuring exposure in Niggt The outcome evaluation did not deteah association between
exposure to 9ja Girls and greater use of modern methods of contraception. This suggests that even when
the program reached th target population, it did not work as intendedowever, the smafpercentage of

girls surveyed who sefeported exposure to 9ja Giris the outcome evaluatiomay not be

representative othe experience of girls who were reached by the program

Theonly populatiortlevel change detected by the outcome evaluation was an increase in the
proportion of LARC user3.he proportion of girls using LARCs (among all modern contraceptive users)
increased from 0.3% to 2.2% in the intervention LGA and droppedfré#6 to 1.0% in the comparison
LGA. Thisuggestsa positive effect of 9ja Girls on LARC use among unmarried adolescents, with the
proportion of LARC users 13 times greater in the intervention site than the comparison site.

There are a number of potentialeasons why populatiodevel change was not detected in Ogun,
including a higher than expected baseline mCPR, challenges with A360 targeting and reach, and greater
stigma associated with serving unmarried girfgarticularly through public health faciligs.

A Baseline mCPRhe baseline mCPR in Odliate was higher than the program initially anticipated:
45% in AdeOdo/Ota the interventionLGA for the outcome evaluatipand 50% in Shagamuhe
control LGA for the outcome evaluatioithis may have maderitore difficult to detect a change
over time in intervention versus comparison LGAs in Ogun SatmndanHealth Management
Information SystenfHMIS data reporting on female clients agedc¥® showed arnincreasen
modern contraceptive use at healthdisitiesin all states iNigerig and inAdo Oda/Otaand
Shaguma LG#between 2016 and 2019 he increase appears to start in 2016, before 9ja Girls
started activitiesHowever there are limitations in using the dataset @stimate trends in mCPR in
our target populationThe HMIS date not directly comparable téhe 9ja Girldarget populationas
it refers to married and unmarried women aged-4%, whereaghe 9Ja Girlsarget popuation was
married adolescent girls aged dB. These two populations differ in many fact@sch as number
of children and education.

A A360 reachand outcome evaluatiorrespondents The progranmay have reached a subset of the
target population that was at efficiently detected using populatiebased surveys. In particular,
9ja Girls reached girls slightly older than the general population of unmarried adolescent girls.
According to program monitoring data 87% of 9ja Girls adopters were agd® 1&hile n the
outcome evaluatiorthe proportion of sexually activérespondents aged 39 was 749%> The
process evaluation also found that 9ja Girls was likely more effective at reaghmbyving in places
nearer to health facilities (where4person mobilzation was significantly easier, and where girls had
less distance to travel to access servjc&his subset of girls mdnave been underepresented in
the outcome evaluation populaticlevel survey.

A Stigma and sociocultural barriergs key difference between MMA in the North and 9ja Girls in the
South was the population they sought to reach: MMAs aimed at married girls, whereas 9ja Girls
was aimed at unmarried girtsa group that faces greater barriers to accessing contraception.

2TIn the comparison area, mCPR was 50% (95% €B3)7at baseline and 51% (95% Clg4b) at endline. In the intervention area, mCPR was
45% (95% CI: 4148) at baseline and 49% (95% Clg48) at endline. As the results fall within the 98%the change was not statistically
significant.

28 Reported sexual activity in last 12 months.
29n=2,553/3,460; 95%: 72.1c 75.4
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Stigma associated with premarital sex is a major barrier to accessing contraception for unmarried

girls in NigeriaThe process evaluation found evidence of these norms and sociocultural barriers

within the study geographie#cludinga prevalent belief that providing access to information

about contraception would encourage girls to have getrenched normsake time to changeand

it may not have been possible for A360influence change over the course of the relatively short
duration of the programDA N 4 Q | GGAGdzZRSa 2FGSy YANNRBNBR (K2a
holding very negative attitudes towapmtemarital sex and toward girls who engage in it. Girls often

lacked support from their communities or key influencers to continue using contraception, with the

risk of backlash if they experienced side effects, leading many girls to keep their use of

contraception a secret. This environment creates a barrier to girls renewing a method or accessing a
clinic for a second time and can lead to discontinuation, which may help explain the absence of a
populationlevel effectand a positiveeffect on outcomegven among girls exposed to the program.

9ja Girls made ongoing efforts to intensify follayp both by phone and in person, with service

providers phoning girls to check in on them and remind them to attend fellpv@ppointments,

mobilizers conducting follw-dzLJ @A &AAGA& G2 IANI AQ K2YSazx |yR dza$s
contact service providers when they needed to renew their method. However, falforelied

largely on girls having access to a phone, causing issues with reach and confidentiality.

A Challenges with the intervention modeln the 9ja Girls model, contraceptive counseling was
delivered by trained government or A360 service providers through public health clinics. However,
the outcome evaluation found that pharmacy stores and chemist®whee main source of modern
contraception in Ogun State, having increased from 55% to 67% between baseline and endline. This
is probablybecause these private settings are seen to offer more discretion and anonymity. The
process evaluation highlighted that stigma remained a key barrier to girls accessing services in
public health settings, despite generally positive feedback on the quidlitgunseling received
through A366trained providers.

w

G{2YS 2F dza @2dzy3a IANI a ¢
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In addition, program monitoring data shows that almost 70%adbptersaccessed 9ja Girls

through walkin appointments, not skills classes. This means their exposure to the program would
have been very lightouch, and they would have receivétile, if any, of the aspirational content

This may have proved insufficientachieve lastingmprovementsin contraceptive behaviors.

How far did A360 achieve its intermediate outcomes in Southern Nigeria, and why?

The outcome evaluation did not detect populaticlevel change irOgun Stateir y &€ 2 F | ocnQa
intermediate outcomes.It also did also not find positive associations between exposure to 9ja Girls and
any of the outcomegsee Figure 7)uggesting that even when the program reached the tapggulation

it did not work as intendeddowever, as noted above, the small percentage of girls surveyed who self
reported exposure to 9ja Girls may not be representative of the experience of girls who were reached by
the program.

However, the process evaation suggested that 9ja Girldid makesome progressoward achieving
I o ¢ mt&rénediate outcomes in its targeted communitieI.hese included:

A Using life and vocational skills sessions to position contraception as relevant and valuable for girls
ando dzA f R IANI 4 Q OR[YARRSY[CRSOS Y R SiHiAGK&G Of  aasSa G2
facilities. During the classes, girls learned life and vocational skills, and participated in conversations
about how contraception might enable them to t&® their dreams and goals. The process
evaluation consistently showed that the skills components encouraged girls to participate in the

LINEANF YZI YR GKS @20FGA2ylt aiAiatta StSySyida ¢S
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Itad

Interviews with paticipants suggested that the classes were helping girls expand their horizons by
equipping them with skills, increasing their confidence and making them more aware of their
potential and lifeopportunities. The classes also functioned as safe spaces whisrgvere able to
raise issues they did not feel comfortable discussing with family or friends. However, the classes
were less effective at creating a space to access contraceptive counseliagrocess evaluation
suggested that girls were often unlinlg to adopt a method during the classesie to fear of

stigma.

GL 3IFAYSR I 20 T[NP WasNa®ing@Gaussiwithdny bvérd: And R &
the way my question was answered, it was just as if the person that answered my
guestion actually knew what was going through. Her response was so precise and

K St LIAdafestentirl, Southern Nigeria, 2020)

Improving the quality of service provision to build trust and credibility around contraceptidm:

2018 A360 identified a number of counseling weakaes and quality issues. In order to address
these,9ja Girlsntroduced additional mentoring, othe-job training and supervision through its
regional Quality Assurance team, and the PSI ynghdly Counseling for Choice book to support
providers durig contraceptive counseling. Process evaluation interviews conducted in 2019 and
2020 suggest this approach had led to improvements: girls were overwhelmingly positive about the
counseling process and reported feeling comfortable and safe. Feedback freidgrsalso
consistently highlighted thaja Girlsraining and support had helped address misinformation and
improve service provider attitudes toward providing contraception to adolescent girls.

Engaging communities and key influencers to create a msupportive environment for accessing
servicesin response to early examples of community backl@ghGirlsnvested in community

engagement activities and building relationships with community leaders, with the support of state

MoH officials. As the program scaled, the ongoing presence of community mobilizers and the

greater involvement of community leaders in regular program meetings helped secure increased
community support. Monthly sessions with mothers (a key influencer for unethgirls) also

KSt LISR 0dzAf R LI NIAOALI yiaQ &dzLIJ2qgulihougetidd G KSA NJ R
sessions only reached a small number of mothansl did not prove a significant mobilization

channel.The process evaluation also found thaillskclasses helped secure acceptance from key
O2YYdzyAlle &adl1SK2f RSNA (KNRdJzZAK -AREAIR A2YAfydAS A KS
LINEINF Y NFYGKSNI GKFY | O2yGNF OSLIGAGS LINPINI YO |
activities were lightouch, andoutcome evaluation findings suggest they were not sufficient to

address high levels of stigma around contraceptive access for unmarried girls.

Positioning contraception as relevant to girls through communityperson mobilzation: 9ja Girls
mobilizerstaB SG SR dzy YSG ySSR WK2(0 aLRGazQ | LILINRI OKAY =
engaging them using a variety of yotftiendly tools. Mobilizers honed the times and places they

worked to reach girls more efficienttyfor example focusing on the end of thel®ol day, while

targeting older girls during their work lunch breaks. Girls consistently reported that they became
interested in A360 because of the friendly and engaging approach of mobilizers and the program
messaging, which intrigued them and made thesmnt to continue the conversation. Employing

young mobilizers from nearby communities also helped build trust among girls and increase

community support foBja Girls Mobilizers talked about the life skills and vocational sessions in

2 NR S NJ { #rogisin $ofgitlsQwhitHti® process evaluation suggested were effective in

AL NJAYy3a IANI 2aQ OdzNR Awdrd kieén toledrRnew $Kill§SHolvevef, 3 G2 I A N
mobilizers found it increasingly challenging to reach new girls as they saturated catesiaoerar

Hub facilities, which may have contributed to the program predominantly reaching girls in areas

close to health facilities, as discussed above.
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Box4: Challenges measuring exposure in Nigeria

In both North and South Nigeria, the outcome evdla endline found low reported exposure to
MMA and9ja Girls This could be related both to how the program was operationalized and the
exposure questions which were asked as part ofdheeome evaluatiorsurvey.

The outcome evaluation measured exposhbyeasking respondents about particular aspects of the
interventions (for example whether they had participated in skills classes or Hoeniee counseling
throughMMAor9jaGirl® > NBf @Ay 3 2y NBalLRyRSyitaQ NBOI f i
indicates that the majority of girls in Nigeria (51% of MMA participants in the Nodi69% of 9ja
Girls participants in the Soutlaccessed the program through en# walk-in appointments at public
health centers rather than via skills classes. This means they did not receive most or any of the
aspirational content during which the MMand9ja Girlsnames and branding would havedremore
prominent. As a result, these girls may not have associated their contraceptive uptakdMiitor

9ja Girls or even remembered the program names or branding, and so would not have been capt
a4 WSELRASRQ Ay GKS 2 dxBedgalf Som&idies Lisdzl tiie Aafgyiade of y
WYSYUi2NEKALIQ NI GKSNJ KKy walAaftta OflaasaqQ o
contributed to underreporting of exposed girls.

However, these hypotheses do not explain the limited effeé@ja Girls across all outcomesther at
population level or among those who did report themselves as exposed.
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5.2.4 Tanzania

{ dzY Y I NE

MCPR

Source: Outcome
evaluation

Girls reached

In TanzaniaKuwa Mjanjareached unmarried girls with life and entrepreneurial
skillssessionsalongside youthfriendly contraceptive counselingQut-of-clinic pop
up events airrdto provide a safe, nomedicalized space for girls to access
contraceptive services. Eventere framed as welbeing rather than contraceptive
SPSyiaz AYyO2NIR2NIdGAy3a G NBSGSR YSgal
RSLISYRAY3I 2y 3IANI iandermrdplneutial skils®ssibng R |
designed tanspiregirls and enlist the support of communities-dlnic events
provided dedicated times and spaces for girls to acceamselingat local facilities,
with contraception linked to their goals and dreams. Kuwarljfjavasdelivered
through A360 outreach team$&urther details on the Kuwa Mjanja intervention ant
how it evolved over time can be found in tA860 Process Evaluation Country
Annex

Kuwa Mjanja was implemented i20 of 25 mainland regions in Tanzania: Kagera
Geita, Mwanza, Arusha, Tabora, Tanga, Dar es Salaam, Mbeya, Iringa and
Morogoro.

ZeBultd imnTanzdhia

Decrease in mCPR op@rcentage pointfrom 51% atbaseline to42%endline inllemela
District.

24% of girls who were surveyedllamelareported that they had been exposed to Kuw
Mjanja. Girls who wee exposed tdKuwa Mjanjavere almosttwice as likely to usa
modern method than girls who were not exposed.

By the end of September 2028 total of341,155adolescent girls hadttended Kuva
Mjanja eventsacross all regioni;m which the program operatecand 2% of eligible girls

Source: A360 routine (i.e. those not already using contraception or pregndradl adopted a method.

monitoring data,
Ociober2017
Sepember2020

LARCs accounted f48% of methods adopted over the course of the program

49% of adpters were aged 1817, compared td1% aged 1819.

Further details in the

A360 Process

Evaluation Country

Annex

Change in
intermediate
outcomes

SourceOutcome

evaluationand
processevaluation

Itad
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outcomes. Positive associations between exposure to Kuwa Mjanjéeaf the
intermediateoutcomes.

The process evaluation identified challenges faced by A360 in Tanzania which may
explain the outcome evaluation results, as well as areas whenaHlujanja was making
progress towards the intermediate outcomes:

A Awareness of contraceptive products increased from baseline to endline
and girls who were exposed to Kuwa Mjanja were more likely to be awa
contraceptives and where to obtain healthrsees than girls who were not
exposed to Kuwa Mjanja.
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Cost andcost-
effectiveness

Source: Cost
effectiveness
evaluation

A The outcome evaluation suggests that Kuwa Mjanja was not successful
makingcontraceptionappearmore relevant or valuable to girl$he
aspirational content in Kuwa Mjanja was relatively light touelany girls
attended only a single event, and so their exposure to empowerment
messages was limited. However, Kuwa Mjanja branding and messaging
resonated strongly with girls interviewed for the process evaluation, and
many girls talked about how the pfoNJ ¥ KSf LJSR 3IA NI &
and more sekaware.

A Sigma remained a major concern for gifgears about contraception
encouraging promiscuity was widespread, premarital sex was highly
stigmatized and often not talked about within families, azahtraception
was frequently viewed as being unsuitable for adolescent girls.

A Community engagement activities were a weak point of the Kuwa Mjaniji
model, although entrepreneurship skills sessions did help to drive
community acceptability for program actias.

The A360 design cost was 9 times higher than the comparator cost (DELTA); howe\
design costs accounted for only 13% of the total incremental cost in lllemela district.
A360 costs were estimated to be $0.22 per capita, translating to 0.5% of total lveadéth
spending per capita and $13 per eligible girl per year of implementation in lllemela
district®°.

An estimated 5 cumulative incremental DALYs were averted, resulting in a cost per |
averted of $25,579This is 24 times the GDP per capita in Targamd therefore not
considered to be costffective by WHEBCHOICE standards (less than three times the (
per capita).

30 Eurther details can be found within the Cost Effectiveness report offtdldeWebsite.
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TANZANIA:

Figure 8:Kuwa Mjanja effect of A360 on primary and intermediate outcomes

llemela district (Kuwa Mjanja)

Outcome evaluation components

(A full description of each outcome can be found in Annex 1)

Was there an effect at
population level?*

Was there a greater
effect for girls exposed
to Kuwa Mjanja? *

Strong evidence of
effect, p<0.001

Adolescents use high-quality sexual and reproductive health products and services *ok

Evidence of effect,

mCPR (primary outcome) p<0.01

Proportion of modern contraceptive users using a LARC *

Weak evidence of effect,
p<0.05

*

Use of modern contraceptive in past 12 months

Age at first birth among girls who gave birth
Evidence of an effect
contrary to the
hypothesized

/

e

Births in the last 12 months’ "\ -

,/.

\

Unmet need for modern contraception *

. . . . . q I . . No evidence of effect
Adolescent girls have access to appropriate high quality sexual and reproductive health information and services

Awareness of contraceptive products *

Not applicable

Awareness of where to obtain health services * %

Contraception positioned as relevant and valuable for adolescent girls

Future aspirations'”’ ( -

Benefits of modern contraception (Benefit 1)2

Benefits of modern contraception (Benefit 2)*2 { -

Intention to use a modern method

Supportive environment for adolescent girls to access services created

Attitudes towards the use of modern contraceptives

Self-efficacy to use modern contraceptives

. 16 ( —
Descriptive norms C

™
J

i 7 ( —
Community acceptance L

Trust and credibility of family planning products

Misconceptions about modern contraceptives

i . s
Disadvantages of modern contraceptives'” C -

1 Measured at endline only. 2Assessed through the sentence “Using modern contraception can allow an adolescent woman girl to complete her education, find a
better job and have a better life” with which the respondent agreed or disagreed. *Assessed through the sentence “Using modern contraception can allow a girl

to achieve her life goals” with which the respondent agreed or disagreed. *In Northern and Southern Nigeria, effects were measured by assessing the difference
between the change in outcomes over time in areas receiving A360 interventions compared with the change in outcomes over time in comparison areas not
receiving A360 interventions. In Tanzania and Ethiopia, effects were measured by assessing the change over time, before and after A360 interventions were
implemented. All analyses were adjusted to account for demographic changes in populations over time and between intervention and comparison areas. *The
effect among girls exposed compares outcomes self-reporting exposure to A360 with those self-reporting no exposure to A360. ®Assessed through a 'descriptive
norms index’ which asked three questions related to norms around contraceptive use, e.g. ‘How many unmarried/married girls aged 15-19 years in your
community do you believe discuss using a method of contraception boyfriend or partner/husbhand or partner?' ?Outcome not measured at endline in Tanzania due
to COVID-19 adaptations to the questionnaire.
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Did A360 have a positive effect on contraceptive use among adolescentsnmela District and
why or why not?

In Tanzaniathe outcome evaluationdetected apopulation-level decreaseof 9 percentage pointsn the
mCPRamongunmarried adolescent girls age 15¢19in llemaDistrict, driven by a fall in selfeported
condom useThe mCPR in llezta decreased from 51% at baseline to 42% at engdinticating a
populationlevel decrease in mCPR over the time that Kuwa Mjanja was being implem&htedvas
driven by a fall in selfeported malecondom usewhichdecreased fron84% at baseline to 19%4
endline3!

However, here wasa 50% increase in LARC use in darfrom baseline to endlineand girls who were
exposed to Kuwa Mjanjavere almost twice as likely to use a modern method than girls who were not
exposed.Among the sexually active and fecund current users of modern contracep#dRC use
increased from 14% at baseline to 21% at endftiEhis change was driven by incredsuse of implants
Kuwa Mjanja could have contributed t@ccording to A360 program monitoring datawa Mjanja
distributed almost 95,000 implants nationally, accounting for 43% of all methods.

In addition, girls who were exposed to Kuwa Mjanja had alnwice the likelihood of using a modern
method at the time of the surveyand in theprevious12 monthsasgirls who were not exposedhis
suggests that when Kuwa Mjanja reached adolescent girls, it had some effect in supgi@timim use
contraception 24% of girls who were surveyed in llela selfreported that they had been exposed to
Kuwa MjanjaA 54% prevalence of modern contraceptive use was seen among the respondents who
reported exposure to Kuwa Mjanjeompared to a prevalence of 37% among the girls who reported
having no exposure to Kuwa Mjanja.

Comparison with secondary data on mCPR trends in Tanzania is of limited use in helping to explain the
negative change in mCHR llemael. An upward trend in mEBR was observed from 20162020 for

married and unmarried women aged d4®, using publicly available data on mCPR from the Tanzanian
National Health Portal. However, this data has limited, asat does not disaggregate by age or marital
status andt uses a different definition of mCPR to that of the outcome evaluation. It is therefore difficult
to explain the decrease in mMCPR over the implementation time pdfiosisible explanations include an
unintended negative impact of A360 on populati@vel comom use, bias in the study methodology at
baseline, endlineor both, or a combination of factors.

The process evaluation suggests several contextual and programmatic factors that presented challenges
for A360 and may help explain the absence of an effeatmCPR.

A Unsupportive political environmentThe process evaluation found that the political
environment in Tanzaniasmore challenging than the other A360 contexts and posed
significant barriers to implementatigmwvith highranking government officiaksxplicitly
criticizingFPand expressing negative attitudes toward pregnant girls remaining in school.
While the MoH continued to supporiA360 andadolescent contraception provision
throughout this perial, uncertainty was created amomgSRHactors in Tanzaa. They felt
they had totread carefullywith messaging, to the extent that Kuwa Mjanja temporarily halted
outreach activities to prevent backlash following the comments in 2018. The nateved!
discourse influenced attitudes at district level, witlstict Commissioners occasionally
halting activities or issuing complaints. A360 employed strategies to mitigate this by
conductingadditional advocacy meetings at district and ward |eagld by enlisting the
support of Regional Education Officers before approaching schbelse strategiesielped
manage these sensitivities.

31 From34.17% (95%I: 31.24; 37.23) at baseline to 19.09% (9% 16.2@Q; 22.36) at endline

3214.29% (95%1:10.76¢ 18.73) and 20.99% (9528 18.04¢ 24.28) reported the use of LAR@cludes implantsintrauterine devices and
injectables) at baseline and endline respectively.
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a{2YS 2F G(KS LR{AGAOIt fSFRSNE Ay G(KS O2dzy OAf

be given contraceptives until theare grown up or married, so they tend not to allow
a2YS 2F GKS S@gSyida (2 KI(R#giBngA3a0gtaffi KSA NJ | NB |
member,Tanzania, 2020

A sStigma and insufficient engagement of key influencef$ie process evaluation found thatgma

around unmarried girls accessing contraception remaihgghand acted as a major barrier for girls
G2 | 00Saa aSNBAOSAa FyR O2ylGAydzS dzaS 2F 02yl
have been insufficientn 2018 components of Kuwa Mjanjahichhelped to buildthe support of

key influencersvere discontinued. This coulthve limitedcommunity acceptancéor Kuwa Mjanja
and thus program impacgsdiscussed further below.

A A360 targeting and reachthe process evaluation highlightétht it was challenging for the

Itad

programtoholdS @Sy G a FIFNJ FNRBY KSIFfOdK FFOAtAGASAZ |
2018 provided a disincentive for Kuwa Mjanja to focus on haraleeach girls. In late@.8, a

WAl GdzNF GA2Yy &aiNXGiS3eqQ ¢l a AYiNRBRAdz-OSR (2 KSf
regions(reducing from 18 in 2018 to eight in 2020) before moving outreach teams to new areas.
However, mmet need proved higher than anticipated, makindifficult to reach saturation in
targeted areas. Some wards are exceptionally large, with dispersed rural settlements that can be
very difficult to access. Many stakeholders interviewed for the process evaluation felt that the
programwasWa i NB (i & ¥R (i 3hdve GerefieEdi@m staying longer in one place and
reaching more neighborhoods, including more rural and isolated commupnitfeere unmet need

27
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is high.This could help explain why mCPR increased among girls exposed to Kuwa Mjanjaan llemel

but not among the population as a whole.

Outreach model The outreach model poses a challenge to systematic fellpywhich has been
difficult for A360 to addresd he intention was for outreach teams to visit the same areas every
three months, to enste that girls who adopt injectables are able to access follpvgervices, as
well asto provide continued access for girls who are not willing or able to visit health facilities.
However, in practice this has been challenging, in part because of governegeiests for the
program to visit new areas that have not yet been served. In October 2019, A360 reported that
under 25% of facilities had received a repeat yisit those that had were not always at the three
month interval. Several girls and Kuwa R|@Queens felt that events are spaced too far apart,
leaving some girls without access to services.

LG o6S02YS a[sdme grk]iwhottaReytt® athod from [a Kuwa Mjanja

§pSyie R2yQl slyi Fye2yS StasS GemthelyR 2dz3 &K

allthetime[X]aKS FAYR& KSNASEF Ay | RRUWSYYIl y2i
Mjanja Queen, Katavi)

Although PSI call center dadadinterviews for the process evaluation suggssthat many girldid
return to subsequent Kuwa Mjangvents when the program retugd to their communities, program
monitoring data shows that the number of continuing users attending eweatdow and hal not
increased much over time (only 2,644 continuing users were recorded irg202®, comprising 1.5%
2F Lttt FTGGSYRSSavd WYydzl aclyel /fdzoadaQ ¢SNB
as a mechanism to support sustained engagement and ongoing dialogue between girls and service
providers. While the clubs were appreciated by girls, manitgj attendance was difficult, they were
not viewed as cosgffective in terms of reaching new adopters, and they proved too challenging to
scale In the absence of the clubs, Kuwa Mjanja Queeaee the only inperson form of followup
support to girlsg some reported that girls caltl or visited them if theyhad challenges, and they
helped direct them to a nearby youtfriendly provider. However, this supposasinformal andwas

not always be available, as not all Kuwa Mjanja Queenggdiygaged afteA360left their area.
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A Program adaptations due to COWI®: In the lastsevenmonths of Kuwa Mjanja, COVID
significanty hindered service delivery. A360 was required to halt all service delivery in Tanzania for

three months from Marc2020to May 2020 When servicesesumed the revised model relied on
in-clinic eventswhich traditionally attracted fewer girls and older girls than outreach events, and
mass mobilization activities which attracted large numbers of girls were not reinstated.

The first cas of COVIEL9 in Tanzania was confirmed on 16 March 2020, after which the
government closed schools, banned public gatherings, and restricted travel. This resulted in a
complete halt of A360 activities, as both the amd outof-clinic models involved gaérings of
sometimes large groups of girls, and the outreach model relied on staff being able to travel.

National government guidance on safe resumption of SRH services was not published until the end

of May, resulting in a threenonth pause in service deery. When services were able to resume in
June, PSI pivoted quickly to pilot a revised model which they developed following phone surveys
with girls using the central call center and drawing on adaptive implementation processes to

considerhowallthe8YSy a 2F GKS AyGSNBSyiGdAzy O2dAZ R 0685

revised model involved talinic events only which were modified from the original solution to
ensure girls spent no longer than 30 minutes in facilities to minimize risk. T¢lagea a short
WAYALIANIdGA2y It GFf1Q 6KAOK O2yilAYSR |y |00
LI 6KQ YSaal3aay3a G2 SyO02dzaNF IS IANX & (2 feiy]
QOVID19 risk it meant that access angmosure to Kuwa Mjanja services were more limited than
prior to QOVID19.

Between November 2017 and March 2020 (bef@@VID19 restrictions), 2,945 oubf-clinic events
were held compared to 4,299-clinic eventsin 201220, approximately70 girls attended each
out-of-clinic event, compared to 3Who attendedeach inclinic eventMonitoring data alsshows
that girls attendingout-of-clinic events were generally younger and had no children when
compared to participants at talinic eventsThis raises concerns that the adapted COMI®
model, which involved irclinic events only, may have been a barrier to Kuwa Mjanja reaching
younger girls who did not feel comfortable to come to a clinitis likely that the adapted model
would have reachednore older girls.

Methodological challengesThe endlineoutcome evaluatiorsurvey was conducted seven to twelve
months after implementdion of Kuwa Mjanja ended in Mwanza region. Implementation of Kuwa
Mijanja in Mwanza regiohadstopped by October 2020. However, due to COIADthe endline
population survey in Mwanza region was not conducted until May 2021ober 2021. This gap
betweenthe end of implementation and the survey means that the youngest survey participants
were unlikely to have been exposed to Kuwa Mjahjaaddition,there were changes in the
population between baseline and endline: the number of adolescent girls resiéme study area
increased noticeably, and the sampling strategy at endline had to be modified to account for this
change® There were some measured differences between girls at baseline and eqaifinst
notably in levels of educationattainment and proportion girls in schogland unmeasured
differences between the two populations cannot be ruled out.

How far did A360 achieve its intermediate outcomesllamela District and why?

Most of the intermediate outcomes measured by the Outcome Evaluation did not change in the desired
direction at population level, and a negative change was detectedadur of the outcomesin llemela
District. As shown irFigure 7 a positive change was detected in two outconredémela over the course

of the program, a negative change was detectetbur of the outcomes and no change was detected in
the remainderof the intermediate outcomes that were measured at baseline and endlihés suggests
that, overall Kuwa Mjanja was not successful in achieving its intermediate outcomes at population level in

33 See Toutcome evaluationeport, Appendix A

Itad

68

NI
I.

%)
0



A360 Process Evaluatidfinal Report

llemela. However, there was a positive association between exposure to Kuwa Mjanja and five of the
intermediateoutcomes.

Awareness of contraceptive products increased from blse to endline in llemela, and exposure to

Kuwa Mjanja was associated both with greater awareness of contraceptive products and greater
awareness of where to obtain health productdost respondents had heard of contraceptives at

baseline and endline. 84 reported having previously heard of contraceptives at baseline with this
increasing to 95% at endline. While there was no evidence of change over time in awareness of where to
obtain health services at a population level, girls who were exposed to Kyargawvere slightly more

aware of where to obtain health services than girls who were not exposed, and were more aware of
contraceptives.

The outcome evaluation suggests that Kuwa Mjanja was not successful in making contraception appear
more relevant andvaluable to girlsin llemela with negative changes in two of thmtermediate
outcomesrelated to this area of the A360 TO®Bcross the population of girls surveyed in llemela at
endline, he proportion of girls whagreedthat dusing moderrcontraceptives can allow an adolescent girl
to complete her educatigmake up better economic opportunities and fulfil their poteritdécreased by
5%as comparedo baseline Similarly, the intention to use modern contraception decreased by 14%
betweenbaseline and endlinélhere was no significant difference between girls who were and were not
exposed to Kuwa Mjanja.

This may be explained by the relatively ligbtich nature of the aspirational content in Kuwa Mjanja.
Many girls attendd only a single eent, and sdheir exposure to empowerment messagesaslimited. In
addition, the process evaluation found that service providers did not alisysontraception to the
aspirational content during the on®-one counseling momerg potentially a consequence of the
relatively short orientation providers received on the program before helping to deliver events.

However,Kuwa Mjanja branding and messamy resonated strongly with girlsinterviewed for the
process evaluationandY  y@ 3JANI & GFf 1SR Fo2dzi K2g GKS LINEINI Y
more selfaware.

GL G221 a2yYS 3I22R I RHAOS FNBY (G(KS S@Syidsz GKI G
opinion so that she may be able to reach her dreams. There should be nobody to

discourage hefX]a KS Aa (2 adGlyR o0& KSNADEkSeir2y > | YR
girl, Tanzania, 2020

Q)¢

¢KS 2dzi02YS S@Ifdzr GA2Y TF2dzy R yraiscahptionS gbauSmodlefn OK | y 3
contraceptives between baseline and endlin€onsistent with this result, the process evaluationnd

that service providersvere not always giving girls accurate information about side effents, service

providers sometimesteered girls toward or against particular methods.

GDANI & R2Yy Qi.[X] kg BovideBwiay talling Her3figou take this method,
82dz 62y Qi 3IXshexhosesn idptamt &rd thé provider said you will find
it where we have put ifbut then] the implant disappearedX] she was then afraid of
FyeldKAyYy3 St asS FHAdBlescent dirh Tanzana) 2918 | @ ¢

Service provider training and suppontere lightertouch in Tanzania than the other countries, as the
outreach model made largscale screening or training unfeasible given program resources. A short
introductory video was used to help ensure providers had some understanding of Kuwa Mjanja before
participating in events, buthis was nota fullreplacement for formal trainingnterviews suggesd that
providerswere sometimes unclear about houwa Mjanjacounselingshould differ from their usual
approachDespite these challenges, the vast majority of girls interviewed for the process evaluation said
that service providers wergiéndly and listened to them, and that they felt safe and comfortable, free to
speak and express themselves, and trusted what they heard.
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The outcome evaluation suggests that Kuwa Mjanja was not successful in building a more supportive
environment for girk to access services, with negative changes in two ofititermediate outcomes.

Approval for both unmarried and married couples to use modern contraception was inwemelaat

endline than baselinegConsistent with this result, the lineaegression model showed that adolescent

IANI &Q FLIINR2GIE (G261 NR Y2RSNYy O2y (iN) OSLIi A®t&e dza S R
was no significant differende attitudesbetween girls who were and were nekposed to Kuwa Mjanja.

D A Ndif-afficacyto access and ugePmethods alsalecreasedfrom baseline to endliné However, girls
who were exposed to Kuwa Mjanja had higher-géficacy than girls who were not exposed.

This is consistent with process evaluation findings that stigma eened a major concern for girl$:ears
about contraception encouraging promiscuitgr widespread, premarital sex was highly stigmatized and
often not talked about within families, and contraception was frequently viewed as being unsuitable for
adolescengirls. Religious beliefs that contraception is a sin, and cultural norms around early marriage
and childbirth within particular communities, posed another major barrier. Some girls interviewed for the
process evaluation felt more confident to visit a idiafter attending a Kuwa Mjanja event, because they
now knew a local provider and knew what to expect. However, others were still unwilling or unable to
visit a clinic, due to fears of being seen and judged by others from the community, distance from the
nearest clinic, or fears that they would be asked to pay for services. These concerns were particularly
acute for younger girls.

The process evaluation found that community engagement activities were a weak point of the Kuwa

Mjanja model, although entrepraeurship skills sessiordid help todrive community acceptabilityfor

program activitiesIn 201840 KS LINP INJ} YQa SYLKI dA& 61 & WalLlSSR | yR
ARSY(GATFE (GKS WYAYAYdzY @7hiséed 6 thd dadsiBaldiopt@o of tfeR NB RdzO S
elements of the program that aimed at building a supportive environment and sustained engagement

with girls¢ Kuwa Mjanjadubsand parentgirl clinic dayg as these were not generating as many
adopters.Concernswere raised in thenidterm evaluationthat this narrower focus reduced opportunities

to engage influencerand build a supportive environment for gir k360 explored the potential to

reintroduce Kuwa Mjanja Clulixs 2019, butstruggled to find a partner to help implement them at scale.

| 26 SOSNE LI NByGaQ aSaairzya oSNB NBAyaildliSR Ay f 10
conversations around contraception and build support for the program. The process evaluation found tha
these were positively received by parerasd some parents interviewed said the sessions had shifted

their attitudes. However, the sessions were ligbtich, were not being systematically held across all sites,

and were likely reaching relatively smialimbers of parents given the size of program catchment areas.

Although community engagement activities were a weak point of the Kuwa Mjanja mbdgdramise of
KSftLAY3a FANI A 06S02YS Wt Ao SNSRI with prefitdafidhefsard £ & A
community leaderg particularly in a context of poverty and challenges in finding formal employment.
Interviews with community stakeholders across multiple years suggest that the aspirational component of

the programwasa critical factorintdzA f RAy 3 02 YYdzy A& adzLJLI2 NI F2NJ 3ANI

The process evaluation found that Tanzania encountered more challenges than other countries in
building sustained relationships to support continuation, largely due to the outreach model and not
landing on a coskffective and practical way to implement Kuwa Mjanja Clufi$ie intention was for
outreach teams to visit the same areas every three months, to ensure that girls who adopted injectables
were able to access followp services, as well &3 provide continued access for girls who were not

willing or able to visit health facilities. However, in practice this was challenging, in part because of
government requests for the program to visit new areas that had not yet been served. In OctoBer 201
A360 reported that under 25% of facilities had received a repeat aigitthose that had were not always

34The mean seléfficacy score decreased froBa34 (95%CI: 3.27 3.41) at baseline to 3.16 (952%: 3.0&; 3.23) at endlineSee Anex1 for a
description of how seléfficacy was measured.
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at the threemonth interval. Several girls and Kuwa Mjanja Queens felt that events were spaced too far
apart, leaving some girls without accesstvices

GBBEO2YSa | [ girl§] Bhd Bl& Xhe method from [a Kuwa Mjanja
S§pSyie R2yQi slyt tyaz2ys Stas G2 FAYR 2dzais ack
allthetime[X]aKS FAYRA KSNESETF Ay I RAuwBSYYl y2d 1y2

Mjanja Queen, Katavi)

Kuwa Mjanja Clubs were prototyped and piloted at the beginning of the program as a mechanism to
support sustained engagement and ongoing dialogue between girls and service providers. While the clubs
were appreciated by girls, maintang attendance was difficult, they were not viewed as exf&tctive in

terms of reaching new adopters, and they proved too challenging to scale. In the absence of the clubs,
Kuwa Mjanja Queens (peer mobilizers) were the ordyerson form of followup support to girls, but

their support was largely informal and dependent on the capacity and availability of the Queens.

5.3 Was A360 coseffective?

As the increase in mCPR detected by thécome evaluationwas small or norexistent, it follows that

the costeffectiveness analysisesults indicate that A360 was not cogfffective, as costeffectiveness is
premised on effectivenessidditional analysis sought to determine what level of health impact would
have been needed for A360 to achieve eeffectivenessgiven what was spent in each study geography.
In Ethiopia, no manner of success in increasing mCRR study geographwould have made A360 cast
effective. In Nigeria, reaching minimum thresholds for esf§¢ctiveness would have required very rapid,
almost unheardof increases in mCPR. In Tanzamiapntrast, had A360 merely kept a constant mCPR,
the program would have been cesffective.

This section does not attempt to explain thatcome evaluatiomesults (effectiveness) as that is covered
in Sedions 5.1 and5.2. This section provides an overview of the results ofctw-effectiveness analysis
(the full results are available on th&ad website), and provides some potdial explanations for the high

cost of the design and implementation of A36&hich is important to considegiven the finding that it
would have been impossihler would require unheareof increases in mCR®r A360 to be cost

effective in Ethiopia and North and South Nigeria. This section focuses on programmatic elements that
were identified by therocess evaluatioas resourcentensive.

Cost-effectiveness analysigesults

The A360 approactvasnot costeffective in any of the study geographiefncrementalcosts per DALY
averted for the A360 interventionseve $30,855 (33 times GDP per capita) in Ethiopia, $111,416 (53
times GDP per capita) in Northern Nigeria, $30,114 (14 times GDP per capita) in Sdligjeeia and
$25,579 (24 times GDP per capita) in Tanzdriase incremental costffectiveness ratios are far above
the WHOCHOICE standards for ceftective health interventions (aimcremental coseffectiveness
ratio of less than three times GDPrpeapita). Thewre also faabove the $225 per DALY averted
proposed as a cuff for inclusion of interventions ithe Universal Health Care package, and far above
the cost per DALY averted for otHePinterventions® (between $235 and $587).

There are some potential explanations fbese results:

A Positive health impact was small or neexistent. Adjusting for confounding variables, the
outcome evaluatiorfound astatistically significanihcrease irthe mCPRn only one of the four

35Based on ranges seendiakiyah N, van Asselt ADI, Roijmans F, Postma MJ (2016) Economic Evaluation of Family Planning Interventions in Low
and Middle Income Countries; A Systematic Review. PINES11(12): e0168447.
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geographiesEven without positive changes in mCPR, small increases in DALYs averted were found
due to increases in the number of eligible giHawever effect sizes were small.

A A360 costs were high in relation to the comparat@k360 cots were substantially higher than the
comparator intervention that represented the programming statusdud G K2 dzZ3K ! ocnQa R
process cost seven to nine times as much as the comparator DELTA process, design costs in general
accounted for, at most15%of total costs in any one study geography. In other words, even without
the substantially higher design effort under A360, overall A360 costs would have been high, and
taking out the design costs wouhidt have significantly changed the ceftectivenessesults.

A Implementation costs were primarily driven by personnel costs and most costs were incurred at
national orinternational level Consistently across the geographies, personnel costs account for
57%71% of the total costgneaning that A360 was a wepersonintensive intervention. Personnel
costs capture everything from international technical staff down to government service providers at
site leve] although a smaller share of these costs happen at site level. In Ethiopia and Nigeria, more
than halfof the costs were incurred at national (e.g. country headquarters) or international level,
while in Tanzania this fell just below half (48%). Wa@0been able to achieve wider geographic
scale with the international and national HQ staff they had, thassts could have been spread
more thinly. However, spreading these staff resources more thinly could have also resulted in
poorer performing programs if thereave not adequate staff to oversee implementation.

Using theprocess evaluatiornio explain thecosteffectiveness analysindings

The process evaluation identified elements of A360 which were central to the approach and were
reported to be resourcentensive. These included the focus integrating A360 into public health
systems and adaptive impimentation. Activities related to adoption and replication activities
represented an important cost component in the early stages of ABBBough hese costs were not
included in thecosteffectiveness analysisting we comment oradoption and replicton in this

section as theprocess evaluatiohighlighied theseas resourceantensive activiies. Further, some of the
resourceintensiveelements described below happedat sitelevel or regional level, and while they may
not explain thecosteffectiveness analysindings (where many costs came from national and
international leves) they highlight important considerations in thinking abahe future cost and
sustainability of A360.

Government integration

Integration of A360 into public health systesrequired working closely with multiple layers of
government to coordinate and implement the progranT hishelped build government buyin for the
program. However, this required substantial efforts to navigate persistent health system constraints,
including poorquality facilities and limited government capacity to support and supervise health
workers. Regional and national contraceptive shortages are common across all contexts, which often
L F OSR tAYAGa 2y ,ahdiNdoraeaseskniitd OBake2oFlony&ing Kn2thods

While A360 funds were not used for commodity procurem&860 regional staff invested significant
time and effort to proactively identify and report gaps, and in some casesdiaisgnegotiatel with
government officials and other negovernmental organizations to address staaks and supply
challenges.

In Ethiopia and Nigeria A360 staff providerucial onthe-job support to help build provider capacity

and mitigate the challenges of high woldads and staff shortages'he high workloads of public health
workerswere a consistent challenge across all contexts. In Ethidpelth Extension Workeshouldered
ever more responsibility over the years, delivering more and more services and fregtaatlg fatigue
and burnout. COVHD9 further exacerbated this challenga both countries theravere also capacity
constraints within district or statéevel government health departments to support and supervise health
workers.
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G5 dzNR y 3 (K Serdiregistanyid acc@pt @ndimplement Smart Start. We

mentioned that we are very busy and we have so much work, but later we believed

GKFG AG Aa 2dzNJ NBaLRy a(MealthExtedsidbn Wokkera SNIIS (G KS 02
Ethiopia, 2018)

This issue was mitigatein part through onthe-job support from A360which the literature suggests is

important for longterm impact on service provider capac(@W/orld Health Orgamation, 2015; Chandra

Mouli et al,, 2017) In Nigeria and Ethiopia, A360 stafre stationed in communities and facilities, to

work alongside government providers to implement the program. The process evaluation found that this
reinforced formal trairing, buit confidence and capacity, and proei:t ONHzOA | £ WSEG NI LI A
ease the burden on providers through supporting mobilization, service delivery and reportirgiéal

or state level, A360 supervisors wertkalongside government officials to support health workers

proving critical to ensuring quality and consistency as the program sd#lisssupport added value and

was critical to ensuring higiguality services were provided to adolescent girls. Howevigiis important

to recognize that it was also resourdatensive.

Additionally, reliance on A360 staff faervicedelivery and supervision raised concerns about
sustainability, with the risk that quality and fidelity could drop dramatically once A360 $tafe no

longer supporting government providersn 2019 the Nigeria team tested the program without the
support of an A360 Young Provider, but this led to a significant drop in service quality, with providers
forced to limit adolescent services to oneydaweek given their high workloads. In Ethiofimart Start
Navigatos played a vital role in mobilization and often led on financial planning counseisigealth
Extension Workerg/ere less confident with this componeiatwhichcould presentisks tofidelity after

the Smart Start Navigatotsansition out

GD2OSNYYSYyild LINRPJARSNE KIS a2 Ylyeé NBalLlR2yaioAi
understaffed, so it's always a challenge for them to have time to be around to listen
02 K2g 6S | ({(AB&fdgional BtaffInerbieraSouthern Nigeria, 2020)

PSI is well aware of the risk to fidelity once interventions are fully integrated into government health
systems. This will be a central foafghe follow-on program.

Adaptive implementation

Adaptive implementation, which was introduced in 2018, facilitated continuous improvements as the
solutions scaledThe adaptive implementation approach was introduced with the support of an
implementation scientist who joined the global team. This approach wasdietdto provide structure

and tools to ensurg¢hat the solutionscontinuedto resonate with girls and that the core elements of A360
were preserved while pursuing adaptations to drive improvements as they were scaled. The process
involved country teams regularly reviewing qualitative and quantitative monitoring data to identify
learning and iterate solution®\360 $aff viewed adaptive implementation as complementary to the HCD
LIN2OS&da YR & F YSFEya 2F Y2@0Ay3 FNRY RSaAdy (2 A
G Ay 1 ShFskilld dand new mindsets fostereddbgh HCD (flexibility, curiosity and the ability to test
and iterate) helped teams adjust to and apply an adaptive approach, incledpmprting country teams

to respond to COVHDO.
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Box5. The value of adaptive implementation

t{LQAd RSFAYAGAR2Y 2F IRIFILWGAGS AYLX SYSyGlFrdAaz2y Aa
science that no intervention is optimal prior to implementation (Chambers, Glasgow, and Strange, 2013).

The adaptive implementation approach embraces thedhér and encourages iterative, learnibgsed
adaptations to program implementation. Data systems and monitoring approaches were designed to allo
rapid reviews of qualitative and quantitative data to inform continuous program adaptation. In intimgluc
FRFLIWGAGS AYLX SYSyGlFidAaz2ys t{L AyiSyRSR T2NJ LINR3I
needs and the possibilities and constraints of local health systems.

Gl /5 gAff &aKFLIS &2dzNJ O2NYSNRG2Y Sa dthd byidRs ini KSy | F
between[X] it does not rely on big sprints, but rather smaller tweaks based on the needs that
I NB i (RIBNSabhember, Tanzania, 2020)

Adaptive implementation was supported by opportunities for crosantry learning. Countrieamsfelt
that regular peeito-peer learning visits, coreation meetings and shared quality assessment exercises
were useful mechanisms to learn from other settingéile useful, these types of opportunities were
likely costintensive in terms oboth travel costs and staff time.

The introduction of adaptive implementation complemented the H&IDiven design phase and

provided useful tools and processes to suppaegular review of data to generate learning and inform
continuous adaptations of the solutionsThere are several examples across the A360 countries where
adaptations led to tangible improvementgor example the shortediscussion guide and incorporation of

GKS 22YSyQa 5S@St2LIVSyd ! N¥é8 Ay 90KA2LALlI dernrAR (G KS
Experience with @aptive implementation also helped country teams to pivot more quickly to respond to

the COVIEL9 restrictions on service delivery.

However, the introduction of adaptive implementation was timeonsuming for the country teams and
required significant support from PSI Glob&daptive implementation was brought in madurse and

proved timeconsuming and difficult to implement for country teams, requiring significant support to
integrate it into their ways of workinggome countrygams found the array of new materials and

resources difficult to assimilate. The Tanzania team began with weekly performance review meetings, but
eventually reduced these to monthigeetingsand limited the engagement of regional staff members due

to time constraints. It was also difficult to embed adaptive ways of working into finatimplementation

and was challenging to roll out adaptations to multiple regions and implementation teams after the
solutions scaled.

Adoption and replication

Note: Thecosteffectiveness analysismoved costs associated with adoption and replicagpent at
international level as well as-tountry) and sensitivity analysis tested assumptions about what share of
total costs were removed for these purpoddswever, a disession of adoption and replication activities is
included in this section gsocess evaluatiohighlighted theseas resourcentensive activies.

From the early stages, A360 actively promoted its approach and solutions to encourage others to adopt
or replicate them.There were several important examples of adoption and replication by the end of the
program.However, thisrequired substantial resources, anthe impact of itwas challenging to quantify

as outcomes were not clearly defined or systematicatheasured.Adoption and replicatiomctivities
includeddeveloping materials for external audiences and participation in key meetings and conferences.
Pressure to communicate the successes of the A360 approach and the solutions from early on in the
program,before evidence was available on their effectiveness, added to the already high workload of
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implementation teams during the early stages of the program, and was an important cost driver. By the
end of the pilot phase, it was estimated that $1 mili®i.5million had been spent on adoption and
replication, out of $9.9 million in total costs at that tirffe.

Box6. What are adoption and replication?

Adoption refers to A360 inspiring other interventions to adopt a similar approach to design and implementation.
example: including youth as designers, employing HCD or a multidisciplinary approach, or using an adaptive
implementation process.

Replicationrefers to A360 inspiring other actors to replicate the A360 solutions (or elements of them) within and
beyond intervention areas, with other funding sources.

t NPY2GAYy3d GKS FTR2LIGA2Y YR NBLIX AOFGA2Yy 2F !ocn
to catalyze investment to support learning, scale and sustainability. However, there was a lack of clarity
2y WgKI G 32 RdeaTodnas revef estdblSiizdfor adoption and replicatidithough
outcomelevel indicators were initially develodethey were later abandoned due to difficulties in
measuring this type of change, aatso due todonor prioritization of countrylevel performance over

other objectives. In the final years of the prograé¥860 focused on monitoring outputslated to

adoption and replicatiomather than outcomes, including stakeholder engagemeanference activities

and resources produced.

At global level, A360 invested extensive efforts to generate global public goods and share learning
through publicatons, conferences, meetings and online conteiitiese were appreciated #SRH
stakeholders, who were interested in learnialgouthow to apply HCD, engage youth meaningfully and

GFLI AyG2 3IANI aQ | aLJA NI képtidsyi andongl etesn@icidshibout th& @aEnd 6 | &

complexity of the A360 approach, and few concrete examples of adoption or replication at global level
were identified beyond donors and implementing organizations.

A360 influenced thinking and practice across P81d within BMGFRand CIFFA360 staff provided direct
technical assistance to PSI projects in Mozambique and Mali that were attempting to replicate elements
of the A360 approach and solutions. PSI and SFH country teams incorporated HCD into several other
projects and propsals, and in Nigeria SBknnedto roll out training on HCRAcross theorganization.

gl

a

2AGKAY t{L Df2ottzx (GKS wySead2aySQ RSaiday FNIYSs2N

A360 approach.

Donors feltthat A360 had demonstrated the importamofincorporatingboth aspirationsand meaningful
youth engagemeninto ASRHThe CIFF India team wrote a proposal to adapt Smart Start for India, and
conversations were held with other teams around building A360 tools and messaging into other
programs.

G¢KS 0A33Sa0 tSaazy GKIG 68 KF@S GF1S8y ol @

about contraceptive uptakdX] having it becenteredaround some kind of hook that
speaks specifically to [adolescents], is something that we think is a huge benefit to
the LINZ 3 NDovicb, 2019)

By the end of the program, A360 had considerable success in promoting natienal adoption and
replication. A360 country teams led or engaged actively in national and-tt&eg platforms to share
learning and influence policgnd provided learning tours and other support to organizations interested in
adapting elements of the program. This led to a growing humber of examples of replication among

36p. 25 of midterm review.
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national ASRHactors NationalASRHtakeholders interviewed for the process evalaa often expressed
appreciation of the work A360 had done to bring stakeholders together and share learning.

Engagement proved substantially easier once the design process was over and the solutions were
Wi yRSRQ®

GL GKAY1l Yeé 0A 33 Sanitedpitdipdglamito db tdomghiip/ 3 A &
front [X] where we expect not only a proof of concept but to go to scpf¢ asking to
KFE@gS &a0FtSs L) dza | R2LIGAZ2Y (DonoR20MB LI A O GA2Y T Aa

Thisreinforcesthe midterm review finding that adoption and replication goals were likely pursued too

soon, before clear evidence existed on the effectiveness of the solufldns also raised the question
whetherit was worth dedicating resources to these activities in the early days of the program.

Itad 76



A360 Process Evaluatidfinal Report








































