LINK UP UGANDA END OF PROJECT
EVALUATION

bmitted to
Executive Director
Community Health Alliance Uganda (CHAU)
Lower Kololo

By

S=F

Socivo-economic Data Centre
Postel Building, Plot 67, Clement Hill Road,
P.O. Box 10207, Kampala, Uganda
www.sedcug.info/ info@sedcug.org
Mobile: +256 (0) 752 -790 594/078 -2-439037

June 2016



With profound gratitude we acknowledgeall the staff of Community Health Alliance Uganda
(CHAU under the leadership of Mr. Bharam Namanya for the keen interest in this
evaluation that they exhibited. From the Inception Phase to final completion of this
Evaluation, CHAU staffparticularly Dr. David Bitira and Dr. Rodgers Ampweralid not relent
in providing all the information the Consultant needed, guidance and feedbacke are
extremely grateful to all CHA® [plementing Partners (IPs)for their active participation

in this Evaluation. To allthe Young People (YPwho participated in this study, we owe you
immense gratitude. Finally, but not least, ¥th gratitude we recognise and acknowledge our
Researt Assistants who collected data.



CHAU
CME
CSO
DHO
FGDs
FSWs
GBV
HC
HCT
HSSIP
HWs
HWs
IEC
IPs
Kll
KPs
M&E
MARPI
MOH
MSIU
MSM
NSP
PEs
SRHR
STI
ToR
UAC
YP

Community Healh Alliance Uganda
Continuous Medical Education

Civil Society Organisation

District Health Officer

Focus Group Discussions

Female Sex Workers

GenderBased Violence

Health Centre

HIV Counselling and Tsting

Health Sector Strategic Investment Plan
Health Workers

Health Workers

Information, Education and Communication
Implementing Partners

Key Infromant Interview

Key Populations

Monitoring and Evaluation

Most at Risk Population Initiative
Ministry of Health

MarieStopes International Uganda

Men who have Sex with Men

National Strategic Plan

Peer Educator

Sexual and Reproductive Health and Rights
Sexually Transmitted Infections

Terms of Reference

Uganda AIDS Commission

Young People



Acknowledgements................ e eeeeeeeeetemmmmmmmmtessssttttenne s mmmmmmmm e eeeeeeeeeeesmmmmmnnnrsesnnnnnnadheees
List of Acronyms and AbbreV|at|ons PP PP PPPPTPPPPPPPN | RO
Table of Contents... m
List of Tables and Flguresv
EXECULIVE SUMMAIY......cciiiiiiiiiiiitmmmmmmmme e e e e e e e e s smmmmmmmms s seee e e e e e e e e s smmmmmmmms s snssnseeee e e s smmmmmmmm e M

1.0 INTRODUGQION AND METHODOLOGY.......cccetiiiiiimmmmememseeeeaeeeeeeesssmmmmmmmnsssssseeeeeesessmmmmns
1.1 Background to the LINK UP Uganda Project...........ccoeiii it eeeeeemms e
1.2 Goal and Outcomes of the LINK UP ProjecCt.............oouiiiimmmmiiiiieeeeeee e
1.3 Objectives of the EVAlUALION............uuiiiiiii e
1.4 Approach and Methodology
1.4.1 Design....

1.4.2 Study area and populatlon
1.4.5 Other data sources..
1.5 Data Collection Methods
1.6 Data Processing and ANAIYSIS.....cccieiiii i i i ittt emmmmmmms s s s e e e e e e e e e e s smmmmmmmmr e e e ssasnnnnes

b b

S SENE N S O O

2.0 PROJECT DESCRIPTION, RELEVANCE AND LEVEL OF UTILIZATION RESOURCESS....
2.1 Project Descnptlonﬁ
2.2 Project Description... 6
2.1.1 Evidencebased... 6
2.1.2 Consigency with the vision and mission of CHAU remmmmmmms et eeaeeeeeeeesemmmmmmmmneees oo
2.3.1 Project inputs and efficiency in UtIZatioN................uuuuiiimmme e ceeeeemr s 8......
2.3.2 Timeliness in release Of fUNAS............uuuiiuiiii e e e ee e Do
2.2.3 Overall project PErfOrMANCE..........cciiiiiii i immmmeeemsse e eeeee e e e s emmmmmmmme e e e s s s Qe

3.0 PROJECT EFFECTIVENESS AND APPROPRIATENESS OF DELIVERY MECHANISMS
3.1 Effectiveness of Activity Implementation... SRR
3.1.1 Young people are better informed and able to make healthler ch0|ces ........................ 11
3.1.2 Access to ARVs, contraceptives andher commodities for good SRH.....................oeeeee 12
3.1.3 Provision of better SRH services by public and private cliniCS.........cccooeiiiii e, 13.
3.1.4 Greater respect for YP accessing SRHR SErvices..............ooovceeeeeemrvvvnneeess s s smmmmmmnme e Lk
3.2 Factors that Affected Project Effecteness... SO U P PP P PRPPPPPPRIN! Ko JOPN
3.2.1 Factors that contributed to success of the prOJect O POPPPPPPPPPPRRRRRRRRN §-o
3.2.2 Challenges/constraints to effective project executlon PP PUPPPUUUPP L +
3.3 Appropriateness of the Project Delivery Mechanisms....................................................._’LB

4.0 PROJECT IMPACT ON YOUNG PEOPLE ANISRHR POLICY ENVIRONMENT........... 20.

41001 EAAO YiI PAAO 11 9101 c oAi PI A0 +1.0.xJ1.B0ACA AT A
4.1.1 Participation in project awareness creation activities............ccovvvvvevecccccccceeeeeeeeeeviieveeee 20

4.1.2 Knowledge of places with SRHR/HIV services... PP PO U PP PPPPPORPRPPPDZS B

4.1.3 Access to SRR/HIV services and commodities.... e .22,

18¢ 00T EAAO )i PAAO 11 o9i OI C; emc&dyDI AoO EAQJZAAI " AE/
4.2.1 Sexual behaviour and intentions.......................ceeeeenee. . cerreemmmeeem e 24

4.2.2 Access to FP services.. 25

4.2.3 Level of selfefficacy to use HIV/SRHR services and commodltles S -

4.3 Project Impact on Quality of HIV/SRHR Services.. et e e e e e e e e e e e e s e 2D

4.3.1 Reported quality of HIV/ISRHR serV|ce529

4.3.2 Access to youth friendly SRHR SEIVICES...........uvuuvuuiimmmmmmmmie e eeeeeeeeeessccmmemseseesnnennn 3O,

4.3.3 Uptake Of HIV/SRHR SEIVICES..........uuiiiiiiiiieiie e et mmmmmneme e a2 330

4.4 Systems Strengthening at CHAUL...........oooi im0 D3



4.5 Project Impact on Organizational Development of IPS..............oooii i cceeeeeerc s smmeeeeed3
4.6 Unintended OUICOMES...........ciiiiiiiiitieeemmmmmeeeses s e e e e e e s emmmmmcme e e e e eeeeesee s mmmmmmmm s e e e e e e e e e e s smmmmnnn D

5.0 PROJECT LEVEL OF ENGAGEMENT OF PARTNERS, SUSTAINABILITY, BEST PRACTICES
AND LESSONS LEARNED... PP PO UPP RO PUPPPPPPRPPRRR | o

5.1 Project Level of Engagement of Partners PSP PRPRSRRRRR. 1o X

5.1.1 Engagement with pollcymakers 36

5.1.2 Advocacy outcomes... 36

5.2 Sustainability of Project ACtIVItIeS RS SSPPRR. ¥ 4

5.3 Best Practices... .39

5.4 Lessons Learned40

6.0 CONCLUSIONS AND RECOMMENDATIQNS. .....couviiinicemmeemreeeeerseen s smmmmmmmme e e 400
(ST RO 0] aTod 183 ] o 1O 5 R
6.2 RECOMMIEBNUALIOND. ... eeuieeeeeee e ee s eemmmee st e een e e ee s smmmmmmmme s e e e e nne e s s smmmmmmms s e s ennennsesnsmmmmmmmne e L
APPENDIX 1IEVALUATIONTOOLS. ... i ettt e e s vmmmmmmms e e e e e e e smmmmmmmme e e e A3

APPENDIX 2: LIST OF PERSONS MET.......uiiiii e 100 D3,



Table 1: Characteristics young people sampled for the impact assessment.............ccccveeeeeeericnnnnnns 3
Table 2: LINK UP Project inputs procured between 2013 and 2016.............cuuvveeeeeerieeeivnnnnnnnnneeeenen 8
Table 3: Project achievements in relation to the targets on YP reached with HIV/ISRHR services.11
Table 4: Project achievements in relation to the targets on access to SRH services and commodities
Table 5: Project achievements in relation to the targets on capacity building for service providersl3

Table 6: Project achievements in relation to the targets on Respect for SRHR.............cccvvviienen. 14
Table 7: Young people sensitized on SRHR/HIV between 2013 and 2016........cccevveeeveeeiicccennnnnen. 20
Table 8: Level olawareness of facilities with integrated HIV/ISRHR services..............cccccccvvvvieennnnn. 21
Table 9: Young people who received SRHR/HIV services and products..........ccccveveerereeeernnnnnnnnns 22
Table 10: Health choices of sampled Yyoung PEOPIE. ......uuueeieiiiiiiii et 24
Table 11:Access to family planning services and experience with unwanted pregnancies............. 26
Table 12: Reported skills and seléfficacy with regard to HIV/SRHR services and commodities.....28
Table 14: Availability of Youth Corners and friendly HWS............oooiiiiiiiiicee e 30
Table 15: Reports of facilities with HWs providing youth friendly SRHR services...........ccccvvvvnnne 32

List of Figures

Figure 1: Project impact on selected behavior and practices parameters...........cccuveeveeviiceenniinneeen. 26
Figure 2: Baseline and End Term Evaluation comparisons on selected parameters..................... 27
Figure 3: Reporteduality of HIV/ISRHR services in public and private facilities.............c..cccoeeeeeeenee. 29
Figure 4: HWs who handle KPs seeking for STI treatment in a friendly way............c.ccvvvviimmnnnes 31
Figure 5: HWs who handle KPs that want condoms in a friendly way.............cccceevviviiieenecieiveeeinns 31

Figure 6: Reported uptake for STI treatment and HIV testing among KPs in the past 1 yeat......... 33



In May 2016, Community Health Alliance UgandaHAU) commissionedan End of
Project Evaluation toassess the extent to which thehree and half year (20132016) Link
UP Projectachieved its goaland objectives. CHAUworking with over 190 service delivery
points including public and private health facilities across 12 districts of central and eastern
Uganda (Kampala, Mukono, Wakiso, Luwero, Nakasongola, Kayunga, Jinja, Iganga, Kamuli,
Mayuge, Namutumba and Bugiri implemented a Project targeting young people (YP) 20
24 years affected by HIVThe Projectsought to achieve better sexual and reproductive
health and rights (SRHR) for young people and strengthen the capacity of service providers
to deliver quality integrated SRHR/HIV services and information.The targeted key
population included YPliving with HIV; Young people involved in sex work, young people in
transport (truckers, boda bodas/motorcycle riders); fisher folks, slum dwellers, teenage
mothers,young men who sex with men (MSM); and other vulnerable young people

This End of Project Evaluation drawing from qualitative and quantitative data collected

from six out of the 12 districts confirmed the limitations of integration of HIV with SRHR

prior to Project implementation. Upon completion of the Projectmost gaps in reaching

young people with customizedHIV and SRHRservices andinformation had been bridged.

(AA1T OE x1 OEAOOGE AAPAAEOU AT A OEEIRMV sbriicesb OT OEAA
and health facilities were either built or enhanced by the Project. The occasional suffered

stock-outs of SRH/HIV commodities and products to a larger measureere addressed

during the period of Project implementation Several young people including FSWs, MSM,

fisher folk, truckers and boda bodacyclists that often found it difficult to seek SRHRHIV

services from health facilitiesfreely sought the services as a result of empowerment by the

Project and easy access to services

The Evaluation resuts revealed increased doption of safer sexual practices to avoid HIV
infection such as using condomamong young peoplemaintaining faithfulness among those
with partners, using contraceptivesfamily planning methods (condoms, injectables and
oral contraceptives) by sexually active YP to avoid getting pregnant dransmit HIV to their
partners. A high level ofself-efficacy on use of contraceptives, correct and consistent use of
condoms to prevent HIV/STI transmission, getting tested for HIV and sgsting peer
pressure was equally high. Confidence among YPto seek condoms HIV testing and STI
treatment services from health facilitiesincreased. Btablishment of youth friendly corners
by the Projectin participating health facilities, as well as youh friendly services in facilities
where corners were non-existent increasingly brought HIV/SRHR services closer to young
people. ThePOT EAAOS6 O A /AEmhds 6cs€eh in thédapadiAdf partneNGOs/CSOs
to create monitoring and reporting systemsto aid the documentation and response to cases
of human rights abuses against young people especially among FSWs and YPLHIV.

Inputs procured by the Project werdargely well utilized to achieve the desired outputsand
outcomes Work plans and budgets foractivities were jointly developed by CHAU, M8 and
the implementing partners, although their execution was sometimes not undertaken
according to plan.Delays in release of Project funds most notably in the first quarter of 2015
affected the originally pnned logical flow of events and activitiesDespite these challenges,
the Project registered noticeable achievements especially on quantifiable targets The
Project reached 297,439 and 98,597 young people affected by HIV with integrated
SRHR/HIV servicesof targeted 290,000 and of 30,000n community and facility based
settings respectively; mentored and supportecb48 service providers to provide integrated
SRHR/HIV services to young people; anteached 3,060 young peoplewith friendly and
appropriate services.
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It is worth noting that efforts were made by the Project to initiateengagemens with
stakeholders at international, national and lower levels; Global FundJNFPAUNAIDS, MoH,
UAC, District technical and political actors, as well as internationaind national level NGOs
promoting the rights of young key populations Engaging deeply with district and lower
level partners at health facilities promises sustainability of Project activities.

Thus, the POT EAAOBO EI Dl Al AT OA O&isting ink&stuctired Adeal OE OT OCE

partners/ personnel e.g., peersof KPsis likely to ensure some level of continuity After
Project closure some peer educatorsRE9 have continued to disseminate information even
though their activities tend to be imited to peers within their localities due to phased out
facilitation, among other, challenges.In some arease,g.,lganga and Bugiri,PEswere linked
to other new projects in the areasThe establishedcollaboration with the district technical
staff such as health workes and political officesrepresents a potential for sustainability of
Project activities. The involvement of district leaders particularly the District Health Office
(DHO), adopting a multifaceted approach involving both community and facility based
approaches and use of edutainment in the mobilization of the target communityall ensure
some level of continuity.

The achievements, notwithstandingthe Project suffered some constraintsand limitations
apart from the occasional delag in release of project funds to IPs. These included
inadequate stock and sometimes stockut of HIV test kits, condoms, contraceptives and STI
drugs at health centers, retention of PEs, heavy workloadccasionaltransfers of trained
health workers in public health facilities, stigma and discrimination especially among young
people living with HIV/AIDS, inadequate space for youth corners at facilities and
incompatible syrEx computer software.

The following are recommendations for future Programming:

M&E and Cordination:
1. District Local Governments with support from CHAU need @atmue building capacity
in M&E for implementing partnersis).
2. Institutionalise regular review meetings between Local governments and IPs.

Advocacy and partnership

1. Future interventions neetb saleup alvocacy interventions that focus on equitable
access to servicesnong vulnerable young people

2. Policies, laws and customs that limit the power and autonomy of vulnerable greegs
to be reviewed

3. Sensitiseolitical, religious, cultural andther digrict leadership on the vulnerabilities of
key populations and particularly those in the age bracket of young people

4. Scaleup engagemenwith cultural and religious institutions to address structural drivers
of HIV and SRHR among young people.

Institutional Capacity Building
1. Strengthen institutional and technical capaoityPsto deliver quality and inclusive HIV
AIDS and SRHR services.
2. Strengthen systems and technical capacitiecoofimunitybased and young people
organizations to accesscimanageesources.
3. Develop a cleaExit Plan to enable IPs be better positioned for the transition.

Behavioural Change Communication
1. Develop SociaBehavior Change Communication Strategy for SRHR for KPs
2. Integrate youth empowerment interventi@mgailing life skills and livelihood skills with
SRHR and HIV/AIDS interventions.

Vii



1.1  Background to the LINK UP Uganda Project

Community Health Alliance Uganda (CHAU) isren-governmental organisation (NGQ registered in
Uganda but with affiliation to the International HIV/AIDS Alliance (IHAA). CHAU is a leading technical
and organizational capacity building organization in Uganda. It mainly focuses on community and
partner systems strengthening, technical, organizational and leadership development; as well as
advocacy for enhanced health rights and improved access to and utilization of integrated sexual and
reproductive health and rights (SRHR) and HIV services. CHAU algmmotes strengthening of
partnerships, linkages and coordination of providers in provision of health services. Currently, it
operates in about 20 districts of the country.

For three years; 2013 to 2015 CHAU implemergd the LINK UP Uganda Projeciwhich got a hecost
extension up to June 2016 LINK UPwas a three (3) year (2013-2015) Netherlands Government
(BUZA) funded Project that aimed to achieve better SRHBr young people 1624 years affected by
HIV. The Project intended to empower young people affeed by HIV so that they take up integrated
SRHR/HIV services; strengthen capacity of service providers in delivery of quality integrated
SRHR/HIV services to the young people; and improve the environment for SRHR/HIV service
implementation in the country. The Project was implemented in 13 of the 112 districtsof Uganda by

a consortium of five partners with CHAU as the prime. Other partners include Marie Stopes
International Uganda (MSIU), Population Council (PC), ATHENA, Stop AIDS Now (SAN) and GYCA.

Link Up project interventions mainly focused on key populations including young people living with
HIV; female sex workers, truckers andboda bodasfisher folks, slumdwellers, teenage mothersmen

who sex with men MSM); and other vulnerable young peoplen the program districts. These are
reached with a package of integrated SRHR/HIV services. The package comprises of SRHR services
like gender and sexuality and sexual counselling and education, violence prevention and post violence
counselling; family planning counselling and services; psychosexual counselling and harm reduction;
post abortion care and services; and sedxamination for breast cancer. HIV related services provided

on the other hand include psychosocial and positive living support counsetlfy; opportunistic
infection treatment; ART treatment and adherence support; palliative care; STI diagnosis and
syndromic management; cervical cancer screening and livelihood support. The project also
distributed condoms, lubricants and IEC materials and stngthened referral and linkage mechanisms

for SRHR and HIV services for young people. HCT, family planning and STI services constitute a
minimum package offered to a client.

By the end of Link Up project implementation in Uganda, it was envisaged thatung people would

be better informed and able to make healthier choices regarding their sexuality; more people have
access to antiretroviral drugs, contraceptives and other commodities required for good sexual and
reproductive health; public and private health facilities provide better sexual and reproductive
healthcare services which more and more people use; and a greater respect for the sexual and
reproductive rights of people to whom these rights are denied.

1.2  Goal and Qutcomes of the LINK UP Project

The overall goal of the LINK UP Project wa® tcontribute to reduced unintended pregnancies, HIV
transmission and HIVfrelated maternal mortality amongst young people affected by HIV 124 years.
The Project outcomes were:

! Nakasongola, Luweero, Kampala, Mukono, Wakiso, Kayunga, Buikwe, Jinja, Iganga, Mayuge, Kamuli, Namutumba, Bugiri
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1. Young people are bettetinformed and are thus able to make healthier choices regarding their
sexuality

2. A growing number of people have access to antitroviral drugs, contraceptives and other
commodities required for good sexual and reproductive health

3. Public and private clinicsprovide better sexual and reproductive healthcare services, which
more and more people are using

4. Greater respect for the sexual and reproductive rights of people to whom these rights are
denied.

1.3  Objectives of the Evaluation

The main purpose of the ealuation wasto assess the extent to which the Link Up project achieved its
goal, objectives and results document best practices lessons and recommendations to inform
integrated SRHR and HI\program improvement, scaleup and sustainability; and replication of
similar projects. The specific objectives for the evaluation included:

1. To assess the effectiveness of the strategienpdel, approaches and interventions implemented
by the project to achieve its outcomeand outputs

2. ldentify and document gaps and challenges that affected project implementation; and how they
could have been resolved

3. To assesdevel of engagement; anapportunities and challenges of partnerships with MoH, UAC,
Local Governmentsimplementing partners; and other SRHR and HI\project implementing NGOs
as well as community engagement in service delivery

4. To determine Link Up project impact on target population and policy environment; and
achievements obtained; and identify good pradtes and lessons learned

5. ldentify and document any unrintended outcomes of the Link Up project and benefits to the
individual beneficiaries and communities in the project area

1.4  Approach and Methodology

1.4.1 Design

Evaluation of this LINK UP Project was tw@ronged utilizing mixed methods. Assessment of project
effectiveness relied heavily on review of project reports while impact assessment utilized a cress
sectional Evaluation design. In the latter,both qualitative and quantitative methodsof data collection
were adopted. Quantitative methods were used to generate data on the impact of the Project on the
target population while qualitative methods were employed to unraveland complement available
data onthe project relevance, effectiveness, efficiencgnd sustainability. Both purposive and non
purposive sample selection techniquesvere utilized in this evaluation.

1.4.2 Study area and population

Data for the impact assessment was collected fromixs(6) districts, namely Kampala, Nakasongola,
Mukono, Kamuli, Iganga and Namutumbavhere the Project was implemented Within the six (6)
districts, participants were drawn from communities and sites that had participated/benefited from
project activities undertaken between 2013 and 20162. These included slum communities, fishing
landing sites, boda bodastages, parks/stages for trucks, bars, lodges and brothelgjk-tuk sites,
health facilities and dropin-centres.

2The projectimeframewas 20132015;but itreceived a naost extension for six (6) monthgp to June 2016
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The primary population for the impact assessment was femalsex workers (FSW), fisher folk,boda
boda cyclists, truck drivers, HIV+, MSM, slum dwellersand other vulnerable young people. Other
participants included Peer Educators (PEs), Health Workers (HV)sProject Staff of Implementing
Partners as well as district technical and political officers, and law enforcement officers

1.4.3 Sample size and distribution

A total of 1,130 young people 1024 years were considered appropriate to provide data for imm@ct

assessment.This number was calculated using tB Cochran (1963:75) sampling formula assuming
maximum variability at p=0.5 from a population of 275,000 young people reaatd with SRHR/HIV

information and services Confidence levelwas set at95% (standard normal deviation at 1.96),

precision level at 3% anddeff at 1.06 to cater for the different stages of sampling participants.

The Population Proportionate to Size (PPS) approach was used to distribute the sample between the
community and facility settings. A sample of 280 young KPs were allocated to health facilities while
850 were allocated to the community/home based settings. The 280 facility based sample comprised
mostly HIV+ young people and other young people who sought for SRH/HIV servickem project
participating health facilities at the time of the assessment. The 850 community/home based sample
comprised 210 FSW, 100 fisher folk, 280oda bodacyclists, 60 MSM, 90 truck drivers and 110 slum
dwellers and other vulnerable youth. Availablefigures (targets for three groups) and Sudmah

i pox Q6O DOET AEPI A T £ OAi DI A AEOOOEAOOEIT xAO
the six (6) subpopulations of young KPs in the community/home based setting. The PPS approach
was used to dstribute the sub-samples amongt the six (6) selected districts

1.4.4 Sample characteristics

A total of 1,094 young people drawn from urban, periurban and rural areas were covered in this
impact assessment. The sample had slightly more male (53.3%) respondents than female (45.2%)
and transgender (1.3%). More than half (70.3%) were unmarried and in the age range$ 20-24
years (58%), although 28.3% of them reported being in a relationshifhe biggest sample was drawn
from Kampala (49.5%) where most implementing partners operatedSee Table 1.

Table 1: Characteristics young people sampled for the impact assessment

Sample Respondents
N %
District
Kampala 542 49.5
Nakasongola 75 6.9
Mukono 204 18.6
Kamuli 103 9.4
Iganga 123 11.2
Namutumba 47 4.3
Location
Rural 85 7.8
Urban 847 77.4
Peri-urban 162 14.8
Sexof respondent
Male 585 53.5
Female 495 45.2
Transgender 14 1.3

3 Sudman, Seymour. 1976. Apgli&ampling. Newrork: Academic Press.
4 The dullycompleted interviews are less than the sample by 36. The shortfall was due to inability to get 20 MSM from Mukono
and 16 HIV+ from sampled facilities within Kampala.



Sample Respondents
N %
Age
10-15 yrs 54 5.0
16-19 yrs 292 26.7
20-24 yrs 632 58.0
25-28 yrs 112 10.3
Marital status
Single and never married 459 42.0
Unmarried, but in a relationship 310 28.3
Married/Cohabiting 242 22.1
Widowed/separated 83 7.6
Main occupation /source of income
Housewife 51 4.7
Farming 39 3.6
Fishing 71 6.5
Public transport 353 32.4
Sex work 200 18.3
Student 142 13.0
Clerical /office work 16 15
Bar/Restaurant attendant 27 25
Other 191 17.5
Religious affiliation
Catholic 323 29.9
Protestant 291 26.9
Other Christian 145 134
Moslem 317 294
Other 4 0.4
Currently in school
Yes 228 21.0
No 857 79.0
Highest education level attained
None 41 3.8
Primary, Not Completed 251 23.1
Primary, Completed 168 155
Secondary 517 47.6
Tertiary/Vocational 108 10.0

In terms of literacy, the sample had a miof literate and semtliterate; 57.6% had attained secondary
education and above while primary complete and not completed combined stood at 38.6%ery few
(3.8%) had no formal education at all.

1.4.5 Other data sources

Qualitative data was collected from nine (9) Project Staff of Implementing Partners, 12 PEs, 12 HWSs,
8 district technical and political officials and 6 groups of FSW, HIV+ youmpgople and Triple S Club
Members. Implementing Partnerscovered include MSIU, UYDELFamily Life Education Program
(FLEB, Mildmay Uganda, Naguru Teenage Information and Health Centuganda Network of Young
People living with HIV UNYPA, Uganda Youth Calition on Adolescents CYSRAUganda and COYAA.
At the national level consultations vere held with MoH and UACThe lead implementersz CHAU
were also consulted extensively.

1.5 Data Collection Methods

Both qualitative and quantitative data collection techniques wee usedin this evaluation. Qualitative
data was collected mostly through n-depth interviews and FGDswhile quantitative data was
collected using a structured questionnaire. These data sources veecomplimented with review of



project reports; all results/achievements on project targets were extracted from the Project Annual
Reports. An extensive review of all accessible pject documents was done. Documents reviewed
include the ProjectProposal, the Results Framework 2013, the Project Operational Plan, th¢ealth
Sector Strategic and Investment Plan (HSSIP 2010/12014/15) and Annual Reports for 2013, 2014
and 2015. A matrix showing trends and patterns of performance on the various strategies and
interventions planned for the three years has been presented under the section on project
effectiveness.

Qualitative data was collected from HWs, PEs, project focal persons from the implementing partners,
DHOs and district political staff from the six (6)sampled districts while data on the impact made by
the project was collected from the various sulpopulations of project beneficiaries. Project
beneficiaries covered in this evaluation included FSWs, MSM, HIV+ young people, fisher folk, boda
boda cyclists truck drivers and slum dwellers

To give a visual feeling of the contribution of the project, a video documentary and photography were
incorporated in the methods used to collect data. Theideo documentary and photographspresent
some of thekey program highlights on how the Link WP Project contributed to changes in the lives of
young people affected by HI\their families and communitiesat large.

1.6  Data Processing and Analysis

Quantitative Component: All the duly filled questionnaires were tiecked for completeness, edited
and entered on the computer usingEPFHINFO (Version 6.0) Statistical Package. After entry, data was
exported to the Statistical Package for the Social Scientist (SPSS Version 12 for Widows) for further
analysis.Analysis ofthe data was done in accordanceith the evaluation objectivesand indicators.
Frequencies, percentages and contingency tables (cross tables) were generated according to thematic
areas.Variablessuch as awareness, seffficacy, acess to SRHR/HIV servieeand quality of care of
SRHR/HIV servicegeceivedfrom project participating health facilities were developed to summarize

the key measures for impact assessment.

Qualitative Component: With regard to qualitative data, all indepth interviews and FGDswere
transcribed to form texts. The transcripts were reviewed to delineate aspects directly relevant to the
study objectives. Thematic and content analysis was used on all the transcribed data. All the
gualitative data was triangulated with quantitative daa to answer the evaluation objectives.



2.1  Project Description

LINK UPUgandawas a 3year SRHR Projecimplemented in 12 districts of Central and Eastern
Uganda with funding fromthe Netherlands Government (BUZA)BUZA allocatedJS$10.9 million to
cover the various project activities over the 3 years. Principally, the project sought to empower YP
aged 1024 to take up integrated HIV/ISRHR services, strengthen capacity sérvice providers in
delivery of quality integrated SRHR/HIV services t&/Pand improve the environment for SRHR/HIV
service implementation in the country.

LINK UP had two primary partners, namely CHAU and MSU who worked with nine other NGOs and

CBOs ima consortium to implement project activities.Project implementation commenced inthe last

quarter of 2013 and ended inDecember2015. However,due to delays in commencement of project
implementation in the first year (2013) not all set targets had been adeved by December2015.

Delays in commencement were attributed to the long and protractedprocess of selectig
implementing partners and project staff at CHAU. CHAU wasanted a6-l 1T T OEO8 11 Al 00 A
running from January to Jun®016 to complete inplementation.

In its quest to achiewe better SRHR forYP agedl0-24, the Project mostly worked through PEs and

HWs to mobilize YP and provide SRH services respectively. Implementing partner organizations set

up a network of PEs who was responsible fadentifying hotspots for key populations and mobilizing

them for services in form of an outreachAcross the 12 districts, implementing partners had a
network of over 4,800 PEs. There were also several health facilities both public and private (i.e. Blue
Sar Clinics) participating in the project. The health facilities were the source of HWs who provided
HIV/SRHR services in the outreaches organized by the project. Overafplementation of Project
activities was mostly done throughPEs and HWs under direcsupervision of the implementing
partners like UYDEL, Mildmay, NTIC, MSU, COYAA, FLEP and MARPI. The advocacy component of the
DOl EAAO xAO AT OOOOOAA xEOE 5s @le !'whs mosahyBip formAof A #/ ¢
coordination, capacity building, advocacy rad resource mobilization.

In terms of coverage of activities, all the 4 districts benefited equally, the only difference was with

the category of YP targeted. For instance, whereas some categories of YP like boda boda cyclists, FSW,
HIV+ and slum dwelles/vulnerable young people were covered in all the 12 project districts, others

like fisher folk, MSM and truckers were targeted in specific districts. The areas of operation for
implementing partners were not distinct but clearly marked. For instance, nedy all implementing
partners operated in Kampala, but had specific geopolitical areas they covered. With regard to age of
YP, the primary target group was 14 years but often in the outreaches services were given to even
youth above 24 years.

2.2  Project Relevance

2.1.1 Evidence-based

Design of this LINK UP Project denotelevance the overall project strategy in Uganda wabased on
the findings of the rapid assessments that were carried oun March 2013 as part of the planning
process Results from the assessment revealed that whereas the policy environment was conducive
for SRHR, implementation still lagged behind. Specificallthe integration of HIV andSRHhad been
included in several national policiesbut implementation was low. A visit to three (3) public health
facilities within Kampala confirmed the limitations of integration of HIV with SRH; outreaches were
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also specific to particular services e.g. HIV counselling and testing or immunization. Capacity to reach
out and provide aservice to young people was also limited at the time. SRHR information available at
the time was not well customized for young people, HWs lacked capacity and skills to provide youth
friendly integrated HIV/ISRH services and health facilities occasionallysuffered stockouts of
SRH/HIV commodities and products. Further, several categories of YP e.g. FSW, MSM, fisher folk,
truckers and boda boda cyclists found it difficult to seek for HIV/SRHR services from health facilities.

Stigma and discrimination was &ey issue among sex workers; they were judged harshly
because of the nature of their work, many could not easily go to health facilities to seek for
services because of fear, sometimes the health workers were not fri¢tiNJYDEL).

There is no doubt hat this project implemented activities relevant to the needs of YP at the time.
Available documentation also shows that allctivities implemented are consistent with the overall

project goal and objectivesFor instance, mobilization and provision of HIYSRHR services through
community outreaches was aimed at reaching out to more YP affected by HIV with integrated
()6x¥32(2 EIT A& Oi AGEIT AT A OAOOEAAO xEOEET OEAEO 11
of empowering communities to live healthy and productive lives through reduction of the unmet

need for SRH products and commodities, as well as dissemination of SRHR, HIV, AIDS and general
health information to YP.

We have been having a big problem of young mothers in Iganga, girls get pregnand gears,
17 years, their parents reject them, they were stigmatized, but Link UP came in to sensitize them,

they have been holding community dialogues, so the project was relefggt / 8 O /| AZEAAQR )

There was a general lack of youth friendly serscem a number of health facilities in the
region, there were no clinic days for SRH for young people, no-dragenters for youth
who find it difficult to seek for SRH services from health facilitigsl FLEP).

2.1.2 Consistency with the vision and mission of CHAU

Based on discussions held and documents reviewed, LINK UP is consistent with the strategic intents

of CHAU and its partners in the consortiumrhe design and development of th&INK UPProject was
guidedby# (! 580 3 AT PA 1 £ ely taQelirg @oumg pé&opld vixhintetvéniions aimed

at addressing SRHR andHIV/AIDS/TB, among others This Scope of Interventions wasipheld even

in the new Strategic Plan2016z2020.

&OOOEAOh OEA OAOEAx O Eattivities were /& @ndem with thesGoveomebt@fi EAA O
5CAT AAGO . AOETT Al DIl EAEAOh PI AT O AT A OOOAOACEAO
Plan (HSSIP 2010/132014/15) andthe National HIV/AIDS Strategic Plan (NSP 2011/%2 2014/15) ;

from which MSU and other consofitim partners draw their mandate. In effort to achieve better SRH

for young people affected by HIVLINK UPinterventions contributed to the National HIV/ AIDS and

SRHR indicators and targetsThis is well articulated under Strategic Objective 3 on Care and
Treatment, the NSP 2011/12¢c mpt Fpuv AAAT OA Ertegrat®) sexddl éng Eeproddrive

health (including HIV prevention) into all care and treatment services by 20168 , ) . + 50 A
conrEAOOAA OF OEA .3080 3 00AOACEHRIther AlieohjécE bdde p O
contributions OT 5 CAT AA8 O (z2@1¥ 16 heglthpservicespindicators on percentage of

eligible persons receivingARTand contraceptive prevalence rate.



Working with the MARPs steering committee of Uganda AIDS Commission to identify gaps and
share needspromote provision of integrated HIV/ISRHR service$NKUP made a contribution

to national indicators and also the mandate of MdlKIl, CHAU).

LINK UP supportedhe implementation ofhealth programmes targeting young people which
were inline with the district programmes and work plag x A x AOA Al T AAOT AA
increase in transmission of HIV, abortions among young pe¢pe ( / 6 0 / AFEAAh - OET 1

The projecthasno doubt contributed to improved health and quality of life of young people affected
by HIV in communitiesin the 12 districts where it was implemented In this LINK UP Project, CHAU
and the members of the consortium visualize Blganda where no persomlies of preventable diseases
Yyl A 101 AAO T £/ POT EAAO AAOEOEOE

live healthy and productive livesis evident.

2.3 Level of Utilization of Project Resources

2.3.1 Project inputs and efficiency in utilization

Inputs used to deliver the planned outputs in thisLINK UP project included human resource, IEC
materials and FP commoditiesRecords showEC materialsas the largest input that was procured; a
total of 163,463 IEC materialswere procured and dstributed in form of brochures, stickers, wrist
bands, Fshirts, notebooks among others. The project also madeaame-off procurement of condoms to
address shortage, condoms dispensers and wooden penile models to aid dispensing and

demonstration of correctcondom use respectivelysee Table2).

Table 2: LINK UPProject inputs procured between 2013 and 201 6

Input Quantity Procured in each year Total

2013 2014 2015 2016 Procured
Peer Educator Bags 2000 - - 2,000
Water Bottles - - 300 300
Umbrellas 2000 - - 2,000
Calendars - 2600 - 2,600
Brochures 92500 - - 92,500
T-shirts 9400 - 450 9,850
Pens 5000 - - 5,000
Creative masks - - 150 150
Bandamas - - 450 450
Key holders - 50 - 50
Pull-up Banners 56 - 7 63
Plagues - 270 120 390
Teardrops 10 - - 10
Wrist bands 11000 - - 11,000
Note books 5000 - 2100 7,100
Sickers - - 30000 30,000
Wooden penile models 2000 - - 2,000
Peer Educator manuals - 100 - 100
Male condoms (branded protector condoms) 120,000 - - 120,000
Condom dispensers 200 - - 200
Chairs - 360 - 360
Foldable beds - 88 - 88
Tables 27 164 - 191
Tents 14 - - 14




Input Quantity Procured in each year Total
2013 2014 2015 2016 Procured

Sighage 72 - - 72

Source: ProjecRecords

All the inputs procured were efficiently utilized to achieve the desired outputsit was reported that

IEC materials particularly the TFshirts, bags, umbrellas, bandannas, water bottles and wrist bands
were a constant reminder to the people about SRHR. These IEC material carried messages on SRHR
which was widely credited for the increase inknowledge and awareness about SRHR among the
target population and the general community people including parents to the young people and
community leaders. The materials, particularly Tshirts and bags werealso a source of motivation for

the PEs; it gave PEs identity and a sense of belonging. Besides edutainméethigh turn up of young
people at outreachesvas tagged to provision olECmaterials. It was reported that the expectation of
receiving T-shits, bags, umbrellas, calendars, wrist bands, pens, books and caps attracted many young
people to attend and patiently waited through the events.

2.3.2 Timeliness in release offunds

Timeliness in release of project funds is critical in attainment of plannedutputs. CHAU and MSU
jointly developed work plans and budgets for activities with all the implementing partners, however
execution was sometimes not undertaken according to plan. Interaction with staff of the various
implementing partners revealed occurence of delays in release of project funds, but they were quick
to add that whenever it happened, they received explanations from CHAU.

Sometimes funds would come after 2 months, this would stall activities, cause backlog but we
tried to be as flexible & possible in order to achieve the set targékdl, UNYPA).

7A 1T £O0AT AopPAOEAT AAA AAI AUuO ET OAI AAGA T £ £OT A
work plan congestedKIl CYSRA).

This delay in release of project funds was most notable in tHest quarter of 2015; apparently funds
were received at the end of the quarter which affected the originally planned logical flow of events
and activities. CHAU staff confirmed occurrence of delays which they attributed to various factors
both at international and local levels. It was explained that for instance a delay by the international
consortium to release funds directly affected the time when CHAU released the funds to the
implementing factors. Secondly, release of project funds was tagged on subsiog of accountability
for previous funds; any delay in submission of accountability would also result into delay in release
on funds.

2.2.3 Overall project performance

The LINK UP Project has delivered successfully on its goal. Through the consortiihg project has
made available youth friendly integrated SRHR/HIV services, commodities and information within
communities and at health facilities.Severalyoung people, who prior to the project found it difficult

to access SRHR services and commoditigsgely accessed and utilized the integrated package of
HIV/SRHR services and commodities that were made available by the project. Project annual reports
and staff of the implementing partners all attest to the impressive performance of the project. The
level of effectiveness and degree défficiency exhibited by the implementers signify a project well
implemented. A few challenges were reported likedelays in commencement of project activities in
2013 and release of fund$ut these did not deter the good prformance.
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3.1 Effectiveness of Activity Implementation

The effectiveness of thisLINK UPproject was examined in relation to the stipulated goal and the
attendant specific objectives. In this Section, we seek to examine the extent, to which the planned
results were achieved.

As earlier highlighted, this project had four (4) major outcome expectations, namely that; Young
people are better informed and able to make healthier choices; 2oung people have access to ARVS,
contraceptives and other commodities for good SRH;: ublic and private clinics provide better SRH
services;and 4: Implementations results into geater respect for SRHR of people to whom they are
denied. Various activities were planned and implemented to realize these outcomes with attendant
indicators of success. The suksections that follow highlight achievements attained against the target
on each outcome area.

3.1.1 Young people are better informed and able to make healthier choices

This project set out toreach 275,000 YP aged 10-24 with integrated HIV/SRHR information and
services in a community settingover the 3 years of implementationReview of project reports shows
that despite the delays in year 1 (2013), the project effectively reached out to the target population.
By June 20165, the project had reacheda cumulative total of 297,439 young people with SRH
information, majority of who in the 2024 age range (i.e. 170,442 compared to 32,312 aged-1@ and
94,685 aged 1519). This denotes an achievement of 108% of the target. Disaggregation of data by
gender shows slightly more males than females and transgender reached 163,864, 143,570and 5
respectively. These YP were reached through 600 community outreaches organized Bigs.

The Project used several other modes of reaching out to YP including radio talk shows, radio alerts,
Triple S Club fora, dialogue meetings, social media and phone pyramids to reach young people with
integrated HIV/SRHR information and services. Theroject also distributed IEC materials in form of
brochures, notebooks, stickers, wrist bands, branded-$hirts among others. At the end of the three
years, the project had distributeda total of 179, 984|EC materials See Tables.

Table 3: Project achievements in relation to the targets on YP reached with HIV/SRHR services

Project Outcomes Targets for the 3 Years Achievements
(2013-June 2016)
Outcome Area 1: YP are 275,000 YPaged 1624 reached with HIV/SRHR services in a
: . . 297,439
better informed and are thus | community or home-based setting
able to make healthier 4,800 YPtrained as role models in protecting and promoting the 4044
choicesregarding their SRHR ofYP 1624 yrs '
sexuality Community Outreaches conducted for HIV/SRH 600
Home visits for YPLHIV on treatment and others on STI medication ¢ 3500
contraceptives '
Triple S Clubs formed 61
IEC materials produced and distributed 179, 984
Community dialogues with parents &other gatekeepers 50

Source: Project Amual Reports 2013, 201£2015and 2016 Link UP Results Framework 2013 (Revised)

® Theproject was granted@&months no cost extensiarhich ended in June 2016.
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Further, the project reached @er 80% of its target of role models. A total of 4,044Edrole models
have been trained and actively engaged irthe mobilization, dissemination and provision of
integrated HIV/SRHR information and servicesmong their peers.For instance in 2014 alone, PEs in
alliance with HWSs, reached out to 1,480 YP at landing sites wiBRH services. Further, the trained
project PEs made a cumulative total of 3,50@isits to young people living with HIV YPLHIV) in their
homes to foster positive living.

Overall, the review shows that a lot of effort was made to ensure that by the end tbe 3-years of
implementation of the LINK UP Project, qung peoplein the 12 districts were better informed about
SRHand able to make healthier choicesIn all outreaches and the peer led door to door sessions,
young people 1017 year old were given information on growing up, body changes in boys and gitls
abstinence from sexas well as personal hygieneluring menstruation while the older people (L8-24
years) were empowered with information and skills on safer sexual choices to avoid health risks like
STI, HIV and unintended pregnanciesThe latter category of young people were specifically
equipment with information on risks of casual sex, faithfulness, safer sex practiceend correct and
consistent use of male and female condoms. This was intended @nsure that young people make
healthier choices

3.1.2 Access to ARVsgontraceptives and other c ommodities for good SRH

The project achieved its objective of making a contribution to reduction of unmet need for family
planning, HIV testing and STI setices among young people 14 years Through implementing
partner organizations such as UYDEL, FLEP, Mildmay, IMSICOBI etc, the Project successfully
partnered with both public and private health facilities to provide youth friendly and integrated
HIV/SRHR services.

We had 29 health facilities we were supporting on this Linkup project in Luwero, Nakasongola
and Wakiso to deliver services like family planning, HIV counselling and testing, provision of
ARVs and referral§KIl, Mildmay).

Review of Project reports shows thatl91 health facilities both public and private had been enlisted
by the project to provide quality youth friendly and integrated HIV/SRHR servicesBy the end of
2014, a total 0f106,253 YP hadreceived safer sex counselinfrom these facilities. They also preided
HIV pre-test counselingto 92,171 peopleand STI treatmentto 23,169 YP. In the same year (2014)
8,383 YPolder than 24 yearshad also received similar services.

Further, the project established several condom distribution points both at health falifies and in the

hot spots where KPs live. Through the condom distribution pointsa total of 81,150 male condoms,
10,711 female condomswere distributed. In addition, the project distributed 1,164 cycles of oral
contraceptives to young peopldsee Tabled).

Table 4: Project achievements in relation to the targets on access to SRH services and commodities

Project Targets for the 3 Years Achievements
Outcomes (2013-June 2016)
Outcome Area 2: 30,000 YPaged 1024 reached with HIV/SRHR services in facility -based 98597
A growing number | setting ’
of people have 20,000 completed referrals made forYPaged 1624 to access core HIV/SRH 33.767
access toARV services '
drugs, 320 health facilities supported to offer quality HIV/SRHR services to YP 191
contraceptives and [7y,ng"neople corners established at HFs 10
other commaodities -

Condoms distributed 91,861
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Project Targets for the 3 Years Achievements

Outcomes (2013-June 2016)
required for good Cycles of oral contraceptives distributed
SRH 1,164

Source: ProjecAnnual Reports 2013, 2014, 201&nd 2016; Link UP Results Framework 2013 (Revised)

Further, results of this review reveal thatthe project surpassed its target on number of young people
to reach with integrated HIV/SRHR services in the facility settingThe project targeted to reach
30,000 YP with integrated HIV/ISRHR services in a facility setting over a period of 3 years; by the end
of the 3 years, a cumulative total of 98,597 had been reached in the facility settindore females
(56,296) than males @2,300) and transgender (1) received SRHR/HIV services from the health
facilities. Further disaggregation revealed that the numbers reached comprised of all sahtegories

of young peoplebut in varying proportion i.e. 1614 (9,382), 1519 (32,408) and 2324 (56,807). In
terms of risk group, more FSW (10,196) than YPLHIV (5,698) and MSM (270) were served at health
facilities.

Through outreaches, peer led door to door visits andnoonlight clinics, the project made33,767
referrals to partner health facilities for core HIV services including ARVs, STI treatment, male
circumcision and other contraceptives required for good SRH. This denotes an achievement almdst
times the number initially targeted. In 2014 alone,378 FSWwere referred to partner facilities for STI
treatment; 588 boda boda riders for male circumcision and 476 fishermen for HIV testing

Overall, the review shows that tremendous progress has been made with regard to stamping out
unmet need. More and more youg people were observed each successive year accessing integrated
HIV/SRHR services. No doubt the project realized its prospect afgrowing number of people haing
access to ARV drugs, contraceptives and other commodities required for good sexual and
reproductive healthin project participating health facilities.

3.1.3 Provision of better SRH services by public and private clinics

The Project built the capacity ofHWs and PEghat participated in the implementation. The Project
trained nearly three (3) times the HWs originally targeted for the provision of quality integrated
youth friendly HIV/SRHR services.By Project end, capacity of 548 HWs had been built through
refresher trainings andmentorship.

Our health workers acquired skills on how 8 AT AT A OEEO OPAAEAI CcOi O0b
guality has improved and uptake of services has gondidy/ Nsinze HC IV, Namutumba).

In addition to mentorship/ coaching, numerous Continuous Medical Education (CME) sessions were
organized for HWs at partnerfacilities as part of efforts to improve their knowledge and skills in
SRHR service provision particularly to young marginalized peopleCapacity of HWs was also
strengthened through support supervision by CHAU and MSU staff. In 2014 alone, 60 training is&a$
for HWshad been organized anexecuted.

Table 5: Project achievements in relation to the targets on capacity building for service providers

Project Outcomes Targets for the 3 Years Achievements
(2013-June 2016)

Outcome Area 3: Public and private 200 service providerstrained to offer HIV and SRH services

clinics provide better sexual and to YPaged 1024 548
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Project Outcomes Targets for the 3 Years Achievements
(2013-June 2016)

reproductive healthcare services, 2,500 YPaged 1024 supported to participate in youth 3060
which more and more people are using| friendly programming and planning '

Source: Project Amual Reports 2013, 2014, 201&nd 2016; Link UP Results Framework 2013 (Revised)

Interviews with HWs corroborated these results; HWs confirmed integrating services andreating
youth corners to foster a conducive environment for offering youth friendly HIV/SRH services.
We have integrated ART care with youth care, we want them to get their treatment in their
corner,...consultation, HIV testinand even dispensing of driegs all done from the youth corner,
we do not want the youth to migll, Komamboga HC lll, Kampala).

LINKUPalso sought toassistyoung peopleto engage in more meaningfuparticipation in activities
and projects targeting the youth. This projectspecifically targeted to support, encourage and
advocate for the participation of young peoplen youth friendly and appropriate programming and
planning at all levels. Results of the review show more than 1M% achieveanent of the target 3,060
YP were supported to participate in a series of activities that foster young people friendly and
appropriate programming at community, health facility and district levelscompared to the targeted
2,500. Important to note, all PEs on the project were young people dran from the target population.
PEs were supported and by 2014, they were actively participating in the sensitization and provision
of SRHR/HIV services and commodities, to their peeduring youth friendly clinic days. Some young
people have also been traied, supported and participatal in data collection and entry onto syrEx
system.By the time of the evaluation, many young people wergarticipating in district and national
level events including World AIDS Dagnd World Contraception Day.

3.1.4 Greater respect for YP accessingSRHRservices

Notable progress has been registered in pursuit of greater respect for SRHR of people to whom these
rights are denied. As can be seen ifiable 6, nearly 400 decision makers including law enforcement
officials across the 12 districts have been sensitized about the rights of young people particularly
FSWs, MSM and other vulnerable youth to good health/treatment, safer sex, education, marriage, a
family etc. The Project organized 15community dialogue meetingswith law enforcement officials
particularly the Police on respect of SRH rightaind 22 meeting with decision makers at district level
The project also organized24 media activities toadvocae for greater respect of the SRH rights of
young people 1624 yrs while the YP patrticipated in 139 policy and advocacy eventsSee Tables.

Table 6: Project achievements in relation to the targets on Respect for SRHR

Project Outcomes Targets for the 3 Years Achievements
(2013-June 2016)

Outcome Area 4: 6 CSOs use REAct monitoring systems 3

Greater respect for the 50 decision makers/ law enforcement officials sensitized 380

sexual and

reproductive rights of | Community dialogue meetings on respect &RH rights held 15

people to whom these

YP participate in policy and advocac
rights are denied P P policy Y 139

1 coalition implementing activities adapted from nationaladvocacy

strategies for YP 1024 1
Contributions to global, national, and local policy that address the rights of 5
YPaged 1624

Contributions into policy processes by young advocates 8
District level advocacy meetings organized 22
National events attended (e.g. World AIDS Day, African Child, YP Day etc 3
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Project Outcomes Targets for the 3 Years Achievements
(2013-June 2016)

Advocacy tools for young people produced 12
Media activities on advocacy organized 24
Young People trained in budget monitoring 10

Source: Project Amual Reports 2013, 2014, 201dnd 2016; Link UP Results Framework 2013 (Revised)

To further ensure thatrights of young people are respected andviolations recorded, the project has
supported three (3) CSOs to create monitoring and reporting system3he CSOdrained to use the
REAct monitoring systemsinclude UNYPA, Lady Mermaid Bureau and Crested Crane LighteTte
three CSO%ad by end of 2015documented 37 cases of young people who experienced human rights
abusesand made appropriate response to the abuse§he cases documented were mostly among
FSWs and YPLHIMn addition to HIV/SRHR services, the project made considerable gains in the
protection and stemming of gender based violence.

There are a lot of other things that we intervened in like gender based violence, we could give sex
workers help in form of post exposure prophylaxis especially those raped, those beaten by clients
or taken to the police we also bailed them o(KIl MARPI).

LINKUP alsospearheaded the process of developing an advocacy strategy; by end of 2014, the
strategy had been developed and CYSRA Uganda appointed to lead the coalitraplementing
activities adapted from national advocacy strategies for YP 124. In addition, the project produced

12 advocacy tools for young peoplel0-24 years, 6 briefing papers, 24 policy documentsand
organized 6 advocacy trainingThe training was conducted as a strategy for influencingolicies that
recognize and respect theSRHrights of young people.Discussions with young KPs living with
HIV/AIDS corroborated and highlighted the results from the training on the SRH rights; many
participants reported knowing their SRH rights.

Wel AAOT O A 110 AAT OO T OO OECEOO EhaveGghttotak& OOAAA
iU 1260h A OECEO O EIT &£ Oi AGETTh A OECEO O Ay
worker should notshout at me in public instructing me to go farounseling(FGD with HIV+,

Naguru Teenage HC).

Overall, the review shows that tremendous progress has been made in attaining greater respéat
SRHR ofpeople to whom they are denied In the 3 years of the project, over 30¢P participated in
various policy and advocacyevents organized at district and national levels.

3.2  Factors that Affected Project Effectiveness

3.2.1 Factors that contributed to success of the project

Success of the LINKUP project could be attributed to several factors but kegpnong them was the
involvement of district leaders particularly the District Health Office (DHO), adopting a muHiaceted
approach involving both community and facility based approaches and use of edutainment in the
mobilization of the target community.

Involvement of DHOs was a strong pillar in the success of the projedt;ensured access to public
health facilities, the health workers, prioritization of SRH services and space for provision of
integrated youth friendly HIV/SRH services. In all districts except Namutumba, visited for the
evaluation DHOs acknowledged actively participating in the implementation of the project. They
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participated in training workshops to orient health workers on integration of HIV and SRHR services;

they instructed health facilities to designate space for youth corners, guided procurement of drugs for

HIV and SRHR services and supported the initiation of clinic days for serving young people with
HIV/SRH services. Success of outcome 4 of the project is attributed to positreeeption of DHOs.

We engaged people like the DHO, the district HIV focal persons, health workers, representatives
of young people in the radio talk shows to discuss rights of young people to access SRKIHIV
CYSRA).

We managed to lobby the distrideadership in Bugiri to increase funding for SRH which has
been used to set up youth corners at public health centers. At the national level, we caused some
changes on the HIV policy to include quality treatment and care for young pe(flleCYSRA).

Participation of HWSs in outreachessessions was also cited among the key factors for the success of
this project. Their participation bridged the accessibility gap that existed especially with key
populations like FSW, fisher folk and boda boda cyclists. Thesategories often find it difficult to seek
for HIV/ISRH services from health facilities due to fear of being discriminated.

Link up came with community outreaches which aimed at taking the SRH services closer to the
population that needed it but were fing to come to the health faciliteg $(/ 6 O [/ A&LE A
Kamuli).

Participation of HWs in outreach activities also made referral of KPs more effective because the
persons referred were assured of meeting the same HWSs at the facilities whitibstered acceptance.
Through workshops on provision of integrated youth friendly HIV/SRH services, HWs appreciated
the importance of providing services to young people and gained skills in handling young people
including KPs like FSW and MSM who are usually sensg#iand susceptible to discrimination. It was
these skills that ensured that KPs who came in contact with them during outreaches felt comfortable
to go for more specialized services at health facilities when referreglit built confidence.

Lastly, use ofedutainment and radio ensured wider reach of the HIV/ISRHR messageEhe high

numbers of young peoplethat turned upatl OOOAAAEAO xAOA AOAAEOAA O OC
tuktuk van was an attraction to both young and older people. The films showed welmth educative

AT A AT OAOOAETET cn AEOAO AADPOEOAOGEIT ¢ DPAIT PI AGO AOO/
the audience to seek for HIV tests, STI screening and family planning services. This gave the project
opportunity to disseminate awareness mesages to large numbers of young people including those

who would have ordinarily shunned the event.To complement information dissemination at

outreach sites the project paid for radiotalk shows. Talk shows were embraced by DHOs, District HIV

Focal Persoms health workers, representatives of young peopléo discuss and constantly remind the

populace about therights of young people to access SRH/HIV

3.2.2 Challenges/ constraints to effective project execution

Despite the success, project implementatiorsuffered several challengeswhich undermined its
potential to deliver expected results within set time Key among the challenges wake occasional
delay in release of project funds to implementing partners, inadequate sto@nd sometimes stock
out of HIV test kits, condoms, contraceptives andSTI drugs at health centers inadequate IEC
materials, retention of PEs, heavy workload and transfer of trained HWSs, stigma and discrimination,
inadequate space for youth corners at facilities and incompatible syrExomputer software.
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Delay in release ofproject funds to implementing partners was cited among the biggest challenges
that constrained project implementation. Implementing partners reported that they had to design

catch-up plans to enable them accomplishhie activities they had planned for the year. Apparently,

these delays in release of funds were experienced both in 2014 and 2015.

The other major challenge although it lasted a short time was inadequate IEC materials. This was
suffered mostly in the first half of 2014; Peer Education was constrained as PEs lacked materials to
use while engaging and sensitizing their peers. This was partly attributed to the delay in release of
project funds.

Stockout of essential commodities and drugs for SRHR was alsocammon challenge. The high
demand generated by the project inadvertently exerted pressure on available stocks of SRHR
commodities and services causing inadequacy and occasional stemkts. It was reported that most
participating health centers (both public and private) often had inadequate stock®f HIV test kits,
condoms, oral contraceptives an&TI drugs.

We have been experiencing some moments of stgk of medicines like Septrin and
Ciprofloxacin(HW Nsinze HC IV, Namutumba).

CHAU procured bufferstocks, but because of the high demand, stodkts could not be entirely
eliminated. Stockouts were also partially attributed to competition for available resources from non
primary target population (youth older than 24 years). Older youth often turned p in outreaches to
access SRHR services; the project could not turn them away, although it meant that services were
going to the wrong target group. This was a common occurrence throughout the three years of
project implementation across all districts.

Willingness of HWs to embrace provision of youth friendly SRHR services especially in public health
facilities also posed some challenges. LINK UP trained and mentored a selection of HWs at each
project participating, although all HWs at the facility were epected to embrace provision of
integrated and youth friendly HIV/SRHR services. It was reported that some HWs however exhibited
unwillingness to offer extra attention to YP seeking for integrated youth friendly SRHR/HIV services
particularly FSW. The projet also had to contend with transfer of HWs oriented by the project to
facilities outside the project area. The transfers disrupted relationships young people particularly the
HIV+ had built; to reestablish relations with new persons took time hence affding service
utilization.

Access to core HIV/AIDS services such as ART, psychosocial and drug adherence support was
undermined by prevalence of stigma and discrimination. In all districts, PEs reported existence of
stigma and discrimination against HIV+young people. Many young people feared to be identified
within their communities as people living with HIV. Fora and events for YPLHIV had, in most cases, to
be organized at the district level not within the communities where the YPLHIV live. This hampered
effective mobilization and formation of groups of YPLHIV. This also created another problem of long
distances to meeting points which constrained regular and active participation of YPLHIV group
members.

On the project management side, particularly tradkg progress in implementation only one challenge
was cited i.e. use of the syrEx computer software. It was reported, mostly in 2014 that partners had
difficulties using the syrEx monitoring and reporting system. Data entry, validation, cleaning,
uploading and aggregation using the syrEx system was a challenge to many implementing partners.
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This resulted into and contributed to inconsistencies in figures reported especially for 2014. But this
problem was in 2015 resolved through provision of handson training to all M&E staff of the partner
organizations on using the syrEx system.

3.3  Appropriateness of the Project Delivery Mechanisms

LINK UPadopted the most appropriatedelivery mechanismswith potential for sustainability. Given
its 4 Outcomes, use of caonmunity people, existing health facilities and local organizations targeting
similar categories of peoplein the implementation, community dialogues, as well as peer led door to
door approaches (i.e. home visitsyvas by far the most appropriate approach.mplementation of the
project heavily relied and utilized existingresourceswithin the community (i.e. PEs and local leadgrs
to identify areas with high concentrations of key populationswhich was costsaving and a measure of
promoting sustainability of the activities. The approachhelped build local structures of community
resource persors and ownership of the Project. Participants in the evaluation acknowledged that
involvement of PEs and local leaderén the mobilization, registration and sensitization of YP about
the importance of testing for HIV, STI testing and treatment as well as family planning greatly
contributed to the success of the project.

Using the peer to peer approach meant that informan and messages about SRH were
delivered by people who shared characteristics and had more chances of being accepted by the
target population (KIl FLEP).

Further, use of the tuktuk/film van was also cited as a factor behind the high turn up ofYP at
outreach sites Apparently, the film van not only facilitated the delivery of SRHR and HIV edutainment
messages to YP but also mobilized communities for the serviceBhe PE model also ensured
increased involvement of YP in planning and delivery of integtad HIV/SRHR services to YP 104
affected by HIV.

Use of existing health facilities and trained HWs added to the community resource. HWs trained to
provide youth friendly and integrated HIV/SRHR services regularly participated in service camps and
moonlight clinics to reach out to hardto-reach key populations like FSW, MSM and fisher folk. This
approach ensured that hardto-reach key populations received a comprehensive package of health
services at their doorstep. This resource (trained HWSs) has remaidein the communities where the
project was implemented.

The use of community dialogue meetings and home visitas avenues for community buyin and
reach-out to YP particularly those living with HIVwas paramount. AllPEsapplauded the meetings
and home vsits noting that they gave them opportunity to get into the communities and effectively
reach out to the target population. Through this strategy, the project greatlgnhanced access to SRH
information and commodities as well as support to HIV+ young peoel During the visits, PEs
provided support to the sickand positive living counseling to combat stigma and discrimination as
well as adherence to medication. The dialogues on the other hand fostered appreciation of the SRH
rights of young people among parets and other gatekeepers in all communities where the project
was implemented.

#(1580 AAAEOGEIT1T O1 AT CACA AQEOOEI C 11T AAl 1 OCATE
implementing partners assured the project with high proficiency in implementation and

& OQutcome 1: Youngeople arebetter informed andable to make healthier choices; 2.Young people haveaccess to ARV,
contraceptives and otheommodities forgood SRH 3. Public andprivate clinics provide better SRHservices 4. Greaterrespect
for SRHR ofpeople to whom they are denied
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sustainability. Projects by design have a definite period of execution, theome and end, but the
needs of the people never end, hence the need for a mechanism for sustainability. Outcome 1 of LINK
5080 DOl EAAO AAT T OAO AAEAOEI O AEAT CAh xEEAE EO
engaging actors who will conthue to work with the target population even beyond the project
duration was a good sustainability strategy. In addition, the staff in such organizations brought on
board a wealth of experience in implementing activities targeting hardo-reach or key popuhtions

who have been denied most SRH services and commoditiegwever, some use delivery mechanisms
which constrain meaningful involvement of the target population.A few cases of implementing
partners using one peer educator to manage seven different KR&re recorded. In Kavule, Kampala,

a PE was working with young mothers, boda boda riders, HIV+, slum dwellers, drug users and MSM.

Overall, dawing from a review of Project Reports and interviews held with staff from partner
organizations that implemented this LINK UP project, it can be concluded that the project adopted the
most appropriate strategy. The project realized and even surpassed most targets, denoting
effectiveness of the strategies and approaches employed in project execution. The impact phneject
has had on the target population also denotes choice of good and appropriate delivery mechanisms.
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Implementation of this Project was meanttoE T A O A AKddwle8ge @AQutSRHRand therefore their

ability to make healthier choices regarding their sexuality This section presents data oraccess to
SRHR/HIV informationas well as sexual behavior of the people that were reached by the project.

4.1.1 Participation in project awareness creation activities

LINKUP had a big reachrothe target population. Evaluation results show that over 90% received
information on the various SRHR/HIV issuesParticularly, 96.7% confirmed receiving information on
HIV/AIDS, 93.1% on STIs and91.6% on unwanted pregnanciesin the 3 years More evidence of
project reach was observed with numbers that attended SRHR sensitization meetings. iglthan half
(62.9% and 60.1%) admitted attending sensitization meetings on prevention of HIV and STIs
respectively. Similarly, 93.8% attendedsessions where project staff talked to them about condom
use, personal hygiene (83.9%), body changes (72.7%),sex before marriage (68.9%), abortion
(71.3%) among others(see Table7).

Table 7: Young people sensitized on SRHR/HIV between 2013 and 2016

Indicator Respondents Age disaggregation
N % 10-15 | 16-19 | 20-24 | 25-28

Young peoplewho received SRHR/HIV information in past 3 years
HIV/AIDS | 1058 | 96.7 | 90.7 96.6 96.8 99.1

STIs| 1019 | 93.1 | 83.3 92.1 93.5 98.2

Unwanted pregnancies| 1002 | 91.6 87.0 92.8 91.3 92.0

Abortion | 955 87.3 74.1 87.0 87.3 93.8

SRH Rights for youth| 768 70.2 | 38.9 69.5 72.6 74.1

Attendance of sensitization meetings on SRHR in past 3 years
Prevention of HIV | 673 62.9 | 453 62.1 64.5 64.9

Prevention of STIs| 644 60.1 41.5 60.1 61.1 64.0

Unwanted pregnancies| 584 54.8 43.4 54.1 55.2 59.5

Sexual abuse| 537 50.5 35.8 48.7 52.4 51.4

Places where sensitiation took placein past 3 years
Landing site 23 3.0

Boda bodd truck stage a7 6.1

Bar/l odge/brothel 89 11.6

Health Facility | 253 32.9

Community hall/playground 183 23.8

School | 175 22.7

Proportion of young peoplesensitized about the following:
Condom use| 591 93.8 | 100.0 92.1 93.6 98.4

Sex before marriage| 434 68.9 50.0 69.7 70.1 62.5

Growing up | 423 66.9 80.0 71.5 67.3 51.6

Body changes| 460 72.7 90.0 77.6 72.4 60.9

Personal hygiene| 534 83.8 | 100.0 86.7 83.6 81.2

Masturbation | 283 449 30.0 48.5 445 40.6

Abortion 449 71.3 80.0 70.9 72.1 65.6

Sexual gratification | 352 559 60.0 53.9 56.5 56.2

Sexual abuse| 464 73.7 90.0 715 74.4 71.9

Sourceswhere YPlearned most about SRHR/HI\ih past 3 years
Radio | 384 35.3 28.3 34.1 35.9 375
HWs at facility/drop -in-centers | 270 24.8 11.3 19.3 26.7 330
Outreaches/service camps| 166 152 7.5 11.0 16.5 13.4
Peer educators/door-to-door 46 4.2 - - - -
Youth club discussionds ocial media 73 6.7 - - - -
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Indicator Respondents Age disaggregation
N % 10-15 | 16-19 | 20-24 | 25-28

Brochures/leaflets 8 0.7 - - - -
Other | 142 13.0

The most dominant source of learning about SRHRas radio closely followed by health facilities and
outreaches or service camps. Two thirds (35.3%) of the sample reported that they had learned most

about SRHRhrough radio. This corroborates results in theProject Annual Reports on the numberof

YP reachedthrough talk shows; by the end 0f2014 an estimated 25,000 Yiad beenreached with

SRHR informationandx m | EOOAT AOOG AAI 1 O OAAARAEOAA AOOET ¢ OAI I

Evidenceof use of other avenues to disseminate messages on SRHR/HIV was also observed from the
results of the Evaluation. About 51% of YP in the sample who participated in outreaches
acknowledged receiving IEC materials with messages on SRHR/HINhe Project branded T-shirts
were the commonly cited 9.6%) promotional materials that young people received. Other IEC
materials reported received include brochures (24.2%), water bottles and wrist bands (16.3%),
calendars and posters
(7.7%), pens (5.4%),
umbrellas (4.6%) and bags
(4.4%). But the latter were
mostly for peer educators.

Our role has been
mobilizing, sensitizing and
providing SRH services to
young people like STI
screening, testing and
treatment, HIV counseling
and testing, drugs and
follow-up of yaing people
on drugs to ensure that
they are taking their
medicine as directedHW
Iganga Islamic HC |lI,

Iganga).

4.1.2 Knowledge of places with SRHR/HIV services

I xAOAT AOO AOAAOEI T AAOEOEOEAO 1 £#/ OEA DPOI EAAO EAA

points. Evaluation results show that 95% knew where HIV testing services could be found within
their communities. Knowledge of places offering other SRHR saces such as family planning, oral
contraceptives, STI testing, ART was also higbee Table8).

Table 8: Level of awareness of facilities with integrated HIV/SRHR services

Awareness of facilities with HIV/SRHR services Respondents Age disaggregation
N % | 10-15 | 16-19 | 20-24 | 25-28

Awareness of existence of 8RHR/HIV servicesn the community
by YP

HIV testing | 1033 95.0 77.8 96.2 95.4 92.0

ART | 827 76.2 42.6 75.3 77.4 82.1
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Awareness of facilities with HIV/SRHR services Respondents Age disaggregation
N % | 10-15 | 16-19 | 20-24 | 25-28

STl testing | 957 88.0 57.4 89.0 89.2 88.4

STl treatment | 951 87.2 59.3 87.7 88.9 90.2
Family planning | 967 88.7 61.1 89.4 89.6 95.5
Oral contraceptives | 908 83.6 53.7 80.8 85.3 89.3
ANC| 963 88.3 70.4 89.4 88.6 92.9

Delivery | 981 90.0 72.2 90.8 90.8 92.0

Post Abortion care | 825 757 51.9 76.4 76.9 78.6

Types ofexisting health facilities reported by YPin their
communities

Private for profit | 655 60.1 65.4 65.5 57.8 58.0

NGO/Faith based| 84 7.7 3.8 55 95 45

Public/Government | 350 32.1 30.8 29.0 32.6 375

Staff of implementingpartners corroborated the different ways awareness was made to the KPs.

Through our trainings, we provided KPs with welhilored messages on HIV, where to test from,
how to prevent infection and how to use a conddiil, MARPI).

Knowledge on SRHR/HIV service points&vas common and almost evenly distributed among all ages.

Results show that with the exception of the 1615 age group all young people (i.e. 1619 yrs, 20-24

and 25-28) were equally knowledgeableabout where SRHR/HIV ervices such as HIV testing, STI

testing and treatment, family planning services including oral contraceptives could be found within

their communities. Results in Table 9 dirther show that several YPconfirmed availability of

SRHR/HIV serviceswithin their communities. Commonly, YP reporte@xistence offacilities with HIV

testing and family planning services in their communities. This, knowledge of SRHR/HIV service
AAAAOO bPiI ET OOh OECI EAZEAO ,). +5080 OOAI Al Abo@O A Al
SRHR

4.1.3 Access to SRHR/HIVservices and commodities

,) . +506 0 AODPE OA O¥lolaccdsySRBAMNOEViE@s dnd commodities was achieved.
Evaluation results show that a notable proportion of YP received SRHR/HIV services and
commodities. For instance, among YP that participated in outreach activities, 89.9% received an
SRHR service or commodityMajority received HIV counseling and testing (88.4%) and condoms
(75%). Notable proportions were tested and treated for STIs (30.1% and19.6%) respectively while
26.9% received referrals to health facilitiesfor further management Nearly all the referrals were
completed (95.2%) and services received ranged from HIV testing (48.6%), treatment for STls
(45.7%), and medical male circumcision to enroliment on ART (16.2%%ee Table.

Table 9: Young people who received SRHR/HIV services and products

Indicator Respondents
N %
Young people that received SRHR/HIV services or commodities during outreaches
Yes 611 89.9
No 69 10.1
SRH services or commodities received by young people during outreaches
HIV counseling & testing 540 88.4
Condoms 458 75.0
STlscreening/testing 184 30.1
STI treatment 120 19.6
ARVs 37 6.1
Referral to health center 33 5.4
FP counseling 94 15.4
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Indicator Respondents
N %
Oral contraceptives for FP 22 3.6
Other 32 5.2
Proportion of young people referred by PE/HWSs to health facilities for SRH services
Yes 293 26.9
No 795 73.1
Proportion of completed referrals (i.e. received the SRH services)
Yes 278 95.2
No 14 4.8
SRH services young people received through thieferrals to health facilities N=278
STI treatment 127 45.7
HIV testing 135 48.6
Enrolled on ART 45 16.2
Male circumcision 7 25
Other treatment 38 13.7
Young people who got health services from facilities nearest to their homes in past 3 years
Yes 815 74.7
No 276 253
Type of health services YP got from facilities nearest their homes in the past 3 years N=815
Family planning 75 9.2
ANC 46 5.6
Delivery 38 4.7
HIV testing 244 29.9
ART 61 7.5
STI testing & treatment 154 18.9
Other curative services 470 57.7
Communities with health facilities offering youth friendly SRHR services
Yes 749 68.6
No 250 22.9
$1 180 93 8.5
SRHR services and commodities reported to be easy to access within sampled communities
Family planning 831 76.4
ANC 825 75.8
Delivery 859 78.9
PostAbortion care 702 64.8
HIV testing 940 86.2
ART 699 64.5
STI testing 847 77.7
STI treatment 827 75.9
Oral contraceptives 814 74.7

The findings in the Tablecorroborate reports in the Project Annual Reports on completedreferrals;

by the end of 2015,a cumulative total 0f33,767 completed referrals had been recordedThe results
also compare, though remotely with the Population Council study conducted among YPLHIV in
Luwero and Nakasongola; 48% of the YPLHIV confirmed receiving referral slips for HIV/SRH
services.

Impact of the LINKUPProject was further evident in the proportion reporting presence of health
facilities in their communities offering integrated youth friendly services. Slightly over twethirds
(68.6%) of sampled YP confirmegresence ofhealth facilities within their communities where young
people (10-24 yrs) freely accesed SRHR servicesThis was corroborated by YP found at health
facilities at the time of theEvaluation; 41.8% attributed their choice of the health facility on friendly
health workers. Others chose the facility either because saces were free (41%), had been referred
(14.2%) or because of proximity (28%).Among the SRHR services easiest to access inclddelV
testing, delivery, STI testing and treatment, family planning and oral contraceptiveln the sample,
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86.2% affirmed that they had easy access to HIV testing services their communities. Important to
note, the entire sample reported having a health facility within their community.

1

Although more
than a half(57.7%)
sought for other
curative  services
as opposed to
SRHR (HIV testing
Z 29.9%, STI
testing and
treatment - 18.9%,
ART z 7.5%); it is

evident YP
1 acknowledged
availability of

facilities  offering
youth friendly
based on
experience.

In Kamuli Hospital,

' every Thursday is
Youth Daydedicated to accessing unlimiteslervices to young people especially SRHR/HIV (KI,
#1 /| 6 O? KafadiE A A

Overall, the End of Term Evaluationresults and data in the Project Annual Reports are not
to outcome areaone. A big number of young people was reached with SRHR/HIV messages and
services & well asaccesing anti-retroviral drugs, contraceptives and other commoditiegparticularly
condomsrequired for good SRH

4.2 Project Impacton 91 OT ¢ O0AT Pl A6 O 3 A0 Aificacy AEAOET OO AT A

4.2.1 Sexualbehaviour and intentions

The Projectsought to influence the sexual behavior of young people (14 yrs) to make healthier
choices which was largelyachieved as per the Evaluation findingsEvaluation results, for instance,
revealed that over 90% of sampled YP were taking measures to avoid infection with STIs. Over 80%
reported using condoms to avoid STIs while those who tested for HIV and decided temain faithful

to their partners were 22.8% of the sample. Important to note, 87.9% of the sampled had ever had
sex and among them only about 7% were not having regular se&ee Table Q.

Table 10: Health choices of sampled young people
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Indicator Respondents Disaggregated by
sex
N % Male Female
Young people taking measures to avoid infection with STIs
Yes 785 92.8 93.6 91.4
No 61 7.2 6.4 8.6
Measures young people are taking to avoid infection with STN=785
Abstinence 98 125 14.9 8.7
Use condoms 639 814 80.5 80.0
Test partner before sex 45 5.7 5.9 4.2
Test HIV & remain faithful 179 22.8 23.8 20.3
Other 16 2.0 1.7 2.6
Young people who consider themselves at risk of infection with STIs & HIV
Not at all 393 41.8 48.6 33.2
Somewhat 235 25.0 32.1 16.8
Yes at big risk 203 21.6 16.3 27.7
Already infectedHIV+ 109 116 3.0 22.3
Ever had sexual intercourse
Yes 958 87.9 88.7 86.6
No 132 12.1 11.3 134
Age at which first had sexual intercourse
>15 222 23.2 23.4 22.9
15-17 431 45.1 42.0 49.2
18-19 212 22.2 24.0 20.2
20+ 91 9.5 10.6 7.7
Most recent time sampled young people had sexual intercourse
Today 106 11.1 7.4 15.7
1-7 days ago 330 34.4 28.8 41.2
1-4 weeks ago 210 21.9 255 17.1
1-12 months ago 242 25.3 29.6 20.1
13-24 months ago 31 3.2 4.1 2.3
25-36 months ago 26 2.7 3.1 2.3
More than 3 yrsago 13 14 15 1.2

Perceivedrisk of infection with STIs exists but not in alarming proportions.Evaluation results show
that nearly half (41.8%) confidently affirmed that they were not at risk of getting STls at all. In the
entire sample, a quarter (25%) feared to be somewhat at risk and 21.6% aigprisk if infection with
STIs. Staff of implementing partners corroborated these results, noting that the sensitization has
triggered a spirit of consciousness to avoid risk even among FSW.

The sensitization programmes on condom use, HIV testing and counselling have made even sex
workers cautious about their health...they have adopted safer sex practi€dsMARPI).

4.2.2 Access toFP services

In the communities where the Project was implemented, a notable impact was observed oaccess to
family planning services.Unmet need was reported by aoly 20.8% of the sample; the majority
(79.2%) accessedfamily planning services when they needed themAt the time of the evaluation
84.8% of YP who were sexually active were using a method of family planning &void getting
pregnant or their partners pregnant.Majority (76.7%) were using condoms, 19.9%njectables while
oral contraceptives (i.e.pills) were being used by only 8.4%Reports of condom use were made by
more males than the female YP in the sample; 82.4% and 68.1% of males and females respectively
reported using or their partners using condoms to avoid pregnancyComparison across the age sub
groups revealed slightly more condom use among the 105 and 1619 year olds than the 2624 and
25-28 year old young people. This could be because notable proportions of the latter categories are
married people who either use pills or injectables. See Tdb 11.
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Table 11: Access to family planning services and experience with unwanted

regnancies

Indicator Respondents Disaggregated Disaggregated by age
by sex
N % Male | Female | 10-15 | 16-19 | 20-24 | 25-28
Failed to getbirth control measure when needed
Yes
No | 90 20.8 0.0 16.8 23.0 20.5
342 79.2 100.0 | 83.2 77.0 79.5
Proportion currently using family planning
Yes | 810 84.8 85.9 84.1 77.8 80.6 87.0 82.9
No | 145 15.2 14.1 15.9 22.2 19.4 13.0 17.1
Birth control measures young peopléheir
partners are currently using N=810
Condoms | 621 76.7 82.4 68.1 85.7 84.2 73.3 72.8
Pills | 68 8.4 7.2 9.7 0.0 6.0 9.5 7.6
Injectables | 161 19.9 9.7 324 0.0 15.8 19.7 29.3
Other modern FP| 53 6.5 1.3 10.2 0.0 2.7 6.4 5.4
Other natural FP methods| 42 5.2 5.4 5.0 0.0 3.3 6.0 4.3
Ever got an unwanted pregnancy
Yes | 365 38.0 31.0 46.5 111 254 41.9 44.6
No | 596 62.0 69.0 53.5 88.9 74.6 58.1 55.4
Age at which got theunwanted pregnancy
16-17 | 227 62.2 57.8 65.3 100.0 | 98.3 58.4 38.0
18-19 | 138 37.8 42.2 34.7 0.0 1.7 41.6 62.0
Proportion currently taking measures to avoid
unwanted pregnancies
Yes| 343 88.4 89.9 87.7 100.0 | 855 88.6 94.3
No | 45 11.6 10.1 12.2 0.0 14.5 11.4 5.7
Measuresyoung people are currently taking to
prevent unwanted pregnancies N=343
Using oral contraceptives| 69 20.1 6.9 314 0.0 23.7 20.8 10.0
Using condoms| 269 78.4 84.4 70.8 100.0 | 79.7 75.4 78.0
Abstaining from sex | 25 7.3 7.5 5.4 0.0 8.5 5.8 12.0
Other | 53 15.5 10.0 19.5 0.0 6.8 17.1 16.0

Prior to Project implementation there was no baseline study undertaken for all the 13 districts that
would have been used as basis for assessing the impact upon Project expiitye findings of this End

Term Evaluation cannot, therefore, provide the actual impact due to absence of baseline data to
enable comparisons.However, comparison of these results with the baseline done in Nakasongola
and Luwero among YPLHIV, reveals, thobigemotely, an increase in condom use as a contraceptive

measure; at baseling 34% reported using condoms. A decline jshowever, observed on oral
contraceptives (17%), injectables (49.1%) and implants or IUDs (8.5%%ee Figuresl and 2based on

Nakasongda and Luwera

Figure 1: Project impact on selected b ehavior and practices parameters
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AOR (95% CI)

1.8 (1.29-2.61)***

Had comprehensive knowledge of HIV
1.8 (1.30-2.55)***

1.6 (1.01-2.55)*
1.7 (1.182.51)**
2.1 (1.46-2.89)***
2.5 (1.61-4.01)**
2.5 (1.3-4.9)*

2.4 (1.54-3.61)***
1.7 1.12.7)*

Had high level ofself-efficacy
Disclosed HI\&tatus

Used condom at last sex

SeekSTIservices ( past 6 months)
Currently on ART

Adherence to ART (selfeport, past 14 days)

Tested for CD4 at least once in the past 12 months

Use of modern FP methods

*significantat p<0.05; **Significant at p=0.01,; ***Significant at p<0.001
AOR=Adjusted Odds Ratio comparing endline to baseline

Figure 2: Baseline and End Term Evaluation comparisons on selected parameters

Use of modern 42.9%
FP methods 57.1%
Used condom 39.0%
at last sex 49.3%
. 25.1%
Disclosed HIV status °
33.0%
Had high level 57.4%

of self-efficacy 69.7%
Had comprehensive 30.6%

knowledge of HIVV 42.3%

m Baseline = ENdline

For the majority of YP whogot unwanted pregnancies, it happened when they were between 167
years. Slightly more females (65.3%) than males (57.8%) reported experiencing unwanted
pregnancies in this age group. However, among those that got pregnhant while aged-1I8 more
males (422%) than their female counterparts (34.7%) reported to have ever got unwanted
pregnancies.Among YP who had ever got unwanted pregnancie88.4% were taking measures to
avoid falling in that trap again.Various safer sex practices have been adoptded avod unwanted
pregnancies 78.4% adopted condom use?20.1% were using oral contraceptives while 3% were
abstaining from sex.
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4.2.3 Level of self-efficacy to use HIV/SRHR services and commodities

ThePOT EAAO EAA A OECI E £E Adbifidencg with redad toimhtters & Sekuali@EET 1 O
Reported selfefficacy on use of ontraceptives, correct and consistent use ofondoms to prevent

HIV/STI transmission, geting tested for HIV and resisting peer pressurewere all found to behigh.

For instance, 92% were confident to resistpressure from peers to engage in risky sexOver 80%

were confident to refuse sex with someone who does not want to use a condoim equal measure,

86% were positive; they can convincetheir partner to use condoms

With regard to access to SRH/HIV servicegvaluation results revealed high selfefficacy levels. Over
80% reported feeling freely to go to a health center for condoms ithey needed them. Even bigger
proportions were confident to seek for HIV testing andSTI treatment services from health facilities
even at the detriment of their friends laughing at them (94.1% and 91.9% respectivel\3ee Table 12

Table 12: Reported skills and self -efficacy with regard to HIV/SRHR services and commodities

Indicators of self -efficacy Agree Disagree DK
% % %
I am confident | can resist pressure from peers to engage in risky sex 92.0 6.8 1.2
I am confident | can refuse to have sex with someone who does notwanttousea| 84.9 13.3 1.7
condom
I am confident | can convince my partner to use condoms 86.7 11.2 21
| can correctly use contraceptives to avoid unwanted pregnancies 73.1 23.8 3.1
| can access contraceptives whenever | need them 77.3 19.7 3.0
I can go to a health center focondoms if | wanted them 88.1 10.6 1.3
| can go to a health center for an HIV test if | wanted it 94.1 51 0.7
I am confident | can seek for STI treatment even if my friends would laugh at me 91.9 7.2 0.8
It is possible for an HIV+ pregnant woman tgive birth to an HIV free baby 83.8 9.4 6.8
I can have sex with anyone as long as | am or s/he is wearing a condom 46.9 51.0 2.1
If STIs are not treated early and properly they can cause infertility 75.3 7.0 17.8
| often feel stigmatized ordiscriminated because of my HIV status 44.8 51.0 4.2
I am often discriminated or victimized because of my sexual orientation 39.7 51.0 9.3
I am often harassed by law enforcement officers because of my work 37.0 51.5 115
| always use a condom with myartner whenever we have sex 54.9 43.5 1.7
| always use a condom with partners whose se,kbd OAOOO ) AT 1860 H 789 18.7 2.4
infection with HIV/STIs
I am confident | can correctly and consistently use condoms with my partner(s) to 76.9 20.6 25
prevent infection with STIs

Evidence of YP making healthier choicesvas revealed by the Evaluation 78.9% of the sample
affirmed always usinga condom with partners whose serestatus was unknown to them so asto
avoid infection with HIV/STIs. Only18.7% indicated that they dd not always use condoms even with
people whose sero status theyid not know. Results further showed that among YP in relationships,
over half (54.9%) always use a condom with their partner(s) whenever they hal sex.Confidenceto
correctly and consistently use condoms to avoid infection with STiwas notably high (76.9%). This
implies that only 20.6% had reservations on their ability to correctly and consistently use condoms.
This could be attributed to the number of YP reachedith information on safer sex in general. In the
sample, slightly over half (52.7%) acknowledged that they had been taught by PEs/HWs on to
correctly use condoms.In FGDs with FSW, many acknowledged learning how to correctly use a
condom.
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| did notknowel x O7T EAI D A I AT OO 11T A AiTATih AOO
that give us condoms; we now have our own condoms, even if a man does not have | provide
(FGD with FSW, Makindye, Kampala).

Sensitization by PEs and HWs on sexual behavigielded results. The sensitization was quite
effective; 88.2% were stimulated to take action about their sexuality.YP reported various
actions/choices regarding their sexuality, for instance 80.2% started using condoms following the
sensitization while others ether chose to delay sexual debut (7.7%) or opted for oral contraceptives
(11.6%). Evaluation results indicate that only 6% did not take any action following the sensitization
on sexual behavior.

4.3  Project Impact on Quality of HIV/SRHR Services

4.3.1 Reported quality of HIV/SRHR services

Through the refresher trainings, mentorship and CMEs, LINKUP made a strong contribution on the
improvement of the quality of HIV/ISRHR services provided at health facilitiedMore than 70% of
participants in the Evaluation rated the quality of HIV/SRHR serviceat facilities where they usually
seekcareAAOx AAT O' 1T 1T A6 AT A O! OAOACA68 6A0OU AAx Al 1T OEA
of poor quality. For instance, on HIV testing, 74.5% A OAA OEA KN OvhileELO2Y rdtadl it O' T T A ¢
0! OAOACA68 /11U o80b OAEA OEA FEAAEI EOGEAO xEAOA Ot
124 OAOOEAAO xAOA Al O OAOAA EECEI UN vu8xb OAOAA

it was poor. The rest (22.1%)could not rate the quality of ART services because they had not
interfaced with it at the facilities where they usually seek careThe rating for quality of family

planning services was also notableseeFig. 3.

Figure3: Reportedquality of HIV/ISRHR services in public and private facilities
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Key: 1. Family Planning; 2. ANC 3. Delivery; 4. Postnatal Care; 5.Post Abortion Care; 6. HIV Testing;7. ART
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4.3.2 Access toyouth friendly SRHR services

The Projectinfluenced establishment of Youth Corners at project participating health facilitiedo
enable young people access freely SRHR/HIV servic8sirty-two percent (32.1) confirmed presence
of a health facility within their communities with a Youth Corner.Presence of yath corners eased

access angrovision of youth friendly HIV/SRHR services.

When LINKUP activitiestarted, only 3 facilities had youth corners, but now additional 16
facilities have set up youth corners. We have been working with 23 facilities, so adity dot set

up youth corners because of lack of space like Kamuli hospital and Bugiri hogpitaFLEP).

Mukono health centre set up a youttorner facilitated it with drugs and the youth have been

separated from adults, so they are able to requesttfugir serviceswithout fear (KIl Naguru).

We have set aside space for a youth corner although we have not yet operationalized it; we have
not designated any clinic days yet, partly because young people come individually when in need

of our servicegHW lganga Islamic HC lll, Iganga).

But even where Youth Corners hénot been setup, YP reported access to youth friendly services. In
the sample, 76.9% confirmed receiving respectful HIV/SRH services. Among them 35.9% revealed
that at the facilities where they seek care, they aralways free with the health workers and they even

easily disclose their sexual history. The rest (41%) also confirmed that sometimes they have such

friendly health workers in whom they freely disclose their sexual historySee BRble 14

Table 13: Availability of Youth Corners and friendly HWs

Indicator Respondents
N %
Young people who reported a youth corner at a facility in their community
Yes 347 32.1
No 735 67.9
Services young people receiveftom a youth corner in the past 3 yeard\=347
Health Education 160 46.1
Condoms 145 41.8
FP counseling 76 21.9
Contraceptives 52 15.0
STI testing 127 36.6
STI treatment 125 36.0
HIV counseling 184 53.0
Other 73 21.0
Young people who reported havindriendly health workers at facilities they seek care
Never 186 17.2
Sometimes 443 41.0
Always 388 35.9
$117860 63 5.8

Further, assessmentrevealed that both private and public health facilities were handling KPs in a
friendly manner while delivering SRHR services. Over 60% of FSW in the samplere in agreement
that HWs in both private and public health facilities handle them in a friendly mnner when they seek
for STI treatment. HIV+ young people also posted similar ratings; 69.4% and 78.7% concurred that
HWs in private and public facilities respectively handle them respectfully (in a friendly manner)
when they seek for STtreatment services. It was only Boda bodacyclists who reported getting better

care from private facilities than public when seeking for STI treatment (see Figued.
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Figure 4: HWs who handle KPs seeking for STI treatment in a friendly way

Similar  reports  on
friendly HWs were
made by KPs with
regard to condom
access. Boda boda
cyclists who reported
that HWs handle them
in friendly manner
when they seek for
condoms were 75.9%
and 77.3% for public
and private health
HIV+ fa_cilities respectiyely.
m Private facilities 74.5 69.4 Higher proportions

: ] among FSW and HIV+
9 m Public facilities 54.7 64 78.7 ) shared similar views

(see Figureb).
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Figure 5: HWs who handle KPs that want condoms in a friendly way
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Interviews with health workers, DHOs and other stakeholders also pointed to evidence of impact on
the way HIV/SRH services at health facilitiesere provided to young KPs.

Through this LINK UP project, service providers have been sensitized on hdvandle young

EAU piI POl AOETT ET OEA EAAI OE ZAAEI EOEAOB8OOECI .
that we are obliged to provide health services to all in need irrespective of who they aée( / 6 O
Office, Mukono).

We changed our service delivery practice of serving adults and adolesd¢egetherd8 A £FOA O OE A
training on integrating youth friendly SRH services; we designated a different clinic day for
young peopléHW Busesa HC IV, Iganga).

We have seen a lot of attitle change, the health workers are upholding the rights of young KPs,

they are using the Youth Charter at the facilities and even uptake of SRHR servicesdra&l|
CHAI).
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Drawing from these reports, it can be concludedhat service provision evolved at most health
facilities that participated in the project. Greater respect for the&SRHrights of KPswas evident in the
friendly way HWs handle them

Table 14: Reports of facilities with HWs providing youth friendly SRHR services

Indicator Category of KPs | Friendly | Indifferent | Discriminate DK
% % % %

Ways HWsin private health facilities handle HIV+ 66.0 15.1 4.4 145

young people seeking foiSTI treatment FSW/ Ba Neko 50.2 14.2 9.6 25.9

services MSM 229 9.8 16.8 50.5

Fisherfolk 60.1 12.1 2.7 25.2

Boda bodas 68.2 12.6 3.0 16.2

Truck drivers 65.7 11.6 2.0 20.7

Slum dwellers 68.0 12.8 5.4 13.8

Ways HWsin public health facilities handle HIV+ 66.4 18.3 5.2 10.1

young people seeking foiSTI treatment FSW/ Ba Neko 49.2 18.2 114 21.2

services MSM 22.6 12.8 15.8 48.9

Fisherfolk 56.2 19.4 4.2 20.2

Bodabodas 61.2 204 4.5 13.9

Truck drivers 60.1 19.5 3.9 16.4

Slum dwellers 62.4 20.2 5.5 11.9

Ways HWsin private health facilities handle HIV+ 72.6 14.8 2.7 10.0

young people seeking focondoms FSW/ Ba Neko 60.6 13.2 6.5 19.7

MSM 32.1 8.9 11.9 47.1

Fisherfolk 66.0 13.4 14 19.2

Boda bodas| 73.2 13.7 1.7 115

Truck drivers 714 13.2 11 14.2

Slum dwellers 713 13.8 35 114

Ways HWsin public health facilities handle HIV+ 78.9 111 2.7 7.3

young people seeking focondoms FSWI/ Ba Neko 66.2 11.9 6.3 15.6

MSM 38.4 8.3 11.3 41.9

Fisherfolk 71.6 11.5 1.8 15.0

Boda bodas| 76.4 12.1 2.0 9.4

Truck drivers 75.3 12.0 1.7 11.0

Slum dwellers 76.4 11.9 3.2 8.5

4.3.3 Uptake of HIV/ISRHR Services

Project impact on access and uptake of HIV/SRH services among KPs was notddny KPs sought
for STI treatment andHIV testing; among KPs that suffered from an STI in the past 3 years, 94%
sought for treatment. Slightly more female KPs (96%) than the male (89%gought for treatment of
the STI infection Proportions that received an HIV test as well as the results in the past yeaere
high, nearly universal; 83% had tested within 1 year preceding thevaluation of which 99% had got
their test result. More females than males tested for HIV (see Figug.
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Figure 6: Reported u ptake for STI treatment and HIV testing among KPs in the past 1 year
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DHOs interviewedcorroborated the reported increase in uptake for HIV/ISRH services. Apparently,
health center requisitions changed over the 3 years to reflect increased access to SRH services.

There are highemuantities of relevant supplies requested for from the NatidrMedical Stores ,
to cater for the youth unlike in the past where it was a general requiest ( / 6 O / AAEAAR + £

7R EAOGA OAAT OAAA A OEOA ET OEA T 0i AARO 1T &£ UT OT ¢
only 8 youths 2% years ago but now we have 35onieceive SRH services h¢#WN Nsinze HC
IV, Namutumba).

Currently, the uptake of family planning in Mukono is at 45% compared to 23% before
implementation of the projectstarteg $ ( / 6 O / £AFEAAR - OET 11 Q8

4.4 Systems Strengthening at CHAU

The Projectachieved more than it was intended to do; beyond supporting young KPs &xhieve
better SRHR it supported the functional set up of CHAU. LINKUP supported hiring of staff, setting up
all the human resource systems, finance and governanae well as M&Esystems. Particularly in M&E,
LINKUP introduced the syrEx programmadeit easy tomonitor of Projectprogress made in project
implementation excellent. SyrEx eliminates double counting and has several rigorous checks which
results into valid data. Further, LINKUP is credited for the transformation of the organization from
being a project based to a programme based. Even the staff was transformed to understand and
appreciate how KPs are handled.

4.5  Project Impact on Organizational Development of IPs

The Project had a noticeable impact on the organizational development of the IPsIt helped in
building their capacity in human resource, governance, finance and reporting. IPs like COYAA,
Nyimbwa, Naguru Teenage and Information Health Centre were suppodeto set up governance
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structures; at project start, they lacked Boardswhich were crucial for oversight supervision and
policy guidance.

We built the capacity for most of the IPs along the way, whenever we realized a gap; we
supported them to fill it. Wenelped some set up financial systems, like separating accounts for )
projects, when to returraccountability; OT I A AOAT 1T AAE AR, GERU)AT AA T AEEE.

Some IPs lacked staff, some were using part time staff who had no contracts, no files, so we
supported them to put systems for human resource management; and since 30% of the LINKUP

budget were allocated to administration, where we saw personnel gaps, we helped the IP to get

staff (KIl, CHAU).

It was also reported that some implementing partners hacho M&E systems prior to joining the
consortium. Through LINKUP, these were supported; the project introduced a computer based
monitoring system called syrExto all the IPs, installed it and even trained their M&E staff on how to
use it. Capacity of M&E sth was built on report writing; orientation on the LINKUP reporting
template was also done.

Some IPshad no M&E systems, others had limited skills in report writing; all these were
enhanced by the projedKIl, CHAU).

| was trained in monitoring ancevaluationand our 2 finance officers were trained by the project
in financial management system&ll, UNYPA).

Implementing partners were in agreement with CHAU staff on the impact the project had on their
organizations. They attributed some of the achieements, like funding opportunities, to participation
in the LINKUP project.
7A EAOA AATAEEOAA A 1108811 x 1TOEAO 1T OCAT EUAQE
exposure and brought more visibility to our work with KPs. We are going to get money from
Qobal Fund, Ministry of Health and the AIDS Control Programme have recognized ouliKble
MARPI).

The project has empowered us, at our facility; it trained three people, me, a midwife and an M&E
person. | have improved in my counseling skills | nalate easily with young people as though
xA AOA PAAOON OEA | (AW iydagaAslaicHCAI IGahga)Ai ET C x Al 1 8

The Project is credited by some implementing partners for enabling them to network with other
organizations doing related work.

We got opportunity to network with other organizations like Mildmay, ICOBI and UYDEL. We
also got more exposure, our reputation now in Kayunga is great following the interventions we
spearheadedKIl, Naguru).

4.6  Unintended Outcomes

LINKUP generated higher outcomes that were expected; several -uriended outcomes were
registered in the course of implementation. Some of the uimtended outcomes of the project include
creation of IGAs, birth of networks of young people living with HIMformation of a coalition for YP at
the national level and building of organizational systems (OD). In Kampala and Luwero, particularly
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among PEs attached to Naguru Teenage and Information Health Center and HIV+ young people
respectively, IGAs were set upPEs and YP used the money which the project gave them for
facilitation of meetings to start IGAsPiggery, poultry and fish framing projects are among favorite
schemes in which groups of young people are engageHirth of networks of YPLHIV was also not
among the expected outcomes, but it was triggered by the training and mentorship given to YPLHIV
to become advocates. YPLHIV realized a need for coordinating their activities and advocacy agenda,
so formed a network.

At the level of the implementing partnes, LINKUP made a big contribution to the organizational
development of the IPs. Capacity in human resource, finance and budgeting, reporting and
accountability, governance, etc were built which helped some like FLEP to access funding from other
donors to continue implementing similar activities targeting YP.

,).+50 EAO AT AAT AA O1T 1 A T OCATEUAOEITO O AAAA
another 3 or 4 years doing similar things to what LINKUP was doing, Mildmay also got and
- AOEA QT Oflices).

A few negative outcomes were also recorded. For instance, an insatiable demand for HIV/SRH
services was created in all project areas of operation. Mobilization activities attracted even older
people not targeted by the project which exertedindue pressure on project resources.
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5.1 Project Level of Engagement of Partners

In order to realize greater respect for the SRHR rights of KPs, by design the project set out to engage
various stakeholders at local level, district, national and international levels. This Section highlights
project achievements in terms of level of enggement of partners, the lessons learned, best practices
which can be used for future replication and the extent to which project outcomes/results are
sustainable.

5.1.1 Engagement with policy -makers

Over the 3 years of project implementation, staff of CHAU and the beneficiaries (young KPs)
participated in several engagements with various stakeholders at international, national and lower
levels. The stakeholders includel Global Fund, UNAIDS, MoH, UA®e Parliamentary Commission of
Health, District technical and political actors, as well as international and national level NGOs
promoting the rights of KPs like ICWEA and UGANET.

Engagement with stakeholders like Global Fund, UNAIDS, MoH, UAC was mesttyeved through the
representation of YP on various committeesSCHAU and partners successfully lobbied for the inclusion

AT A OAPOAOGAT OAOCEITT T &£ UITOICc +00 11T OAOEI OO bPilERA
NAFOPHANU, the UGANET/ICWEA coalition christrict-level working groups. By virtue of its

position, representatives of KPsfrom the LINKUP projectattended and participated in drafting the

MARPs national priority plan under the guidance and leadership ofJAC They also participated in the
MARPstechnical working group meeting at MoH headquarters and the development of the Global

Fund Concept Note.

We supported the sewp of the MARPs technical working group which brought together several
stakeholders. At the start we met quarterly and a numbefrfoameworks have been developed
though not yet finalized. We are also working on the MARPs service pack@ldeCHAU).

At the district level, LINKUP implementers and beneficiaries participated in meetings of the District
AIDS Committee (DAC) and the Oisct Planning Committees.Through these meetings, the respective
district leadership was lobbied on inclusion of a budget vote for SRHR for adolescents particularly
young KPs.Other engagements participated in over the 3 years of project implementation ¢fude
organization and celebration of the World AIDS Dayand Inter-generation dialogue meeting
organised by Reach a Hand Uganda. The meetinbich brought together young people, adultsMoH
and other stakeholders debated issues relating to access to SRH and HIV serviesong the youth

5.1.2 Advocacy outcomes

LINKUP, through YP trained and mentored to lobby and advocate for their rights at all levels,
expected to cause policy and practice changes with regard to HNREIR for KPsAlthough the project
did not attain high impact policy changesit made alot of progress on other fronts. Some of the key
areas where he project scored highlywere on greater and meaningful involvement of the young KPs
in planning and decision makingadvocating against bad laws targeting people living with HIV/AIDS
and sexual minorities; and changng practices of HWsthat provide HIV/SRH services. Advocacy
activities enabled young KPs to occupy several policy and planning spaces at international, national
and lower levels. Through LINKUP, young KPs got a representative to UNAIDS, UAC and the district
AIDS technical and political committeesBy end of the project the ditricts of Namutumba and Bugiri
had young people on the DAC and the planning committee.
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Through UNYPA and CYSRA, the LINKUP trained young KPs successfully lobbied and advocated for
changes in dwsthat hitherto LINKUP inadvertently fostered stigmatization. Prior to LINKUP, the age

of consent for HIV testing was 18 years; this meant young people needed consent of their parents or
guardians before they could access the service. Young KPs successfully advocated for the lowerfing
the age of consent for HIVdsting to 12 years Further, the advocacy partners wrked hard for the
cancellation of the AnttHomosexuality Bill. They also gotMoH to recognize the right of sexual
minorities to access health servicesA memo to that effect was subsequently sent by MoHto the
districts.

The other success is embedded in the development and incorporation of tiv@uth Charter into the
Global Fund Concept Note in 2014 he Youth Charter highlights the rights of young KPs with regard

to health services. These have been digsénated to all health facilities in the project area.The
outcome has been recognition of the special needs of young KPs by Global Fund; it has allocated funds
to be givendirectly to young KPs

Overall, the main advocacy issues were creating an enablimpvironment for provision of integrated
HIV/SRHR services for young people and getting them to occupy policy spaces at the district and
national levels. The efforts have paid off; by the time of the evaluation, many health facilities were
reported providin g integrated youth friendly HIV/ISRHR services and designated clinic days for young
people. A notable proportion had even set up youth/young people corners at their facilities to ensure
that young people access SRHR/HIV services without fearing that commtinmembers will see them.

We managed to lobby the district leadership in Bugiri to increase funding for SRH which has
been used to set up youth corners at public health centers. At the national level, we caused some
changes on the HIV policy to include quality treatment and careyoung peoplgKIll CYSRA).

However, there are some elements of outcome 4 that did novork well. For instance, the Poject
sought to reduce stigma and discrimination of KPs because of their sexual orientation, HIV status or
source of livelihood through alvocacy. Thelaws on sexual orientation have not changed; MSM
continue to live in fear of being arrested for their sexual orientationSimilarly, sex work continues to
be illegal in UgandaAs a result, KPs particularly MSM and FSW only feel free to intetawith HWs
they are familiar with i.e. met from outreaches and drop ircenters. Cases of district staff who would
not implement decisions agreed upon, though isolatedyere recorded particularly in eastern Uganda.
This inadvertently constrained effective realization of some elements of outcome 4.

Comparison of achievements against planned advocacy outcomes shows notable progréHse
success registered over the past3 years is mostly attributed to the training, orientation and
mentorship provided by the project to representatives of young KPs. In addition, the financial
facilitation LINKUP has been providing to the young KPs greatly enhanced their capacity to attend
meetings regularly and to devote their time to the advocacy issues.

5.2  Sustainability of Project Activities

A review of project documents and interaction with stakeholders and project beneficiaries points to

the existence of inbuilt pillars of sustail AAET EQU8 4EA DOl E Abréabtiditiedlikd E A A
information dissemination through the target population was a sign of irbuilding the sustainability

plan in the design.All peer educators who worked on the project were picked from among the KPs

and from the areas where the project was implemented. This will remain a big resource in the
community.
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The peer educators who we trained as community health workers will alwbgsthere even 10
years from now...we got from those communities and we shall leave them there when we leave
(KIl, CHAU).

At the time of the evaluation,several PEsnteracted with were still working with the implementing
partners and the health facilitieswhere they were attached. Some expressed optimism to continue
playing their role of disseminating information but were quick to add that they would limit their
activities to young KPs within their locale.

At an individual level, there are things | canmtinue doing like sensitization of people that come
to me, | can also continue making referrals but mobilization might be challengifPeer
Educator, Iganga).

SRS

Amidst the optimism,
cases of slowdown of
activities were
reported.

Our meetings  with

young people have

reduced, we used to have

weekly meetings but as

the project is coming to

the end, they have

00T BBDAABOEA 1T AO(
was in March 2015

(Peer Educator, Iganga).

In some areas where
the Project was
implemented, precisely
Iganga and Bugirithe project PEs have already been linked to a new project in the region. Staff of
FLEP confirmed that PEs had already been linkdd the Obulamu programme implemented by FHI
360.

We handed over the peer educators to the Obulamu Progranthey will contirue performing
their duties at the facilities where they have been attach@dl FLEP).

Further, implementation of the projectin collaboration with the district technical and political offices
provided potential for sustainability. The project planned andutilized existing structures and
resources i.e.health workers in public and private health facilities. DHOs,the district HIV focal
personsand RDCsn all project districts of intervention were deeply involved in orientation of health
workers through CMEs and workshops to appreciate the importance of providing integrated youth
friendly HIV/ISRHR services A sense ofownership of project activities was observed.Promises of
budgeting and implementing similar activities were made by district staffandechoed by the Ministry
of Health participants.
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We have designated focal persons for sexual and reproductive health in our health facilities, in
the next budget we wnat to fund outreach and moonlight clinic activities... we are lobbying for
funds in the n&t financial year to increase funds fordrugs+) ) h $(/ 60 / AFEAARh +4

We are going to work together with CHAU and partners to mobilise communities to sustain the
achievements registered by the Projectl(KMOH Kampala)

There wasalso a lot of optimism that the health facilities engaged in theProject would to a great
extent manage to sustain the benefits of the Project even afteiNKUPstopped. The health workers
who were trained on provision of integrated HIV/SRH servicesare employees of thefacilities, not
recruited by the project. Consequently, theyare considered a local resource which will remain with
the health facilities even after the project. The skills, information and experience the health workers
obtained from the project will continue to be used in the provision ofyouth friendly and integrated
HIV/SRHRservices

ThePOT EAAOG6 O AET EAA O x1 OE xEOE AOOApoIntEtO &iktdnce. ' / O A
of in-built pillars of sustainability. By the time of the evaluationseveral of the IPs had secured funding

from other donors to continue implementing similar activities targeting young KPs. On the list is

FLEP, MSIU and Mildmay; they used the lessons from tAmject to lobby for funds from other donors

to continue their work with young KPs.

Overall, sustainability is in the people and fostered by availability of political wiNe are
confident that with unchanged donor priorities, stakeholders in the area will sustain project
achievements and the results will be sefen many yearqKIll, CHAU Staff)

5.3 Best Practices

1 Using beneficiaries and organizations with experience to deliver services; the IPs engaged on
the Project had vast experience and expertise with KPs. For instance, MARPI had been
working with FSW and MSM of all ages, Naguru was working with people living with HIV.

1 Location of IPs in regions: this helped reduce the cost of operation and also ensure easi
penetration. The Eastern region had FLEP which was a brain child of Busoga Diocese,
Kampala and Mukono were assigned to Naguru, MARPI, ICOBI and UYDEL while Luwero and
Nakasongola had UNYPA, COYAA and Nyimbwa.

1 Using standard and internationally recogized monitoring systems: with LINKUP came syrEx
which eliminates double counting.

1 Work plans with a cascading modei.e.,starting with small targets, then keep increasing over
the years This helps guard against overstretching the capacity of implementm partners at
project onset, higher targets are set as more experience is generated.

1 Project worked with technical advisors. The advisors routinely provided oversight guidance
to the implementing team.

1 Community entry meetings: enables project buyn by key decision makers, provides
opportunity for focussed planning, lead to avoidance ofduplication of services and hence
putting resources to utmost use.

1 Assessing the monitoring and reporting capacitieof implementing partners z helps in
streamlining systems. Double counting eliminated,

I Continous Medical Educationleads to mentorship, skills transfer to other HWs who miss
training sessions organized by CHAU
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5.4  Lessons Learned

Various lessonscan be éarned from implementing this LINKUP project. Key among them is the
importance of havingTerms of Reference (ToRfor implementing partners, the benefits of working in
a consortium; integration yields better results and a need for more time to implement high end
projects.

Significance of ToR: Implementing a project through a consortium faces various challengesnging
from duplication of efforts to underutilization of some actors. Developing and providing each member
of the consortium with ToRis a big step towards success and effective utilization of the resources at
OEA DOI EAATSE OoR Apec¥ied vihdidach player is expected to do and even provides
indicators to measure progress.t also ensures that the individual mandates and persona of the
consortium members is not overshadowed by the project.

Working in a consortium : it was observed that multistakeholder engagement if done well can be
useful. It is important to engage and involve community gatekeepers in the implementation of the
project z they ensure easy entry, acceptance and ownership of the project. to access groups of young
key populations Ike the FSW. Important to engage expert clients in the home visits for HIV+, they
understand the situation and are better placed to provide psychosocial support and counseling.

Importance of integration : integration of HIV services into other SRHR services yields much more
results than when provided separately. The people in need of HIV servicase the same that need
SRHR so providing them together creates synergy andensures access to a comprehensiv&ervice
package.

Integration of services helped a lot, patients received a variety of services on the same day for
example one could come for HIV testing, they receive counselling and at the same time get family
planning servicegKI, Naguru).

Project Time Frame: It was observed that LINKUP was a high end project which was given limited
time to generate sustainable results. The project needed a minimum of five (5) years, for instance,
issues like establishment of youth corners needed much morédn setting aside space; sustaining
them requires ownership of the concept by the health facility administration and other stakeholders.

Management and Governance Structures: It is important to have sound management and
governance systems. All donors want to work with organizations that have systems in place. At
project start nearly all IPs had one or two things missing as far as organizational systems are
concerned. All thesesystems were built and they will remain relevant to these organizations even at
the end of LINKUP.
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6.1  Conclusion

This LINKUP project was implementedto achieve better SRHR for YP aged B3. From analysisof
the results, review of project documentsand interviews with IPs and the beneficiaries the project
largely achieved the objectives it set to realise. During the three years (20432015) and the
additional no-cost extension half year i.e., to June 201@he Project attained almost all the
guantitative targets set at inception and made a notable impact on the target populatiohis
demonstrated a high degree of effectiveness with which the Project was implementethe Project
successfully mobilizedand reached out to youngkey populations with integrated HIV/SRH services
implementing through local partners,peers and other local resource persons and infrastructure.

The design and implementation of Linkup Programme entailed elaborate strategies theat ensu
sustainability through: advocacy targeting political, religious and community leaders who are
expected to ensure continuity of the programme interventions; continued engagement of high level
leadership at district levelyider participation of young @le in the design and implementation

of linkup interventions led to increased programme ownership.

Linkup also invested in empowering communities to demand for services. The documented lessons
learnt, best practices and success stories will remaingfesence points for future HMIDS and

SRHR programmes. Linkup further worked with and through existing structures, hence continuity.
The integration of HIVYAIDS into SRHR will further ensure institutionalization and continuity of
HIV/AIDS response amongoung peopleTechnical and institutional capacity strengthening for

i mpl ementing partnersod structures wishdudlmEnsur e
noted that the.ink Up model facilitatd realization of efficiency through pooling ofseurces and
employing a coordinated approach to the HIV/AIDS and SRHR response; thus minimizing
duplication and increasing efficiency and effectiveness. Thengagement of leadership fosters
ownership and yields strong political will and better results.

6.2 Recommendations

Drawing from the findings, the evaluation team has made some recommendations to guide similar
support in future. The following could be done in future to improve prospects of sustainability of
OEI EIl AO PDOT EAAOGO 1T OOAT I AOs

M&E and Cordination
3. Improve the Linkup model and theory of change by reorganizing the Linkup qualitative results so

that can be directly attributable to CHAU and Linkup. Strengthen and improve CHAU visibility,
coordination and functioning. Strengthen CHAU M&E tigh systematic tracking of performance
indicators. Continue building capacity in M&E for IPs.

4. Institutionalise regular review meetings between Local governments and IPs.

Advocacy and partnership
5. Scale up dvocacy interventions that focus on equitableeas to services, protection against GBV,
and change to policies, laws and customs that limit the power and autonomy of vulnerable groups.
Target particularlyolitical, religious, cultural and other leaders, as well as district councilors.
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Scale up engagement of cultural and religious institutions to address structural drivers of the
epidemic and SRHR among young people.

Strengthen stakeholder engagement through development of partnership strategy and coordination.
Develop strategies fomgagement of young people, cultural/religions leaders so that they initiate
interventions in their communities.

Institutional Capacity Building

4.

Strengthen institutional and technical and capacity IPs for delivering quality and inclusive HIV and
AIDS and SRHR services. Strengthen systems and technical capacities of Community based and
young people organizations to be able to access and handle resources.

Maintain the sustainability interventions by working through existing structures and strengthening
their capacity; develop a clear and sustainable exit plan when funding projects to enable IPs be
better positioned for the transition.

Behavioural Change Communication

3.
4.

5.

Develop Social behavior Change Communication Strategy for SRHR for KPs
Design deliberate interventions targeting adolescent girls and other youths in secondary schools and
higher institutions of learning.

Integrate youth empowerment interventions entailing life skills and livelihood skills with SRHR
and HIV/AIDS interventios.
Develop a strategy for gender integration in SRHR and HIV/AIDS
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