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Glossary of terms
Acceptability: Adolescents and young people feel that health services are suitable
for them and are willing to obtain services that are available (UNFPA ESARO &
IPPF Africa Region, 2017).
Adolescents and youth: Individuals between the ages of 10-24 years.
Appropriate package: Services that respond to the needs of adolescents and youth.
Competency: It is sufficient knowledge, communication and decision-making skills
to enable the performance of actions and specific tasks to a defined level of
proficiency (WHO, 2015).
Comprehensive service package: Services “that respond to the full range of health
problems” (WHO, 2015); thus, for adolescent and youth-friendly health services
(AYFHS), a comprehensive service package would include the following: general
health (including communicable and non-communicable diseases), mental
health, nutrition, substance use (including tobacco), psychosocial support for the
prevention and management of all types of violence and sexual and reproductive
health (SRH).
Effectiveness: desired results/ goals are achieved; in this case, the goal is to
improve the health status of adolescents and youth.
Financing schemes: These are the approaches that a country uses to fund AYFHS;
those approaches usually have serious implications on equity, access, utilization,
quality, efficiency and compliance.
Methodological evaluation: This is a national evaluation based on a rigorous research
design to assess the impact/effectiveness of the services on adolescent and
youth health outcomes — disease morbidity, prevalence of risk factors and
changes in health behaviours.
Multidimensional levels of care: These are services provided at all levels of care —
promotion, prevention, diagnostic, treatment, rehabilitation and counselling — in
the AYFHS facility and through referrals (WHO, 2015).
Outreach: These are activities that inform adolescents and youth about service
availability and actively encourage them to utilise the services.
Sustainability: It is the ability to maintain the provision of quality AYFHS in an
accessible, equitable, acceptable and effective manner.
Young people: These are individuals aging from 10 to 24 years of age.
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Executive summary
This regional review of adolescent and youth-friendly health services (AYFHS)
was conducted in 16 countries in the Arab region, including Algeria, Djibouti,
Egypt, Iraq, Jordan, Lebanon, Libya, Morocco, Sultanate of Oman, Palestine,
Somalia, Sudan, Syria, Tunisia, The United Arab Emirates (The United Arab
Emirates) and Yemen. The overall objective of this regional review is to support
UNFPA ASRO and country offices in understanding the situation of AYFHS in
the Arab countries in comparison to the global standards for quality health care
services for adolescents and youth Friendly Health Services, as well as to inform
initiatives for strengthening these services for further support of the planning,
development and implementation of interventions.
The methodology included a desk review of scholarly articles, published reports
and grey literature on AYFHS in the Arab region. A data collection tool filled
by UNFPA country offices complemented the desk review. Data from both the
literature and country offices was analyzed using the Health Systems Conceptual
Framework focusing on five dimensions: availability, accessibility, acceptability,
effectiveness and sustainability of AYFHS in the region. The findings under each
dimension were examined in relation to the global standards. The final report
sheds light on the most common practices and distinctive experiences (when
found) in implementing AYFHS for young people aged 10–24 in the Arab region.
It emphasizes barriers to access and sustainability in an attempt to draw lessons
for future programming.
The findings of this report indicate that a lot remains to be done to scale up
the availability of AYFHS in the Arab region. The review uncovers significant
disparities among countries in terms of the availability of the types of services
provided, ranging from no services at all to comprehensive AYFH services, with
most countries in-between focusing only on sexual and reproductive health
(SRH). The most common service delivery model in the region is integrated
AYFHS in existing health facilities which offer services to the general population
with no separate space and designated health care providers for adolescents
and youth except for one country, Morocco. In most countries, a referral system
was available for health packages except for a few services in different countries.
Moreover, the findings revealed a lack of assessments on youth health needs
affecting the appropriateness/relevance of AYFHS offered in the Arab region.
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In the majority of the Arab countries, the availability of trained health care
providers on adolescent medicine and AYFHS specific communication skills
was weak and, when available, dependent on ad hoc trainings, with a high
turnover and loss of already-trained staff. This reflected on the perceptions of
youth towards AYFHS, whereby beneficiaries in most countries believed that
privacy and confidentiality is not guaranteed and that the beliefs, values and
social context of health care providers determined their attitudes and behaviors
towards service seekers. In regards to monitoring and performance systems of
AYFHS, most countries reported the lack of a standardized system for quality
assessment. Also, very few countries adopted national guidelines that were
endorsed by governmental entities.
Furthermore, various findings were revealed regarding the accessibility of adolescents
and youth to AYFHS. In most countries, services are accessible to both genders, to
refugees and to people living with disability. Although SRH services are offered
to all adolescents and youth, most of the beneficiaries who use these services
are married. The services are free of charge or set at a minimal subsidized fee. In
many countries of interest, no special consideration was made to the operating
hours of AYFHS to accommodate the schedules of service seekers, including
school and university timings. Furthermore, most countries use outreach
communication strategies to inform youth and encourage them to use the
available health services, with some countries using country-specific strategies;
however, the data still reveals a lack of awareness from adolescents and youth
on the service availability. Although literature is scarce regarding the utilisation
rates of AYFHS, available data shows that it remains low.
When it comes to the acceptability of AYFHS in the Arab region, social and cultural
values and religious beliefs prevail. Findings showed that youth, parents and
community members in the Arab region do not recognize the value of adolescent
and youth-friendly health services and do not support the delivery of health
care packages to young people, especially SRH and mental health, which
indicates either a lack of health literacy or a strong influence of social and gender
norms. Furthermore, adolescent and youth participation is mostly limited to
peer-education activities across the majority of the 16 countries, while their
participation in the planning, designing and evaluation of the services remains
inexistent.
As for the sustainability and/or the scaling up of AYFH services, the data
uncovered that many countries of the Arab region are still lagging behind on
the provision of comprehensive, multidimensional, appropriate and equitable
AYFHS. In countries where the ministry of health had marginal or no involvement
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in piloting AYFHS, NGOs took a leading role in the provision of the service
supported by external funding from international organizations and donors,
which compromised institutionalization and interventions were discontinued
or remained very small in scale. In addition, the paucity of national AYFHS
strategies could be an indication that Arab governments do not consider AYFHS
as a priority.
Finally, all countries have no national health information systems (NHIS) to
monitor AYFHS and do not conduct periodic methodological evaluations to
assess the efficiency and effectiveness of different service designs, modes of delivery
(integrated, dedicated or independent spaces) and resource allocation against
key performance indicators established by national strategies. Accordingly, little
can be said on the benefit of AYFHS to adolescents and youth in the region.
In conclusion, the analysis of the findings concludes that mobilization is needed
at all levels to promote the health and wellbeing of adolescents and youth in
the Arab region, which includes the following: policy, governance, resource
allocation, workforce capacity, youth and community participation and evidence
generation.
The report details recommended actions at each level. They mainly include
the following: promoting a holistic approach to AYFHS; securing governments’
buy-in and commitment to delivering AYFHS; formulating AYFHS national
strategies/programmes and standard operating procedures; designating
dedicated personnel for the delivery of AYFHS; implementing standardized
capacity building programmes regularly and integrating them in education
curricula; strengthening the participation of young people and the community
through formal coordination mechanisms; enhancing adolescent and youth selfefficacy skills; and generating evidence on the impact of AYFHS on youth health
outcomes.
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Background

Out of a total Arab population of 436 million, over 84 million are youth
aging 15–24 years (UNFPA, 2020b). Young people in the region, specifically
young women, and young people in rural areas as well as young people with
disabilities still suffer from inadequate health provision and poor access to health
facilities. The high percentage of youth population in the Arab region with a
particular demographic profile necessitates particular attention in what relates
to addressing their particular needs including health. The 1994 International
Conference on Population and Development (ICPD) set the global consensus on
the multidimensionality of the population and development agenda. Signaling
a paradigm shift, ICPD moved population policy and programmes away from a
focus on human numbers to a focus on respecting human rights and investing in
the wellbeing of individuals.
The review of the Cairo Declaration stresses the need to tap into the potential
of young people as a powerful demographic dividend, to increase their
opportunities and choices so as to fulfil their potential and to empower them as
active participants in the development of their communities and of the society
at large (Cairo ICPD review, 2018). It
also calls to give young people access to
high-quality, affordable and youth-friendly
health services including age-appropriate
sexual and reproductive health services
plus information that is relevant and
specially tailored to their age group’s
needs, all while ensuring privacy and
confidentiality and without any form of
discrimination or stigma (ICPD Cairo
review, 2018).

©UNFPA Algeria
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The World Health Organization (WHO) defines adolescents as individuals
between the ages of 10 and 19 years, and the United Nations defines youth
as individuals between the ages of 15 and 24 years. Thus, to account for the
overlap between the two groups, the common definition used for adolescents and
youth, or “young people”, is individuals between the ages of 10–24 (WHO, 2014). In
the Arab region, however, the official determination of the age bracket that defines
adolescents and youth varies widely among countries, ranging between 10, 12 or 15
to 24, 29 and even 34 (AUB CPHP, 2017). This extended range might explain
the prolonged transition of young people in the Arab region into adulthood
(UNDP, 2016). The average percentage of youth aging between 15 and 29 years
in the Arab countries is 25% of the total population (UNDP, 2016). To account
for the differences in definitions, we also report on the average percentage of
adolescents aged between 10–19 years old, which is 20% of the total population
in the Arab Region (UNDP, 2009).
Young people in the Arab countries are facing many health challenges
related mainly to poor access to and inadequate provision of health services.
Adolescents and youth are becoming more prone to substance abuse, mental
health disorders and sexual health diseases. It is noteworthy that for the youth
in the Arab World, the leading factor behind the years lost to disability is mental
disorders (UNDP, 2016).
In 1995, the WHO, the United Nations Children’s Fund (UNICEF) and the United
Nations Population Fund (UNFPA) agreed on a common agenda for actions
that aim at promoting healthy developments in adolescents and at preventing
and responding to health problems when they emerge (WHO, 2012). Despite
that, evidence from high-income as well as low-income countries demonstrated
that services offered to adolescents are inadequately coordinated, are very
fragmented and are not consistent in quality (WHO, 2015). As a result, several
countries moved towards a standard-driven approach to improve the quality
of care offered to adolescents. Building on the experiences of these countries,
the WHO developed the “Global Standard for Quality Health Care Services
for Adolescents” to assist policymakers and health providers in improving the
quality of health care to encourage adolescents to seek such services. Hence,
eight global standards were established and considered crucial elements in
designing adolescent-friendly health services (WHO, 2015), and these are 1)
adolescent health literacy, (2) community support, (3) an appropriate package
of services, (4) providers’ competencies, (5) facility characteristics, (6) equity
and non-discrimination, (7) data and quality improvement and (8) adolescents’
participation. Appendix 1 provides a definition of these standards.
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Youth encounter various challenges in relation to the availability, accessibility,
acceptability and equity of services, which hinders access to adequate health
care. Adolescent and youth-friendly health services (AYFHS) are meant to
overcome these barriers and improve the uptake of high-quality services.
Several countries worldwide have set up AYFHS, including the Arab region.
However, little is known in the Arab region about the approaches whereby their
performances can be systematically assessed against the WHO standards
to inform initiatives for the purpose of strengthening these services and of
supporting further planning, development and implementation of interventions.
Within this context, the Center for Public Health Practice (CPHP) at the Faculty
of Health Sciences (FHS) of the American University of Beirut (AUB) was
commissioned to conduct a regional review of AYFHS within 16 countries in
the Arab region. This assessment aims to equip decision makers, health care
providers, civil society entities and development practitioners with the knowledge
and insights to advance and improve the adoption and implementation of a
youth-friendly approach in the 16 Arab countries. The 16 countries covered by
this report are Algeria, Djibouti, Egypt, Iraq, Jordan, Lebanon, Libya, Morocco,
Sultanate of Oman, Palestine, Somalia, Sudan, Syria, Tunisia, The United Arab
Emirates and Yemen.

II-

Scope of the regional review of AYFHS

II.1. Objective
The overall objective of this exercise is to support the UNFPA Arab States
Regional Office (ASRO) and the country offices’ work in understanding the
situation of AYFHS in Arab countries, in comparison to the WHO standards
(2015) for youth-friendly health services, and to inform initiatives with the
purpose of strengthening these services and supporting further planning,
development and implementation of interventions.
More specifically, the objectives of this review are to do the following:
1. D
 etermine the effectiveness of AYFS by analyzing the availability, quality
and access to these services in Arab countries
2. Strengthen the UNFPA’s strategic position as advocate, partner and supporter of health and wellbeing of adolescents and youth
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II.2. Approach and methodology
The approach adopted in conducting the regional review consisted of
implementing the following main activities:

1. Literature and desk review
A literature review was conducted of scholarly articles and published reports
from UN agencies on adolescent and youth-friendly health services in the Arab
region. This was accompanied by a more focused desk review on the availability,
accessibility, acceptability, quality, effectiveness and sustainability of service as
well as on the barriers and facilitators of AYFHS in the 16 targeted countries.
As a result of the literature review, 212 reports and articles were retrieved; 19
of these articles/reports were duplicates and 153 were excluded as they do not
address AYFHS in the countries of interest. In total, 40 articles and reports were
labelled as eligible to provide relevant data for the regional report. In addition,
some UNFPA country offices shared a few unpublished reports relevant to the
topic.

2. Country-specific data collection
2.1. Tool development
The lack of literature and the gaps in published documentation necessitated the
development of a tool to collect country-specific data with the aim of providing
a better understanding of the current state of AYFHS in each of the countries of
interest. The tool included six sections: 1) description of adolescent and youthfriendly health services; 2) description of AYFHS facilities; 3) monitoring and
performance systems; 4) institutionalization and governance; 5) barriers and
challenges; 6) available documentation.

2.2. Process of data collection
UNFPA ASRO reviewed the tool to ensure quality. The 16 UNFPA country offices
completed the tool while tapping on relevant resources and key informants
including, but not limited to, the following:
1. R
 elevant governmental personnel in the directorates or departments responsible for the management and monitoring of AYFHS in each country
2. Representatives of local NGOs delivering AYFHS

Regional report

The tool included a guidance note to explain the objectives and processes of the
data collection to the focal points. It emphasized that focal points need to specify
whether the requested information is related to current programmes/practices or
to those that were implemented within the last 10 years. Few countries asked for
clarifications before filling the tool and these were answered in online meetings.

2.3. Data limitations
The findings of this regional review must be seen in light of some limitations.
These are classified under the following three factors:

2.3.a. Limited publications
Published documentation/literature related to most countries and grey reports
sent by several country offices were scarce. This is particularly relevant to Iraq,
Sudan, Sultanate of Oman, Algeria, Syria and Djibouti. Formal methodological
evaluations of the effectiveness, efficiency, quality and impact of AYFHS are very
limited.

2.3.b. Time
The fact sheets took time to be completed due to the difficulty in accessing
data in most countries. Although the review is based on common practices
in the region, the research team found it vital to develop fact sheets for each
country that reflect the data collected on AYFHS through country offices as well
as literature. The fact sheets are annexed to the report. The drafting of the fact
sheets for each country took several iterations; the team met with 4 country
officers to validate the draft fact sheets, to clarify the data provided and to revise
accordingly. Finally, all 14 data sheets were sent back to the country offices for
the final review and approval.

2.3.c. Data quality and completeness
• Missing data and information in the submitted responses prevailed.
• T
 he literature on AYFHS in Algeria indicates that only peer education
interventions were initiated and discontinued; there is no reference that
AYFHS were ever initiated or piloted.
• T
 he tool returned by the Libya office consisted mostly of “I don’t know”
answers. This could be explained by the fact that AYFHS were never
initiated in Libya and that youth-related activities were limited to Y-Peer
and peer-education interventions (UNFPA, 2020a).
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2.3.d. Data consistency
Mismatch in the data and information retrieved from the desk review with what
was reported by country offices prevailed in many instances. This was remedied
by the team through meetings and/or reviews on sheets as explained in section
3.3.b.

II.3. The analytical framework
The report describes the most common practices in implementing AYFHS for
young people aging 10–24 in the Arab region, retrieved from both the literature
and data collected, and sheds light on distinctive experiences when found. It
also emphasizes barriers to access and sustainability in an attempt to draw
lessons for future programming.
The definition of adolescent and youth-friendly health services adopted in this
report is the following: delivering a comprehensive and multidimensional health
care package by a team of health care providers trained in adolescent medicine
and youth-friendly approaches in a facility equipped with adequate medical
equipment and necessary drugs and supplies. Adolescent and youth-friendly
health services are designed to address the barriers faced by young people in
accessing high-quality health services.
Thus, the findings are presented in view of the Health Systems Conceptual
Framework under 5 main headings:
• Availability of AYFHS services further elaborated as the following:
• H
 ealth care package: number of AYFHS facilities, types of services, levels
of care, delivery models, resources, relevance and adequacy of services
and availability of referral systems
• Q
 uality of services determined by: providers’ competencies and attitudes
(privacy, confidentiality, respect, non-discrimination and non-judgment),
youth perception of service quality, standard operating procedures and
the monitoring and performance improvement systems adopted
• A
 ccessibility of AYFHS is defined in this report as designed to service
all adolescents and to overcome barriers that might prevent adolescents
from seeking services. Thus, it analyses the convenience of the services
for youth, the outreach and communication strategies to promote and
encourage utilization of the services by youth, and the equity of the
services among youth (gender, geographical distribution, inclusion
and physical accessibility policies, financial coverage and safe locale/
whereabouts).
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• A
 cceptability is reflected by social and cultural relevance, by adolescents’
participation in planning, delivering and monitoring services and by
community engagement and support.
• E
 ffectiveness is assessed through formal national health information
systems and periodic methodological evaluations.
• S
 ustainability is reflected in the governance and leadership structures:
institutionalization, existence of national strategies, existence of a scalingup strategy and financing schemes.
The data from the literature and countries were analyzed under each of the
5 headings using the 8 elements of the WHO’s Global Standards for Quality
Health Care Services for Adolescents. It is worth noting that the Global
Standards as well as all the WHO publications throughout the years on
standards refer to “adolescent-friendly services” and not “adolescent and youthfriendly services”. Hence, this report is inferring that the same standards apply
not only to services offered to adolescents aging 10–19 years but also to services
offered to youth aging 20–24 years.

III- Findings of the review of AYFHS in the arab region
Availability of AYFHS
Adolescence is a critical period in the lifespan of an individual. It could present
an opportunity to prepare for a healthy adulthood or a period of risk where
the adoption of risky behaviors may result in detrimental health consequences
in the future (WHO, 2012). However, these multiple health and development
challenges are majorly preventable (Tylee, Haller, Graham, Churchil and Sanci,
2007). Hence, the health needs and problems of adolescents and youth are to
be addressed through the availability of a comprehensive evidence-based health
care package provided at the point(s) of health service delivery or through
referral linkages (WHO, 2015).
This section will describe the availability of adolescent and youth-friendly health
care packages as well as the quality of care available in countries as described by
the data collected from the country offices and literature.
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1. Health care package
Types of services
Over the past few decades, most interventions that addressed adolescents’
health emphasized sexual and reproductive health (including HIV/AIDS) and
neglected areas such as violence and injuries, substance use, mental health,
chronic illness, nutrition and dietetics and physical activity (WHO, 2014). Yet,
care that responds to the full scope of health problems of an individual, known
as comprehensive care, is widely recognized as key to the overall quality of
care (WHO, 2011). Hence, to ensure a successful implementation of the Global
Standards, facilities need to offer a broad range of services beyond SRH to cater
to the health needs of adolescents (WHO, 2015).
Data reported from the 14 country offices (COs) shows that most countries of
the Arab region deliver comprehensive health services in existing health facilities
where it is available to the general population, including adolescents and youth.
Table 1 presents the types of services provided by the national health system.
Table -1 Health care services available in the health system per country
SRH

Mental
Health

Psychosocial
support

Nutrition
and
Dietetics

Substance
Use
(Including
Tobacco)

NonCommunicable
Diseases

Communicable
Diseases

General
Health

Djibouti

Yes

No

w

Egypt

Yes

Yes

Yes

Yes

Iraq

Yes

Yes

Yes

Yes

Jordan

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Lebanon

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Morocco

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Sultanate of
Oman

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Palestine

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Somalia

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Sudan

Yes

No data available
Yes

Yes

Yes

Yes

No data available

No data available

Syria

Yes

Yes

Yes

No

No

Yes

Yes

Yes

Tunisia

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

The United
Arab Emirates
Yemen

Yes
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Since SRH for adolescents and youth were among the first programmes to be
implemented by countries, more detailed data is available on these services.
Data collected revealed that SRH specific service provision varied significantly
from one country to the other. The provision of contraception in most countries
was limited to married adolescents and young women. A few countries
mentioned that they provided services for the management of unwanted
pregnancies in limited/restricted cases.

Levels of Care
The provision of an appropriate package of services to adolescents and youth
should encompass a continuum of services that range from prevention to
rehabilitation referred to in this report as multidimensional levels of care (WHO,
2015). Thus, in the data collection tool shared, country offices were asked to
specify for each of the packages delivered — SRH, mental health, substance
use, psychosocial support, nutrition and dietetics, non-communicable diseases,
communicable diseases and general health — whether they provide informative1,
diagnostic2, curative3, rehabilitative4 and/or counselling care.5
Data collected from 14 COs showed that the countries of interest provide,
through their health systems, most levels of care with variations among the
different types of services provided.
Table 2 shows the package of services available to adolescents and youth in
14 Arab countries, not taking into account the modalities or location of service
delivery. The latter is described in the following section.

1 Information, education and communication material that is used to convey public health messages that support

behaviour change strategies

2
3
4
5

Early detection of diseases and screening of risky behaviours
Health care practices that intend to cure and not only reduce pain or stress
Interventions that support individuals to better interact with their environment
Counselling as a service to re-enforce positive behaviour
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Table 2 - Service package available for adolescents and youth by country
Comprehensive Service Package

Multidimensional Levels of Care

Djibouti

No

No

Egypt

Yes

Yes

Iraq

No

No

Jordan

Yes

No

Lebanon

Yes

No

Morocco

Yes

Yes

Sultanate of Oman

No

No

Palestine

Yes

No

Somalia

No

No

Sudan

No

No

Syria

No

No

Tunisia

Yes

Yes

The United Arab Emirates

No

No

Yemen

Yes

No

Description of service delivery facilities: delivery models, numbers
and implementing entities
As part of an appropriate health care package, policies and procedures guide
health care providers to offer the required package of health care in a facility
and/or in a community setting (WHO, 2015). The service delivery model of the
health care package and the environment of the facility are found to influence the
health-seeking behaviour and service utilisation of adolescents and youth (WHO,
2015). “The challenge is to find a mode of service delivery which is responsive to
the adolescent group” (WHO, 2002).
Several models are used to deliver AYFHS:
• Integrated into primary health care centres (PHC), hospitals or specialized
clinics/centres, meaning they are offered to all population groups with no
distinction and without a dedicated space for adolescents and youth
• Dedicated AYFHS spaces in existing PHCs, hospitals or specialized clinics
• Independent/standalone AYFHS clinics/centres
• In educational institutions
• In multipurpose youth centres
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Data collected from 14 COs and literature reveals that many of the provided
health services are integrated into already-functioning primary health care
centres and/or hospitals that offer services to the general population, and hence
they are not specific to adolescents and youth. Some countries present a hybrid
model. Egypt used a variety of modalities in different periods: between 2004
to 2015, AYFHS were either 1) in dedicated AYFHS spaces in teaching hospitals
or family planning clinics run by the Egyptian Family Planning Association
(EFPA) (Oraby, 2013; UNFPA, 2016; UNFPA, 2020a) or 2) in independent/
standalone youth-friendly clinics in 3 governorates. As of 2016, AYFHS have
been either 1) most commonly integrated into the PHC of the Ministry of Health
and Population, with less than 10% of those having dedicated spaces, or 2)
integrated in the family planning clinics run by EFPA. Tunisia has established
independent adolescent and youth-friendly SRH clinics (National Board of
Family and Population & UNFPA, 2017), school and university-based services, a
comprehensive health package available in PHC offered to all age groups, and
mental health and substance use in specialized clinics offered to all age groups.
The new Tunisian 2020–2030 national strategy for the promotion of adolescent
and youth health recommends the implementation of a “comprehensive health
package” in independent spaces (Ministry of Health of Tunisia UNFPA, 2019).
Morocco, on the other hand, is the only country that provides a comprehensive
package of AYFHS in dedicated spaces called “ espaces amis de jeunes (El
Aouad, 2010). Palestine experimented with a comprehensive package of AYFHS
delivered in university premises (independent space in Al Quds; integrated in
Gaza) or integrated in the mobile clinics reaching out to vulnerable populations
in marginalized areas. In Somalia, a few youth centres dedicated spaces to
provide AYFHS, and a few gender-based violence (GBV) safe spaces integrated
services for married and unmarried adolescent girls and young women.
Table 3 describes the mode of delivery, numbers and implementing entities of
AYFHS facilities by country as reported by the 14 COs and literature. In addition,
it shows whether the mode of delivery is still currently adopted or not.
It is worth noting that the available number of existing youth-friendly
health centres and respective operating entities reflects the commitment of
governments to integrate adolescents and youth in their national strategies.
However, identifying the existing number of AYFHS centres in each country was
challenging due to the scarce literature on this matter.
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Table -3 Service delivery models in 14 Arab countries
Service Delivery Model

Country

Number

Operating Entity

Morocco

32

MoH

12

MoHP /
School Health
Department

No data

Egypt

< 100

MoHP / School Health
Department

Lebanon

11

MoPH network *

Discontinued

Iraq

5

MoH / school
health units

Not yet operational

AYFHS in hospitals with dedicated
spaces

Egypt

9

MoHP / GOTHI

Discontinued

AYFHS integrated in PHCs without
dedicated spaces

Egypt

~ 900

MoHP / School Health
Department

Operational

Syria

No data

MoH / PHC
Directorate

No data

Sultanate of Oman

No data

MoHP /
School Health
Department

No data

The United Arab Emirates

No data

MoHP /
School Health
Department

No data

5

NGO

Operational

Palestine

3

NGO with universities

Jordan

2

NGO with
universities

Operational

Lebanon

1

Private university

Discontinued

Tunisia

22

National Board for Family
and Population

Operational

Yemen

1

Yemeni Association of
Reproductive Health

Operational

Egypt

17

Egyptian Family Planning
Association

Operational

Djibouti

9

NGOs

Operational

Somalia

9

MoH hospitals

Operational

Tunisia

No data

No data

Operational

Yemen

1

NGOs

Operational

Somalia

6

NGOs

Operational

1

MoY

Operational

Iraq

11

MoYS and MoH

Not yet
operational

Palestine

7

NGO

Operational

Independent / standalone
structures
Egypt
AYFHS in PHCs with dedicated
spaces

Jordan
University clinics

Integrated in specialised centres/
clinics

Multipurpose youth centres

Integrated in mobile clinics

* Lebanese MoPH’s network includes PHCC operated by MoPH, MoSA and NGOs.

Status in 2021
Operational

Operational

Operational
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Available resources to deliver services
Facilities that seek to provide effective and quality services need to ensure
adequate staffing and availability of relevant equipment, medicines, supplies and
technology (WHO, 2015).

Human resources
In addition to securing a sufficient number of providers, it is vital that the
health workforce tasked to deliver AYFHS, under all the different modalities,
demonstrate competency in adolescent medicine as well as adolescent and
youth-friendly communication approaches including privacy, confidentiality,
respect, non-discrimination and non-judgment; communication skills also
apply to the support staff (WHO, 2015). Moreover, health care providers must
be trained on behavioral change theories and methods to be able to provide
adolescents and youth with effective health promotion services (WHO, 2015).

According to the data collected from 14 COs, adolescent and youth health
services seem to be delivered by physicians and nurses across all types of
available services in the country. The presence of other health care providers
such as midwives, psychologists, dietitians and social workers is dependent on
the package delivered by the health system in each country. This is particularly
true when services are integrated in existing facilities. Data from the data
collection tool is not conclusive on the composition of the service delivery teams
in independent or dedicated spaces.

Equipment, supplies and medications
The Global Standards recommend that AYFHS facilities establish a procurement
and stock management system of medications and supplies in addition to
equipment maintenance protocols (WHO, 2015). The availability of material
resources, relevant to the delivery of each package and in quantities sufficient to
meet the demand in a timely manner, determines the efficiency and effectiveness
of service provision.
Data from 14 COs provided no clear insights on this matter. This could be
explained by the fact that AYFHS are integrated into PHC centres, hospitals
or specialist clinics in all countries except Morocco, which makes it difficult to
determine the adequacy and sufficiency of resources specific to AYFHS.
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Relevance/adequacy of services: response to adolescents’ needs
Since health priorities vary according to geographical, social, economic, cultural
and environmental contexts, an appropriate package of care must respond to
the health care needs of adolescents living in their respective societies (WHO,
2015).
Very limited literature was found on this aspect of service delivery. In most
countries, no data was available. Determining the relevance and adequacy of
services requires national studies to identify needs, strategic planning to meet
those needs and periodic methodological evaluations to assess outcomes. An
important finding of this report is that the majority of the 14 countries have
carried out only one or two of the listed requirements, while some have not
carried out any. In Iraq, two helplines that provide counselling services to youth
are used to help identify their needs.
In all four countries that possess such data — Egypt (Abd El-Mawgod, Elghazally,
Mohammed, Elkayat and Osman, 2020), Tunisia (National Board of Family
and Population and UNFPA, 2017), Morocco (El Aouad, 2010) and Palestine
(Hamdan and Imam, 2019) — the studies showed that existing health services
do not meet young people’s needs (Egypt and Palestine) or that some services
are overlooked (Tunisia).

Availability of referral systems to specialised providers
Successful care requires a close and structured relationship within the health
sector whereby strong links are established between the health facility and the
community or communities that it serves as well as between the levels of care
and providers (WHO, 2015). Hence, it is not only important that the AYFHS
facility provides a comprehensive package of care, but also to have policies and
procedures in place impose referral linkages and transition of care to specialized
providers when needed (WHO, 2015).
On a positive note, almost all data collected from COs reported that referral
systems are available for all health packages except for a few services in different
countries. Moreover, literature and some data collected from COs describe the
referral systems in different countries. In Tunisia (National Board of Family and
Population & UNFPA, 2017), Morocco (El Aouad, 2010) and Palestine (Abou
Zeid et al., 2018), the referral process begins with the nearest health center
and extends to the nearest hospital when needed; yet, consultations with
specialists are only found by appointment in Morocco. In Egypt, on the other
hand, in youth-friendly centres (YFC) managed by the MoPH, referrals are easily
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available for services because they were mostly located in PHC. Also, NGOs
refer beneficiaries to nearby hospitals when specialized care is needed. Yet, there
are no clear referral guidelines and no feedback mechanisms between YFC and
referral sites (Mamdouh & Muhammad, 2012). Only Palestine (Abou Zeid et
al., 2018) and Morocco have a formal referral procedure. The referral system
in Morocco is described in the standard operating procedure (SOP) as follows:
adolescents requesting specialized services are referred to the nearest hospital
with a letter of recommendation that entails the details of their case along with
a message to health care providers which encourages positive treatment and
experience of the adolescent and youth.
Yet, in almost all countries, referrals are made to general services that are not
adolescent and youth specific.

1. Quality of service
The provision of services by health care providers and support staff trained
on AYFHS approaches and packages, while taking into account the youth and
community perceptions on the quality of services, and the improvement of the
quality of services based on monitoring and improvement systems that are
guided by standard operating procedures are the keys to ensuring quality (WHO,
2015).

Trained health care providers (hcp) on AYFHS approaches/
packages
Table 4 - Training subjects of HCP per country
Health Care Providers Trained On
Adolescent Medicine

AYFHS Specific Communication Skills

Djibouti

No

Yes

Egypt

Yes

Yes

Iraq

No

Yes

Jordan

Yes

Yes

Lebanon

No

Yes

Morocco

Yes

Yes

Sultanate of Oman

No data available

Palestine

No

Yes

Somalia

No

Yes

Sudan

No data available

Syria

No data available

Tunisia

Yes

The United Arab Emirates
Yemen

Yes
No data available

No

Yes
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The WHO standards have identified a provider’s competence as one of the eight
standards, which highlights its importance in providing quality AYFHS services.
This necessitates HCP to be trained on the following: (1) specific health care
packages for adolescents and youth and (2) sensitization on the importance of
respecting the rights of adolescents to information, privacy and confidentiality
as well as creating a non-judgmental and non-discriminatory environment for
beneficiaries (WHO, 2015).
Within the context of the data collected by the COs, the majority reported that
HCP were trained on adolescent medicine and/or AYFHS communication skills
(table 4). However, the data is ambiguous since there are no clear indication
whether countries that integrated AYFHS in existing service facilities trained the
HCP on AYFHS approaches and adolescent medicine. Evaluations in Morocco,
Tunisia and Egypt highlighted that HCP feel they lack the skills and knowledge
related to AYFHS (El Aouad, 2010; National Board of Family and Population &
UNFPA, 2017; UNFPA, 2016b).
It is worth noting that, in the majority of countries, capacity building of HCPs was
conducted on a one-time basis with limited opportunities for refresher courses.
Accordingly, due to the high turnover of staff, we can then assume that the
staff initially trained were lost and new staff might not have undertaken similar
training.

Youth perceptions on AYFHS
It is the adolescents’ rights and the providers’ duty to ensure an environment
that respects the privacy and confidentiality of beneficiaries. Adolescents also
have the right to a space that is non-discriminatory and non-judgmental where
they can receive accurate information and quality care. (WHO, 2015)
Retrieved literature which reflects the perceptions of adolescents and youth
on the AYFHS revealed that many beneficiaries believe that privacy is not
guaranteed and that there is a high risk of confidentiality breach (Mamdouh &
Muhammad, 2012; Sayej, 2018). This could be linked to the stigma associated
with social and religious norms (Gausman et al., 2020; WHO, 2010). Young
girls and women in Tunisia have expressed that they were stigmatized when
they visited the YFCs and the National Board for Family and Population’s Centres
since most services, especially SRH, were dedicated to married women (National
Board for Family and Population & UNFPA, 2017). While other adolescents and
youth in Tunisia (National Board for Family and Population & UNFPA, 2017) and
Egypt (Mamdouh &Muhammad, 2012) felt that their privacy was preserved and
that services meet their expectations.
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Moreover, the beliefs, values and social context of health care providers
determine their attitudes and behaviour towards service seekers. According
to the desk review, health care providers in many countries, such as Morocco,
Egypt and Jordan, did not meet young people’s expectations. They mentioned
that health care providers were of old age (El Aouad, 2010), and some felt
that they are unresponsive, unqualified and inexperienced in providing services
for adolescents (Khalaf et al., 2010). Moreover, some rated the overall quality
of services as inconsistent or weak especially those that were provided by
governmental institutions (Khalaf et al., 2010; UNFPA, 2016b).

Standard operating procedures/national guidelines
to ensure the standardised quality of services among facilities, national upto-date guidelines, clinical protocols and standard operating procedures need
to be developed, implemented and monitored (WHO, 2015). Efforts made by
governments in this direction demonstrate commitment and leadership.
According to the desk review and input from the 14 COs, only 2 countries have
standard operating procedures (SOP) for AYFHS, and these
are Morocco and Palestine (Abou Zeid et al.,
2018; Ministry of Health of the Kingdom of
Morocco and UNFPA, 2012). In Morocco, the
first SOP version was developed in 2004 and
was later revised in 2012 and has been revised
and updated in 2021. On the other hand, Egypt,
Jordan, Palestine and Tunisia have developed
SOPs that are yet to be approved (Jordanian
Higher Population Council, UNFPA & Royal
Health Awareness Society, 2020). The
MoH in Iraq developed national guidelines
on adolescent health services and
drafted SOPs for a counselling service
programme.

Monitoring and performance
systems
Monitoring and performance
systems are essential
assess the quality
effectiveness of the
provided, to

to
and
services
determine
©UNFPA Palestine
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the gaps in meeting objectives or variations from standards and to design
interventions with correct actions. This entails tools and mechanisms for selfmonitoring as well as for the identification and recognition of highly performing
institutions (WHO, 2015).
According to data collected from COs, most of the countries have implemented
at least one monitoring and performance assessment tool to ensure the quality
of services is maintained. Table 5 presents the list of quality-monitoring systems
that COs were asked to select from. Other countries have no available data
found on this matter. Again, the data is ambiguous on whether this applies to all
services or specifically to AYFHS, and whether these systems are implemented
regularly or ad hoc. In fact, despite the use of some form of monitoring and
performance assessment, most COs reported the lack of standardised systems for
quality assessment or monitoring and evaluation as a barrier.
The tools that are widely used by most countries are quality guidelines and standards
as well as external supervision and support visits to follow up on the quality of the
AYFHS provided. In addition, a few countries utilise client satisfaction surveys and
complaint systems which help understand the beneficiaries’ experiences and points of
view.
Table 5 - Monitoring and performance assessment systems per country
Quality
Guidelines and
Standards

External
Supervision and
Support Visits

Client
Satisfaction
Surveys

Complaint
Systems

SOP for
AYFHS

Periodic
Methodological
Evaluation

Djibouti

Yes

Yes

-

-

-

-

Egypt

Yes

Yes

-

Yes

Draft for
approval

Once in 2016

Iraq

Yes

Yes

Yes

Yes

-

-

Jordan

Yes

Yes

Yes

Yes

Yes

-

Lebanon

Since the AYFH package was not implemented beyond the pilot stage, it is not clear if
any tool was developed.

Morocco

Yes

Yes

-

Yes

Yes

In 2010 and
2021

Sultanate of Oman

Yes

Yes

-

-

-

-

Palestine

Yes

Yes

-

-

Yes

Once in 2020

Somalia

Yes

-

-

-

-

-

Sudan

No available data

Syria

Yes

Yes

-

-

-

-

Tunisia

Yes

Yes

-

-

Draft for
approval

Once in 2017

Yes

-

-

Yes

Yes

-

The United Arab
Emirates
Yemen

Yes
Yes

No data available
Yes

Yes
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Accessibility of AYFHS
Accessibility is defined as the distribution of health services in an equitable
manner taking into consideration demographic characteristics, rural-urban
positioning and marginalised populations and/or areas (WHO, 2021).
Access to quality health services affects adolescent and youth health and
wellbeing. Regular access to AYFHS is essential for reinforcing healthy
behaviours and for preventing and treating diseases and disabilities in early ages,
which contributes to enhancing wellbeing in adulthood. Accordingly, national
strategies must ensure that services are designed and offered in a manner which
decreases barriers to access and which hence encourages adolescents and youth
to seek and utilise services.
Using the data collected from 14 COs and literature, this section will describe
the access of adolescents and youth to AYFHS in the Arab region based on
convenience, equity and outreach strategies to encourage utilisation.
It is worth noting however, that very few publications report on service utilisation
rates by young people. The available literature from Egypt, Tunisia and Morocco
provide evidence that utilisation of AYFHS remains low (El Aouad, 2010;
Mamdouh & Muhammad, 2012; National Board for Family and Population &
UNFPA, 2017).

Convenience to youth
Convenient operating hours, short waiting times, accommodating appointment
systems, proximity and safety of locale, clear directions and signage, privacy and
confidentiality and a clean and friendly environment are all factors that facilitate
access (WHO, 2015).
Operating hours: The convenience of operating hours is of particular importance
since adolescents and youth attend either schools or universities during weekdays,
sometimes until the late afternoon. Data collected from the 14 COs show that, in many
of the countries, no special consideration is made to accommodate adolescents and
youth since facilities open for 6 hours during the morning and only some operate till
4 pm maximum with very few operating during weekends. The only two countries
that have afternoon or weekend operating hours are Somalia and Iraq as services are
offered in multipurpose youth centres. Moreover, in Egypt, some YFC affiliated with
the EFPA open for 2–3 hours in the evenings (UNFPA, 2016b), and some YFC operate
in two shifts (mornings and evenings) and segregate between men and women (three
days for women and three days for men) (Mamdouh & Muhammad, 2012). Table 6
lists the opening hours of facilities per country.
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Table 6 - Opening hours of PHC hospitals or centres that offer services to general
populations including adolescents and youth
Weekdays
Opening Hours
Egypt

Weekends

Closing Hours

Opening Hours

Closing
Hours

Saturday to Thursday from 9:00 am till 2:00 pm

Iraq

2:00 pm

7:00 pm

-

-

Jordan

8:00 am

4:00 pm

-

-

Lebanon*

9:00 am

2:00 pm

-

-

Libya

No data available

Morocco

9:00 am

4:00 pm

-

-

Sultanate of Oman

8:00 am

2:00 pm

-

-

Palestine

8:00 am

2:00 pm

-

-

Somalia

8:00 am

8:00 pm

9:00 am

4:00 pm

Syria

8:00 am

3:00 pm

-

-

Tunisia

8:00 am

1:00 pm

-

-

Sudan

No data available

The United Arab Emirates
Yemen

No data available
8:00 am

4:00 pm

*During the pilot phase, 2013–2015

Waiting time: When asked whether the waiting time is a barrier to access, only
Somalia and Jordan reported “yes”, six COs had no data and five reported that
it was not (Morocco, Palestine, Tunisia, The United Arab Emirates and Yemen).
While the CO reported no data, one reference on family planning YFC in Egypt
showed that waiting time ranged between 10 minutes to more than two hours,
mainly due to the overcrowded clinics that provide services to women of all ages
and a low number of available HCP (Mamdouh & Muhammad, 2012).
Ease of access and locale whereabouts: There is limited available data in most
countries. In Egypt, NGOs’ YFC were easily located, while those in hospitals
were more complicated since there were no signs and the hospital staff was not
aware of the availability of such services (Mamdouh & Muhammad, 2012). On
a separate note, when asked whether the “location of the facilities if not in safe
and secure neighbourhoods” is a barrier, 10 COs said it is not.
Privacy and confidentiality: According to data collected from 14 COs, almost
all countries have policies and procedures (P&P) that ensure privacy and
confidentiality, except for Somalia, Djibouti and Sultanate of Oman; once more,
it is not clear whether these P&Ps are specific to AYFH services or general
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services. More importantly, the mandatory registration of adolescents and youth
identifiers (name, demographics) significantly undermines privacy (Jordanian
Higher Population Council & Institute for Family Health, 2021).

Outreach communication strategies
Adolescent health literacy is the first standard set by the WHO; it states
that “the health facility implements systems to ensure that adolescents are
knowledgeable about their health and that they know where and when to
obtain health services” (WHO, 2015). Hence, a plan for outreach activities is
to be developed, with the involvement of outreach workers, which would aim
at implementing activities that increase adolescents’ use of the available health
services as well as promoting healthy behaviours (WHO, 2015).
From the data collected from COs, we know that most countries use outreach
communication strategies to inform youth and encourage them to use the
available health services. The most prevalent outreach strategies used across
the countries are peer-to-peer education and information, education and
communication (IEC) material distributed by facilities through youth-serving
structures, while fewer countries used mass media and social media awareness
campaigns.
Moreover, the desk review revealed that some countries relied on contextspecific strategies to raise awareness on the availability and importance
of AYFHS to adolescents and communities. For instance, YFC in Somalia
use traditional dance and music to attract people to the centres. Moreover,
community health workers conduct home visits to discuss with family members
issues related to SRH services (UNFPA, 2016a). In Egypt, posters, religious
meetings and conferences in schools, universities and youth centres are used to
provide adolescents with the needed information on the available AYFHS (Oraby
and Hafez, 2009). In addition, some youth had expressed the need to expand
and publicise YFC further using mass media campaigns and billboards (Oraby,
2013). In Yemen, group sessions are organised for young people to introduce
them to the services.
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To emphasise the significance of outreach, findings from Tunisia in 2017 attribute
the low utilisation of youth health spaces to the lack of information on availability
or the misconception that only family planning (FP) services are offered
(National Board of Family and Population & UNFPA, 2017). In addition, out of 12
COs, seven marked “adolescents are not aware of the availability of the health
services” as a barrier to AYFHS, two had no data, while three said it was not.

Equity
It is of paramount importance that health facilities provide equitable access to
quality health services to all adolescents irrespective of their age, sex, marital
status, ability to pay, education level, area of residence (urban vs. rural), sexual
orientation, ethnic origin or other characteristics (WHO, 2015). The standards
also suggest displaying a non-discrimination policy that imposes remedial
actions when and if necessary in the facility (WHO, 2015).
Age group: According to the data collected from COs, the majority of the countries
provide most of the services to adolescents aged 10–24 years except for Jordan and
Sultanate of Oman where all services are provided starting at the ages of 13 and 14
respectively. Morocco provides substance-use services at the age of 18.
People living with disability: While all COs report that services are open to people
living with disabilities, 7 countries out of 13 reported that facilities are not adapted/
accessible to people living with disabilities.
Refugees: In all countries, AYFHS are available for refugees except for SRH in
Sultanate of Oman.
Geographical distribution: As for the location of the facilities, almost all the countries
indicated the availability of services in both rural and urban areas. We assume that
this is true for services integrated into PHCC and open to the general population
and not to AYFHS with dedicated spaces and trained staff. The limited number of
YFHS indicates that AYFHS are mostly available in urban areas. In addition, various
countries mentioned that mental health, substance use, psychosocial support and SRH
services are primarily available in urban areas.
Gender: The desk review highlighted significant differences in accessibility based on
gender when it comes to SRH utilisation. While all countries, except Sultanate of
Oman and Djibouti, offer SRH to both genders (as reported by COs), females use
SRH services more than males since reproductive health and family planning services
are typically provided at maternity and family planning centres (Gausman et al.,
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2020; UNFPA, 2016b). Moreover, in Jordan, Somalia and Djibouti, some services
are provided in women and girls safe spaces that exclude boys and young men from
accessing those services (Gausman et al., 2021; UNFPA, 2020b), while in Morocco,
40–70% of the beneficiaries of YFC were females (El Aouad, 2010).
Civil status: While in all countries, except Sudan, SRH services are available to
unmarried adolescents and youth (as reported by COs), literature shows that services
are mostly used by those who are married (DeJong et al., 2015; UNFPA, 2016b). A
study in Egypt showed that unmarried young women feel insulted, judged and not
given appropriate advice when visiting AYFHS (Mamdouh & Muhammad, 2012).
Cost: Affordability is a major determinant of health-seeking behaviour. All countries
report that services are free or set at a minimal subsidised fee.

Acceptability
Behavioural theories identify social norms and community contexts as factors
influencing behaviour, hence the importance of cultural and
social acceptability as a determinant of AYFHS utilisation. Two
of the WHO standards focus on ensuring the
relevance and acceptability of AYFHS, and these
are 1) the participation of youth in appropriate
aspects of service delivery and decision-making
and 2) community support by all stakeholders to
encourage utilisation of available services (WHO,
2015).
This section will describe, based on the data
collected from COs and available literature,
the methods used in the Arab region
enhance the acceptability of AYFHS by
young people and their communities.

to

©UNFPA Palestine
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Social and cultural relevance
Social and cultural norms can be a facilitator or a barrier to accessing health
services. This is particularly true in the Arab region when it comes to mental
health, family planning and sexual health. Based on the desk review, prevailing
cultural and social values and religious beliefs hinder the access of unmarried
adolescents to SRH services in most Arab countries (DeJong et al., 2015),
while a study in Egypt revealed that husbands do not allow their young wives
to visit youth-friendly family planning clinics in order not to hold back on house
chores (Hafez, Sleiman & Oraby, 2007). In recent research on the access of
adolescent girls aged 10–19 to primary care services in Lebanon, girls (Lebanese,
Palestinians and Syrians) mentioned that the fear of stigmatisation deters
them from seeking mental health, SRH or GBV services; this was seconded by
caregivers and key informants alike (AUB CPHP, MoPH , & UNICEF, 2020).

Adolescent and youth participation in AYFHS
As per the Global Standards, adolescents’ and youth’s formal involvement — by
policy — in the governance structures of facilities would allow them to engage
in the planning, monitoring and evaluation of AYFHS as well as in appropriate
aspects of the service provision (WHO, 2015).
Based on the country offices, only a few countries engage youth in the
governance systems of facilities. Only Palestine and Yemen have identified
engaging adolescents and youth in all six dimensions listed in the data collection
tool, while adolescents in Iraq, Sultanate of Oman and Syria are not engaged at
all in any aspect of the facility services (table 7).
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Table 7 - Involvement of youth in adolescent and youth-friendly facilities
Identifying
Youth
Health
Needs

Planning
Services
Provided

Peer Education Monitoring Monitoring of
Evaluation
inside Health
Service
the Facility’s
of Services
Facility
Acceptability Environment

Djibouti

X

Egypt

X

X

Partially

-

-

-

Iraq

-

-

X

-

-

-

X

Jordan

X

X

X

-

-

-

Lebanon

-

-

x*

-

-

-

Morocco**

-

-

X

-

-

-

Sultanate of
Oman

-

-

-

-

-

-

Palestine

X

X

X

X

x

X

Somalia

-

X

X

-

x

-

Sudan

Youth-led
initiatives
+ youth
volunteers
to support
community
mobilisation

Youth-led
initiatives
+ youth
volunteers
to support
community
mobilisation

No data available

Syria

-

-

-

-

-

-

Tunisia

-

-

x***

-

-

-

x

X

The United
Arab Emirates
Yemen

Other

No data available
X

X

X

X

*During the pilot phase, Y-PEERs were trained on the whole project cycle including needs assessment, implementation, monitoring and evaluation, yet that project was not operational beyond the pilot phase.
**However, SOPs indicate the full participation of youth.
*** From literature (National Board of Family and Population and UNFPA, 2017)
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Moreover, the desk review revealed that most concerned countries grant their
adolescents and youth an opportunity to participate in appropriate aspects of the
service delivery, and it is more so in facilities operated by NGOs. In governmental
facilities, however, their role is mainly limited to awareness-raising activities,
and whereas SOPs recommend greater involvement, those mechanisms are not
operational.
In Tunisia, peer educators provide educational activities inside and outside the
youth-friendly health services (National Board for Family and Population &
UNFPA, 2017). In Morocco, youth volunteers conduct awareness-raising sessions
on hot topics to attract youth, conduct social marketing activities to promote
the YFS, participate in the meetings of peer-educator committees and support
youth clients in difficult situations. Furthermore, the SOPs recommend that each
youth health space (YHS) should set up a local coordination committee that
includes youth members; however, this mechanism is not operational in several
YHSs (El Aouad, 2010; the Ministry of Health of the Kingdom of Morocco &
UNFPA, 2012). As for Egypt, peer educators meet with visitors, lead educationbased activities and refer clients to doctors when needed (Mamdouh & and
Muhammad, 2012). Somali youth participate in advocacy and awareness raising
on HIV, GBV and FGM issues, and they identify problems and find solutions
through intergenerational dialogues (UNFPA, 2020b). Finally, in the evaluation
of one pilot centre in Jordan, 80% of the youth stated that they participate in
decisions on treatment and in solutions related to their own health (Jordanian
Higher Population Council & Institute for Family Health, 2021).

Community support of AYFHS
Caregivers, religious leaders, extended families and communities play an
essential role in maintaining adolescents’ access to and utilisation of health
services. Hence, recognising the value of the provided health care packages is
crucial to ensure stakeholders’ support to AYFHS (WHO, 2015). Some of the
strategies that enhance community understanding of AYFHS are communication
plans to inform stakeholders on the availability and benefits of AYFHS on one
hand and partnerships with youth and community-based organisations to
advocate for AYFHS on the other (WHO, 2015).
Based on the data collected by the COs, most countries from which the data
came mentioned that young people, parents and community members do
not recognise the value of adolescent and youth-friendly health services and
do not support the delivery of health care packages to adolescents. The need
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for parental consent poses a challenge that needs to be overcome by effective
promotional interventions. In addition, literature from Palestine revealed that
parents accompany their children to health centres, which prevents young people
from opening up to the provider and from asking questions that are considered
sensitive (Hamdan & Imam, 2019). Recently, Egypt developed a communityengagement plan for the involvement of parents, religious leaders, teachers
and community leaders in AYFHS to be implemented in 2022 following the
endorsement of MoPH.

Effectiveness
The collection of disaggregated data is vital to measure effectiveness and inform
quality improvement initiatives at both the facility and policy levels (WHO,
2015). The following section will discuss health information systems and periodic
methodological evaluations as reported by COs and available literature.

Availability of health information systems (HIS)
A system for the regular collection of data on service delivery and utilisation and
health outcomes, “disaggregated by age, sex and other relevant socio-demographic
characteristics”, should be designed and implemented at the facility level. Reports
generated should be shared with the relevant national governing body to inform
national strategies. Furthermore, health care providers should be trained on
collecting and analysing data to inform quality improvement initiatives (WHO,
2015). Nine COs reported the lack or irregular generation of data related to AYFHS
delivery, utilisation and health outcomes. Furthermore, some countries reported
that despite having a data collection system, it rarely informs the decision-making
and improvement of the quality of AYFHS.
Moreover, the desk review reveals similar results:
• In Egypt, youth-friendly family planning clinics lack registries with clear
responsibilities of data collection; registration forms are only available for
married young women (Mamdouh & Muhammad, 2012).
• In Tunisia, while the recent “Youth Health Strategy” draft recommends
regular data collection and assessments, information systems are still not
operational (Ministry of Health of Tunisia & UNFPA, 2019).
• In Lebanon, a health information management system for YFC was
developed and tested in 2014, yet it was never operationalised since AYFHS
were not initiated following the pilot phase (Hamaoui et al., 2014).
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• In Morocco, information systems included only an individual welcome
questionnaire and consultation sheets (Ministry of Health of the Kingdom
of Morocco & UNFPA, 2012).
• In Jordan, the youth-friendly SRH pilot centre established a system for the
collection of disaggregated data and the generation of reports to share
with the centre of affiliation (Jordanian Higher Population Council and the
Institute for Family Health, 2021). Meanwhile, no data compilation reports
were availed or published.

Periodic Methodological Evaluation
Results of periodic evaluations inform national and local strategies, allow the
identification of changing priorities and determine the support that facilities may
need from relevant governing bodies to improve performance (WHO, 2015).
According to the COs, many do have periodic methodological evaluations of
the long-term impacts of the provided services. Yet, COs did not provide any
documentation. The literature search resulted in a very few published reports:
Jordan in 2021 for one pilot centre (Jordanian Higher Population Council
& Institute for Family Health, 2021); Palestine YFC in universities in 2020
(Qutteina, 2020); Tunisia in 2017 (National Board for Family and Population &
UNFPA, 2017); Egypt in 2016 as part of the evaluation of the UNFPA country
support to youth programming (UNFPA, 2016b); Lebanon pilot in 2014
(Hamaoui et al., 2014); Morocco in 2010 (El Aouad, 2010).

Sustainability
The establishment of laws, policies and financing systems at the national and
district levels ensures sustainable implementation and consistent focus on the
provision of appropriate/relevant, standardised, accessible, acceptable, effective
and equitable health care services to adolescents and youth (WHO, 2015).
This section will highlight the extent to which AYFHS are institutionalised and
incorporated into the national and district governance systems and whether
there are sustainable financial schemes and national strategies that facilitate
scale-up plans as described by COs and available literature.
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Institutionalisation and governance
The WHO health care systems framework emphasises the importance of
national governance and leadership in improving the health of populations.
A clear organisational chart that defines roles, responsibilities and reporting
lines as well as levels of involvement of national bodies reflects the degree of
commitment of governments to AYFHS.
Data from COs as well as the literature show that, in most countries, ministries
of health govern AYFHS and that the departments directly engaged in planning,
implementing and evaluating services are those responsible for either primary
health care, school health or adolescent health under the ministries of health.
Successful implementation of YFHS would require the support of relevant
ministries and partner NGOs; however, intersectoral coordination mechanisms
are inexistent or not operational in almost all countries.
Nevertheless, the responsibility of drafting policies, proposing laws or
coordinating among sectors for AYFHS remain undefined in several countries. It
is worth noting that in countries where governments show lack of interest and
engagement in AYFHS — like Jordan, Yemen, and Djibouti — NGOs take the lead
in providing these services.

Financing Schemes to Cover Service Packages
Financing is a cornerstone to sustainability. The mainstreaming of AYFHS
funding in government budgets guarantees an adequate allocation of human,
physical and material resources for the continuous provision of quality services
at all levels of care (WHO, 2015).
Data collected from COs shows that funding is secured from governmental
budgets in most countries. However, no assessments were conducted on the
adequacy, sufficiency, regularity and sustainability of funding. In countries where
funding is not secured by the government, international organisations are the
main funders of AYFHS, which undermines sustainability and scaling up since it
is conditional to donors’ availability to provide funds.
Table 8 summarises the governing bodies and financing sources in each of the 14
countries.
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Table 8 – Governance and leadership entities
Planning, Implementation, Coordination and Evaluation
Governing
Ministry/
Entity

Country

Directorate

Egypt

School Age
under PHC
sector

Iraq

Department

Primary Health Care

Financing
Role

Source of
Revenue

Governing
Entity

Planning, implementation,
evaluation and coordination
among sectors

Governmental
from the MoPH
budget

PHC sector

Coordination and
implementation at district
levels

Primary
Health Care

Primary Health Care

Morocco

Population*

School and
University Health*

Planning, implementation
and evaluation
Coordination structure not
defined

Governmental

Sultanate of
Oman

Directorate
of PHC

School and
University Health

Planning, implementation
and evaluation
Coordination with MoE for
implementation in schools

Governmental
from MoH and
MoE budgets

Lebanon

NGOs operating
the PHC centres

Directorate
of PHC

UNFPA
School and
Adolescent Health

Palestine

Ministries
of Health
Somalia

Sudan

Planning, implementation
and evaluation

Not specified

Planning, implementation
and evaluation
Coordination structure not
defined

Not specified

Planning, implementation
and evaluation
Coordination structure not
defined

Government
budget limited
to community
health education
International
organisations

Governmental

MoH at
the central
level and
portfolios
at the local
level

Governmental

General
Directorate
of Health

Planning, implementation
and evaluation

Governmental

Ministry of
Health and
Prevention

Planning, implementation
and evaluation

UNFPA

Planning, implementation
and evaluation
Syria

Primary
Health Care

Child and
Adolescent Health
Coordination among
sectors
National Family and
Population Office

Tunisia

Health

Schools and
Universities
Medicine
Not applicable

The United
Arab
Emirates
Ministry of
Education

Palestine

School Health and
Counselling

School and
Adolescent
Health Unit

Planning, implementation
and evaluation

Coordination among
sectors
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Planning, Implementation, Coordination and Evaluation
Governing
Ministry/
Entity

Country

National
Adolescent
Health
Coalition

Palestine

Higher
Population
Council

NGOs

Directorate

Department

Financing
Role

Non-governmental

Coordination among
sectors and departments

Jordan

Not applicable

Draft policies and
standards
Coordination and
evaluation of pilot

Jordan

Not applicable

Service provision

Yemen

Not applicable

Djibouti

Not applicable

Source of
Revenue

Governing
Entity

Pilot funded by
donors

Project
based
depending
on funding

Donor

National strategies
National policies and strategies provide a framework for the identifications
of needs, definition of service packages, financial and social protection, and
standardisation of quality (WHO, 2015). The literature search as well as data
from COs revealed that only 3 countries have developed national strategies for
adolescent and youth health, and these are Morocco in 2011 (Ministry of Health
of the Kingdom of Morocco, 2011), Tunisia in 2019 (Ministry of Health of Tunisia
& UNFPA, 2019) and Sudan in 2018 which is still awaiting final government
endorsement (WHO, 2019).

Scaling-up strategy
None of the countries has drafted a scaling-up strategy for adolescent and
youth-friendly health services, not even those who have developed national
strategies.
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Institutionalisation – A Case Study of Iraq
Phase One: 2012–2009
AYFHS were characterised by full ownership to the Ministry of Public Health, which was
actively involved in designing, planning and implementing AYFHS in both Baghdad and
Kurdistan.
A comprehensive health package was developed based on a national youth survey conducted
by the Ministry of Planning and Focus in group discussions with youth to determine priorities,
identified as the following:
» Mental health
» SRH
» Care of adolescent pregnancy and childbirth
» Substance use and abuse (alcohol/ drugs/ misuse of prescription medications)
» Tobacco use
» Nutrition and physical activity
» Violence and injury prevention
Reference manuals and training toolkits were developed and published for all health packages.
TOT of relevant health care providers and MoH staff was designed and delivered for all health
packages, in addition to the following:
» Adolescent health and youth-friendly health services
» The concept of positive youth development
» Social marketing
» Community mobilisation
And the following management concepts were also developed:
» Human resource management
» Health information systems management
» Financial management and budgeting
» Monitoring and evaluation
» Planning and management
Levels of care included information, counselling and cure.
An operational manual (including formal referral systems, data collection and monitoring,
space requirements, lists of furniture, equipment and medications needed) and
recommendations for the integration of AYFHS in the MoH’s central and local structures were
developed, and relevant managerial staff in the MoH and governorates were trained on those.
Plans of the required rehabilitation to create a dedicated space in four centres were developed.
The centres were purposefully selected based on the diversity of operating bodies — two
MoH primary health care centres, one MoYS youth centre and one NGO centre — to assess
acceptability and convenience to youth.
However, no published compiled report is available, and no evaluation conducted

Regional report

Institutionalisation – A Case Study of Iraq
Phase Two: 2019 Onwards
AYFHS are still characterised by full ownership to the Ministry of Public Health.
UNFPA supported the Federal Ministry of Health on the development of national
standard operating procedures of AYFHS. The Federal Ministry of Health approved
the establishment of adolescent health units to provide information, counselling and
curative services linked by trained health workers with referral services; 10 PHCC, 34
youth centres and 34 schools were selected to provide services and are to be functional
in 2022.

Barriers
Major barriers that hinder the availability of services were identified in different
countries, and these were the accessibility of adolescents and youth to
health care packages, the acceptability of the community to AYFHS, and the
effectiveness as well as the sustainability of these services. For the purpose of
this exercise, the below section includes only barriers that were common to
several countries based on the literature and data from COs.

Barriers to availability
• Lack of a shared understanding of adolescent health, demonstrated by the

fact that most countries limit AYFHS to SRH
• L
 ack of national policies that mandate the delivery of a comprehensive
AYFHS
• H
 igh turnover of staff, which leads to the loss of professionals trained in
adolescent medicine and adolescent and youth-friendly approaches (El
Aouad, 2010; Hamaoui et al., 2014; Jordanian Higher Population Council,
2017)
• A
 bsence or interruption of capacity-building programmes of health care
personnel on AYFHS approaches
• H
 ealth care providers not meeting youth’s expectations, being elderly (El
Aouad, 2010) and unqualified (Khalaf et al., 2010; UNFPA, 2016b)
• L
 ack of standardised systems for quality assessment and for monitoring
and evaluation; no standard operating procedures
• Lack of youth-friendly referral systems (including feedback and follow up)
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Barriers to accessibility
• Inconvenient operating hours whereby most facilities open in the mornings
and close in the afternoons and on weekends, which causes a conflict with
youth’s school and university schedules (Hamaoui et al., 2014; Jordanian
Higher Population Council and the Institute for Family Health, 2021; the
Ministry of Health of the Kingdom of Morocco and UNFPA, 2012)
• Lack of information, and hence knowledge, on service availability
• L
 ack of adequate dedicated AYFHS space or time, with no dedicated team
of trained health providers
• P
 arental consent is required to access services, which is more evident
for females; in some countries, spouse consent is required (Hamdan and
Imam, 2019, Gausman et al., 2020).
• S
 tigmatisation of adolescents and youth seeking mental health,
psychosocial support or family planning services (AUB CPHP, MoPH of
Lebanon and UNICEF, 2020; Mamdouh & Muhammad, 2012; National
Board for Family and Population and UNFPA, 2017; UNFPA, 2020b)
• B
 ias, discrimination and judgmental attitudes by health care providers
(AUB CPHP, MoPH of Lebanon and UNICEF, 2020; Jordanian Higher
Population Council, 2017; Mamdouh & Muhammad, 2012)
• L
 ack of privacy and confidentiality related to crowdedness and to the
absence of a specific designated space for private counselling (Gausman
et al., 2020; Gausman et al., 2021; Hafez et al., 2007; Jordanian Higher
Population Council, 2017; Mamdouh & Muhammad, 2012; Palestinian
Central Bureau of Statistics, 2012)
• L
 ack of gender diversity among health care providers (Abu Hamad et al.,
2021; Qutteina, 2020)
• C
 leanliness and the overall environment of the facilities (Gausman et al.,
2020; Khalaf et al., 2010; Mamdouh & Muhammad, 2012)

Barriers to acceptability
• A
 dolescents and youth do not value the need to seek health services at
their age.
• Parents and community members do not recognise the value of AYFHS.
• P
 arents and community members do not support the provision of SRH
packages to adolescents and youth, especially unmarried ones.
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• Y
 oung males are at a disadvantage when services are located in family
planning, maternal health or GBV clinics.
• T
 here is limited or nonexistent participation of young people in the
decision-making, the development, the monitoring and evaluation and the
governance of programmes.

Barriers to measuring effectiveness
• There is a poor and irregular generation of data related to delivery and

utilisation; when collected, data is rarely used to inform decision-making
either at the health facility level or at the national level.
• T
 here is a lack of periodic methodological evaluations to assess the impact
of AYFHS on youth health outcomes.

Barriers to sustainability
• Partial or no institutionalisation
• P
 aucity of adolescent and youth health strategies and absence of a vision
for scaling up existing services
• L
 ack of coordination between different sectors or between the central and
local levels
• Insufficient, unstable or nonexistent governmental funding (Balouali et
al., 2011; Hamdan & Imam, 2019; Ministry of Health of the Kingdom of
Morocco, nondefined)
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IV- Summary and discussion
The findings of this report indicate that a lot remains to be done to scale up the
availability of adolescent-friendly services in the Arab region and to meet the
WHO’s Global Standards for quality.
The review uncovers significant disparities among countries in terms of the types
of services provided, ranging from no services at all to comprehensive AYFHS,
with most countries in-between focusing only on SRH. The latter implies the
countries’ limited understanding of the concept of comprehensive AYFHS and
of young people’s current needs and priorities, or a limited understanding of the
initial UNFPA’s role that aligns with the past mandate focused on SRH. In fact,
a search into the global literature for “best practices in adolescent and youthfriendly health services” shows a similar pattern where a wealth of research and
scholarly articles is found on SRH and family planning AYFHS, but with much
less literature found on comprehensive AYFHS. It is worth mentioning that
UNFPA ESARO (East and Southern Africa Region) and the International Planned
Parenthood Federation (IPPF) conducted a rigorous methodological assessment
entitled “Assessment of Adolescent and Youth-Friendly Health Service Delivery
in East and Southern Africa Region” in comparison to the WHO’s Global
Standards (UNFPA ESARO & IPPF Africa Region, 2017). However, despite the
comprehensive title and detailed inclusive objectives, it appears that the study
unpacks issues mainly related to SRH in AYFHS.
Another significant finding relates to the service delivery models where the
most common model in the region is integrating services in existing health
facilities — PHCC, hospitals and specialised clinics — which offer services
to the general population without separate spaces or designated health care
providers for adolescents and youth. Accordingly, in relation to the availability
of a multidimensional AYFHS service package, the assessment was not able
to determine what aspects of the delivery, including the allocated resources,
were specific to AYFHS. One major lesson learned from global evidence is
that the creation of a dedicated physical space and a dedicated health care
team enhances the friendliness of services to adolescents and youth, especially
in terms of securing privacy and confidentiality (Awang, Ab Rahman, Sukeri,
Hashim & Abdul Rashid, 2020). Evidence from South-South Nigeria showed
that “facility modification” to establish spaces for YFHS and to mobilise human
resources in the spaces were factors that contributed to an increased utilisation
of the services (Ogu et al., 2018). Some argue that limited financial resources is
a barrier to creating dedicated AYFHS spaces in existing general health facilities;
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however, there is no research that studies the cost effectiveness of AYFHS
service delivery models, be it integrated or dedicated (Thomée et al., 2016).
Meanwhile, adequate training of health care providers to enhance their
competency, and therefore their efficacy, in delivering AYFHS under any
service model is key to promoting access and influencing utilisation. In fact,
the capacity building of health care providers — specifically on effective
communication with young people — improves the providers’ commitment
to privacy and confidentiality, their judgmental and biased attitudes and their
ability to better identify young people’s problems (Awang, Ab Rahman, Sukeri,
Hashim & Nik Abdul Rashid, 2020). A review of “uncontrolled observational
studies” on the impact of performance improvement measures on adolescents
and youth health outcomes revealed that training providers on adolescent
care results in a sustained improvement in the screening and counselling of
risky health behaviours (Tylee, Haller, Graham, Churchill, & Sanci, 2007). As
mentioned earlier, capacity building of HCP in the majority of Arab countries was
conducted on a one-time basis, with limited opportunities for refresher courses.
Accordingly, due to the high turnover of staff, we can then assume that the
staff initially trained are lost and that the new staff might not have undertaken
similar training. In addition, providers’ attitudes are deterring youth from seeking
services, a barrier widely grounded in the literature on adolescent and youth
access to health services.
Another aspect affecting the appropriateness of the AYFHS packages is the
lack of assessments on youth health needs in the Arab region. Furthermore,
a very few Arab countries conducted limited surveys to gather data on youth
perceptions of the relevance/appropriateness and quality of services provided.
As mentioned earlier, determining relevance and adequacy of services requires
national studies to identify needs and strategic planning to meet those needs.
Although the UNFPA ESARO assessment focuses on SRH services, it unveiled
the importance of needs assessment and youth participation in determining the
service package, and hence in increasing the utilisation of the clinics. In this
study, thirty-five percent of young people in the ESARO region report visiting
the clinics to seek general health services; the least-sought services are mental
health and drug and alcohol use, which could be explained by the fact that they
are less addressed through educational material and the least provided in clinics.
With respect to SRH, it lays down that the SRH services provided do not align
with the reality of the SRH epidemiological situation of young people in the
region, which assumes that young people are not seeking services since they do
not respond to their needs (UNFPA ESARO & IPPF Africa Region, 2017).
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All the above sheds light on the value of youth participation in enhancing
the acceptability of AYFHS by adolescents and youth and, hence, improving
accessibility. The involvement of youth in the design of the services in terms of
package definition, preferred service modality, operating hours, and outreach
strategies is key. None of the Arab countries has created a mechanism to
operationalise youth participation. Moreover, adolescent and youth participation
in the region is mostly limited to peer-education activities. Global literature
substantiates the historical role of adolescents and youth as peer educators
for the prevention of risky health behaviours. In fact, a review of the “good
practices in adolescent and youth programming” identified peer education as
a “key element of success” in health programmes. Yet, a review of literature on
peer-education programmes for changing youth’s risky SRH behaviours argues
that peer-education programmes bring benefit to the peer educators and not to
young people at large (Chandra-Mouli et al., 2015). However, it also showed that
youth involvement in identifying needs, as well as in designing, implementing
and evaluating interventions, was lacking across all areas of adolescents and
youth programming (skills development, health, resilience development and
civic engagement) (UNICEF Middle Eastern and North African Regional Office
(MENARO), 2015).
Community support is another key element that contributes to overcoming
barriers to access. The noteworthy finding that most parents and community
members in the Arab region do not recognise the value of adolescent and youthfriendly health services and do not support the delivery of health care packages
for young people is indicative of either a lack of health literacy or a strong
influence of social and gender norms. “Securing the buy-in of families and the
community” was also identified in the good practices review as a key element
that contributes to the achievement of health programmes’ objectives, especially
for SRH and drug abuse (UNICEF MENARO, 2015). Studies show that improving
community health literacy and promoting dialogue helps in overcoming negative
perceptions and reluctance towards AYFHS (Awang, Ab Rahman, Sukeri, Hashim
& Nik Abdul Rashid, 2020; Ogu et al., 2018; UNFPA ESARO & IPPF Africa
Region, 2017).
The fact that many countries in the Arab region are still lagging behind on the
provision of comprehensive, multidimensional, appropriate and equitable AYFHS,
as evidenced in Table 3 of this report, can be explained by a lack of governmental
commitment for some, a lack of capacities for others or a late adoption by a few.
In countries where the MoH had marginal or no involvement in piloting AYFHS,
NGOs took a leading role in the service provision supported by funding from
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international organisations and donors, which compromised institutionalisation
and interventions were discontinued or remained very small in scale (Lebanon,
Jordan, Palestine, Yemen, Djibouti and Somalia). External funding undermines
sustainability and scaling up (Thomée et al., 2016). In addition, the paucity of
national AYFHS strategies could be an indication that Arab governments do not
consider AYFHS as a priority. The sustainability of AYFHS is highly dependent on
public policy (Ogu et al., 2018; Thomée et al., 2016) and adequate public funding
(Awang, Ab Rahman, Sukeri, Hashim and Nik Abdul Rashid, 2020).
Finally, in the absence of national health information systems to monitor AYFHS,
of periodic evaluations to assess the efficiency and effectiveness of different
service designs, of modes of delivery (integrated, dedicated or independent
spaces) and of resource allocations against key performance indicators
established by national strategies, little can be said on the benefit of AYFHS to
adolescents and youth in the region.
In conclusion, data from this report should be examined carefully to account for
the differences in the scope of services and the size of implementation.

V- Recommendations
The analysis of the findings concludes that mobilisation is needed at all levels
to promote the health and wellbeing of adolescents and youth in the Arab
region, where such levels would include policy, governance, resource allocation,
workforce capacity, youth and community participation and evidence generation.

Governance
» Develop and implement effective advocacy strategies by governments to

promote a holistic approach to AYFHS and to secure governments’ buy-in
and commitment to delivering AYFHS in collaboration with other relevant
UN agencies. This will require a thorough analysis of governments’
perspectives on AYFHS and of perceived or documented challenges/
weaknesses that can hinder acceptance and/or institutionalisation.
Advocacy strategies need to address the lack of understanding, lack of
interest and lack of capacity. Highlighting the importance of national
strategies is a crucial element of the advocacy plan.
» F
 ormulate an AYFHS national plan — in countries ready to adopt or
already delivering the services — to confirm commitment to AYFHS. The
formulation of the plan should be preceded by a national assessment of

51

52

Assessment of adolescent and
youth-friendly health services
in the Arab region

youth’s needs and priorities to ensure the relevance and appropriateness
of the plan. The main sections should include the results of the assessment
of needs, the definition of a benefit/service package and the specifications
of resource requirements for the delivery of the package, as well as
outreach strategies and clear definitions of roles and responsibilities.
The designation of the entities mandated to plan, design, implement and
evaluate AYFHS as well as the establishment of inter-sectoral coordination
mechanisms are prerequisites to institutionalisation.
» E
 xpand the mandate of the division of school and/or university health
programmes under ministries of health to include adolescent and youth
health. Assigning this division as planner, regulator and coordinator of
AYFHS would enhance the provision of multidimensional levels of care
ranging from prevention to rehabilitation across institutions.
» D
 evelop standard operating procedures to harmonise performance and
enhance quality across all points of service, and these SOPs are to contain
data collection instruments for effective health information systems and
for monitoring the quality of services. SOPs must include formal referral
mechanisms between AYFHS facilities to ensure the coverage of all
levels of care. In addition, SOPs should mandate operating hours that are
convenient for adolescents and youth, such as evenings and weekends,
as well as a walk-in policy. Policies and procedures to ensure privacy and
confidentiality and allow for a grievance mechanism should be clearly
stated. Building on the WHO’s Global Standards, regional AYFHS SOPs
could be developed for countries to adapt to their contexts.
» M
 obilise governmental budgets to finance AYFHS and ensure
sustainability.
» D
 evelop national health information systems to monitor performance
indicators. Statistical reports generated from the NHIS should result in
evidence-based decision-making. Thus, entities mandated to plan and
monitor services should be trained on data analysis and interpretation to
inform policy and programmes.

Workforce capacity
» D
 esign and implement studies that capture the perspectives,
preconceptions, norms and beliefs which influence health care providers’
attitudes and behaviours towards adolescents and youth health needs.
Findings should contribute to the development of social marketing
strategies to address salient issues.
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» D
 evelop standardised technical reference material on all aspects of the
service package offered to enhance the knowledge and proficiency of
health care providers in addressing adolescent and youth health problems.
» D
 evelop standardised technical reference material on cross-cutting
adolescent and youth-friendly approaches covering effective
communication skills, motivational screening, social marketing and community mobilisation.
Reference materials are a valuable resource that providers can consult whenever
needed; thus, it reinforces knowledge acquired in training workshops beyond the
completion of the training programme. The case study on Iraq provides a good example
of a comprehensive capacity-building programme.

» D
 esign standardised training material specific to each category of health
care providers working in AYFHS.
» Identify an official entity to institutionalise capacity-building programmes
and sustain implementation on a regular basis in order to maintain the
knowledge and skills gained and the adequate training of new recruits.
» Initiate dialogues with medical schools to offer a specialisation in
adolescent medicine and with medical and paramedical programmes to
integrate a course on adolescent health in their regular curricula, this in
addition to arrangements to contribute to the continuing education of
health care providers working in AYFHS.

Adolescent and youth participation and community support
» E
 stablish coordination committees at the local and/or facility level which
include community gatekeepers, local partners and adolescents and youth
to promote dialogue and participation in the decision-making process.
» D
 evelop the self-efficacy of adolescents and youth volunteers through
capacity-building programmes on effective communication, community
mobilisation, action-oriented research skills and health literacy. Selfefficacy will reinforce adolescents’ and youth’s readiness to participate and
will empower them to take an active role in planning, implementing and
evaluating services.
» Develop contextual social marketing strategies to gain community support.
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Generating evidence
Although an element of effective governance, generating evidence is tackled
separately to emphasise its importance.
» Design and implement periodic methodological evaluations at the national level to

assess the impacts of AYFHS on adolescent and youth health outcomes
and to gather the perceptions of all stakeholders, including beneficiaries,
on quality and benefits. The documentation of achievements will produce
evidence to scale up and replicate good practices.
» D
 isseminate data that provides evidence on the value of AYFHS to
support advocacy efforts at all levels, including policymaking, community,
adolescents and youth, and hence to encourage uptake of the services.

Regional Report

Summary of Specific
Country Desk Review
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Djibouti – Data sheet
Comment from authors: No published literature was identified
Subsections

Health Care Package

Categories

Programme
Date (Date Source
of Article)

Type of services provided (SRH, mental
health, nutrition, etc.)

• Health package includes SRH, mental health
and psychological support (only for young girls
aging 10–24 years).
• SRH services include general gynecological
complaints and provision of contraception
(including emergency pills and condoms,
management of and protection from violence
and STDs counseling).

Current
programme

CO
tool

Number of existing adolescent and youthfriendly health services

• 9 specially designed spaces for young girls at
local NGO headquarters

Current
programme

CO
tool

Resources available to deliver services

• A team of physicians, midwives and social
workers
• Sufficient equipment and SRH drugs only

Current
programme

CO
tool

Levels of care

• Levels of care for SRH and psychological
support are informative, curative and
counseling services.

Current
programme

CO
tool

Where it is provided

• Specially designed spaces for young girls in
local NGOs

Current
programme

CO
tool

Relevance and adequacy of services

• Services do not address the needs of
adolescents and youth.

Referral systems to specialised providers

• Referral systems to relevant specialised
providers for SRH and psychosocial support for
violence survivors

Current
programme

CO
tool

Youth perception of quality of services

• Adolescents do not feel that the services are
private and confidential.
• There is a lack in policies and procedures
that ensure the privacy and confidentiality of
adolescents and youth.
• Adolescents are not aware of the availability of
health services.
• Adolescents and youth do not value the need
to seek health services at their age.
• There is a stigma on adolescents and youth
for seeking mental health and psychosocial
support services.

Current
programme

CO
tool

Healthcare providers trained on AYFHS
packages/ approach

• Human resources trained on youth-friendly
communication skills
• Discrimination and judgmental attitudes by
health providers
• Inability to retain trained staff
• Lack of gender diversity among healthcare
providers offering the services
• Limited capacity building of healthcare
personnel, including adolescent SRH and mental
health

Current
programme

CO tool

Quality of Services

Availability
(Facilitybased/
evidencebased
health
services)

Narrative/ Findings Details

Community perception of quality of services
and providers’ attitudes

No data available

CO
tool

Regional report

Availability
(Facilitybased/
evidencebased
health
services)

Subsections
Quality of Services

Categories

Acceptability
(Participation
and perception
by adolescents/
parents and the
community)

Effectiveness:
Collecting
Disaggregated
Data (By age, sex,
etc.)

Sustainability
(Commitment,
decision makers
and managers)

• Quality guidelines

Current
programme

CO tool

Monitoring/ performance improvement
systems

• External supervision and support visits
• Lack of standardised systems for quality
assessment or monitoring

Current
programme

CO tool

Current
programme

CO tool

Peer-to-peer communication and IEC material
through youth-serving structures (schools, youth
centres, etc.)

Current
programme

CO tool

Equity

SRH and psychosocial services are offered ONLY
for married and unmarried young women (10–24
years).
Services are offered mainly in urban areas and are
not adapted for youth with disabilities.
Services are free of charge.

Current
programme

CO tool

Social and cultural relevance

• Social and gender norms and practices limit
individual access to family planning.

Current
programme

CO tool

Adolescents’ participation in appropriate
aspects

• Adolescents and youth are involved in
identifying youth health needs and in the
evaluation of services.
• No data is available on youth engagement in the
decision-making, development and governance
of programmes.

Current
programme

CO tool

Community support: parents and CSOs

• Social and gender norms and practices limit
individual access to family planning.

Current
programme

CO tool

HIS: regular data on service delivery/
utilisation

• There is a poor or irregular generation of
data related to delivery, utilisation and health
outcomes.
• Data collected is rarely used to inform decisionmaking parties at the health facility.

Current
programme

CO tool

Periodic evaluation

• No periodic methodological evaluation of the
long-term impacts of the provided services

Current
programme

CO tool

Institutionalisation

• No institutionalization of YFS/ current advocacy
with the Ministry of Youth and the Ministry of
Health
• Lack of a national coordinating body on AYFHS

Current
programme

CO tool

Absence of national health strategies for the
youth and lack of a national coordinating body on
AYFHS

Current
programme

CO tool

Current
programme

CO tool

Outreach and communication strategies

National strategies

Scaling up strategy

Financing schemes
Additional Barriers

Programme
Date (Date Source
of Article)

Standard operating procedures/ guidelines

Convenience for youth

Accessibility
(Designed to
overcome barriers
preventing
adolescents from
seeking services)

Narrative/ Findings Details

57

No data available

No data available
• Lack of sustainable funding of services/
packages (Financing is done mainly by donors.)
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Egypt – Data sheet
Categories

Subsections

Narrative/ Findings Details

Programme
wDate (Date
of Article)

Source

• Between 2004 and 2015, an SRH-focused package
included the following: (1) premarital counseling/
exams; (2) STI counseling, treatment and/ or referral;
(3) counseling and treatment of pubertal disorders; (4)
counseling/ provision of family planning methods for
married youth; (5) pre- and post-natal care.

Past
programme
(2004–2015)

Muhammad
& Mamdouh,
20121 and
UNFPA,
20162

Current
programme
(As of 2016)

CO tool

• 21 SRH youth friendly clinics: 9 in tertiary teaching
hospitals (GOTHI) and 12 by the Egyptian Family
Planning Association (EFPA)

Past
programme
(2004–2015)

UNFPA,
20162

• In 2015, 12 standalone youth-friendly health clinics
were established in 3 governorates.
• Around 1000 MoPH PHC centres
• 17 clinics affiliated to EFPA applying MoHP training
guidelines

Current
programme
(As of 2016)

CO tool

Past
programme
(2004–2015)

UNFPA,
20162
& Oraby,
20133

• Existing PHC centres offer services to all age groups
including adolescents and youth.
• Less than 10% of PHC centres have youth-dedicated
spaces.
• At EFPA clinics, YFCs were integrated into family
planning/ maternal health clinics. Some have youthdedicated spaces.

Current
programme
(As of 2016)

CO tool

• Majority of YFCs had one doctor and one nurse.

Past
programme
(2004–2015)

Muhammad
& Mamdouh,
20121

Current
programme
(As of 2016)

CO tool

Type of services provided
• A comprehensive health package in existing PHC
(SRH, mental health,
centres is offered for all age groups, including
nutrition, etc.)
adolescents and youth. The package includes SRH,
mental health, nutrition and dietetics, psychosocial
support, substance use, non-communicable disease
and general health services.
• SRH services are still the same, in addition to family
planning counselling for all and increasing awareness
on STDs.

Availability
(Facility-based/
evidence-based
health services)

Health Care Package

Number of existing
AYFHS facilities

• At GOTHI hospitals, YFCs had “youth-dedicated
spaces”; these are no longer operational.
• At EFPA clinics, YFCs were integrated into existing FP/
maternal health clinics for married women.
Where it is provided
(PHC centres, schools,
hospitals, community
centres, etc.)

• Most YFCs affiliated with the MoHP or the EFPA have
a doctor and/or a nurse, while the EFPA affiliated YFCs
Resources available to
have peer educators, particularly those in urban areas.
deliver services (Human,
• Due to the shortage of physicians, services are mostly
equipment, supplies,
compensated for by the permanent presence of trained
drugs)
nurses.
• There are sufficient drugs for SRH, non-communicable,
communicable, and general health services.
• There is a high turnover of trained staff and an inability
to retain them.

1 Mamdouh, H. M., and Muhammad, Y. Y. (2012). Mother-Daughter Communication about Sexual and Reproductive Health in
Rural Areas of Alexandria, Egypt.
2 UNFPA. (2016b). Evaluation of UNFPA Support to Adolescents and Youth (2008–2015). Evaluation Office of UNFPA. Retrieved from https://
www.unfpa.org/sites/default/files/admin-resource/Egypt_0.pdf.
3 Oraby, D. M. (2013). Sexual and Reproductive Health among Young People in Egypt: The Role and Contribution of Youth-Friendly Services.
Sex Education, 13(4), 470-477.
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Categories

Subsections

Health Care Package

Levels of care

Relevance/ adequacy of
services to the needs of
the youth

Narrative/ Findings Details
• All levels of care, information, diagnostic, curative,
and counselling, are provided for all services in PHCs.
Rehabilitation services are provided in specialised
clinics.
• A 2020 study in one university’s YFC showed that
71% of students felt that the clinic did not meet their
needs. The reasons were the following: (1) low service
quality; (2) absence of services required by youth;
(3) inadequate structure and logistics; (4) inefficient
providers.

Source

Current
programme
(As of 2016)

CO tool

Current
Programme
(As of 2016)

• No recent studies were conducted to assess relevance
and adequacy of the MoHP’s YFCs.
• For the GOTHI’s YFCs, referral was easy due to being
located in hospitals; for the EFPA’s, clients were referred
to nearby hospitals.
• For both GOTHI and EFPA, there were no referral
guidelines and feedback mechanisms.
Referral system to
specialised providers

Availability
(Facility-based/
evidence-based
health services)

• For the MoHP’s YFCs, referral systems are easy due to
being located inside PHCs. A referral guideline exists;
however, the feedback system is irregular.
• For the EFPA, clients are referred to hospitals yet with
no referral guidelines or feedback mechanisms.
• Services provided by GOTHI-led YFCs were rated as
“poor”, while the EFPA-led YFCs were rated as “good”.

Quality of Care

Programme
wDate (Date
of Article)

Youth perception of
• Privacy was interrupted, and confidentiality was
the quality of services
breached.
(Including confidentiality
and privacy and the
• No recent studies were conducted on the quality of
providers’ attitudes and
services at the MoHP’s YFCs.
behaviours)
• General national policy for the patient’s rights including
privacy and confidentiality, not specific to AYFHS

Healthcare providers
trained on AYFHS
packages/ approach

• Training was provided for YFC providers (physicians
and nurses) as well as YFC managers and peer
educators.
• Training material included the following: (1) youth
RH/ FP manual for YFCs providers; (2) youth RH/
FP manual for peer educators; (3) monitoring and
evaluation guide to monitor the quality of services.

Abd ElMawgod et
al., 20204

CO tool

Past
programme
(2004–2015)

Muhammad
& Mamdouh,
20121

Current
programme
(As of 2016)

Tool

Past
programme
(2004–2015)

UNFPA,
20162
Muhammad
& Mamdouh,
20121

Current
programme
(As of 2016)

CO tool

Past
programme
(2004–2015)

UNFPA,
20162

4Abd El-Mawgod, M. M., Elghazally, S. A., Mohammed, H. M., Elkayat, M. R., and Osman, D. M. (2020). Views and Attitudes of University
Students in Upper Egypt towards Youth Health Centres. Journal of the Egyptian Public Health Association, 95(1), 1-9.
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Categories

Subsections

Narrative/ Findings Details
• Physicians in YFCs were trained on youth SRH and how
to address youth in a friendly manner.

Quality of Care

Availability
(Facility-based/
evidence-based
health services)

Community perception
of the quality of services
and providers’ attitudes

Standard operating
procedures/ guidelines

Quality/ performance
monitoring systems

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Convenience for youth
(Operating hours/
welcoming)

Source

Oraby, 20133

Past
programme
(2004–2015)

UNDP, 20185

• Self-reported attitudes of health providers included
the following: (1) disapproval of adolescent premarital
sexuality and abortion; (2) reluctance to distribute
contraceptives; (3) reluctance to provide services for
pregnant unmarried woman.
• Providers’ attitudes were influenced by religious beliefs.

Past
programme
(2004–2015)

Muhammad
& Mamdouh,
20121

• Since 2018, health providers have been trained on
adolescent medicine and youth-friendly communication
skills.
• Since 2018, a training programme has been
implemented for 900 physicians and 100 nurses
affiliated with the PHC sector.

Current
programme
(As of 2016)

CO tool

• Parental restrictions and fear of social stigma

Past
programme
(2004–2015)

DeJong et al.,
20156

• No guidelines, protocols and standards were developed
for health workers to deliver YFHS.

Past
programme
(2004–2015)

UNFPA,
20162 &
Muhammad
& Mamdouh,
20121

• The MoHP developed and adopted a guideline for
AYFHS’s clinics (with WHO support).

Current
programme
(As of 2016)

CO tool

• Existence of the following: (1) quality guidelines and
standards; (2) external supervision and support visits;
(3) complaint systems

Current
programme
(As of 2016)

CO tool

• Most YFCs function 6 days per week (from 9 am to 2
pm) for girls and boys. Some are open for two shifts.
• Some YFCs offer services in a sex-segregated manner
(3 days for males and 3 days for females).
• Some of the EFPA’s YFCs work as “youth-only” facilities
for one or two days per week.
• YFCs location: EFPA’s YFCs are easily located; YFCs in
GOTHI hospitals are difficult to locate.
• Waiting time ranges from 10 minutes to 2 hours (due
to overcrowded clinics or providers’ absence).
• YFCs setup is unwelcoming and not up to youth’s
expectations.
• The majority of clinics have no separate rooms for
counseling.

Past
programme
(2004–2015)

Muhammad
& Mamdouh,
20121

Current
programme
(As of 2016)

Tool

• Due to a high turnover, many trained providers were
lost. Many existing providers are not trained on youth
SRH.

Healthcare providers
trained on AYFHS
packages/ approach

Programme
wDate (Date
of Article)

• The working hours of the MoHP’s YFCs are from 9 to 2
(approximately) from Saturday to Thursday.
• Adolescents are not aware of health services.

5UNDP. (2018). Chapter 5: Health Status and Access to Health Services. Retrieved from https://arab-hdr.org/wp-content/uploads /2020/11/
adhr-report-2018-chapter-5.pdf.
6 DeJong, J., Bashour, H., Benkirane, M., Ghanem, M., Gherissi, A., and Zurayk, H. (2015). Regional Advocacy Tool: Sexual and Reproductive
Health and Rights Advocacy in Egypt, Lebanon, Morocco, Sultanate of Oman, Syria, Tunisia and Yemen. Development of Alternatives with
Women for a New Era (DAWN). Retrieved from https://dawnnet.org/wp-content/uploads/2016/04/20150615_RAT_MENA.pdf.
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Categories

Subsections

Narrative/ Findings Details
• Young people suggest expanding the promotion of
YFCs (mass media and signboards).

Communication/
outreach strategies (To
encourage and inform
youth on YFHS)

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)
Equity (Gender,
geographic distribution,
inclusion, physical
accessibility, financial
coverage, location)

Social and cultural
relevance (Sensitivity to
social norms)

• Some YFCs use different channels to advertise for YFCs
(such as posters, religious meetings and conferences at
schools, universities or youth centres, etc.).
• Mainly through peer-to-peer education and IEC
materials distributed by facilities through youth-serving
structures
• GOTHI’s and EPFA’s YFCs are mainly situated in urban
areas.
• YFCs are visited by more young women than young
men.
• There is a low uptake of YFSs by unmarried young
people and vulnerable and marginalized adolescents
and youth.

• Some facilities are adapted to young people living with
disabilities (ramps and other aids).
• Services are located in rural and urban areas.
• Services are paid for by mixed methods (some covered
by health insurance systems while others are free of
charge).
• Parents do not allow unmarried women to access the
clinics due to social norms.
• Parents focus on studying.

Adolescents’
participation in
appropriate aspects
of service delivery and
in the planning and
monitoring of services

• Peer educators stated that they received extensive
training on youth SRH topics, communication skills and
counselling and that they were continuously mentored
by senior educators.

Current
programme
(As of 2016)

Oraby &
Hafez, 2009
Tool

UNFPA,
20162
Current
programme
(As of 2016)
Muhammad
& Mamdouh,
20121
Tool
Current
programme
(As of 2016)

Past
programme
(2004–2015)

Hafez,
Sleiman &
Oraby, 2007
CO tool

Past
programme
(2004–2015)

Oraby,
20133

Muhammad
&
Mamdouh,
20121

• In some NGO clinics, PEs met youth visitors, led
education activities and referred youth to a doctor
when necessary.
• Youth participation and engagement in decisionmaking was identified as one of the challenges
that hinder the utilisation of services. A plan was
developed to engage youth and adolescents in their
communities in the planning, marketing, campaigning
and monitoring of YFHS. The plan is being endorsed
and will be implemented by 2022.

Source
Oraby, 20133

Past
programme
(2004–2015)

• Female clients were unsatisfied with the services, felt
insulted and would not advise to go to these clinics.
• Services were provided at subsidised prices.

• Adolescents and youth are involved in identifying
adolescents and youth health needs and in planning
the services to be provided.
• Adolescents and youth are not fully engaged in
the decision-making, development, monitoring and
evaluation or governance of programmes.
Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Programme
wDate (Date
of Article)

CO tool
Current
programme
(As of 2016)
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Categories

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Effectiveness: Collecting
Disaggregated Data (By
age, sex, etc.)
Periodic methodological
evaluation

Subsections

Community, parents,
and NGOs support
and provision of health
packages to youth

Health information
systems (HIS)

Institutionalisation,
governance/
coordination

National youth health
strategy
Scaling up strategy

Financing schemes (To
cover costs)

Other Barriers

Programme
wDate (Date
of Article)

Current
programme
(As of 2016)

• The majority of providers had “forms” for married
women only (family planning or premarital
counseling).
• Client registration was conducted in few YFCs but with
unclear responsibility.

Past
programme
(2004–2015)

• No periodic methodological evaluation of provided
services (Last evaluation conducted in 2016)

• School-age directorates (PHC sector/ MoHP) are
responsible for planning, implementing, monitoring
and evaluating AYFHS and for their coordination
among different sectors and departments.
• EFPA is responsible for planning, implementing,
monitoring and evaluating AYFHS in its family
planning/ mental health clinics
• The community engagement plan stipulates a
coordination mechanism with the ministry and
stakeholders led by school-age directorates.

• A comprehensive multidimensional youth strategy is
being developed in collaboration with the Mininstry of
Youth and Sports.

Source
CO tool

• Parents, teachers and policymakers have biases and
fears about working with young people on SRHR.
• Parents and community members do not recognise the
value of AYFHS and do not fully support provision of
health care packages for adolescents and youth.
• A community engagement plan was developed to
engage parents, teachers, religious and community
leaders as well as service providers in one vision
to enhance youth and adolescent health. The plan
aims to create supportive communities for youth
and adolescents to seek and receive friendly health
services.

• MoHP developed a manual registration system and
tools.
• There is poor or irregular generation of data related to
service delivery, utilisation and health outcomes.

Periodic methodological
evaluation

Sustainability
(Commitment, decision
makers and managers)
National youth health
strategy
Scaling up strategy
Financing schemes (To
cover costs)

Narrative/ Findings Details

Muhammad
&
Mamdouh,
20121
CO tool

Current
programme
(As of 2016)

Current
programme
(As of 2016)

CO tool

Current
programme
(As of 2016)

CO tool

Current
programme
(As of 2016)

CO

No data available
• Governmental budgets are mainly for the “primary
health care sector”.
• EFPA clinics have a separate budget and funding
sources.
• There are gaps in terms of available donor funds.

CO tool
Current
programme
(As of 2016)
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Iraq – Data sheet
Categories

Subsections

Type of services
provided (SRH,
mental health,
).nutrition, etc

Health Care Package

Number of existing
AYFH services

Availability
(Facilitybased/
evidencebased health
services)

Resources available
to deliver services

Levels of care

Programme
Date (Date
of Article)

Source

)2020(

Ministry of
Health of Iraq1

Current
programme

CO Tool

)2020(

Ministry of
Health of Iraq1

Current
programme

Tool

• Medical and paramedical staff in addition to peer educators for
social mobilisation

)2020(

Ministry of
Health of Iraq1

• Physicians and psychologists
• Enough equipment, no drugs available (Missing data on some
services)
• Lack of gender diversity among health care providers providing
youth health packages

Current
programme

CO tool

• For SRH services, levels of care include informative and
counselling services.
• For other services (mental/ PSS/ dietetic), levels of care include
informative, diagnostic, screening and counselling.

Current
programme

CO tool

)2020(

Ministry of
Health of Iraq1

Current
programme

CO tool

)2020(

Ministry of
Health of Iraq1

• Youth are referred to trained doctors in the PHCCs.

Current
programme

CO tool

• Policies and procedures exist to ensure the privacy and
confidentiality of all clients in PHC centres.
• There is bias, discrimination and judgmental attitudes by health
providers.
• There is no available data on youth’s perceptions on privacy and
confidentiality.
• Adolescents are not aware of the availability of AYFHSs.
• Adolescents and youth do not value the need to seek health
services at their age.
• Adolescents and youth seeking mental health and psychosocial
support services are subjected to stigmatisation.

Current
programme

CO tool

)2011(

Balouali, Faysal,
Issa, and Lafta,
20112

Narrative/ Findings Details
• Through PHC school health units, health workers provide
“counselling” on emotional, physical and mental wellbeing as
well as referral to clinical services on the secondary and tertiary
levels.
• Health packages include the following: SRH, mental health,
nutrition and dietetics and psychological support.
• SRH services include the following: management of puberty
concerns, pregnancy management (pre- and post-natal care),
provision of contraception and condom promotion, gender-based
violence prevention and protection and STDs counselling.
• PHC centres (5 in Baghdad and Erbil)
• 8 PHC centres and 34 youth centres (Services in PHC centres
and youth centres are not yet operational)

• 8 PHC centres (Baghdad and Erbil)
Location of service
provision

• Integrated in existing PHC: SRH, mental health, nutrition and
dietetics and psychological support
• Integrated in hospitals: Mental health, nutrition and dietetics and
psychological support
• Services in PHC centres and youth centres are not yet
operational.

Relevance and
• No data available
adequacy of services

Quality of Services

Referral systems to
relevant specialised
providers

Youth’s perceptions
on the quality
of services and
providers’ attitudes

• Health workers refer young clients to clinical services on the
secondary and tertiary levels.

• Youth preferred having a skilled doctor of the same gender.

1Ministry of Health of Iraq. (2020). Strengthening the Health System Response for Adolescent Sexual and Reproductive Health Services.
2 Balouali, R., Faysal, S. M., Issa, S. A., & Lafta, R. K. (2011). Youth Health Services Sample Survey of Baghdad Youth. [ مسح عينة لشباب بغداد:]الخدمات الصحية للشباب
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Categories

Subsections

Availability
(Facilitybased/
evidencebased health
services)

Quality of Services

Health care
providers trained
on AYFHS health
packages and
approaches

Accessibility
(Designed to
overcome barriers
preventing
adolescents from
seeking services)

Acceptability
(Participation
and perception
by adolescents,
parents and the
community)

Effectiveness:
Collecting
Disaggregated
Data (By age, sex,
etc.)

Sustainability
(Commitment,
decision makers
and managers)

Additional Barriers

Narrative/ Findings Details
• Health providers would be capacitated to provide YFHSs,
particularly health education and counselling.
• Human resources are trained on adolescent and youth-friendly
communication skills.
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Programme
Date (Date
of Article)

Source

)2020(

Ministry of
Health of Iraq1

Current
programme

CO tool

Community
perceptions on
service quality and
providers’ attitudes

• No data available

Standard operating
procedures/
guidelines

• No data available

Monitoring
performance
improvement
systems

• The following tools exist and are specialised for young people:
quality guidelines and standards, supervision and support visits,
client satisfaction surveys and complaint systems.

Current
programme

CO tool

Convenience for
youth

• AYFHS facilities (PHCCs and youth centres) are open from 2 pm
to 7 pm during weekdays (but are not yet operational).

Current
programme

CO tool

• Social mobilisation and Y-Peer education at 8 schools, 7 youth
centres and catchment areas of selected PHC centres

)2020(

Ministry of
Health of Iraq1

• All outreach and communication strategies are implemented:
peer education/ campaigns on social media/ mass media
campaigns/ IEC materials in youth-serving structures (schools
and youth centres)

Current
programme

Equity

• All services provided are available for all adolescents and youth
aging 10 to 24 years (for both males and females).
• All services provided are available in urban areas.
• AYFHS facilities are not adapted to youth living with disabilities.

Current
programme

CO tool

Social and cultural
relevance

• Social and gender norms limit individuals from accessing family
planning.

Current
programme

CO tool

Adolescents’
participation in
appropriate aspects

• Adolescents and youth are not involved in the service provision
at the facility.
• Adolescents and youth are not engaged in the decision-making,
development, monitoring and governance of programmes.

Current
programme

CO tool

• Parents, teachers and policy makers have biases and fears about
working with young people on SRH.
Community support:
Parents and CSOs
• Parents and the community do not recognise the value of
AYFHSs nor support the provision of health packages to youth.

Current
programme

CO tool

Outreach and
communication
strategies

CO tool

HIS: Regular data
on service delivery/
utilisation

• Data collected is rarely used to inform decision-making parties at
the health facility.

Periodic evaluation

• No periodic methodological evaluation

Current
programme

CO tool

Institutionalisation

• The Ministry of Health is responsible for the provision of
counselling.
• The Ministry of Youth and Sports is responsible for the planning,
implementation, monitoring and coordination of AYFHSs.

Current
programme

CO tool

National strategies

• Absence of national youth health strategies
• Lack of a national coordinating body on AYFHSs

Current
programme

CO tool

Scaling up strategy

• No data available

Financing schemes

• Lack of a sustainable funding for services/ packages (pending
donor funding)

Current
programme

CO tool
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Jordan – Data sheet
Categories

Programme
Date (Date
of Article)

Source

Current
programme
(Since 2018)

CO tool

Number of existing AYFH
services

• 7 AYFHSs: 5 are integrated into family clinics/
WGSS by the Institute for Family Health (IFH)
and 2 are integrated into universities by the
Royal Health Awareness Society (RHAS). Both
WGSS and RHAS are NGOs.

Current
programme
(Since 2018)

CO tool

Resources to deliver services
(Human, equipment, drugs,
etc.)

• At IFH clinics, a multidisciplinary team is
available at one IFH clinic. Other locations
work on a referral modality to other services,
i.e. nutrition. Equipment, drugs and laboratory
services are available.
• A youth-friendly clinic (YFC) at Hashemite
University was equipped to meet the YFHS
national standards. The core team consists
of 9 professors and practitioners (5 female
and 4 male practitioners). The team received
comprehensive capacity building in counselling
to provide guidance and counselling sessions for
young people.

Current
programme
(Since 2018)

CO tool

Levels of care

• Mainly awareness raising and follow-up
counselling

Current
programme

CO tool

Where it is provided (PHCCs,
schools, hospitals, community
centres)

• All services are integrated into existing PHC
services, targeting all population groups
including youth.
• 5 family health clinics/ WGSS (IFH) and 2
university clinics provide AYFHSs.

Current
programme
(Since 2018)

CO tool

Relevance/ adequacy of
services

• No data available

2018

Jordanian
Higher
Population
Council, 20181

Current
programme

CO tool

Subsections

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Type of services provided
(SRH, mental health, nutrition,
etc.)

Referral system to relevant
specialised providers

Narrative/ Findings Details
• A multi-dimensional health package is available
in PHC centres and are offered for all age
groups, including adolescents and youth. The
package includes all types of services.
• All SRH services are included except for
abortion and management of unwanted
pregnancies.
• At family clinics/ women and girls safe spaces
(WGSS), youth SRH packages are integrated
into existing health packages and include
all SRH services except the management of
unwanted pregnancies.
• University clinics provide only awareness and
counselling services related to SRHR and GBV.

• At family/ WGSS clinics, referrals are directed
to hospitals and necessitate a medical report
and booking an appointment with a specialist.
• Young clients at university clinics are referred to
YFHSs at IFH clinics.

1Jordanian Higher Population Council. (2018). Standard Operating Procedures for Youth-Friendly Sexual and Reproductive Health Services.
Retrieved from https://hpc.org.jo/sites/default/files/almajles.pdf.
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Categories

Subsections

Programme
Date (Date
of Article)

Source

(2017)

Jordanian
Higher
Population
Council, 20172

• SRH providers often display judgmental attitudes
towards unmarried young people, refusing to
provide counselling and medical services or
requesting presence of the mother to examine a
single young woman.

2018

OECD
Development
Centre, 20183

• Young people are concerned by the poorly
staffed clinics and the poor quality of care.
• Adolescents and youth seeking mental health
and psychosocial support services are subjected
to stigmatisation.
• Adolescents do not value the need to seek health
services.

Current
programme

CO tool

Current
programme

CO tool

HPC policy
brief

Jordanian
Higher
Population
Council, 20172

Current
programme

CO tool

Narrative/ Findings Details
• In university clinics, the heavy load on assigned
staff hinders the delivery of YFHSs.

Availability
(Facilitybased/
evidencebased health
services)

Quality of Services

Youth perception on the
quality of services (including
privacy and confidentiality)
and providers’ attitudes

• Training packages of health providers include
adolescent medicine and youth-friendly
communication skills.
• Lack of capacity-building training for healthcare
personnel on the AYFHS approach
Health care providers trained
• Lack of gender diversity among healthcare
on AYFHS packages/ approach providers providing the services
• High cost of training and capacity building
for health providers on youth medicine and
approach
Community perception of
the quality of services and
providers’ attitudes

• No data available
• Currently, each IFH clinic has its own “SOP/
protocols” for AYFHSs. IFH is working on
unifying these protocols.
• In 2019, the Higher Population Council (HPC)
prepared a set of national YFHS standards, but
they are not in effect yet.

Standard operating
procedures/ guidelines

• As laws that govern universities are not uniform,
introducing standardised YFHSs protocols is
challenging.

Monitoring and performance
improvement systems

67

• Absence/ lack of any instrument for monitoring/
assessing/ improving the quality of the SRH
services provided

Jordanian
Higher
Population
2019 (2020) Council, UNFPA,
Royal Health
Awareness
Society, 20204

(2017)

Jordanian
Higher
Population
Council, 20172
Jordanian
Higher
Population
Council and
the Institute of
Family Health,
20215

2Jordanian Higher Population Council. (2017). Youth-Friendly Reproductive Health Services Policy Brief. Higher Population Council, the
Hashemite Kingdom of Jordan. Retrieved from https://www.hpc.org.jo/sites/default/files/Youth%20Friendly%20Reproductive%20Health%20
Services.pdf.
3OECD Development Centre, 2018
4Jordanian Higher Population Council, UNFPA, Royal Health Awareness Society. (2020). Adolescent and Youth Sexual and Reproductive Health
and Rights (AYSRHR) in Jordan Virtual Seminars. Unpublished manuscript.
5Jordanian Higher Population Council, Institute of Family Health. (2021). National Standards for Youth-Friendly Sexual and Reproductive Health
Services, Initial Evaluation of East Amman Centre (Qweismeh), Institute of Family Health Care. Unpublished manuscript.
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Categories

Subsections

Narrative/ Findings Details

• AYFHSs operate from 8 am to 4 pm during
weekdays and do not work during weekends.
Convenience for youth
(Operating hours/ welcoming • Youth report that operation hours are
inconvenient, with long waiting times.
environment)
Young people fear that their
private information might be
disclosed or that they might be
legally liable for misconduct.

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Adolescents’ participation/
involvement in appropriate
aspects of the service delivery

Current
programme

CO tool and
Jordanian
Higher
Population
Council and
the Institute of
Family Health,
20215

• HPC policy brief

• Promoting AYFHSs is conducted through peer
education, social media campaigns and IEC/
promotional material distributed through youthserving structures (such as schools, universities,
youth centres, etc.).

Current
programme

CO tool

Current
programme

CO tool

Current
programme

CO tool

2018

OECD
Development
Centre, 20183

Equity (Gender, geographic
• AYFHSs are only available in urban areas.
distribution, inclusion, physical
accessibility, financial costs,
• AYFHSs are adapted to young people with
etc.)
disabilities; however, this is limited to physical
disabilities only.
• IFH services are offered with minimal costs
and they could be waived. At university clinics,
services are free.

Social and cultural relevance
Parental consent or presence
of a parent is required for
adolescents below 16 years
of age.

Source

Jordanian
Higher
Population
Council,
20172

Accessibility
Communication strategies to
encourage and inform youth
on AYFHSs

Programme
Date (Date
of Article)

• Suitability of SRH services for young people is
controversial. Non-married girls are reluctant to
visit YFHSs.
• As services are delivered at “maternal and
childcare units”, young males tend to avoid these
services and consider them as “women spaces”.

• HPC policy brief

Jordanian
Higher
Population
Council,
20172

• Youth are involved ONLY in identifying youth
health needs and in providing peer education
inside health facilities and on the community
level (mobilisation and awareness).

Current
programme

CO tool

2020 (2021)

Jordanian
Higher
Population
Council and
the Institute of
Family Health,
20215

Current
programme

CO tool

• Youth are NOT involved in the planning,
monitoring or evaluation of the services.

Community, parents and
• Parents, teachers and policymakers have biases
NGOs support the provision of
and fears about working with young people on
youth health packages
SRHR.
• Parents and community members do not
recognise the value of AYFHSs and do not
support the provision of health care packages to
adolescents and youth.

Regional report

Categories

Subsections

Effectiveness: Collecting HIS: Regular data on service
Disaggregated Data (By delivery and utilisation
age, sex, etc.)

Periodic methodological
evaluation

Narrative/ Findings Details
• IFH clinics have information systems and tools to
collect data on service delivery and utilisation.
• Data collected is rarely used to inform decisionmaking parties at health facilities.

• Evaluation is scheduled for 2023 (5 years after
programme initiation).

• HPC is leading at policy level, promoting
and conducting capacity building by national
Institutionalisation, governance
standards.
and coordination for managing
• Current interventions are led by NGOs.
AYFHSs
• There are no coordination mechanisms for
AYFHSs.
Absence of a national youth
health strategy

• Current programme

Existence of national strategies • Neither the National Health Strategy (2015–
2019) nor the National Reproductive Health
Sustainability
Strategy (2013–2017) addresses youth’s health
(Commitment, decision
issues directly or as a distinct group. Services are
makers and managers)
provided to all citizens with no specific services
for youth. Strategies lack indicators and data on
youth to monitor the impact of interventions on
young Jordanians.
Scaling up strategy

Other Barriers

Programme
Date (Date
of Article)

Source

Current
programme

CO tool and
Jordanian
Higher
Population
Council and
the Institute of
Family Health,
20215

Current
programme

CO tool

Current
programme

CO tool

CO tool

2018

OECD
Development
Centre, 20183

Current
programme

CO tool

• Not available

Financing schemes (Funding
• IFH clinics are funded by donors. University
sources to cover service costs)
clinics mobilised university resources (rooms,
equipment and staff).
• No national directorate is responsible for
securing and managing funding.
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Lebanon – Data sheet
Categories

Subsections

Availability
(Facility-based/
evidence-based
health services)

Health Care Package

Type of services
provided (SRH, mental
health, nutrition, etc.)

Number of existing
AYFH services

Programme Date
(Date of Article)

Source

• A “youth health package” was developed to
be integrated in 11 health clinics/ SDCs and
are mainly focused on adolescent sexual and
reproductive health (SRH) needs.
• The package was not implemented until the
end of 2014.

Past programme

Hamaoui,
Moawad & Taher,
20141

• Negotiations are ongoing with the School
Health Department of the Ministry of Health
(MoH) to integrate a multidimensional
youth health package that may include the
following: SRH, mental health, nutrition/
dietetics, psychosocial support, substance
use, communicable and non-communicable
diseases and general health services.

Current programme

CO tool

Past programme

Hamaoui,
Moawad & Taher,
20141

Past programme

Hamaoui,
Moawad & Taher,
20141

Narrative/ Findings details

• There exists a total of 11 youth-friendly spaces
(6 SDCs/ Ministry of Social Affairs (MoSA)
+ 5 NGO clinics); adolescent and youthfriendly health services (AYFHSs) were not
operationalised.
• Resources available to deliver services (Human,
equipment, drugs)
• A space was refurnished with equipment to
host sensitisation/ mobilization activities by
peer educators.

• The Ministry of Public Health (MoPH) provides
public health care centres (PHCCs) with
Current programme
reproductive health drugs and family planning
commodities for all clients.
Past programme

Hamaoui,
Moawad & Taher,
20141

Current programme

CO tool

• 6 SDCs and 5 NGO clinics (each having a
dedicated space within its premises)

Past programme

Hamaoui,
Moawad & Taher,
20141

• Services provided did not address youth’s
needs.

Past programme

Hamaoui,
Moawad & Taher,
20141

Current programme

CO tool

• Levels of care (Curative, diagnostic, preventive,
rehabilitation, counselling)
• Negotiations are ongoing with the MoH
(School Health Department).
Where it is provided

Relevance/ adequacy
of services: response to • Guidelines on reproductive health counselling
adolescents’ needs
for adolescent girls were developed, but health
care providers have not yet been trained on
them.
Referral systems to
specialised providers

CO tool

• No data available

1Hamaoui, L., Moawad, H., and Taher, R. (2014). Evaluation of the “Adolescent and Youth-Friendly Services” Pilot Project in 11 Service Delivery
Points in Lebanon – Final Report. Lebanon: UNFPA and UNICEF.
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Categories

Programme Date
(Date of Article)

Source

Current programme

CO tool

Past programme

Hamaoui,
Moawad & Taher,
20141

• Human resources are trained on adolescent
medicine and on adolescent and youth-friendly
communication skills.

Current programme

CO tool

Community perception
of the quality of
services and providers’
attitudes

• Social and gender norms and practices limit
individual access to family planning services.
• Parents and the community do not recognise
the value of AYFHSs and do not support the
provision of health packages to youth.

Current programme

CO tool

Standard operating
procedures/ guidelines

• No standard operating procedures or guidelines
Current programme
were formulated or disseminated.

CO tool

Quality/ performance
monitoring systems

• No specific monitoring system was put in place
to monitor the quality of care.

Past programme

Hamaoui,
Moawad & Taher,
20141

• AYFHS facilities open from 9 am to 3 pm on
weekdays, and a few open on Saturdays (and
work half day).
• Operating hours are not compatible with young
people’s availability.

Past programme

Hamaoui,
Moawad & Taher,
20141

• Even married adolescents did not feel
comfortable visiting SRH clinics (because of
embarrassment or lack of confidentiality).

(2018)

Plan International,
20182

• Adolescents are not aware of health services.
• SRH services are available to females ONLY.

Current programme

CO tool

• Pamphlets and other printed material are
provided through peer educators.

Past programme

Hamaoui,
Moawad & Taher,
20141

• No outreach/ communication strategies

Current programme

CO tool

Subsections

Quality

Youth perceptions on
the quality of services

Availability
(Facility-based/
evidence-based
health services)
Quality of Care

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

71

Narrative/ Findings details
• Services do not address the needs of
adolescents and youth.
• Adolescents and youth who seek mental
health and psychosocial support services are
subjected to stigmatisation.
• Adolescents and youth do not value the need
to seek health services at their age.

• A training manual, compiled in 2012, focused
on the skills and ability to deal with youth (and
included no adolescent medicine).
• Health providers received a theoretical training
that focused mainly on communication skills
(and included no adolescent medicine).
• The training was not adapted to participants’
Health care providers
profiles/ qualifications (since the same training
trained on AYFHS
was offered to different profiles).
packages and approach
• Trained providers did not practice their skills.
• There is a high turnover of trained providers
and service providers are overstretched.

Convenience for
youth (Operating
hours/ welcoming
environment)

Communication
strategies

2 Plan International. (2018). Adolescent Girls and Boys Needs Assessment: Focus on Child Labor and Child Marriage.
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Categories

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Programme Date
(Date of Article)

Source

Past programme

Hamaoui,
Moawad & Taher,
20141

Current programme

CO tool

(2020)

AUB’s CPHP,
MoPH and&
UNICEF, 20203

Current programme

CO tool

Past programme
(2012–2014)

Hamaoui,
Moawad & Taher,
20141

• Adolescents and youth are not engaged in the
decision-making, development, monitoring or
governance of services.

Current programme

CO tool

Community, parents
and NGOs support
provision of youth
health packages

• Parents, teachers and policymakers fear
working with young people on SRHR.
• Parents and the community do not recognise
the value of AYFHSs and do not support the
provision of health packages to youth.

Current programme

CO tool

HIS: Regular data on
service delivery and
utilisation

• An IMS for AYFHSs was developed and tested,
but it was not operationalised.
• The developed IMS faced challenges to be
incorporated into the IMS of MoSA and MoPH.

Past programme
(2012–2014)

Hamaoui,
Moawad & Taher,
20141

Current programme

CO tool

Subsections

Equity (Gender,
geographical
distribution, physical
accessibility, financial
coverage, location)

Narrative/ Findings details

• Services were not adapted to persons with
disabilities or to marginalised youth.
• NGOs’ services are paid for by patients (with
minimal costs), whereas MoSA’s services are
free of charge.
• Services are available in rural and urban areas.
• Social norms are often barriers to seeking
health care.

Social and cultural
relevance (Sensitivity to • Social and gender norms and practices limit
social norms)
individual access to family planning services
(see the “Barriers” section).

Acceptability (Participation
and perception by
adolescents, parents and
the community)

Effectiveness: Collecting
Disaggregated Data (By
age, sex, etc.)

Adolescents’
participation in service
delivery

• Peer educators are involved only in planning
and delivering awareness raising.
• Relations between peer educators and SDPs’
directors faced challenges and conflicts.
• There is a high turnover among peer educators
(due to irregular outreach and differences in
peer educators’ capacities).

Periodic methodological
evaluation
• Evaluation was conducted in 2014.

3AUB CPHP (2017). Regional Desk Analysis of Youth Participation and Country Specific Case Studies of Tunisia, Jordan and
Kuwait. UN-ESCWA.
  https://yptoolbox.unescapsdd.org/wp-content/uploads/2017/08/ESCWA_Regional-Analysis-on-Youth-in-Arab-Countries.pdf

Regional report

Categories

Subsections

Institutionalisation,
governance, and
coordination

Sustainability
(Commitment, decision
makers and managers)

• Limited involvement of the MoPH and MoSA
(as they are not members of the project’s
executive committee)
• Weakness or absence of a national
coordination mechanism
• The PHC department of the MoPH is
responsible for the planning, implementation,
monitoring and evaluation of AYFHSs.

Existence of national
strategies

• Absence of a national adolescent and youth
health strategy

Scaling up strategy

• No data available

Financing schemes
(Funding sources)

Other Barriers

Narrative/ Findings details

Programme Date
(Date of Article)

Source

Past programme
(2012–2014)

Hamaoui,
Moawad & Taher,
20141

Current programme

CO tool

Current programme

CO tool

Current programme

CO tool

• Sustainability of the pilot project is pending
funding by the UNFPA and UNICEF.
• No financial contribution by MoPH or MoSA/
complete reliance on donors’ funds (UNFPA
and UNICEF)
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Morocco – Data sheet
Categories

Subsections

Type of services
provided (SRH, mental
health, nutrition, etc.)

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Number of Existing
AYFH Services

Resources available
to deliver services
(Human, equipment,
supplies, drugs)

Levels of care
(Curative, diagnostic,
preventive, counselling,
rehabilitative)

Where it is provided
(PHC, schools,
hospitals, community
centres)

Date of
Article

Source

• Youth health spaces offer a multi-dimensional health
package which includes the following: general
medical and psychological consultation, specialised
consultations (such as psychiatry, gynaecology,
dermatology, ophthalmology, dietetics and dentistry)
and substance abuse.

2012
SOP manual

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• A multi-dimensional health package is offered through
existing public health care (PHC) centres and district
hospitals to all population groups, including adolescents
and youth.
• “Youth health packages” mainly include the following:
sexual and reproductive health (SRH), mental health,
psychosocial support and substance abuse.
• SRH packages include the following: gynaecological
exams, sexually transmitted infections (STIs)
management and counselling, management of
puberty disorders, management of pregnancies, SRH
counselling, gender-based violence prevention and
STDs management.

Current
programme

CO tool

• In 2010, 23 independent “youth health spaces” (YHSs)
were established, and 17 YHSs were to be established.

2010

El Aouad, 20102

Current
programme

CO tool

2012 SOP
manual

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Some YHSs lack required human resources (general
doctors, psychologists, etc.) and drugs.
• Some YFSs have limited spaces to offer the full health
package.

2010

El Aouad, 20102

• YFSs have insufficient quantities of equipment, but
drugs are available for all defined services.
• Health providers have biased, discriminative and
judgmental attitudes.
• There is a lack of gender diversity among health care
providers providing the services.

Current
programme

CO tool

2010

El Aouad, 20102

• All levels of care are provided: informative, diagnostic
and screening, curative, rehabilitative and counselling.

Current
programme

CO tool

• Independent/dedicated youth health spaces provide a
youth health package (described above).
• Few hospitals have “youth -dedicated spaces” to offer
mental health and substance use services.
• Specific PHC centres offer services in an integrated
approach (psychosocial support/ substance abuse/
mental health).

Current
programme

CO tool

Narrative/ Findings Details

• In 2021, 32 youth health spaces were established.
• Full time staff: General practitioner, social worker and
nurse/paramedic
• Specialists on appointment: Obstetrician/gynaecologist,
endocrinologist, ophthalmologist, dermatologist,
dentist, nutritionist, etc...
• Detailed lists of equipment and drugs are available.
(2012 standard operating procedures (SOP) manual,
page 27– 28)

• All levels of care are provided: diagnostic, curative,
counselling, preventive and sensitisation activities.

1Ministry of Health of the Kingdom of Morocco and UNFPA. (2012). Space Organization and Operation Manual for Youth Health Spaces. Morocco:
Retrieved from http://santejeunes.ma/wp-content/uploads/2019/04/05-3.pdf.
2El Aouad, M. (2010). Evaluation of Youth-Friendly Spaces. Ministry of Health, Kingdom of Morocco.
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Subsections
Health Care Package

Categories

Relevance and
adequacy of services to
youth’s needs
Referral systems to
specialised providers

Availability
(Facilitybased/
evidencebased health
services)

Quality of Services

Youth perception of
services (including
confidentiality and
privacy) and providers’
behaviours

Date of
Article

Source

2010

El Aouad, 20102

2012
SOP manual

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Profiles of health providers and peer educators (PE) are
not in line with youth’s expectations.

2010

El Aouad, 20102

• Existence of policies and procedures to ensure privacy
and confidentiality
• Adolescents are not aware of the availability of health
services.
• Adolescents and youth do not value the need to seek
health services at their age.
• Adolescents and youth seeking mental health and
psychosocial support services are stigmatised.

Current
programme

CO Tool

2010

El Aouad, 20102

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

Current
programme

CO tool

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Operating hours should respect youth’s free time.

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Working hours of YHSs are from 8:30 am to 4:30 pm
during week days and are not operational in weekends.
• Operating hours are not convenient for youth
(particularly those attending schools and working).
• YHSs are in the vicinity of many youth structures
(schools, youth centres, girls’ clubs) and other PHC
centres and hospitals.

2010
evaluation

El Aouad, 20102

Narrative/ Findings Details

• Lack of mental health services
• Referral process begins with the nearest health centre
then extended to the nearest hospital whenever needed.
• A “formal referral form” is used to facilitate the process
and minimise waiting time at referral sites.

• Trainings addressed adolescent/youth medicine and
Health providers trained communication skills with young people.
on YHFS packages/
• Insufficient training opportunities was exacerbated with
approach
high turnover of trained providers.
• High turnover of trained health providers is noted.
Community perception
on service providers’
attitudes

Standard operating
procedures/guidelines

• No data available

• First version developed in 2004 and was later revised
in 2012.
• SOPs are currently undergoing a review to remedy
shortcomings of services provided.

Quality/performance
monitoring systems

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Convenience for
youth (Operating
hours/ welcoming
environment)

75

• SOP manual includes several instruments and tools to
monitor quality of services, including a “complaint box”,
a supervision checklist and a regular supervision system
by district managers.
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Categories

Subsections

Date of
Article

Source

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Awareness campaigns are conducted in nearby youth
structures (schools, girls’ centres, youth centres, etc.).
• The majority of YHSs state that they have good
relations with youth-serving structures.
• The relationship of YHSs with their environment varies
among spaces.
• Promotional activities have gradually decreased over
the last 2 years (which explains the drop in attendance
in YHSs).

2010

El Aouad, 20102

• Users are as follows: 1) female users are between
40–70% of users; 2) around 25% are out-of-school
adolescents and youth.
• Services are free of charge.
• YFSs are present mainly in urban areas (district cities).

2010

El Aouad, 20102

Current
programme

CO tool

(2015)

DeJong et al.,
2015 3

Current
programme

CO tool

• Coordination/ consultation committee: Each YHS
should setup a committee with local partners and youth
volunteers.
• Young PEs participation is as follows: 1) PEs lead
awareness sessions within and outside YHSs; 2) they
handle social marketing for YHSs; 3) they participate
in meetings of the YHS’s coordination committees; 4)
they support youth clients in difficult situations.

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

• Youth participation is occasional, and the coordination
committee mechanism is not operational in some YHSs.
• Choice and participation of young people are not clearly
regulated.
• Service providers have difficulty managing the
participation of young people.

2010

El Aouad, 20102

• As per health providers, family environment of young
people does not constitute an obstacle to frequenting
YHSs.

2010

El Aouad, 20102

2012 SOP

Ministry of Health
of the Kingdom
of Morocco and
UNFPA, 20121

2010

El Aouad, 20102

Current
programme

CO tool

2010

El Aouad, 20102

Narrative/ Findings Details

• YHSs should coordinate with other youth structures
(school clubs, youth centres and girls’ centres)

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Outreach and
communication
strategies to encourage
and inform youth on
YFHS

Equity (Gender,
geographic location,
inclusion, physical and
financial accessibility,
etc.)

• Adolescent and youth facilities are adapted to youth
living with disabilities (which increases accessibility).
• Due to the current culture, there is a challenge

in offering a full SRH package for sexually active
Social and cultural
unmarried women.
relevance (Sensitivity to
social norms)
• Parents, teachers and policymakers have biases and
fears about working with young people on SRH.

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Adolescents’
participation in
the appropriate
aspects of service
delivery, planning and
monitoring of services

Community, parents
and NGOs support
provision of a health
package to youth

Regular data on service
delivery and utilization:
Effectiveness:
Health information
Disaggregated Data (By systems (HIS)
age, sex, etc.)

• The HIS includes 1) an individual welcome
questionnaire and 2) a consultation sheet
• The HIS is not homogeneous among different YHSs.
• The data collected is rarely used to inform decisionmaking parties at health facilities.

Periodic methodological
• Evaluation was conducted in 2007 and 2010.
evaluation

3DeJong, J., Bashour, H., Benkirane, M., Ghanem, M., Gherissi, A., and Zurayk, H. (2015). Regional Advocacy Tool: Sexual and
Reproductive Health and Rights Advocacy in Egypt, Lebanon, Morocco, Sultanate of Oman, Syria, Tunisia and Yemen. Development
Alternatives with Women for a New Era (DAWN). Retrieved from https://dawnnet.org/wp-content/uploads/2016/04/20150615_RAT_
MENA.pdf.

Regional report

Categories

Subsections

Institutionalisation,
governance and
coordination (national
or subnational) for
governing AYFHS

Narrative/ Findings Details
• Institutionalised within “School/University and
Adolescent Health Division” / Population Directorate
(at the central and provincial levels)
• Youth health spaces are integrated into national and
district health systems as a complement to health care
provision.
• Coordination bodies at the centralised and
decentralised levels are not functioning well and face
turnover of members.
• The 2011 National Youth Health Strategy stipulates the
setup of a multi-sectoral coordination mechanism for
YHS.
• Official circulars were issued to institutionalise YHSs
within the health system at the district level.

Sustainability
(Commitment, decision
makers and managers)
National strategies

Scaling up strategy

Financing schemes to
cover service packages

• The National Youth Health Strategy was formulated in
2011.
• The new National Strategy of Youth and Adolescent
Health 2022–2030 is ongoing (available as of
December 2021).
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Date of
Article

Source

2010

El Aouad, 20102

2011

MoH website: http://
santejeunes.ma/

Current
programme

CO tool

2011

Ministry of Health
of the Kingdom of
Morocco, 20114

2010
evaluation

El Aouad, 20102

• The National Integrated Youth Policy contains an axis
on the health and wellbeing of youth.
• A rapid assessment is under finalisation.
• Mainly MoH budget through the Population Directorate
/ Division of School/University and Adolescents
• With technical and financial contribution by partners
(UNFPA, UNICEF, UNAIDS, WHO, EU, etc.)

Additional Barriers

Opportunities

• Several ministries (Education, Youth and Sports, Employment, Social
Development and Family, etc.), foundations (Mohammed V Foundation) and
NGOs (OPALS, AMPF, RDR, ALCS) established youth-specific spaces that offer
opportunities to expand YHSs.

4Ministry of Health of the Kingdom of Morocco. (2011). National Strategy for the Promotion of Youth Health in Morocco. Retrieved from https://
www.sante.gov.ma/Pages/Accueil.aspx.
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Palestine – Data sheet
Categories

Subsections

Type of services
provided (SRH, mental
health, nutrition, …)

Narrative/Findings Details

Programme
Date
(Date of
Article)

Source

• University youth-friendly health service (YFHS) centres
provide services related to youth’s wellbeing such as sexual
and reproductive health (SRH) issues, psychosocial needs,
physical wellbeing, nutrition and healthy living including
issues like tobacco use and substance abuse.
• As per the AYFHS Protocol of 2018, SRH services include SRH
information and counselling, contraceptive methods, obstetric
and antenatal care, STIs/HIV prevention and management,
sexual and gender-based violence (GBV) support and referral
to advanced care.

2020

Qutteina,
20201

• All adolescent and youth-friendly health services (AYFHS) are
integrated into primary health care (PHC) centres within a
general SRH package of services.
• All SRH services are provided except for general
gynaecological services and the management of sexually
transmitted infections (STIs), but the management of
unwanted pregnancies is provided.

Current
programme

CO tool

• The Ministry of Health (MoH) piloted a YFHS model in
Doura/Hebron in 2015, but it was not rolled out.

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Number of existing
AYFH Services

Resources available to
deliver services

Levels of care

• Since 2018, 12 services were established as follows:
• 3 YFHS centres in 3 universities
• 7 mobile clinics to remote areas offering services for all
population groups, including adolescents and youth
• Mustashari mobile application, which provides YFHS and
counselling on SRH and GBV
• Shobak (Window) phone YFH services

Current
programme

CO tool

• Al Quds University’s clinic has male and female staff in
service delivery and organisation of activities.
• At Al Azhar University’s clinic, almost all the staff of the YFHS
centre are males.
• For each clinic, a male/female team of peer educators conduct
awareness-raising interventions.

2020

Qutteina,
20201

• There is a lack of female health workers, particularly at Al
Azhar University, and a high turnover of staff at Al Quds
University.

2020

Qutteina,
20201

• A team of multidisciplinary health care providers provide the
services.
• There is insufficient quantities of equipment.
• Drugs are available for SRH, non-communicable diseases and
general health.

Current
programme

CO tool

• YFHS centres provide all types of services.
• A level of care varies between one service and another.
• For substance use, only the informative level of cure is
provided.

Current
programme

CO tool

(2020)

Qutteina,
20201

Current
programme

CO tool

• Al-Azhar service is integrated within the existing university
clinic.
• Al Quds service is an independent structure parallel to the
existing university clinic.
Where it is provided

2020

• It is integrated within existing PHC centres except for
communicable and non-communicable diseases and general
health.
• Mobile clinics in marginalised areas provide all services except
nutrition and dietetics and substance use.

1 Qutteina, M. (2020). Final Report: Evaluation of Youth-Friendly Health Services in Universities. UNFPA, State of Palestine. Retrieved from https://
palestine.unfpa.org/sites/default/files/pub-pdf/evaluation_of_yfhs_centres_in_universities_report.pdf.
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Health Care Package

Categories

Subsections

Narrative/Findings Details

Programme
Date
(Date of
Article)

Relevance/adequacy of
services

• Stakeholders affirmed that YFHS centres respond to priority
issues of youth’s wellbeing, including sexual and reproductive
health and reproductive rights (SRHRR), GBV/harassment
prevention, healthy living, tobacco use and substance abuse.

2020

Qutteina,
20201

AYFS
Protocol

Abou Zeid,
Al Hassy,
Al Jamal,
Hamdan &
Imam, 20182

Current
programme

CO tool

(2020)

Qutteina,
20201

Current
programme

CO tool

2020

Qutteina,
20201

Current
programme

CO tool

• The AYFHS Protocol (including a component on adolescent
and youth SRH services) was developed in 2018 and was
adapted for the 3 university clinics (Al Quds, Birzeit and Al
Azhar).

Strategic
Framework/
AYFHS
Protocol

Wadi,
20203 &
Abou Zeid,
Al Hassy,
Al Jamal,
Hamdan &
Imam, 20182

• The MoH planned to develop national guidelines for health
providers.

2020

Qutteina,
20201

Current
programme

CO data tool

AYFS
Protocol

Abou Zeid,
Al Hassy,
Al Jamal,
Hamdan &
Imam, 20182

Current
programme

CO tool

Referral systems to
relevant specialised
providers

• Referrals are organised to hospitals or specialised clinics using
a standard referral form (which is approved by the MoH).

• There are referral systems to specialised SRH providers
(internal and external/private, psychosocial support,
substance use, communicable diseases).

Youth perceptions
• YFHS centres respond to priority issues of youth’s wellbeing
on the quality of care
to a large extent, including medical consultations, SRH, GBV
(including privacy and
prevention, tobacco use and substance abuse.
confidentiality) and on
providers’ attitudes and • There are policies and procedures to ensure privacy and
confidentiality.
behaviours

Health care providers
trained on AYFHS
packages and approach

Quality of Services

Availability
(Facilitybased/
evidencebased health
services)

Community perceptions
on the quality of
services and on
providers’ attitudes

Standard operating
procedures or
guidelines

• Staff was trained on an the AYFHS Protocol. Some of
the trainings were in the form of an orientation only. The
strategies applied appeared to be appropriate for delivering
services according to the protocol.
• Human resources are trained on adolescent and youth-friendly
communication skills and medicine.

No data available

• Guidelines and standards were developed in 2018 and
updated by the MoH in 2021.

Monitoring
performance
improvement systems

Source

• The 2018 AYFHS Protocol includes a tool/instrument to
assess quality listed in Annex 2 as “Quality of Care/Services”.

• There are external supervision and support visits.
• Standardised systems for quality assessment or monitoring
and evaluation are lacking.

2Abou Zeid, A., Al Hassy, J., Al Jamal, J., Hamdan, M., and Imam, A. (2018). National Protocol for Youth-Friendly Health Services in Palestinian Higher
Education Institutions ()الربوتوكول الوطني للخدمات الصحية الصديقة للشباب يف مؤسسات التعليم العايل الفلسطينية
3Wadi, A. (2020). The Strategic Framework for Sexual and Reproductive Health of Adolescents and Youth in the West bank and Gaza.
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Categories

Subsections

Convenience for
youth (Operating
hours/welcoming
environment)
Outreach/
communication
strategies
Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Programme
Date
(Date of
Article)

Source

• University clinics operate 5 days a week from 8:00 am to
5:00 pm.
• Mobile clinics operate 6 days a week from 8:00 am to 2:00
pm except on Fridays.
• Mostashari and Shobak doctors and counsellors provide 24hour services.

Current
programme

CO tool

• Strategies include the following: peer-to-peer education;
campaigns on social media and mass media; information,
education and communication (IEC) materials in youthserving structures.

Current
programme

CO tool

2020
evaluation

Qutteina,
20201

(2020)

Qutteina,
20201

• All services provided are available for all youth (10–24 years,
males or females).
• All services provided are available in both rural and urban
areas.
• Adolescent and youth facilities are not adapted to youth living
with disabilities.

Current
programme

CO tool

• Existing family services at PHC centres are mostly for married
women and men (due to existing sociocultural norms).

(2019)

Hamdan &
Imam, 20194

2020
evaluation

Qutteina,
20201

Current
programme

CO tool

(2020)

Qutteina,
20201

Current
programme

CO tool

• Parents and teachers showed a wide preference to avoid
discussing SRH issues with children and adolescents.

(2020)

Wadi, 20203

• There is a lack of community awareness about young people’s
SRH needs (which is more prevalent in Gaza).
• Parents accompany their children to PHC centres, which is
also preventing young people from opening up to providers.

(2019)

Hamdan &
Imam, 20194

Current
programme

CO tool

Narrative/Findings Details

• Stakeholders affirmed that YFHS centres respond to priority
issues of youth’s wellbeing including SRHRR, GBV/harassment
prevention, healthy lifestyles, tobacco use and substance
abuse.
Equity (Gender,
geographic location,
inclusion, physical and
financial accessibility,
etc.)

Social and cultural
relevance

• University clinics are accessible for students with disabilities
and for male and female students alike (whether married or
unmarried).

• Cultural sensitivity to certain SRHRR and psychosocial issues
may prevent young people from using the services.
• Social and gender norms and practices limit individual access
to family planning.

Acceptability
(Participation and
perception by
adolescents, parents
and the community

Adolescents’
participation in
appropriate aspects

Community
engagement/support:
Parents, community
and CSOs

• Student volunteers conduct peer-education interventions.
• Adolescents and youth are involved in the service provision
(peer education), as well as in the designing, planning and
monitoring of services.

• Parents, teachers and policymakers have biases and fears
about working with young people on SRH.

4Hamdan, M., and Imam, A. (2019). Mapping Adolescent and Youth Sexual and Reproductive Health Services in Palestine. Jerusalem. Retrieved from
https://healthclusteropt.org/admin/file_manager/uploads/files/1/9-Mapping%20of%20%20youth%20sexual%20and%20reproductive%20
health%20services%20in%20Palestine%2018%20April%202019%20final.pdf
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Categories

Subsections

Health information
systems: Regular data
Effectiveness: Collect
on service delivery and
disaggregated data (by utilisation
age, sex, …)

Periodic evaluation

Institutionalisation

Sustainability
(Commitment, decision
makers and managers)

National strategies

Programme
Date
(Date of
Article)

Source

• The 2018 AYFHS Protocol includes the following tools: a)
daily registration of clients (Annex 3); b) a monthly report
of the provided services (Annex 4); c) a monthly report
of outreach (Annex 5/6); d) a quarterly report of planned
activities (Annex 7).

AYFS
Protocol

Abou Zeid,
Al Hassy,
Al Jamal,
Hamdan &
Imam, 20182

• There is a poor or irregular generation of data on delivery,
utilisation and health outcomes.

Current
programme

CO tool

• A mapping of YFHSs was conducted in 2018, and evaluation
was conducted in 2020.

(2019)

Hamdan &
Imam, 2019

• An AYFHS model was piloted by MoH in Doura/Hebron in
2012) but was not rolled out.

(2020)

Wadi, 20203

• The MoH plans to create an adolescent health unit within its
School Health Department and to patronise an adolescence
health coalition as a coordination mechanism.

2020

Qutteina,
20201

• The School and Adolescent Health Unit at the MoH is to be
responsible for the planning, implementation, and monitoring
and evaluation of AYFHS jointly with school health and
counselling units at the Ministry of Education (MoE).
• The adolescent health coalition is the coordinating
mechanism.

Current
programme

CO tool

• The MoH plans to develop a national strategy on adolescent
and youth SRH.

2020

Qutteina,
20201

• The “Strategic Framework for SRH of Adolescents and Youth
in the West Bank and Gaza” was formulated by Gozour
(NGO).

2020

Wadi, 20203

Current
programme

CO tool

Current
programme

CO tool

2020

Qutteina,
20201

2020

Qutteina,
20201

Narrative/Findings Details

• National youth health strategies were developed and endorsed
by the MoH and the MoE.
Scaling-up strategy

Financing schemes

No data available
• The School and Adolescent Health Unit is responsible for
securing and managing funding.
• Funding comes mainly from donors (UNFPA), while the MoH’s
funding is limited to community and school health education
programmes.
• There are financial sustainability concerns, particularly as to
covering recurrent costs.

Other Barriers
Facilitators

• The involvement of senior medical students as volunteers had a positive impact on
utilisation by youth (Al Azhar University).
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Somalia – Data sheet
Categories

Subsections

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Type of services
provided (SRH,
mental health,
nutrition, etc.)

Narrative/Findings Details

Programme
Date (Date
of Article)

Source

• By 2020, six multipurpose youth-friendly centres (YFCs)
were established to provide vocational training, literacy
training, internet services, career consultations and
socialisation spaces as well as sexual and reproductive health
(SRH) services and psychological support.
• SRH services included sexually transmitted infections (STIs)
and HIV/AIDS testing, psychosocial counselling and family
planning services.
• By 2020, there were 31 one-stop centres (women and
girls-friendly spaces) positioned in health facilities. These
centres enabled gender-based violence (GBV) survivors to
access multisectoral services including psychosocial support,
legal aid, medical support, dignity kits and referrals to other
services.

2020

UNFPA, 20201

• Youth centres offer only substance abuse and limited sexual
and reproductive health (SRH) services.
• GBV one-stop centres (in hospitals) offer mental health
services, psychosocial services and a limited SRH package.
• At primary health care (PHC) centres and hospitals, a health
package is offered for all age groups including adolescents
and youth.

Current
programme

CO tool

2020

UNFPA, 20201

Current
programme

CO tool

(2018)

UNFPA, no
date2

Current
programme

CO tool

• 6 youth centres (6 by NGOs and 1 by the Ministry of Youth
and Sports) + 31 one-stop centres (women and girls-friendly
Number of existing
spaces)
AYFH services
• 7 youth centres (at NGOs premises) and 9 GBV one-stop
centres (in hospitals)
• A team runs the centre in the following setup: 1) a manager,
preferred to be a female (between 15 and 24 years); 2) a
clinical officer or nurse to run the clinic (one female and one
male); 3) trainers for entrepreneurship skills training; 4) two
mobilisers (male and female).

Resources available
to deliver services • There is a sufficient quantity of equipment, but drugs are only
available for SRH and communicable and non-communicable
diseases.
• There is one medical or paramedical staff member (doctor,
nurse or clinical officer) in youth centres and GBV one-stop
centres.
Levels of care

• There are basic care services at existing services in youth
centres and GBV one-stop centres.

Current
programme

CO tool

Where it is
provided

• 7 dedicated youth spaces (GBV one-stop centres) are found
only in hospitals.
• 9 youth centres are found at NGOs premises (which provide
SRH and substance use).

Current
programme

CO tool

(2018)

United Nations
Interagency
Network
on Youth
Development,
20183

Relevance and
adequacy of
services

• No data is available on whether services address the needs
of adolescents and youth.

1 UNFPA. (2020b). Somalia Country Programme Evaluation 2018–2020.
2 UNFPA. (No date). Brief: Youth Centres in Somalia.
3 United Nations Interagency Network on Youth Development. (2018). Global Survey Report on the United Nation›s Work on Youth: (YouthSWAP Outcomes, 2014–2016) Overview, Country Spotlights and Key Lessons Learned.
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Subsections

Health Care
Package

Categories

Narrative/Findings Details

• GBV one-stop centres provide referrals for GBV survivors
requiring help on other services.
Referral systems to • At YFCs, referrals are made to other supported UNFPA
relevant specialised facilities.
providers
• A referral system to specialised providers (SRH, psychosocial,
etc.) exists.

Availability
(Facilitybased/
evidencebased health
services)

Quality of Services

• No data is available on whether youth feel the services are
Youth’s perceptions
private and confidential.
on the quality of
• Some adolescents perceive that the location of facilities is
services
neither safe nor in secure neighbourhoods.
Health care
providers trained
on AYFHS
packages and
approach
Community
perception on
quality of services
and providers’
attitudes

• Health workers were trained to deliver SRH services to
adolescents and youth while upholding client confidentiality.
• Human resources are trained on adolescent and youthfriendly communication skills.
• Bias, discrimination and judgmental attitudes are present
among health providers.

Source

2020

UNFPA, 20201

Current
programme

tool

Current
programme

CO tool

2020

UNFPA, 20201

Current
programme

CO tool

2020

UNFPA, 20201

Current
programme

CO tool

CO tool

tool

No data available

• UNFPA supported the development of operational guidelines
Standard operating
for the one-stop centres.
procedures/
• There are no national standards/guidelines for AYFHSs (that
guidelines
are tailored to adolescents and youth).

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Programme
Date (Date
of Article)

Monitoring
performance
improvement
systems

• Only quality guidelines and standards (for UNFPA-supported
youth centres)
• No standardised systems for quality assessment or
monitoring

Convenience for
youth (Operating
hours/ welcoming
environment)

• AYFHS facilities open from 8 am to 8 pm on weekdays and
from 9 am to 4 pm on weekends.
• Operating hours seem to be inconvenient owing to the long
waiting time.
• There is no available data on distance and associated
transportation costs.

Current
programme

CO tool

Outreach/
communication
strategies to
encourage and
inform youth on
AYFHSs

• Different means exist: peer-to-peer communication;
awareness campaigns on social media and mass media (TV/
radio); information, education and communication (IEC)
materials distributed through youth-serving structures
(schools, vocational schools, youth centres, etc.).

Current
programme

CO tool

Equity (Gender,
location,
inclusion, physical
and financial
accessibility)

• Services are available for all youth (10 to 24 years), for males
and females and for youth with disabilities.
• The majority of services are available in urban and peri-urban
areas.
• Services are free of charge.

Current
programme

CO tool
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Categories

Narrative/Findings Details

Programme
Date (Date
of Article)

Source

• Social and gender norms limit individuals’ access to family
planning.
• Adolescents or youth seeking mental health and psychosocial
support services are stigmatised.

Current
programme

CO tool

• Youth provide peer-education interventions inside health
facilities.
• Youth are engaged in the decision-making, development,
monitoring and evaluation and governance of programmes.

Current
programme

CO tool

• Parents, teachers and policymakers have biases and fears
about working with young people on SRH.
• Parents and community members do not recognise the value
of AYFHS and do not support the provision of a health care
package to adolescents and youth.

Current
programme

CO tool

• Discussions on SRH are considered a taboo in rural and periurban areas.

(2021)

UNFPA, 20201

• Poor or irregular generation of data related to delivery,
utilisation and health outcomes

Current
programme

CO tool

Periodic evaluation

• No periodic methodological evaluation of provided services

Current
programme

CO tool

Institutionalisation

• Ministry of Health is the responsible agent for the planning
and the monitoring and evaluation of AYFHSs.
• There is no consistent mechanism for coordination among
different sectors and departments.

Current
programme

CO tool

• No national youth health strategies

Current
programme

CO tool

• No scaling-up strategy

Current
programme

CO tool

• No governmental contribution; reliance on external/donor
funding

Current
programme

CO tool

Subsections

Social/cultural
relevance

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Adolescents’
participation in the
delivery, planning
and monitoring of
services

Community
support: Parents,
community and
CSOs

Health information
Effectiveness: Collecting systems: Regular
Disaggregated Data (By data on service
delivery/utilisation
age, sex, etc.)

Sustainability
Youth health
(Commitment, Decision strategy
Makers and Managers)
Scaling-up strategy

Financing schemes
Other Barriers

Regional Report

©UNFPA Somalia
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Sudan – Data sheet
Categories

Subsections

Type of services provided
(SRH, mental health,
nutrition, etc.)

Narrative/Findings Details

• All sexual and reproductive health (SRH) services are
provided except for the management of unwanted
pregnancies/abortion.

Health Care Package

Number of existing
• There are no specific health services targeting youth (all
adolescent and youth-friendly
services are considered accessible for youth).
health services (AYFHSs)

Quality of Services

Availability
(Facilitybased/
evidencebased Health
services)

Programme
Date (Date
of Article)

Source

Current
programme

CO tool

Current
programme

CO tool

Resources available to deliver
services (human, equipment,
supplies, drugs)

• There is a multidisciplinary team of health providers
(physicians, nurses, midwives, psychologists and social
workers).
• All SRH drugs are available, but equipment is insufficient.

Current
programme

CO tool

Levels of care (curative,
diagnostic, preventive,
counselling, rehabilitative)

• All levels of care are provided for SRH except for
informative care.

Current
programme

CO tool

Where it is provided (PHC
centres, schools, hospitals,
community centres)

• SRH services are integrated within existing primary health
care (PHC) centres and hospital services (that are offered
to all population groups).
• Peer-driven intervention centres are specific to HIV
survivors. They provide HIV, TB and STI services as well as
family planning information services (health awareness and
health services).

Current
programme

CO tool

Levels of care (curative,
diagnostic, preventive,
counselling, rehabilitative)

No data available

Current
programme

CO tool

Referral systems to relevant
specialised providers

• There are referral systems to relevant specialised providers
for SRH. These are youth friendly as providers are trained
to provide the services to youth between 15 and 25 years
of age.

Current
programme

CO tool

Youth’s perceptions on the
service quality (including
confidentiality and privacy)
and on providers’ attitudes

• Adolescents are not aware of the availability of the health
services.
• Adolescents and youth do not feel that services are private
and confidential.
• Bias, discrimination and judgmental attitudes are present
among health providers.
• Adolescents and youth are stigmatised for seeking mental
health and psychosocial support services.
• Adolescents and youth do not value the need to seek
health services at their age.

Current
programme

CO tool

Health care providers
trained on AYFHS packages/
approach

• Capacity-building training of health care personnel on
AYFHS approach is lacking.

Relevance and adequacy of
services to youth’s needs

• Services do not address the needs of adolescents and
youth.

Current
programme

CO tool

Current
programme

CO tool

Standard operating
procedures/ guidelines
Monitoring and performance
improvement systems

No data available
• No guidelines or standardised systems for quality
assessment or for monitoring and evaluation
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Categories

Accessibility (Designed
to overcome barriers
preventing adolescents
from seeking services)

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Programme
Date (Date
of Article)

Source

Outreach and communication
• There are no outreach services (due to the lack of funds).
strategies to encourage and
Trained peer educators are no longer part of the system.
inform youth on YFHSs

Current
programme

CO tool

Equity (Gender, geographic
location, inclusion, physical
and financial accessibility,
etc.)

• SRH services are available ONLY for married adolescents
and youth (whether males or females).
• SRH services are available in both rural and urban areas.
• No data is available on the costs of services and the
accessibility of people with disabilities.

Current
programme

CO tool

Social and cultural relevance
(Sensitivity to social norms)

• Parental consent is needed to access services.
• Parents, teachers and policy makers have concerns about
working with young people on SRH.
• Parents and community members do not recognise the
value of AYFHSs and do not support the provision of a
health package to youth.
• Social and gender norms limit individuals’ access to family
planning.

Current
programme

CO tool

Adolescents’ participation
in aspects of the delivery,
planning and monitoring of
services

• Adolescents and youth are not engaged in the decision
making, development, monitoring and evaluation and
governance of programmes.

Current
programme

CO tool

Community, parents and
NGOs’ support of the youth
health package

• Parents and community members do not recognise the
value of AYFHS and do not support the provision of a
health care package to adolescents and youth.

Current
programme

CO tool

Current
programme

CO tool

Subsections

Narrative/Findings Details

Convenience for youth
(Operating hours, welcoming
environment)

No data available

Health information system:
Effectiveness: Collecting Regular data on service
Disaggregated Data (By delivery and utilisation
age, sex, etc.)
Periodic methodological
evaluation
Institutionalisation,
governance and coordination
for governing YFHS

Sustainability
(Commitment, decision National strategies
Makers and managers)

Scaling-up strategy
Financing schemes

• There is a poor or irregular generation of data related to
delivery and utilisation, specifically on youth.

CO tool

No data available
• The Ministry of Health is responsible for the planning and
the monitoring and evaluation of AYFHS.
• For SRH, a technical committee will be established to
update an adolescent and youth-friendly manual/strategy.

Current
programme

CO tool

• Sudan adopted WHO’s Global AA-HA. The Ministry of
Health, along with several other ministries (Education,
Youth, Justice), key CSOs and UN agencies, developed the
National Adolescent Health Strategy 2018–2022.
• The strategy is awaiting final government endorsement for
implementation in the upcoming year.

WHO-Sudan
(2019)

WHO,
20191

• The National Youth Health strategy is still pending
approval.

Current
programme

CO tool

• There is a lack of national coordinating mechanisms on
AYFHS.

Current
programme

CO tool

Current
programme

CO tool

Current
programme

CO tool

No data available
No data available

Other Barriers

1 WHO (2019). “Sudan Takes Action to Improve the Health of Its Youth - AA-HA!” World Health Organization. https://apps.who.int/iris/
handle/10665/326384.
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Note from the authors: No comments were received from the Country Office; hence, this
sheet is considered validated.
Categories

Subsections

Type of services
provided (SRH, mental
health, nutrition, etc.)

Narrative/Findings Details
• School/university health programmes offer a
multidimensional health package that includes sexual and
reproductive health (SRH), mental health, nutrition and
dietetics, communicable and non-communicable diseases
and general health.

Health Care Package

Number of existing
adolescent and youthfriendly health services
(AYFHS)

Availability
(Facilitybased/
evidencebased health
services)

Source

Current
programme

CO tool

No data available

Resources available to
deliver services

• There is a multidisciplinary team that includes physicians,
nurses, social workers and dietitians.
• Drugs are only available for communicable and noncommunicable diseases and for general health.

Current
programme

CO tool

Levels of care

• Almost all levels of care are provided for all types of services.

Current
programme

CO tool

Where it is provided

• School/university health services offer the entire health
package.
• Hospitals have dedicated youth spaces that offer mental
health, psychosocial support and general health services.
• Hospitals offer integrated services for mental health,
psychological support, communicable and noncommunicable diseases and general health services (which
are offered to all population groups, including adolescents
and youth).
• Existing primary health care (PHC) centres offer integrated
services for SRH, mental health, communicable and noncommunicable diseases and general health (which are
offered for all population groups, including adolescents and
youth).

Current
programme

CO tool

Relevance and
adequacy of services

Quality of Services

Programme
Date
(Date of
Article)

No data available

Referral systems to
specialised providers

• Referral systems are for mental health, communicable and
non-communicable diseases and general health only.

Current
programme

CO tool

Youth perceptions on
the quality of services

• Adolescent and youth do not feel that the services are
private and confidential.
• Adolescents and youth do not value the need to seek health
services at their age.

Current
programme

CO tool

Health care providers
trained on AYFHS
packages/approach

• Health care providers (who work with school/university
health programmes) are trained on adolescent medicine.
• Bias, discrimination and judgmental attitudes are present
among health providers.
• There is an inability to retain trained staff.
• There is a lack in the capacity-building training of health care
personnel on AYFHS approach.

Current
programme

CO tool

Community perception
on service quality and
on providers’ attitudes

• Parental consent is needed to access services.

Current
programme

CO tool

Standard operating
procedures (SOPs) or
guidelines

• There are no SOPs.

Current
programme

CO tool

• Quality monitoring includes supervision and support visits
(with no client satisfaction surveys or complaint systems).

Current
programme

CO tool

Quality monitoring
improvement systems

Regional report

Categories

Subsections

Effectiveness:
Collecting Data (By
age, sex, etc.)

Sustainability
(Commitment,
decision makers and
managers)

• The AYFHS facilities open from 8 am to 2 pm on weekdays.

Current
programme

CO tool

Outreach and
communication
strategies

• There are no outreach and communication strategies to
encourage and inform youth about services.

Current
programme

CO tool

Equity

• The health package is provided to youth (13–24 years) of
both sexes, and some packages are inclusive of young people
living with disabilities; however, the facilities are not adapted
to youth living with disabilities.
• SRH services are offered only to married women; only the
management of puberty-related disorders/concerns is
offered to all.
• All services provided are available in both rural and urban
areas.
• All services are free of charge.

Current
programme

CO tool

Social and cultural
relevance

• Parental consent is needed to access services.

Current
programme

CO tool

• Adolescents and youth are not involved in the service
provision at facilities.

Current
programme

CO tool

• Parents, teachers and policymakers have biases and concerns
about working with young people on SRH.
• Social and gender norms and practices limit individual access
to family planning.

Current
programme

CO tool

Adolescents’
participation in
appropriate aspects

Community support:
• Health information systems: Regular data on service delivery
Parents, the community
and utilisation
and CSOs

No data
available

Periodic evaluation

• There are periodic methodological evaluations of the
provided services.

Current
programme

CO tool

Institutionalisation

• The School and University Health Department of the
Ministry of Health is responsible for planning, implementing
and monitoring school and university health programmes.
• There are regional focal points who follow up on the
implementation of the programmes with schools.

Current
programme

CO tool

• There are no national youth health strategies.
• The National Health Policy has a separate section on
adolescents and youth.

Current
programme

CO tool

Current
programme

CO tool

National strategies

Scaling-up strategy

Financing schemes

Additional Barriers

Source

Convenience for youth

Accessibility (Designed
to overcome
barriers preventing
adolescents from
seeking services)

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Narrative/Findings Details

Programme
Date
(Date of
Article)

No data available
• Funding for service packages at the national level is provided
by a governmental budget from the Ministry of Health and
the Ministry of Education.
• The General Directorate of Primary Healthcare is responsible
for securing and managing funding.
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Syria – Data sheet
Categories

Subsections

Health Care Package

Type of services
provided (SRH, mental
health, nutrition, etc.)

Availability
(Facilitybased/
evidencebased health
services)

Narrative/Findings Details

Programme
Date (Date of
Article)

Source

• An adolescent health programme (by the Syrian Ministry
of Health) focuses on adolescents aged 10 to 19 years.
It provides reproductive health knowledge, counselling,
premarital examination and testing for infectious and genetic
diseases.

(2015)

DeJong et
al., 20151

Current
programme

CO tool

• A multi-dimensional health package is available in primary
health care (PHC) centres and hospitals and is offered for
all age groups, including adolescents and youth. The health
package includes sexual and reproductive health (SRH),
mental health, nutrition and dietetics, communicable and
non-communicable diseases and general health services.
• SRH services provided are general gynaecological exams,
sexually transmitted infections (STIs) management and
prevention, pregnancy management and provision of
contraception.

Number of existing
AYFH services

• No data available

Resources available to
deliver services

• Services are provided by medical and paramedical teams (by
physicians, nurses and midwives).

Current
programme

CO tool

Levels of care

• SRH services: All levels of care
• Other services: Some levels of care

Current
programme

CO tool

Where it is provided

• All services (except psychosocial support and substance
abuse) are integrated in existing services at PHC centres
and hospitals and offered for all population groups, including
youth.

Current
programme

CO tool

Relevance and
adequacy of services

• No data is available. Study on the needs of adolescents
(Syrian Commission for Family and Population Affairs) is not
published yet.

Current
programme

CO tool

Referral systems to
relevant specialised
providers

• No data available

Current
programme

CO tool

(2017)

UNFPA,
20172

Quality of Services

Youth perception on the
• No data available
quality of services
Health care providers
• There is a lack in capacity-building trainings of health care
trained on AYFHS
personnel on AYFHS approach.
packages and approach • There is inability to retain trained staff.

Community perception
on the quality of
services and on
providers’ attitudes

• Girls (10 to 14 years) are unable to access age-appropriate
psychosocial activities offered by child-friendly spaces being
too old, or by women’s community centres (WCCs) being
too young.
• Girls can visit women and girls safe spaces (WGSS) if they
are within a walking distance and in acceptable areas.

1 D
 eJong, J., Bashour, H., Benkirane, M., Ghanem, M., Gherissi, A., and Zurayk, H. (2015). Regional Advocacy Tool: Sexual
and Reproductive Health and Rights Advocacy in Egypt, Lebanon, Morocco, Sultanate of Oman, Syria, Tunisia and Yemen.
Development Alternatives with Women for a New Era (DAWN). Retrieved from https://dawnnet.org/wp-content/
uploads/2016/04/20150615_RAT_MENA.pdf.
2UNFPA. (2017). Listen, Engage and Empower: A Strategy to Address the Needs of Adolescent Girls in the Whole of Syria.
Retrieved from https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/wos_
adolescentgirlstrategy_final.pdf.
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Availability
(Facilitybased/
evidencebased health
services)

Subsections
Quality of Services

Categories

Source

• National guidelines/ standard operating procedures (SOPs)
are absent.
• SOPs for AYFHSs in health centres are being developed.

Current
programme

CO tool

Monitoring/
performance
improvement systems

• General quality guidelines and standards on privacy and
confidentiality exist.
• Standardised systems for quality assessment or monitoring
and evaluation are lacking.

Current
programme

CO tool

• AYFHS operate on weekdays from 8 am to 3 pm for all
population groups.
• No data is available on distance and transportation cost,
on convenient opening hours for centres or on the need for
parental consent.
• There are general policies to ensure privacy and
confidentiality.

Current
programme

CO tool

• Girls (10 to 14 years) are unable to access age-appropriate
psychosocial activities by “Child Friendly Spaces” (being too
old), or Women’s Community Centres (WCCs) being too
young
• Girls can attend Women & Girls Safe Spaces, if within a
walking distance and in acceptable areas.

(2017)

UNFPA,
20172

• There are no outreach and communication strategies to
encourage and inform youth about services.

Current
programme

CO tool

• All existing services are available for male and female youth
(10-24yrs), including refugees and youth with disabilities.
• All existing services are available in both rural and urban
areas.
• Services are free of charge.

Current
programme

CO tool

• Sensitising parents and communities on the needs of
adolescent girls has proved difficult, and there is reluctance
to change views on the traditional roles and needs of
adolescent girls.

(2017)

UNFPA,
20172

• Socio-cultural values differ across regions.

Current
programme

CO tool

• Adolescents and youth are neither involved in service
provision at facilities nor engaged in the decision-making,
development, monitoring and governance of programmes.

Current
programme

CO tool

Community support:
Parents and CSOs

• No data available

Current
programme

CO tool

Health information
systems: Regular data
on service delivery/
utilisation

• Data collected is rarely used to inform decision-making
parties at health facilities.
• There is poor or irregular generation of data related to
delivery, utilisation and youth health outcomes.

Current
programme

CO tool

Periodic evaluation

• No periodic methodological evaluation of the long-term
impact of the provided services

Current
programme

CO tool

Accessibility

Outreach and
communication
strategies

Equity

Social and cultural
relevance

Effectiveness:
Collecting
Disaggregated Data
(By age, sex, etc.)

Programme
Date (Date of
Article)

Standard operating
procedures/guidelines

Convenience for youth

Acceptability
(Participation and
perception by youth,
parents and the
community)

Narrative/Findings Details

Adolescents’
participation in
appropriate aspects
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Categories

Subsections

Institutionalisation
Sustainability
(Commitment,
decision makers and
managers)

National strategies
Scaling up strategy

Financing schemes
Additional Barriers

Narrative/Findings Details

Programme
Date (Date of
Article)

Source

• PHC Directorate (Child and Adolescent Department) is
responsible for planning, implementing and monitoring
AYFHSs as well as coordinating among different sectors and
departments.

Current
programme

CO tool

• Absence of national youth health strategies
• Lack of a national coordination mechanism for AYFHSs

Current
programme

CO tool

Current
programme

CO tool

No data available
• Funding at the national level is governmental funding that is
managed by the Financial Management Department of the
Ministry of Health.

Regional Report

©UNFPA Syria
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Tunisia – Data sheet
Categories

Subsections

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Type of services
provided (SRH, mental
health, nutrition, …)

Number of existing
AYFHS

Programme
Date
(Date of
Article)

Source

• In dedicated “youth-friendly spaces” (YFSs), the health
package was mainly sexual and reproductive health
(SRH) which comprised the following: a) management
of unwanted pregnancies for unmarried young women;
b) management of puberty disorders; c) pre-natal care;
d) contraception (and emergency pills); e) listening
and counselling; f) management of sexually transmitted
infections (STIs); g) condom promotion.
• Service package varies from one space to another.

By 2017

National Board
of Family and
Population and
UNFPA, 20171

• A multi-dimensional health package is available in public
health care (PHC) centres that are offered for all age
groups, including adolescents and youth. The package
includes SRH, mental health, nutrition and dietetics,
psychosocial support, substance use, non-communicable
diseases and general health services.
• SRH services include general gynaecological complaints,
management and prevention of STIs, management
of puberty concerns, management of pregnancies,
management of unwanted pregnancies, provision of
contraception, gender-based violence prevention and
protection and STDs counselling.

Current
programme

CO tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Current
programme

CO Tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Current
programme

CO tool

Current
programme

tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Narrative / Findings details

• Since initiation in early 2000, 22 youth-friendly spaces
were established till the time of evaluation (2017).
• 22 standalone SRH adolescent and youth-friendly health
services (AYFHSs) (which do not include services
integrated in PHC structures and hospitals)

• In YFSs, there is a team of paramedics, psychologists
and animators. Doctors are available only when the
Resources available to
YFS is located within the National Board of Family and
deliver service (Human,
Population’s (ONFP) SRH/family planning clinics.
equipment, supplies,
drugs)
• Services are delivered by physicians, nurses, midwives,
psychologists and social workers.

Levels of care
(Curative, diagnostic,
preventive, counselling,
rehabilitative)

• All levels of care, including informative, diagnostic and
screening, curative, rehabilitative and counselling, are
provided.

• All levels of care are provided at AYFHSs.

1National Board of Family and Population and UNFPA. (2017). Final Report: Evaluation of Youth-Friendly Spaces of the National Board of Family and Population.
Tunisia.
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Subsections

Health Care Package

Categories

Where it is provided
(PHC, schools,
hospitals, community
centres)

Programme
Date
(Date of
Article)

Source

• Some are located within ONFP centres (in dedicated
spaces). Others are standalone YFSs.

By 2017

National Board
of Family and
Population and
UNFPA, 20171

• Dedicated youth-friendly spaces (offering SRH and
substance abuse services )
• PHC centres, hospitals and school/university clinics
(offering entire packages in an integrated manner)

Current
programme

CO tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Current
programme

CO tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Current
programme

CO tool

• The 2019 National Adolescent and Youth Health Strategy
highlighted the lack of guidelines and standards and
urged for their development.

(2019)

Ministry of
Health of Tunisia
and UNFPA,
20192

• SOPs and guidelines are being developed (to be launched
in the year 2021).

Current
programme

CO tool

• External supervision and support visits are performed.
• Standardised systems for quality assessments or for
monitoring and evaluation are lacking.

Current
programme

CO tool

Narrative / Findings details

Relevance and
• Some youth expressed the need to include substance and
adequacy of services to
tobacco abuse.
youth’s needs
Referral systems to
specialised providers

• School/university clinics refer adolescents and youth to
specialists in available PHC centres and hospitals.

• Among users, 80–90% consider that services meet their
expectations and that staff are welcoming and attentive.
Youth’s perceptions on
100% of young people believe that confidentiality is
the quality of services
preserved.
(including privacy and
• Clientele of YFSs are mostly girls or young women
confidentiality) and
(90%).
providers’ attitudes and • Young girls and single women frequenting YFS and ONFP
behaviours
services feel that they are socially stigmatised.
• Young men believed that YFSs are dedicated only to
women, and mainly married women.

Availability
(Facilitybased/
evidencebased health
services)
Quality of Services

• At the beginning of the programme, staff had specific
training. However, due to a high turnover, the majority
were lost.
Health providers
trained on AYFHS
packages/approach

Community perception
on the quality of
services and on
providers’ attitudes

Standard operating
procedures (SOPs)/
guidelines

Quality/performance
monitoring systems

95

• Capacity-building training of health care personnel on
AYFHS approach is lacking.
• Health care providers working in general PHC centres are
not trained on friendly approaches.
• Bias, discrimination and judgmental attitudes are present
among health care providers.
• No data available
• Adolescents are not aware of the availability of AYFHSs
and do not value the need to seek health services at their
age.

2 Ministry of Health of Tunisia and UNFPA. (2019). Stratégie Nationale Multisectorielle de Promotion de la Santé des Adolescents et des Jeunes 2020–2030 (Draft 3). Unpublished
manuscript. Retrieved 2021.
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Categories

Subsections

Convenience for
youth (Operating
hours/ welcoming
environment)

Programme
Date
(Date of
Article)

Source

• Generally, AYFHSs function in one morning shift (from 8
am to 1 pm on weekdays) and close on weekends.
• nconvenient hours of operation tofor youth.

By 2017

National Board
of Family and
Population and
UNFPA, 20171

• Adolescents are not aware of the availability of AYFHSs
and do not value the need to seek health services at their
age.

Current
programme

CO tool

• AYFHSs staff communicate with local structures
(schools, universities, training centres, associations, etc.)

By 2017

National Board
of Family and
Population and
UNFPA, 20171

Current
programme

CO tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

By 2015

DeJong et al.,
20153

Current
programme

Tool

By 2017

National Board
of Family and
Population and
UNFPA, 20171

• Peer educators are involved in sensitisation/ educational
activities inside and outside YFSs.
• The role and frequency of peer educators need further
clarifications.

By 2017

National Board
of Family and
Population and
UNFPA, 20171

• Youth are not involved in service provision nor in the
decision-making, development, monitoring or governance
of facilities.

Current
programme

CO tool

--

--

Narrative / Findings details

Outreach and
communication
strategies to encourage
• Peer-to-peer communication, awareness campaigns on
Accessibility (Designed and inform youth on
social media platforms and awareness campaigns on TV
AYFHS
to overcome
and radio channels, as well as information, education and
barriers preven.ting
communication (IEC) material distributed through youthadolescents from
serving structures
seeking services)
• Clientele of YFSs are mostly girls or young women
(90%), and they are at a constant drop since 2011.
• Young men feel that ONFP services are dedicated
exclusively to women.
• 14% of YFSs have the least access for persons with
Equity (Gender,
disabilities.
geographical location,
inclusion, physical and • Services are free of charge and accessible to young girls
and boys.
financial accessibility,
etc.)
• SRH services are available to all adolescents and youth
aged 10–24 years (including refugees).
• YFS facilities are not adapted to youth living with
disabilities.
• Dedicated spaces (YFSs) are located in urban areas.
• The social perception of ONFP’s missions is linked to
family planning, resulting in a limited use of YFSs by
Social and cultural
youth, especially single girls.
relevance (Sensitivity to
• The perception and image of ONFP is associated with
social norms)
family planning and abortion, which hinders utilisation of
YFSs by young people.
Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Adolescents’
participation in service
delivery, planning and
monitoring

Community, parents
and NGOs support of
the provision of health
packages to youth

• Low utilisation due to the social stigma attached to
premarital sex is noted.

3DeJong, J., Bashour, H., Benkirane, M., Ghanem, M., Gherissi, A., & Zurayk, H. (2015). Regional Advocacy Tool: Sexual and Reproductive Health and Rights
Advocacy in Egypt, Lebanon, Morocco, Sultanate of Oman, Syria, Tunisia and Yemen. Development Alternatives with Women for a New Era (DAWN). Retrieved from
https://dawnnet.org/wp-content/uploads/2016/04/20150615_RAT_MENA.pdf.
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Categories

Effectiveness:
Disaggregated Data
(By age, sex, etc.)

Subsections

Regular data on service
delivery and utilisation
(Health information
system)

Periodic evaluations

Institutionalisation,
governance and
coordination for
governing AYFHS

Sustainability
(Commitment,
decision makers and
managers)

National strategies

Scaling up strategy

Financing schemes to
cover service packages
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Programme
Date
(Date of
Article)

Source

(2017)

National Board
of Family and
Population and
UNFPA, 20171

• There is poor or irregular generation of data related to
delivery, utilisation and health outcomes.
• Data collected is rarely used to inform decision-making
parties at health facilities.

Current
programme

CO tool

• Evaluations were conducted in 2008 and 2017.

Current
programme

CO tool

(2017)

Article 201

Current
programme

CO tool

Narrative / Findings details

• Consultation registries exist for midwives and animators,
but not for psychologists.

• Absence/lack of juridical status or “charte” for YFSs
(Only “information pamphlets)
• YFSs vision and mission: Non-harmonized perception
between central and regional administrations
• ONFP is responsible for planning and implementing
AYFHSs with the Schools and Universities Medicine
Department of the Ministry of Health
• The existence of a national coordinating body on AYFHSs
is lacking.

• Formulated in 2019

National Board
of Family and
Population and
UNFPA, 20171

• The National Adolescent and Youth Health Strategy did
not define “scaling up strategy”.

National Board
of Family and
Population and
UNFPA, 20171

• Tunisian government is the main funding source to cover
the services/packages at the national level.
• The General Directorate of Health of the Ministry
of Health is responsible for securing and managing
governmental funding.

Current
programme

CO tool
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The United Arab Emirates – Data sheet
Note from the authors: No comments were received from the Country Office; hence, this
sheet is considered validated.
Narrative/Findings Details

Source

Type of services
provided (SRH, mental
health, nutrition, etc.)

• A multidimensional health package is offered for all age
groups including adolescents and youth; it includes sexual
and reproductive health (SRH), mental health, nutrition
and dietetics, psychosocial support, substance use, noncommunicable diseases and general health services.
• SRH services include the management of sexually
transmitted infections (STIs), the management of
pregnancies, the management of unwanted pregnancies,
prevention and protection from gender-based violence
(GBV) and listening and counselling for sexually transmitted
diseases (STDs).

Current
programme

CO tool

Number of existing
adolescent and youthfriendly health services
(AYFHSs)

• No data available

Current
programme

CO tool

Resources available to
deliver services

• There is a multidisciplinary team including physicians,
nurses, social workers and dietitians.
• Drugs are available for all services, but equipment is not
available.

Current
programme

CO tool

Levels of care

• Almost all levels of care are provided for all types of services.

Current
programme

CO tool

Where it is provided

• The multi-dimensional package is integrated into existing
services of primary health care (PHC) centres and hospitals.

Current
programme

CO tool

Relevance and
adequacy of services

• No data available

Current
programme

CO tool

Referral systems to
specialised providers

• There is a referral system to relevant specialised providers
for substance use only.

Current
programme

CO tool

Youth perceptions of
the quality of services

• There are procedures and policies to ensure privacy and
confidentiality.
• No data is available on whether adolescents and youth feel
that services are private and confidential.
• Adolescents and youth seeking mental health and
psychosocial support services are stigmatised.

Current
programme

CO tool

Subsections

Health Care Package

Categories

Programme
Date
(Date of
Article)

Quality of Care

Availability
(Facilitybased/
evidencebased health
services)

Health care providers
trained on AYFHS
packages and approach

No data available

Current
programme

CO tool

Community perception
of the quality of
services and on
providers’ attitudes

No data available

Current
programme

CO tool

Standard operating
procedures and
guidelines

No data available

Current
programme

CO tool

Current
programme

CO tool

Monitoring
performance
improvement systems

• The monitoring and performance systems include quality
guidelines and standards and complaint systems.
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Categories

Subsections

Convenience for youth

Outreach and
communication
Accessibility (Designed
strategies
to overcome
barriers preventing
adolescents from
seeking services)

Equity

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Effectiveness:
(Collecting
Disaggregated Data
(By age, sex, etc.)
Periodic evaluation

Sustainability
(Commitment,
decision makers and
managers)

Source

• The AYFHS facilities open from 8 am to 8 pm on weekdays
and from 9 am to 4 pm on weekends.
• There is no available data on parental consent.

Current
programme

CO tool

• We do not know if there are outreach and communication
strategies to inform youth about service availability and
to encourage them to use these services. However, it
was mentioned that there are awareness campaigns on
social media platforms as well as mass media awareness
campaigns on TV and radio channels.

Current
programme

CO tool

• SRH services are available for males and females including
refugees and people living with disabilities.
• All services provided, except for SRH, are available for all
adolescents and youth aged 10 to 24 years (for both males
and females), including refugees and people living with
disabilities.
• All services provided are available in both rural and urban
areas.
• Health facilities are adapted to youth living with disabilities.

Current
programme

CO tool

Narrative/Findings Details

Social and cultural
relevance

No data available

Current
programme

CO tool

Adolescents’
participation in
appropriate aspects

No data available

Current
programme

CO tool

Community support:
Parents and CSOs

No data available

Current
programme

CO tool

Health information
system: Regular data
on service delivery and
utilisation

No data available

Current
programme

CO tool

No data available

• Current programme

Institutionalisation

• The Ministry of Health and Prevention is responsible for the
planning, monitoring and evaluation of AYFHSs.
• No data is available on whether there is a national
coordinating body on AYFHSs.

National strategies
Scaling-up strategy

Financing schemes
Additional Barriers

Programme
Date
(Date of
Article)

CO tool
Current
programme

CO tool

No data available

Current
programme

CO tool

No data available

Current
programme

CO tool

Current
programme

CO tool

• Funding the health services is through the The United Arab
Emirates federal budget.

99

100

Assessment of adolescent and
youth-friendly health services
in the Arab region

Yemen – Data sheet
Note from the authors: No comments were received from the Country Office (CO);
hence, this sheet is considered validated.

Categories

Subsections

Narrative/Findings details

• One multi-purpose youth centre was established by Youth
without Borders to provide entrepreneurship, life skills,
peacebuilding skills, computer and English language Skills,
gender-based violence management, psychosocial support
and health services.
• Health services include general medical consultations and
sexual and reproductive health (SRH) awareness activities.

Availability
(Facilitybased/
evidencebased health
services)

Health Care Package

Type of services
provided (SRH, mental
health, nutrition, etc.)

Programme
Date
(Date of
Article)

Source

Current
programme

UNFPA,
20211

Yemeni
Association
for
Reproductive
Health,
20182

• In 2011, the Yemeni Association for Reproductive Health
established one youth-friendly health service (YFHS)
centre that provides SRH awareness raising by trained peer
educators.
• An SRH package is available in primary health care
(PHC) centres and is offered for all age groups, including
adolescents and youth.
• The youth SRH package is limited to counselling on sexually
transmitted diseases (STDs) and psychological support for
all types of violence.

Current
programme

CO tool

UNFPA,
20211 and
Yemeni
Association
for
Reproductive
Health,
20182

Number of existing
AYFH services

• One YFHS centre was established by the Yemeni Association
for Reproductive Health and one youth centre was
established by Youth without Borders NGO.

Resources available to
deliver services

• The youth health package is delivered by physicians,
psychologists and social workers.
• There are insufficient quantities of equipment.
• Drugs are available only for SRH and psychological support
services.

Current
programme

CO tool

Levels of care

• All levels of care for both SRH and psychosocial services are
provided.

Current
programme

CO tool

• SRH services are integrated in existing PHC services,
targeting all population groups including youth.

Current
programme

CO tool

Where it is provided

• One youth centre by a youth NGO and one YFHS centre by
the Yemeni Association for Reproductive Health.

CO tool

Relevance and
adequacy of services

• Services do not address the needs of adolescents and youth.

Current
programme

CO tool

Referral systems to
specialised providers

• A referral system for SRH and psychosocial services exists;
data on the referral system is not available.

Current
programme

CO tool

1  UNFPA. (2021). Youth Service Centres: Towards an Integrated Approach: Gender-Based Violence, Peacebuilding, Employability and
Reproductive Health: A Progress Report.
2 Yemeni Association for Reproductive Health. (2018). “A Brief about the Youth-Friendly Service Centre of the Yemeni Association for
Reproductive Health”. []نبذة عن مركز الخدمات الصديقة للشباب التابع للجمعية اليمنية للصحة اإلنجابية
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Categories

Subsections

Narrative/Findings details

• There is no available data on youth’s perceptions of the
service quality.
Youth perception on the • Policies and procedures on youth’s privacy and confidentiality
quality of services
exist. No documentation was provided.
• Adolescents and youth seeking mental health and
psychosocial support services are stigmatised.

Availability
(Facilitybased/
evidencebased health
services)

Quality of Services

• Human resources are trained on adolescent and youthfriendly communication skills.
• There is an inability to retain trained staff.

Source

Current
programme

CO tool

Current
programme

CO tool

Health care providers
trained on AYFHS
packages and approach • One YFHS centre (by the Yemeni Association for
Reproductive Health) has a trained team of medical staff and
social workers.

Community perception
on the quality of
services and on
providers’ attitudes

Yemeni
Association
for
Reproductive
Health,
20182

No data available

Standard operating
procedures (SOP)/
guidelines

• National SOP/guidelines exist.

Current
programme

CO tool

Monitoring
performance
improvement systems

• Quality monitoring systems include the following: 1) quality
guidelines and standards; 2) external supervision visits; 3)
client satisfaction surveys; 4) complaint systems. However,
no documentation was provided and it is not clear if the
systems are AYFHS specific.

Current
programme

CO tool

Convenience for youth

• AYFHS facilities open from 8 am to 4 pm on weekdays.

Current
programme

CO tool

Outreach and
Accessibility (Designed communication
to overcome
strategies
barriers preventing
youth from seeking
services)

Acceptability
(Participation and
perception by
adolescents, parents
and the community)

Programme
Date
(Date of
Article)

• Outreach and communication strategies that are found in
the tool are used in addition to allocating group sessions for
young people to introduce them to the services.

Current
programme

CO tool

Equity

• A youth health package is provided to all male and female
youth (10–24 years), including refugees and youth living with
disabilities; however, the facilities are not adapted to youth
Current
with disabilities.
programme
• SRH services are mainly available in urban areas.
• Services are free of charge.

CO tool

Social and cultural
relevance

• Social and gender norms limit individuals’ access to family
planning.

CO tool

Adolescents’
participation/
involvement in
appropriate aspects
Community support:
Parents and CSOs
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Current
programme

• Youth are involved in the provision of services in facilities —
all those found in the tool.
• Young peer educators with university degrees are trained to
pass on what they have gained to their peers.

Current
programme

CO tool

• Parents, teachers and policymakers have biases and fears
about working with young people on SRH.

Current
programme

CO tool
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Categories

Effectiveness:
Collecting
Disaggregated Data
(By age, sex, etc.)

Sustainability
(Commitment,
decision-makers and
managers)

Subsections

Source

No data available

Current
programme

CO tool

Health information
systems: Regular data
on service delivery/
utilisation
Periodic evaluation

• There is a methodological evaluation of the provided
services; however, no documentation was provided.

Institutionalisation

• Not institutionalised

Youth health strategy
Scaling-up strategy

Financing schemes
Barriers

Narrative/Findings details

Programme
Date
(Date of
Article)

Current
programme
Current
programme

• Absence of national youth health strategies

CO tool
CO tool

Current
programme

CO tool

Current
programme

CO tool

No data available
• Lack of sustainable funding of services/packages
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Appendix 1: global standards for quality
health services for adolescents
(WHO, 2015)
escents health literacy

Standard 1. The health facility implements systems to ensure that
adolescents are knowledgeable about their own health, and they know
where and when to obtain health services.

community support

Standard 2. The health facility implements systems to ensure that
parents, guardians and other community members and community
organizations recognize the value of providing health services to
adolescents and support such provision and the utilization of services
by adolescents.

Appropriate package of
services

Standard 3. The health facility providers a package of information,
counselling, diagnostic, treatment and care services that fulfils the
needs of all adolescents. Services are provided in the facility and
through referral linkages and outreach.1

Providers’ competencies

Standard 4. health-care providers demonstrate the technical
competence required to provide effective health services to adolescents.
Both health care providers and support staff respect, protect and
fulfil adolescents’ rights to information,privacy,confidentiality, nondiscrimination, non-judgemental attiyude and respect.

facility characteristics

Standard 5. The health facility has convenient operating hours,
a welcoming and clean environment and maintains privacy and
confidentiality. it has the equipment, medicines, supplies and
technology needed to ensure effective service provision to adolescents.

Equity and nondiscrimination

Standard 6. The health facility providers quality services to all
adolescents irrespective of their ability to pay, age, sex, marital
status, education level, ethnic origin, sexual orientation or other
characteristics.

Data and quality
improvement

Standard 7. The health facility collects, analyses and uses data on
service utilization and quality of care, disaggregated by age and sex,
to support quility improvement. Health facility staff is supported to
participate in continuous quality improvement.

Adolescents
participation

Standard 8. Adolescents are involved in the planning, monitoring and
evaluation of health services and in decisions regarding their own care,
as well as in certain appropriate aspects of service provision.
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