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Abstract

Background: Adolescence, age between 10 and 19 years, is marked as a period of transition
and experimentation. This period not only brings changes to their body but also
vulnerabilities to the undesirable effect of sexuality, marriage, and childbearing. Globally,
pregnancy and childbirth are among the main contributors to diseases and disability among
adolescents: early childbearing is linked with a higher risk of unsafe abortions, maternal
mortality, and morbidity. Teen pregnancy and sexually transmitted infections (STIs) can have
negative consequences for maternal and child health, as well as limit women's future chances,
resulting in increased gender and social inequities Objective: The main objective of the study
was to assess quality of youth-friendly sexual and reproductive health service and
determinants of satisfaction among youth in selected public health facilities of Addis Ababa,
Ethiopia, 2022. Method: Facility-based cross-sectional study supplemented with the
qualitative design was conducted from 27 April to 10 June 2022 in 25 selected public health
centers in Addis Ababa, Ethiopia. To determine the satisfaction of youth, 238 clients were
included in the study using a simple random sampling technique. Data was collected by using
an interview-administered questionnaire, observation checklist, and key informant interview.
Both descriptive statistics was used to measure the quality of YFS and multi-variable binary
logistic regression was employed, and the odds ratio with a 95% confidence interval along
with p-values were used in reporting the results. Result: The study revealed that only six
(24%), seven (28%) and three (12%) of the sampled health care facilities have good
structural quality, process quality and output quality respectively. Only 2 (8%) of the health
facilities had good overall quality of YFS. Regarding client satisfaction, 33.6% of the study
participants were satisfied. Female clients were nearly two times [AOR (95%Cl) 1.87 (1.07-
3.26)] more likely to be satisfied than their male counter parts. Similarly, youths aged >20
years were about 2.5 times [AOR (95% CI) 2.52(1.35-4.70)] more likely to be satisfied than
those aged 15-19 years of age. Students were 76% less likely [AOR (95% CI) 0.24(0.04-
1.40)] to be satisfied when compared to unemployed. Our qualitative assessment showed that
weak support system, inadequate capacity of the service provider, overburden of the health
service provider and lack of adequate infrastructure are barriers for implementation of
quality YFS. Conclusion: The quality of YFS in Addis Ababa is low even when compared to
studies done in regional facilities. Both the overall quality and each dimension of YFS quality
is lower when evaluated based on the WHO standard. In addition, our study revealed that
two-third of youths who were using YFS were not satisfied. Barriers such as weak support
system, inadequate capacity of the service provider, high workload of the health service
provider and lack of adequate infrastructure contributed for low quality of YFS.

Keywords: Youth friendly service, Sexual and reproductive health, Quality, Adolescent,
servicesatisfaction, AddisAbaba.
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CHAPATER ONE

INTRODUCTION
1.1 Background

Adolescence, age between 10 and 19 years, and youth 15-29 years is marked as a period of
transition and experimentation. This period not only brings changes to their body but also
vulnerabilities to the undesirable effect of sexuality, marriage, and childbearing. Globally,
pregnancy and childbirth are among the main contributors to diseases and disability among
adolescents: early childbearing is linked with a higher risk of unsafe abortions, maternal
mortality, and morbidity (Blum & Gates, 2015; Darroch, Woog, Bankole, & Ashford, 2016).
Teen pregnancy and sexually transmitted infections (STIs) can have negative consequences for
maternal and child health, as well as limit women's future chances, resulting in increased gender

and social inequities

Youth-friendly sexual and reproductive health services (YFSRHS) are services or clinics that
provide a broad range of sexual and reproductive health care in manners that are sensitive to
young people's unique needs, vulnerabilities, and preferences (Wegelin-Schuringa, Miedema,
van der Kwaak, & Karen‘t Hooft, 2014). These services can only be youth-friendly when youth
are actually involved in the structure and quality of the services provided, and can incorporate
services such as contraceptives & STI’s, pregnancy, safe abortion, access to information
(counseling & voluntary counseling and testing (VCT)), and other services (Senderowitz, 1999).
These youth friendly services succeed in attracting and retaining young clients for continuing
care and this can only be done when there is understanding and respect for young people’s sexual
and reproductive rights (YOUTH DO IT, 2021). World Health Organization (WHQO) promotes
Youth Friendly Reproductive Health Services (YFRHS) to improve the SRH of the young
generation. It is highly specialized and a cost-effective program that could contribute to better
health among young people through reducing SRH problems such as unwanted pregnancies, new

HIV infections, STI and increased overall service utilization (World Health Organization, 2012) .

Over the past two decades, researchers and health programmers have been implementing youth-
friendly model of health services in primary health care setting to address barriers to accessing
health care for young people, including adolescents and youths. This is part of the WHO's global



call for the development of health services that are relevant to young people worldwide (Tylee,
Haller, Graham, Churchill, & Sanci, 2007; World Health Organization, 2003). According to the
World Health Organization (WHO), youth refer to people aged between 15 and 24 years and are
characterized by unique physical, psychological, social, and emotional changes that put their life
at high risk. The National Youth Policy of Ethiopia classifies youth as those between the ages of
15-29 years. Ethiopia has a rapidly growing population of adolescents and youth 33.8% of the
estimated total population of 90 million (CSA, 2015; UNFPA,2021).

As part of the global approach (Tylee et al., 2007; World Health Organization, 2003) Ethiopia
has been striving to improve adolescents and youth health through ratifying national youth policy
in 2004 (FDRE, 2004) and the programs were implemented in Ethiopia since 2006, primarily by
NGOs (Pathfinder was pioneer). YFRHS service is currently owned by the government and is
delivered within the framework of existing public health institutions using an age-based strategy
(Jain, Ismail, Tobey, & Erulkar, 2017). Following the national youth policy, the country has
developed and implemented two national adolescent and youth reproductive health strategies: the
pre-2015 strategy (2007 to 2015) (FMOH, 2006) and the post 2015 strategy (2016 to 2020)
(FMOH, October 2016). This strategy is being implemented in a variety of ways, both as a stand-
alone modality and by integrating sexual and reproductive health services into basic health

services, mostly in primary health care settings, but also in secondary and tertiary care settings.

1.2 Statement of the Problem

In Ethiopia, young people face a variety of sexual and reproductive health (SRH) problems,
including unwanted pregnancy, unsafe abortion, pregnancy-related complications, and sexually
transmitted infections and diseases (Agajie, Belachew, Tilahun, & Amentie, 2015; Central
Statistical Agency (CSA) [Ethiopia] and ICF, 2016; Kassa et al., 2016; Muche, Kassa, Berhe, &
Fekadu, 2017). Besides, youth have high unmet need for family planning utilization and limited
awareness of STI prevention (CSA Ethiopia; Tebekaw, Aemro, & Teller, 2014).

The government of Ethiopia is striving to make YFSRHS available by integrating it to primary
health care services. So far, the provision of services has been extremely successful. However,
simply having access to services is insufficient; quality, as an important component in

maximizing the health of young people, should not be overlooked. Youths care quality is crucial



since poor care is associated to more unplanned pregnancies and Sexually Transmitted Infections
(STI) rates (World Health & Unaids, 2015). In the same way, good contraception minimizes
unexpected pregnancies, which means fewer unintended births, abortions, and maternal deaths
(Darroch, Woog, Bankole, & Ashford, 2016).

Despite the limited number of evidence, the available literature from research done in different
part of Ethiopia found that the quality of YFS is poor. A study conducted in West Gojjam zone,
Ethiopia in 2018 to assess the quality of the service using the Donabedian model showed that
none of the health facilities achieved > 75% in the three components (Structure, process and
output) of quality measurement. From 18 health facilities, 6(33.3%) provided low quality in all
domains (Munea, Alene, & Debelew, 2020). Another study conducted in northern Ethiopia found
that the quality of adolescent and youth-friendly health services was 58.8, 46.4, and 47.2% for
structural, process, and output quality dimensions, respectively. The predictor variables for
output quality were, being a student, farmers, own income sources, exempted services, and long
waiting time. The same study found that the overall quality of adolescent and youth-friendly
health services was still lower than the WHO good quality standards (Gebrie, Asrade, Tsehay,
Yazachew, & Dellie, 2021). A study conducted in southern Ethiopia found that the overall youth
clients’ satisfaction on YFS was 54.41%. Various factors such as age, employment, place of
YFS, frequency of visit, waiting time, and comfort with providers’ sex were factors which are

significantly associated with client satisfaction in this study (Mulugeta et al., 2019).

The evidence from both high- and low-income nations shows that services for youths are highly
fragmented, poorly integrated, and uneven in quality (World Health & Unaids, 2015). Particular
to Ethiopia, limited evidence is available on the quality of youth-friendly service (Mauerhofer,
2010). The current literatures focuses solely on evaluating factors that influence YFS use.
(Ayehu, Kassaw, & Hailu, 2016). There is evidence gap on the state of YFS service quality in
Ethiopia. Particular to the study area, Addis Ababa the available studies focus on YFS uptake
rather than the quality (Tesfaye et al., 2015). As far as the literature search is concerned, there is
a paucity of evidence on the quality of YFS in the study area, Addis Ababa. In addition to the
limited number of evidence, quality of health services needs to be assessed periodically to better
strengthen the quality of the services and promote service uptake. As a result, this research will
fill a knowledge gap about the quality of youth-friendly services and give local evidence for



context-specific decision-making. We also intend to determine the factors affecting clients YFS
satisfaction which will help to identify target area of intervention for improving satisfaction. It
will also aid health-care providers, policymakers, and other groups in improving youth-friendly
services in public health facilities.

1.3 Objective of the study
General objective
e To investigate the level of quality of youth-friendly sexual and reproductive health
service in Selected Public Health Facilities of Addis Ababa, Ethiopia, 2022.

Specific objective

e To investigate the quality of youth-friendly sexual and reproductive health service in
selected public health facilities of Addis Ababa and
e To investigate the determinants of satisfaction of youth-friendly sexual and reproductive

health service among youth in selected public health facilities of Addis Ababa.

1.4 Research questions

» How is the quality of youth-friendly sexual and reproductive health service in Selected Public
Health Facilities of Addis Ababa look like?

» What is youths' level of satisfaction of the services?

» What are the determinants of satisfaction of youth-friendly sexual and reproductive
health service among Youth in Selected Public Health Facilities of Addis Ababa?

1.5 Significance of the Research

This research will fill a knowledge gap about the quality of youth-friendly services and give
local evidence for context-specific decision-making. It also aids health-care providers,

policymakers, and other groups in improving youth-friendly services in public health facilities.

1.6 Scope of the Study

The study was conducted in Addis Ababa Selected public health facilities. We randomly selected
public health facilities in Addis Ababa to make the finding representative. All the three

components of the YFS such as structure, process and output were assessed to determine the



quality of the services. The study mainly involves service provider who are health professionals,
service recipient who are Youths. Youths who visit health facility for services other than sexual

and reproductive health (SRH) were not part of the study.

1.7 Limitation of the study

This study has following limitations:

e the study related to reproductive issues is much sensitive and might result in social
desirability bias, which might have underestimate or overestimate an outcome of interest.

e Some reproductive related questions were asked to track past experiences of the youth,
which might be subject to recall bias and thus could compromise the findings of the
study.

e The study was conducted immediately after COVID-19 pandemic and the war in northern
part of Ethiopia. This has disrupted the health system and resulted in shifting of resources
to pandemic control and rehabilitation war affected areas. This may lead to
overestimation of poor quality of YFS. We recommend careful interpretation of the study
finding in consideration of those facts.

e The study also shares the limitation of cross-sectional design as in this case it is difficult

to establish the temporal sequence between independent and outcome variable.



CHAPTER TWO

LITERATURE REVIEW
2.1 Conceptual literature

SRH is described by the amalgamation of “sexual health” and “reproductive health”. Sexual
health has been defined by the World Health Organization (WHO) as “a state of complete
physical, emotional, mental and social well-being in relation to sexuality; not merely the absence
of disease, dysfunction or infirmity” (World Health Organization, 2003). Sexual and
reproductive health implies that people are able to have a satisfying and safe sex life and have
the capability to reproduce and the freedom to decide if, when, and how often to do so. Sexual
and reproductive health focus on a wide range of areas such as; access to ante and postnatal
care, access to contraception and family planning, clinical management of rape survivors and
intimate partner violence, management of abortion-related complications, prevention and
treatment of fistula, screening and treatment of cervical cancer (UNHCR, 2021). Including,
adolescent SRH services aim to provide information, education and health services to
adolescents and youths to help them understand their sexuality and protect them from unintended
pregnancy and/or sexually transmitted infections including HIV/ AIDS. It is recommended that
this is combined with education of young men to respect women’s self-determinations and to
share responsibility with women in matters of sexuality and reproduction (International Planned
Parenthood Federation, 2008; Kenya National Bureau of Statistics, 2009; United Nations, 1994).
According to the WHO, youth refer to people aged between 10 and 24 years and are
characterized by unique physical, psychological, social, and emotional changes that put their life
at high risk. Also, Youth friendly SRH services have been described by WHO (2002) as
“services that are accessible, acceptable, equitable and appropriate to meet the SRH needs of
young people aged between 10-24 years”, According to Ethiopian context 15-29 years. Such
services are provided within an environment that is friendly and welcoming so that young people
are able to come back again and also refer their friends for the same services (World Health
Organization, 2002).Youth-friendly health services (YFHS) are a promising approach to
delivering health services to meet the SRH needs of young people (Boersema, Van Wyk, &
Louw, 2019). Young people require services that support their physiological, cognitive,

emotional, and social transition into adulthood (Patton et al., 2009). The WHO guidelines for



providing YFHS recommends services that are accessible, acceptable, equitable, appropriate and
effective. This program includes comprehensive SRH services like information and counseling
on SRH issues, family planning counseling and methods provision, condom promotion and
provision, testing services (pregnancy, HIV), management of sexually transmitted infections, and
other medical conditions with appropriate referral linkage YFRHS programs were implemented
in Ethiopia since 2006 (MOH, 2016.; Munea et al., 2020). Over 44.7 and 53.5% of health
facilities implement YFS program in Ethiopia. Additionally, the government is working to scale
up YFS in all health centers, hospitals, and university clinics in the same fashion(MOH, 2016.;
Munea et al., 2020).

2.2Theoretical Literature

Youth-friendly health services (YFHS) are designed to address the barriers faced by youth in
accessing high-quality sexual and reproductive health (SRH) services. In collaboration with
partner organizations and national stakeholders, the WHO developed a Standards-driven
approach to improve the quality of health-care services for youths. These standards help
minimize variability and ensure a minimal required level of quality to protect youths rights in
health care (Nair et al., 2015).

All young people should be able to access and accept, while using youth-friendly services,
regardless of their age, marital status, HIV status, sexual orientation, gender identity, occupation,
social standing, geographic location, or financial means (Shikuku, 2005). They should be
provided at the appropriate location at a fair cost, sometimes for free if necessary, and given in
the appropriate style to be acceptable to young people, as well as being effective, safe, and
affordable (Mazur, Brindis, & Decker, 2018). These services must be private, confidential, and
nonjudgmental. Youth friendly services recognize the importance of the people and community
groups that structure your choices and your life. Thus, services should involve and gain the
support of those important in your life, such as partners, parents, guardians, careers, faith
organizations, community leaders and schools (YOUTH DO IT, 2021). Simultaneously, service
providers must emphasize your rights, particularly your right to privacy and secrecy, and ensure
that these rights are not undermined by involving parents, guardians, or others. To increase the
linkages between services, education, and outreach, youth-friendly service providers should



collaborate with organizations and schools that provide comprehensive sexuality education and

other youth sexual and reproductive health programs (Tylee et al., 2007).

Providing good quality health services for youths has substantial implications. On the contrary,
poor quality of health services is a significant driver of mortality across different health issues.
Low-quality health services associate with a range of sexual and reproductive health issues that
can have undesirable consequences for maternal and child health. Thus, it is essential to give
good quality healthcare to promote youths health, wellness, and development (Gebrie et al.,
2021).

2.3 Empirical Literature

The research performed on utilization of youth friendly services and associated factors among
youth in Harar town, east Ethiopia showed that the utilization of youth friendly services is
moderate in this study. Getting youth related services information from different sources and
being knowledgeable about the services have increased the utilization of the services. Authors
suggest that efforts should be made by all relevant stakes to create conducive environment for
the youth through training of the youth service providers, particularly for those who work in the
government institutions, and strengthening of the awareness creation strategies among the youth
to increase the utilization of the services(Motuma, Syre, Egata, & Kenay, 2016).

Facility-based quantitative cross-sectional study supplemented with a qualitative data was
conducted in two public health centers in Arba Minch town and found that the overall youth
clients’ satisfaction on YFS was 54.41%, 42.0%, and 49.1%, respectively. Age (15-19) [AOR
(95% CI) = 3.2 (1.4-7.8)], employment [AOR (95% CI) = 6.4 (2-17)], place of YFS [AOR (95%
Cl) = 0.35 (0.1-0.8)], frequency of visit [AOR (95% CI) = 0.03 (0.0-0.3)], waiting time [AOR
(95% CI) = 0.02 (0.0- 0.09)], and comfort with providers’ sex [AOR (95% CI) = 0.07 (0.02-0.2)]
were factors which are significantly associated with client satisfaction in this study (Mulugeta et
al., 2019).

Another study conducted in West Gojjam zone in 2018 to assess the quality of the service using
the Donabedian model showed that none of the health facilities achieved > 75% in the three
components of quality measurement. From 18 health facilities, 6(33.3%) provided low quality in

all domains. Process component, which measures client-provider interaction and



privacy/confidentiality, was the most compromised one. However, a promising result was
reported in the input quality that measured the availability of trained providers, drugs, and
supplies. The presence of community-based health insurance and age driven comprehensive
youth-friendly service delivery approach were identified as challenges to deliver quality services
(Munea et al., 2020).

A study conducted in South Africa found that the mean scores for the ten standards showed
substantial variation across facilities in the two sub-districts, with Gauteng Province scoring
lower than the Northwest for 9 standards. The sub-district median for Gauteng was 38% and the
Northwest 48%. In both provinces standards related to the general service delivery, such as
standards 4 and 5, scored above 75%. Assessment of services specifically addressing sexual,
reproductive, and mental health (Standard 3) showed that almost all these services were scored
above 50%. Exploration of services related to psycho-social and physical assessments (Standard
8) demonstrated differences in the healthcare facilities’ management of adolescents’ presenting
complaints and their comprehensive management including psycho-social status and risk profile.
Additionally, none of the facilities in either sub-district was able to meet the minimum criteria

for the five standards required for AYFS recognition(James et al., 2018).

A systematic review on the factors influencing access to and utilization of youth-friendly sexual
and reproductive health services in sub-Saharan Africa found that structural barriers were the
negative attitude of health workers and their being unskilled and individual barriers included lack
of knowledge among youth regarding YFSRHS. Facilitators of utilization of the services were
mostly structural in nature which included community outreaches, health education, and policy
recommendations to improve implementation of the quality of health services and clinics for

adolescents/youth to fit their needs and preferences (Ninsiima, Chiumia, & Ndejjo, 2021).

Other studies in Nepal and Kenya also found similar findings. The quality of YFS is poor and
compromised by various factors. Structural, process related challenges were identified and they
were found to affect the output or service satisfaction (Godia et al., 2013; Pandey, Seale, &
Razee, 2019).Based on a study conducted in northern Ethiopia the quality of adolescent and
youth-friendly health services was 58.8, 46.4, and 47.2% for structural, process, and output
quality dimensions, respectively. The predictor variables for output quality were, being a student
(AOR: 2.07, 95%CI: 1.07-3.40), farmers (AOR: 2.59, 95%CI: 1.25-5.39), own income sources



(AOR: 1.99, 95%CI: 1.03-3.85), exempted services (AOR: 2.30, 95%CI: 1.43-3.71) and long
waiting time (AOR: 3.8495%CI: 1.80-8.23). The same study found that the overall quality of
adolescent and youth-friendly health services was still lower than the WHO good quality
standards. The structural quality dimension was affected by the unavailability of adequate and
trained health service providers, poor engagement of adolescents and youths in the facility
governance structure, unavailability of guidelines, protocols and procedures. In contrast, the
process quality dimension was also compromised due to the provider’s poor compliance with the

national AYFHS guidelines (Gebrie et al., 2021).

2.4 Synthesis of the Reviewed Literature

Satisfaction is one components of quality health care service. The finding from review of the
various literature showed that YFS satisfaction in adolescents is suboptimal. Various factors
were identified to affect service satisfaction. Despite the fact that service satisfaction is one
indicator for quality of the service, it doesn’t compressively tell us about the quality of the
services. WHO recommend to have a comprehensive assessment of the quality of SRH services
and put in place a guideline to measure YFS quality. However, most of the study focuses on
youth satisfaction. There are only two studies conducted to assess the quality based on the WHO
recommendation. But the studies were conducted few years back which necessitates for a new
study. The WHO recommendation advantage is its robustness to be applied to all healthcare
settings and at many levels of the healthcare delivery system. Plus, quality of service should be

assessed routinely to improve any service gap and provide high standard SRH service for youth.
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CHAPTER THREE

THE RESEARCH METHODOLOGY
3.1 Study setting (area and period)

The study was conducted from April 27-june 10, 2022 in selected public health facilities of
Addis Ababa, Ethiopia. Addis Ababa which is the capital city of Ethiopia and sit of African
Union and the United Nations World Economic Commission for Africa. It covers an area of 527
square kilometers and has 11 sub cities with a total population of 3,384,569 according to the
2007 census (Central Statistical Agency, 2013). In 2016 the city had 12 public Hospitals and
more than 100 health centers (MOH, 2016). Currently, only 91 health centers and 2 hospitals are
providing the services due to covid pandemic. The study was conducted in 25 selected public
health facility (Two hospital and 23 randomly selected health centers) that are providing
YFSRHS.

3.2 Study Approach and Design

A health facility-based cross-sectional study was used. Mixed study design was used to assess
the quality of youth friendly sexual and reproductive health services in selected public health
facilities of Addis Ababa, Ethiopia. In order to assess the quality of YFS, it is important to
measure the three important component of service quality such as input, process and output. To
assess those things, the research should be conducted at facility level. That is why we choose
facility-based study. The reason we choose cross sectional study is due to the study question and
there is no data source which allow the use of other study design (no longitudinal data are
available). We are interested to measure quality of service at certain point of time (during the
data collection time), therefore cross-sectional study design is the best design to answer our
research question. The reason we added qualitative component to our research is that certain
component such as the barriers for the provision of quality YFS from the service provider side
can best be captured through qualitative data (through Key informant interview). In addition, the
assessment required observation of YFS delivery to assess the process dimension of quality. The

use of qualitative data enabled us to compliment the data we collected through quantitative data.
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3.3 Sampling Technique and Procedure

Two public hospital was purposively selected as they are the major centers for the provision of
YFS. Additionally, 23 health centers were randomly selected after listing all the public health
facilities of Addis Ababa. The number of health facilities we selected are approximate to 1/3 of
the health facilities in the study area which is a representative sample. To answer the second
study objective which is client satisfaction of YFS, data from 238 participants were collected.
After selecting the health facility, the sample size to assess youth satisfaction of YFS was
proportionally allocated to each facility based on the client flow of each health facilities. We
used the previous 3-month hospital record to estimate the case flow of each health facilities.
Then, consecutive sampling technique were used to select youth until the sample size is
achieved. To select key informant (provider and health facility manager) 12 participants (four

YFS provider and 8 health center manager) were purposively selected.

3.3.1 Source populations: All public health facilities in Addis Ababa were the source for
selection of health facility. For the satisfaction assessment which is part of the quality assessment
(output), all young peoples between 15 to 29 years who visited public health facilities for youth-
friendly health service and managers and service providers working at selected public health
facilities in Addis Ababa.

3.3.2 Study Population: Two purposively selected hospitals and 23 randomly selected

health centers were the study population for the first objective (quality of YFS). For the second
objective which is youth satisfaction on YFS, youth aged 15-29 who visited the selected health
facilities during the study period was the study population.

3.3.3 Inclusion and exclusion criteria: young peoples between 15 and 29 years who

visits selected public health facilities for youth-friendly health service during the study period
were included. Youth-friendly service clients with an emergency condition, and critically ill were

excluded. Health managers who served less than 6 months were also excluded.
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3.3.4 Sample Size determination

To determine the quality of YFSRHS, two hospitals that majorly give YFS based on the
recommendation of Addis Ababa health bureau officials and 1/3 of the health centers that are
currently giving YFS were included. To assess the third component of quality assessment which
IS service satisfaction, 238 participants were interviewed. The sample size was determined using

the following technique.

The sample size for assessing satisfaction was calculated using a single population proportion
formula, considering the following assumptions. From the previous study, the overall youth
client satisfaction to health service, 60.7% (Dagnew, Tessema, & Hiko, 2015), 95% confidence

level, and 5% degree of precision.
Sample size is calculated by using single population proportion formula.
n= Za/22911-m
d2
Where
n-is the desired sample size estimated
p- Is the proportion of the Youths who visit YFS.
d- Margin of error for sampling
Z- The standard normal value at (100%—a) confidence level 1.96.
In this study we consider P= 60.7%
d= Margin of error for sampling 5%
z0/2=1.96

Finally, the calculated sample size was 367 youths. Since the number of youths who are
receiving the service in three-month period are less than 10,000 (finite population) we used

reduction formula (Naing, Winn, & Rusli, 2006). According to Addis Ababa regional health bureau
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report, the number of youths who are received YFS in a three-month period using the last year’s

(2013) average were 523.

Finite population correction formula, desired sample size=n/1+(n/N), where n is the estimated

sample size and N is the total sample population. Then the estimated sample size was 216. After

adding 10% non-response rate, the final sample size was estimated to be 238.

e For the assessment of the second dimension of quality which is process quality, three

observations of actual YFS provision were observed in each health facilities. WHO

recommends at least three observations per site to collect qualitative data for studying

process quality (Geary, Webb, Clarke, & Norris, 2015; World Health Organization,

2009).

e For assessing barriers for the implementation of quality YFS, 12 key informant (four YFS

provider and 8 health center manager) were selected.

3.4 Study variables

Table 3.1. Description of the study variables

Variable name

| Description

Dependent variables

Quality of YFSRHS

Quality of care: is a care which is effective, efficient, accessible,
acceptable, equitable, and safe to service users (World Health
Organization, 2009). In this study, if the health center scores 75% and
above of WHO Quality standard by combining the three quality
assessment items for structure, process, and output/ satisfaction level, it
was classified as “Good quality” or “Good standard of care” and if the
score is less than 75%, it was classified as" poor quality of care" of
care According to WHO structural, process and output quality are
defined as follows (Mulugeta et al., 2019; World Health & Unaids,
2015).

Structural quality

is concerned with the availability of adequate service providers,
facilities, information, essential drugs, equipment, and basic

infrastructures. Quality of YFHS was measured using 47 structural
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measurement items adapted from the WHO and FMOH standard tool
(Ministry of Health of Federal Democratic Republic of Ethiopia, 2007,
World Health Organization, 2009).

Process quality

is related to client-provider interaction including privacy, good
communication, education, and use of job aids, guidelines, and
examination and treatment procedure according to the WHO standard.it
was measured by using 41 items adapted from the WHO tool and other
related literatures (Mulugeta et al., 2019; World Health & Unaids,
2015).

Output quality

is concerned with youth clients’ satisfaction level towards service
provided at YFS centers quality was measured by clients’ satisfaction
towards the services provided at YFHS using 23 items questions
(Yewbmirt Sharew, Abdela Amano, Haymanot Zeleke, & Mengistu
Mekonnen, 2017).

Independent variables

Socio demographic characters:

Various sociodemographic characteristics such as age, sex, religion,

educational attainment of the respondent, educational attainment of the parents or care givers was assessed.

These variables have previously been identified in other literatures to affect YFS quality.

Age

It is the interval of time between the date of birth and the date of the
interview, expressed in completed years. Given the differences in life
experience between different age groups, as well as people’s changing
tastes and behavior as they get older, it can be very useful to include a
survey age question.

1. 15-19 years

2. >=20 years

Sex

Gender of the respondent. It was assessed as
1. Male
2. Female

15




Religion

It is an affiliation with a group having specific religious or spiritual
tent, and identifies the respondent’s religious affiliation (CSA
Ethiopia, 2011).1t was measured as followed

1. Orthodox
2. Protestant
3. Muslim
4. Others

Educational level

It is a measure of the highest level of formal school that the

respondent has attended. The educational status of both the youth and

the partners was assessed(Lunani, 2012). It was measured as follows

1
2
3.
4

5.

. Can’t read and write

Can read and write but no formal education

Primary school

. Secondary school

Higher education and above

Marital status

It refers whether a person is legally or culturally married or not

1.
2.
3.
4.

Single
Married
Divorced
Widowed

Occupation

It measures the respondent’s current working status other than

domestic(Lunani, 2012)

1.

2
3
4.
5
6

Student
Marchant
Employed
Housewife
Unemployed
Others
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3.5 Data Collection Tools and Procedures

Both quantitative and qualitative data collection methods were employed to collect data from
service facility, service providers, and service users. All the three components of the service such
as structure, process and output were assessed to determine the quality of the services.
Qualitative data were used to supplement the quantitative approach with the aim to explore the
barriers for the implementation of quality of YFS. The data were collected by trained interviewer
through structured client exit interview questionnaire, and observation checklist. Qualitative data
were collected through an interview checklist, facility observation, and client- provider
interaction score sheets where all of them will have equal weights. Data collection tools was
adapted from the WHO (World Health Organization, 2009) and national guidelines. All
interview and observation instruments were designed in English and then translated to Ambharic.
The data from the youth client exit interview was collected by two nurses or midwifes. Health
centers manager and service provider interview and client and provider interaction observations
were conducted by two senior nurses. The investigator supervised all data collection process. All
data collectors and supervisor were intentionally selected and used from other facilities that do

not belong to study health centers.

3.6 Data Analysis Technique
3.6.1 Data quality control

Pre-testing was done on 5% of the sample Youths from Health Facilities that was excluded from
the sample and necessary correction on the tool was made. Per-test data was excluded from
further analysis. The pre-test data was used only for training of data collectors and to check
validity and consistency of the tool. Training was given to data collectors by principal
investigators for 1 days about the objectives of the study, data collection instruments, data

collection procedures and the ethical consideration during data collection.

The completeness and consistency of questionnaire for each respondent was checked at the time
of data collection. Data collections were supervised by the investigator. The investigator
supervised and reviewed every questionnaire for completeness and logical consistency and

correction was made at the data collection site. Data coding, entry and cleaning were performed
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by the investigator and supervisor. The English version questionnaire was translated to local

language (Ambharic) and again translated back to English to check for consistency.

3.6.2 Analysis and presentation

Descriptive statistics was used to describe the study characteristics of the participants and to
measure the quality of YFS. To determinants the satisfaction of youth about receiving YFS,
logistic regression was done. Variables with a p-value of 0.25 or less in the bivariate analysis
was entered to the multivariable logistic regression analysis (Mickey & Greenland, 1989).
Finally, odds ratio with a 95% confidence interval along with p-values is used in reporting the

results.
Assessment of quality of YFS service provision

First, we have assessed each component of quality separately. Then we combined each finding
form each dimension of quality to determine the overall quality of youth friendly service in
public health facilities of Addis Ababa.

Satisfaction: In order to determine satisfaction on individual service recipients, we used 20

13 2

yes” or “no” questions to assess the satisfaction of youth regarding the use of YFS they

(134

received. In the analysis the response “yes” was given a score 1 and “’no” was given a score of
0. Then we added all the score to compute a sum satisfaction score (which gives a minimum 0
and maximum 20). According to previous literature those who score 15 and above or 75% were

categorized as satisfied and those who scored less were categorized as not satisfied.

As the aim of this study is to assess quality of the service in the health facility, we have
determined output quality using client’s satisfaction in each health care facilities. To determine
the client’s satisfaction in each health facilities, we determined the percentage of youth who were
satisfied by the service they received. Facilities that had 75% or more clint satisfaction was
classified as having good output quality and those less than 75% were classified as having poor

output quality.

Structure: We used 47 structural assessment question to assess the structural quality. All the
questions were a “yes” or “No” question. In the analysis, the response “yes” was given a score 1

(134

and “’no” was given a score of 0. Then we added all the score to compute a sum satisfaction
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score (which gives a minimum 0 and maximum 47). As suggested in literature, the score of each
facility was added to calculate a structure quality score. Those facilities that scored 75% or more
were classified to have good structural quality to provide YFS and those facility that scored less
than 70% were classified as having poor structural quality to provide YFS.

Process: To assess the process quality of YFS in the study area, we assessed it using an
observation of service delivery. The observation check list consists of 41 questions. Like the
other quality assessment questions stated above, it was a “Yes” or “No” question. We used a
similar scoring method during the analysis. We made 3 observations in per health facility and the
average score of the three-observation score is used to determine the process quality for each
health facility. After the final score for process quality is computed for each health facility, those
facility who scored 70% were classified as having a good process quality and those that scored

less than 70% were classified as having poor process quality.

Overall quality score: To estimate the overall quality YFS, we combined the input/structure,
process, and output/satisfaction quality of each health facility. Those facility that has good
quality in all the dimension were categorized as having a good overall quality of YFS and those
facilities that have at least one poor quality outcome in one of the three quality assessment

dimensions were classified as having poor overall quality.

Qualitative data analysis: Qualitative data were transcribed using Microsoft word file. The
transcribed files were checked for errors by reading the Microsoft files line by line and
comparing with the audio file. The final Microsoft files of the transcripts was coded using word.
Categories representing similar phenomena was grouped into themes to summarize the

qualitative evidence based on the main objective.

To have a comprehensive understanding, we triangulated the finding from the qualitative and the
quantitative finding. The result is summarized in text, table and graph as relevant. In addition,
emerged themes are discussed with relevant quote from the respondent to substantiate the

finding.
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3.7 Ethical consideration

Ethical approval was obtained from the Addis Ababa University, center of population study
ethical review committee. Accordingly, permission to conduct this study was sought from
respective city administration health bureau, health facilities and youth centers in Addis Ababa.
Finally, written informed consent was obtained from the study participants after detailed
information was provided about study objectives and assuring confidentiality of the data and

participants’ autonomy of not to participate or to opt-out at any stage of the interview.
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CHAPTER FOUR

RESULTS AND DISCUSSION

We had a total sample size of 238 youths and 25 health facilities. We were able to collect data

from all the samples and health facilities which gives 100% response rate.

4.1 Characteristics of Respondents

Our analysis showed that a little higher than half 134 (56.3%) of the study participants were
female whereas the remaining are male. Regarding the age distribution, majority of the study
participants 157 (66%) were aged greater than or equal to 20 years of age. Significant majority of
the study participants were single and attended or attending secondary and preparatory
education. About occupation, significant majority of the youth who took part in our survey were
student. In relation to ethnicity and religion, nearly half of the participants were Amhara
followed by 20% Oromo and 45.8%, 26.5%, and 27.7% were Orthodox, Muslim and Protestant
religion followers respectively. Regarding parents’ employment status, 66.4% of the father of
the participants and 44.1% of the mothers of participants are employed whereas the remaining
parents are not employed (Table 4.1).
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Table 4.1. Socio demographic characteristics of the study participants in Addis Ababa, Ethiopia

2022(n =238).

Variable Category Frequency (n=238) | Percentage (%0)
Sex Male 104 43.7
Female 134 56.3
Age 15-19 81 34.0
>20 157 66.0
Marita status Single 215 90.3
Married 22 9.2
Educational status Non formal education | 12 5.0
Primary education 61 25.6
Secondary and 108 45.4
preparatory school
College and above 57 23.9
Occupation Student 209 87.8
Government 10 4.2
employed
Daily laborer 11 4.6
Unemployed 8 3.4
Ethnicity Ambhara 107 45.0
Oromo 48 20.2
Tigray 45 18.9
others 38 16.0
Religion Orthodox 109 45.8
Protestant 63 26.5
Muslim 66 27.7
Maternal employment Yes 105 44.1
status No 133 55.9
Father employment status | Yes 158 66.4
No 80 33.6
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4.2 Perceived Quality Youth Friendly Services

We have assessed youth friendly reproductive health service based on the three components of
quality which are structure, process, and output. Based on our assessment, only six (24%) of the
sampled health care facilities have good structural quality for the provision of YFS. However,
the significant majority (76%) have poor structural quality. With regard to the process quality,
only seven (28%) of the health care facilities have good process quality (which means only seven
of the health facilities out of twenty-five were have followed at least 70% of the standard
operating procedure while providing YFS). The last component of quality that we assessed was
the output (satisfaction of YFS recipients in this study). Our analysis showed that only three
(12%) of the health care facilities achieved the desired level of client satisfaction (Figure 1).

Quality of YFS in Addis Ababa

19 18
6 7
N B 3
m

Good quality Poor quality Good quality Poor quaity Good quality Poor quality

25 22

Frequency
= = N
(6] o (€] o

o

structure quallity process quality output quality (satsfaction)

Quality dimensions

Figure 1. Quality of YFS based on quality dimensions in selected public health facilities of Addis
Ababa

Combining the three components of quality assessment, we have assessed the overall quality of
YFS in selected health facilities of Addis Ababa. As depicted in figure 2, our analysis showed
that only two among the twenty-five or only 8% of the health facilities were providing quality
youth friendly reproductive health services. In the remaining health facilities, the YFS provided

were of poor quality.
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Overall Quality of YFS
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Figure 2. Overall quality of YFS in selected public health facilities of Addis Ababa

Finding from our qualitative assessment showed that four important themes emerged from the
analysis of our qualitative data. The themes emerged are ‘weak support system’, ‘inadequate
capacity of the service provider’, ‘overburden of the health service provider’ and ‘lack of

adequate infrastructure’.
Weak support system

Having strong support system from the regional health bureau through mentoring, provision of
training, job aids and standard guideline and other necessary support is considered as an
important pillar for the provision of quality YFS. Finding from the qualitative data showed that
week support system is one of the barriers for the provision of quality YFS. As stated by one of

the participants

..... we expect support from Addis Ababa health bureau. At the beginning when we started the
service, there were a lot of visits and encouragement from Addis Ababa health bureau and even
ministry of health but after sometimes no one come to see and support us. They need to give us
mentorship and encouragement, but we rarely get that. I don’t even remember the last time

someone visited us this year.....” Health center head
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Lack of adequate infrastructure

Having the necessary infrastructure in critical for the provision of all health care services. YFS
also requires various resources including human power, availing of job aids and guidelines,
establishing a comfortable room for the service etc. Our finding showed that lack of resources is
one of the main reasons for providing of YFS which is not up to the standard. As stated by our
participants, with all the resource constraints the health facilities have, it is not possible to

provide quality YFS.

“...we know that we deliver YFS in a lower standard than expected. We don’t have all the
necessary facilities to do our task according to the standard. For example, the room we use to
deliver YFS is very small and it’s not comfortable. Our staff that works in the clinic don’t get

updated and adequate training...” Health center head

“We are providing YFS with the limited human power we have. The staff that works there also
covers other clinic when there is no client in Youth clinic.... sometimes I don’t blame them for

not adhering to the standard....” Health center head

“ ..like I told you earlier, we don’t have job aids, the staff who works here do not get necessary
compensation for doing additional task, we don’t even have well-furnished room to provide the

service....” YFS provider
Overburden of the health service provider

Having staff that are dedicated to a specific service will enhance the provision of that specific
service. Our assessment showed that some health facilities didn’t dedicate staff to only work in
YFS. Those who work in YFS did have other work assignment. This has caused overburden to

the health professional and leads to the delivery of YFS with undesired quality.

“...for example if you take me I work here when a patient comes but if there is no patient in this
clinic, I have to work ANC clinic. Do you think this is fair?...I have to also work night shift In
other clinic. i don’t even get any financial benefit for working in two different wards....” YFS
provider

“...We have limited human power in this health center. So we have to assign one staff to work in

two different department. We have asked Addis Ababa health bureau for more staff but there is
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no response from them. I hope we the bureau will assign more professional soon and we will

provide the service our clint demand for.” Health center head
Inadequate capacity of the service provider

The other important factor that was identified to affect the quality of YFS inadequate capacity of
health care provided who provide YFS. This was attributed to lack of adequate training for this
specialized service. Even though they get the training most of them stated that they haven’t
received refresher training. This has resulted to miss important steps in the service provision

such as giving adequate counseling service.

I3

“we haven’t provided our staff who are working in the clinic training. I think it was almost two
vears ago. I don’t even think that one of the nurses who works there trained. The nurse who used
to work there is transferred to another place. | feel like I have they have outdated knowledge. |
encourage them to try to read and update sometimes. But with all the work load they have, its not
easy to do it by themself...I have also mentioned this to Addis Ababa health bureau personnel,

and they promised us for a refresher training. I hope this will be resolved soon.” Health center
head

4.3 Youths' Level of Satisfaction of the Services and Determinants of Youth

Friendly Service Satisfaction
Based on our finding, only 33.6% of clients who attended YFS were satisfied.

As shown in table 2, sex, age, marital status, educational status, occupation, ethnicity, and
maternal educational status were the variables with P-value of less than or equal to 0.25 in the
unadjusted regression analysis. After adjusting for confounder in the multivariable logistic
regression analysis, only three variables such as age, sex and occupational status were found to
be associated with satisfaction of YFS users in public health facilities of Addis Ababa. The result
showed that, female clients were nearly two times [AOR (95%CI) 1.87 (1.07-3.26)] more likely
to be satisfied than their male counter parts. Similarly, youths who were aged more than or equal
to 20 years were about 2.5 times [AOR (95% CI) 2.52(1.35-4.70)] more likely to be satisfied
than those aged 15-19 years of age. Again, we also found that students were 76% less likely
[AOR (95% CI) 0.24(0.04-1.40)] to be satisfied when compared to those who are unemployed.
Other socio demographic variables were not associated with youth friendly sexual and

reproductive health service satisfaction in Addis Ababa.
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Table 4.2 Sociodemographic determinants of youth friendly service satisfaction among youths

attending YFS in Addis Ababa, 2020

Variable Category COR (95%Cl) P- AOR (95%Cl) P-
value Value
Sex Male 1 1
Female 1.87(1.07-3.26) 0.03 2.66(1.34-5.29) 0.005*
Age 15-19 1 1
>20 2.52(1.35-4.70) 0.004 | 2.41(1.14-5.08) 0.02*
Marita status Single 1 1
Marries 2.36(0.99-5.61) 0.05 1.23(0.40-3.77) 0.72
Educational status Non formal 1 1
education
Primary education | 0.38(0.11-1.36) 1.26(0.18-9.02)
Secondary and 0.46(0.14-1.53) 0.21 1.35(0.18-10.07) | 0.97
preparatory school
College and above | 0.67(0.19-2.36 1.57(0.19-12.75)
Occupation Student 0.24(0.05-1.04) 0.24 0.24(0.04-1.40) 0.03*
Government 5.4(0.43-66.67) 5.01(0.35-71.56)
employed
Daily laborer 0.72(0.11-4.62) 1.41(0.15-12.62)
Unemployed 1 1
Religion Orthodox 1.08(0.57-2.05) 0.42
Muslim 0.69(0.32-1.46)
Protestant 1
Ethnicity Ambhara 0.60(0.28-1.27) 0.09 0.66(0.28-1.56) 0.43
Oromo 0.80(0.34-1.91) 0.88(0.33-2.39)
Tigray 0.39(0.18-0.81) 0.44(0.15-1.30)
Others 1 1
Maternal Yes 1.54(0.89-2.65) 0.11 1.79(0.90-3.54) 0.09
employment status | No 1 1
Father employment | Yes 1.28(0.72-2.28) 0.40
status No 1
Comfort with Yes 2.33(1.25-4.35) 0.008 | 1.09 (0.67-3.22) 0.34
provider sex
No 1
Comfort with the Yes 3.29(1.88-5.77) <0.001 | 2.1 (0.89-5.61) 0.09
waiting time
No 1

Key * indicated significant association
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4.4 Discussion
In this study, we assessed the quality of youth friendly service in Addis Ababa. We have also
determined the level YFS satisfaction among youth. We have identified that quality of YFS
delivery was poor in most of the health facilities in the study area. All the three dimensions of
quality were poor in majority of the hospital and only 2 out of the 25 health facilities had
fulfilled the minimum quality standard. Regarding youth satisfaction on YFS, around 33.6% of
the study of clients were satisfied with the service they received. But only three (12%) of the
health care facilities achieved the desired level of client satisfaction which is estimated by the
number of health facilities that have satisfied at least 75% of the clients who visited for YFS. We
also found that age, sex, and occupation were the factors that are identified to affect client

satisfaction.

Quality has increasingly become the major components of our lives. People are consistently
looking for quality services in all sectors (Rahman & Management, 2001) and health care sector
is one of the major firm where quality is highly demanded. The existence of this desire for
quality has caused firms and organizations throughout the world to consider it as an essential
component of any service (Lagrosen, Lagrosen, & Management, 2005). Our study showed that
only 2 (8%) out of 25 health facilities we assessed provided good quality YFS. A study
conducted in West Gojjam zone, Ethiopia in 2018 to assess the quality of the YFS using the
Donabedian model showed that none of the health facilities achieved good overall quality (the
combination of the three components; structure, process and output) of quality measurement
(Gebrie et al., 2021). Our finding is a little higher than this study. This difference can be
explained by various reasons. First, we used relatively higher number of health care facility (25
facilities) as compared to only 6 facilities in their study. Another possible justification could be
the difference is the study area. This is to mean that our study is conducted in Addis Ababa
where there can be high resource, NGO support and supervision as compared regional areas
which might have contribute for the better quality.

Based on our assessment on the three components of quality which are structure, process, and
output, six (24%), seven (28%) and three (12%) of the sampled health care facilities have good
structural quality, process quality and output quality respectively. A study conducted in northern

Ethiopia found that the quality of adolescent and youth-friendly health services was 58.8, 46.4,
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and 47.2% for structural, process, and output quality dimensions, respectively (Gebrie et al.,
2021). Another study also found higher quality of YFS (Munea et al., 2020). Our analysis
showed that only 33.6% of the study participants were satisfied by the service they received.
This finding is lower than the study conducted in south Ethiopia where the satisfaction was
54.41% (Mulugeta et al., 2019).

The possible reasons for this variation could be the difference in study period. Our study is
conducted during COVID-19 and immediately after war time during which resources were
mainly mobilized to the prevention and control of COVID-19 and rehabilitation of war affected
areas. This might have reduced the attention given to other services and this might have reduced

the service quality and satisfaction of client.

Previous research on workload is extensive and high workload has been shown to be negatively
associated with multiple health measurements, such as job satisfaction, mental well-being, job
strain, depression, distress, fatigue, emotional exhaustion, and physical symptoms which
ultimately affects quality of health care service provision (Kovacs & Lagarde, 2022; Sjoberg,
Pettersson-Strombéck, Sahlén, Lindholm, & Norstrom, 2020; van den Hombergh et al., 2009).
Our qualitative assessment revealed the same finding. We found that overburden of the health
service provider as one of the main reasons for poor quality of YFS provision in Addis Ababa.

Having a strong support system and adequately trained human power is the corner stone of
quality health service (Mosadeghrad, 2014; Singer, Benzer, & Hamdan, 2015). Our qualitative
assessment showed that health facilities have weak support system as well as inadequate trained
health care providers to provide YFS. These are mainly reported as the major barriers for the
provision of quality of YFS. Similar to our study, a systematic review on the factors influencing
access to and utilization of youth-friendly sexual and reproductive health services in sub-Saharan
Africa found that barriers such as the negative attitude of health workers and their being
unskilled affected the quality of YFS (Ninsiima et al., 2021). Our assessment also showed that

lack of adequate infrastructure was among the barrier for the provision of quality of YFS.

Three factors such as age, sex and occupational status were found to be associated with
satisfaction of YFS users in public health facilities of Addis Ababa. Our study showed that,
female clients were nearly two times more likely to be satisfied than their male counter parts.

Like what we found, a study conducted in Northeast Ethiopia found similar finding (Y Sharew,
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A Amano, H Zeleke, & M Mekonnen, 2017). Our finding also showed that youths who were
aged more than or equal to 20 years were about 2.5 times more likely to be satisfied than those
aged 15-19 years of age. Similar to our finding, another study conducted in South Ethiopia found
that those that are younger were found to be less satisfied by the service provided (Mulugeta et
al., 2019). This can be because those who are older may have relatively reasonable expectations

as they may be familiar with other services that connect with service provider.

We also found that students were 76% less likely to be satisfied when compared to those who are
unemployed. Our study was similar with a study conducted in South Ethiopia where unemployed

were found to less likely to be satisfied .
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CHAPTER FIVE

CONCLUSION AND RECOMMENDATIONS

5.1 Conclusion

Our study highlighted the quality of YFS in public health facilities of Addis Ababa, Ethiopia. We
found that the quality of YFS in Addis Ababa is low even when compared to studies done in
regional areas. Both the overall quality and each dimension of YFS quality is lower when
evaluated based on the WHO standard. In addition, our study revealed that two-third of youths
who were using YFS were not satisfied. Barriers such as weak support system, inadequate
capacity of the service provider, overburden of the health service provider and lack of adequate
infrastructure contributed for low quality of YFS. Socio-demographic factors like age, sex, and
occupation status of the youth are among the factors that affected YFS satsfaction in the study

area.
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5.2 Recommendations

Based on our finding the following recommendations are forwarded.

+*

Ministry of health and Addis Ababa health bureau should increase the support they
provide to health facilities particularly in terms of mentorship, training of health
professionals, provision of job aids and manuals.

Addis Ababa health bureau should evaluate the structural capacity of the rooms that
provide YFS since majority of the facilities do not meet the minimum standard for
providing the service.

We also recommend that Addis Ababa health bureau to recruit more health care
professionals to health facilities so that health facilities can dedicate staff that only work
in YFS clinic.

Health facilities need to continuously assess client’s feedback about the service they
received and develop strategy to improve their satisfaction. Especially younger, male, and
unemployed youths’ clients should be given focus as our study showed that they are less
satisfied.

Further studies using qualitative design need to be done to explore why younger youths,

male and unemployed are not satisfied by the service provided.

32



REFERENCES

Agajie, M., Belachew, T., Tilahun, T., & Amentie, M. (2015). Risky sexual behavior and
associated factors among high school youth in Pawe Woreda, Benishangul Gumuz
Region. Science Journal of Clinical Medicine, 4(4), 67-75.

Ayehu, A., Kassaw, T., & Hailu, G. (2016). Level of young people sexual and reproductive
health service utilization and its associated factors among young people in Awabel
District, Northwest Ethiopia. PloS one, 11(3), e0151613.

Boersema, G. C., Van Wyk, N. C., & Louw, E. M. (2019). Adaptation and validation of a self-
report measure of youth-friendly primary healthcare services. Int Nurs Rev, 66(2), 269-
279. d0i:10.1111/inr.12492

Central Statistical Agency. (2013). Population Projection of Ethiopia for All Regions at Wereda
Level from 2014-2017. Addis Ababa, Ethiopia: Central Statistics Agency Addis Ababa,
Ethiopia

Central Statistical Agency (CSA) [Ethiopia] and ICF, C. a. I. (2016). Ethiopian Demographic
and Health Survey Retrieved from Addis Ababa, Ethiopia, and Rockville, Maryland,
USA:

CSA Ethiopia. Ethiopia Demographic and Health Survey 2016, Addis Ababa, Ethiopia, and
Rockville, Maryland, USA: CSA and ICF. In: DF-1.6.

CSA Ethiopia. (2011). Demographic Health Survey 2011 Addis Ababa, Ethiopia and Calverton.
Maryland: Central Statistical Agency and ICF International.

Dagnew, T., Tessema, F., & Hiko, D. (2015). Health service utilization and reported satisfaction
among adolescents in Dejen District, Ethiopia: a cross-sectional study. Ethiopian journal
of health sciences, 25(1), 17-28.

Darroch, J. E., Woog, V., Bankole, A., & Ashford, L. S. (2016). Adding it up: costs and benefits
of meeting the contraceptive needs of adolescents.

FDRE. (2004). FDRE National youth policy,. Addis Ababa

FMOH. (2006). National adolescent and youth health strategy (2007-2015). Addis Ababa

FMOH. ( October 2016). National adolescent and youth health strategy (2016-2020). Addis
Ababa

33



Geary, R. S., Webb, E. L., Clarke, L., & Norris, S. A. (2015). Evaluating youth-friendly health
services: young people's perspectives from a simulated client study in urban South
Africa. Global health action, 8(1), 26080. doi:10.3402/gha.v8.26080

Gebrie, M., Asrade, G., Tsehay, C. T., Yazachew, L., & Dellie, E. (2021). Quality of adolescent
and youth-friendly health services in Dehana district public health facilities, northeast
Ethiopia: Using the Donabedian quality framework. PloS one, 16(10), e0258718.
doi:10.1371/journal.pone.0258718

Godia, P. M., Olenja, J. M., Lavussa, J. A., Quinney, D., Hofman, J. J., & Van Den Broek, N.
(2013). Sexual reproductive health service provision to young people in Kenya; health
service providers’ experiences. BMC Health Serv Res, 13(1), 1-13.

International Planned Parenthood Federation. (2008). Provide: Strengthening youth friendly
services: International Planned Parenthood Federation.

Jain, A., Ismail, H., Tobey, E., & Erulkar, A. (2017). Understanding adolescent and youth sexual
and reproductive health-seeking behaviors in Ethiopia: implications for youth friendly
service programming.

James, S., Pisa, P. T., Imrie, J., Beery, M. P., Martin, C., Skosana, C., & Delany-Moretlwe, S.
(2018). Assessment of adolescent and youth friendly services in primary healthcare
facilities in two provinces in South Africa. BMC Health Serv Res, 18(1), 1-10.

Kassa, G. M., Degu, G., Yitayew, M., Misganaw, W., Muche, M., Demelash, T., . .. Ayehu, M.
(2016). Risky sexual behaviors and associated factors among Jiga high school and
preparatory school students, Amhara Region, Ethiopia. International scholarly research
notices, 2016.

Kenya National Bureau of Statistics. (2009). Kenya Population and Housing

Census Highlights. kenya Retrieved from
http://www.measuredhs.com/pubs/pdf/WPK3/WPK3.pdf
Kovacs, R., & Lagarde, M. (2022). Does high workload reduce the quality of healthcare?

Evidence from rural Senegal. Journal of Health Economics, 82, 102600.
doi:https://doi.org/10.1016/j.jhealeco.2022.102600
Lagrosen, Y., Lagrosen, S. J. I. J. 0. O., & Management, P. (2005). The effects of quality

management-—a survey of Swedish quality professionals.

34


http://www.measuredhs.com/pubs/pdf/WPK3/WPK3.pdf
https://doi.org/10.1016/j.jhealeco.2022.102600

Lunani, T. R. (2012). Influence of teacher-pupil ratio and learner characteristics on provision of
guidance and counseling services in public primary schools in Kenya: a case study of
Eldoret municipality. Moi University,

Mauerhofer, A. (2010). Female adolescents' views on a youth-friendly clinic. Université de
Lausanne, Faculté de biologie et médecine,

Mazur, A., Brindis, C. D., & Decker, M. J. (2018). Assessing youth-friendly sexual and
reproductive health services: a systematic review. BMC Health Serv Res, 18(1), 1-12.

Mickey, R. M., & Greenland, S. (1989). The impact of confounder selection criteria on effect
estimation. Am J Epidemiol, 129(1), 125-137. doi:10.1093/oxfordjournals.aje.a115101

Ministry of Health of Federal Democratic Republic of Ethiopia. ( 2007). Standards on Youth
Friendly Reproductive Health Services Service Delivery guideline Minimum Service
Delivery Package on YFRH Services. . Addis Ababa, Ethiopia:

MOH. (2016). Health  and  health  related indicators  Retrieved  from
https://www.google.com/url?sa=t&rct=j&g=&esrc=s&source=web&cd=&cad=rja&uact=
8&ved=2ahUKEWIEVJSTh6f1AhXFDOWKHQtEAXSQFNOECAMQAQ&url=http%3A
%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2
FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fseque
nce%3D1%26isAllowed%3Dy&usg=A0vVaw0jKFA6fj1sj-RrmbKU6t78

MOH. (2016.). Federal Dimocratic of Ethiopia Ministry of Health,National Adolescent and
Youth Health Strategy2016-2020. . Addis Ababa

Mosadeghrad, A. M. (2014). Factors influencing healthcare service quality. International journal
of health policy and management, 3(2), 77-89. doi:10.15171/ijhpm.2014.65

Motuma, A., Syre, T., Egata, G., & Kenay, A. (2016). Utilization of youth friendly services and

associated factors among youth in Harar town, east Ethiopia: a mixed method study.
BMC Health Serv Res, 16(1), 1-10.

Muche, A. A., Kassa, G. M., Berhe, A. K., & Fekadu, G. A. (2017). Prevalence and determinants
of risky sexual practice in Ethiopia: Systematic review and Meta-analysis. Reprod
Health, 14(1), 1-11.

Mulugeta, B., Girma, M., Kejela, G., Meskel, F. G., Andarge, E., & Zerihun, E. (2019).

Assessment of Youth-Friendly Service Quality and Associated Factors at Public Health

35


https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiEvJSTh6f1AhXFDOwKHQtEAXsQFnoECAMQAQ&url=http%3A%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fsequence%3D1%26isAllowed%3Dy&usg=AOvVaw0jKFA6fj1sj-RrmbKU6t78
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiEvJSTh6f1AhXFDOwKHQtEAXsQFnoECAMQAQ&url=http%3A%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fsequence%3D1%26isAllowed%3Dy&usg=AOvVaw0jKFA6fj1sj-RrmbKU6t78
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiEvJSTh6f1AhXFDOwKHQtEAXsQFnoECAMQAQ&url=http%3A%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fsequence%3D1%26isAllowed%3Dy&usg=AOvVaw0jKFA6fj1sj-RrmbKU6t78
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiEvJSTh6f1AhXFDOwKHQtEAXsQFnoECAMQAQ&url=http%3A%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fsequence%3D1%26isAllowed%3Dy&usg=AOvVaw0jKFA6fj1sj-RrmbKU6t78
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiEvJSTh6f1AhXFDOwKHQtEAXsQFnoECAMQAQ&url=http%3A%2F%2Fwww.repository.iifphc.org%2Fbitstream%2Fhandle%2F123456789%2F395%2FHealth%2520and%2520Health%2520Related%2520Indicator%25202017.pdf%3Fsequence%3D1%26isAllowed%3Dy&usg=AOvVaw0jKFA6fj1sj-RrmbKU6t78

Facilities in Southern Ethiopia: A Facility-Based Cross-Sectional Study. BioMed
Research International, 2019, 9696278. doi:10.1155/2019/9696278

Munea, A. M., Alene, G. D., & Debelew, G. T. (2020). Quality of youth friendly sexual and
reproductive health services in West Gojjam zone, north West Ethiopia: with special
reference to the application of the Donabedian model. BMC Health Serv Res, 20(1), 1-12.

Naing, L., Winn, T., & Rusli, B. J. A. 0. 0. S. (2006). Practical issues in calculating the sample
size for prevalence studies. 1, 9-14.

Ninsiima, L. R., Chiumia, I. K., & Ndejjo, R. (2021). Factors influencing access to and
utilisation of youth-friendly sexual and reproductive health services in sub-Saharan
Africa: a systematic review. Reprod Health, 18(1), 1-17.

Pandey, P. L., Seale, H., & Razee, H. (2019). Exploring the factors impacting on access and
acceptance of sexual and reproductive health services provided by adolescent-friendly
health services in Nepal. PloS one, 14(8), e0220855.

Patton, G. C., Coffey, C., Sawyer, S. M., Viner, R. M., Haller, D. M., Bose, K., . . . Mathers, C.
D. (2009). Global patterns of mortality in young people: a systematic analysis of
population health data. The lancet, 374(9693), 881-892.

Rahman, S. u. J. I. J. 0. Q., & Management, R. (2001). A comparative study of TQM practice
and organisational performance of SMEs with and without 1SO 9000 certification.
Senderowitz, J. (1999). Making reproductive health services youth friendly: FOCUS on young

adults.

Sharew, Y., Amano, A., Zeleke, H., & Mekonnen, M. (2017). Satisfaction with Youth Friendly
Reproductive Health Services among Youth in Dessie Youth Friendly Clinics, North East
Ethiopia. J Nurs Care, 6(403), 2167-1168.1000403.

Sharew, Y., Amano, A., Zeleke, H., & Mekonnen, M. (2017). Satisfaction with Youth Friendly
Reproductive Health Services among Youth in Dessie Youth Friendly Clinics, North East
Ethiopia. 6(3).

Shikuku, C. K. (2005). Delivery of Youth Friendly Services in Kenya: Towards A Targeted
Approach. Health, 1, 4.

Singer, S. J.,, Benzer, J. K., & Hamdan, S. U. (2015). Improving health care quality and safety:
the role of collective learning. Journal of healthcare leadership, 7, 91-107.
doi:10.2147/JHL.S70115

36



Sjoberg, A., Pettersson-Strombéck, A., Sahlén, K.-G., Lindholm, L., & Norstrom, F. (2020). The
burden of high workload on the health-related quality of life among home care workers in
Northern Sweden. International Archives of Occupational and Environmental Health,
93(6), 747-764. doi:10.1007/s00420-020-01530-9

Tebekaw, Y., Aemro, B., & Teller, C. (2014). Prevalence and determinants of unintended
childbirth in Ethiopia. BMC pregnancy and childbirth, 14(1), 1-9.

Tylee, A., Haller, D. M., Graham, T., Churchill, R., & Sanci, L. A. (2007). Youth-friendly
primary-care services: how are we doing and what more needs to be done? Lancet,
369(9572), 1565-1573. d0i:10.1016/s0140-6736(07)60371-7

UNHCR. (2021). Sexual and Reproductive Health. Retrieved from
https://www.unhcr.org/reproductive-health.html

United Nations. (1994). International Conference on Population and Development;. Retrieved

from http://www.iisd.ca/cairo.html

van den Hombergh, P., Kinzi, B., Elwyn, G., van Doremalen, J., Akkermans, R., Grol, R., &
Wensing, M. (2009). High workload and job stress are associated with lower practice
performance in general practice: an observational study in 239 general practices in the
Netherlands. BMC Health Serv Res, 9(1), 118. doi:10.1186/1472-6963-9-118

Wegelin-Schuringa, M., Miedema, E., van der Kwaak, A., & Karen‘t Hooft, H. O. (2014). Youth
friendly health services in multiple perspectives. Prieiga per internetq: http://www.
sharenetinternational.  org/sites/default/files/publication_file/Youth%  20Friendly%
20Health% 20Servi ces% 20in% 20Multiple% 20Perspectives. pdf.

World Health, O., & Unaids. (2015). Global standards for quality health-care services for
adolescents: a guide to implement a standards-driven approach to improve the quality of
health care services for adolescents. Geneva: World Health Organization.

World Health Organization. (2002). Adolescent Friendly Health Health Services—An agenda for
Change. In: Geneva.

World Health Organization. (2003). Adolescent friendly health services : an agenda for change.
In. Geneva: World Health Organization.

World Health Organization. (2009). Quality assessment guidebook: a guide to assessing health

services for adolescent clients.

37


https://www.unhcr.org/reproductive-health.html
http://www.iisd.ca/cairo.html
http://www/

World Health Organization. (2012). Making health services adolescent friendly: developing
national quality standards for adolescent friendly health services.

YOUTH DO IT. (2021). Youth Friendly Services. Retrieved from
https://www.youthdoit.org/themes/youth-friendly-services/

38


https://www.youthdoit.org/themes/youth-friendly-services/

APPENDIX I: English Version Questionnaire

Annex I: Questionnaire
Introduction

There are five separate tool which is included as an annex. All the information and consent
sheets are embedded in each section of the tool.

Facility code client code date

Tool 1: Socio demographic characteristics of the participants (This will be used for
Youths)

No. | Questions Coding categories
1. Sex 1. Male 2. Female
2. How old are you? in years
3. What is your marital status? 1. Single 2. Married 3. Divorced
4. widowed 5. Separated
4. What is your educational status? 1. Don’tread & write
2. canread &write
3. Primary school
4. Secondary & preparatory school
5. College and above
5. What is your current occupation? 1. Student
2. Gov’t employee
3. Daily laborer
4. Unemployed
5. Others (specify)
6. What is your religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Other (specify)
7. What is your ethnic group? 1. Amhara 3. Tigire
2. Oromo 4. Others
8. Is your mother employed? 1.Yes 2.No
9. Is your father employed? 1.Yes 2.No
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INTRODUCTION AND CONSENT
Consent form for parent(s)/guardian(s) accompanying youths less than 18 years of age.

My name is Lidiya Dawit and | am a graduate student at the Center for population Studies of
Addis Ababa University. | am assessing the quality of care provided to youths in this facility. |
am interested in your son’s/daughter’s/ward’s opinions, and I would like to talk to him/her about
his/her experience using this health facility. For this | would like to ask him/her a few questions.

This information will help to improve health services for adolescents. This interview

will take about 20-25 minutes. | will not write down his/her name, and all the information he/she
provides will be kept strictly confidential and not be shared with anyone else. His/her
participation in this survey totally depends on you and him/her. If you wish you may refuse to
give us permission to interview your son/daughter/ward. If you decide your son/daughter/ward
should not participate, it will not affect his/her access to services at this health facility in any

way.
Do you have any questions?
May we begin?

The parent/guardian has given permission Yes........ 1

“All my questions were answered. | have understood and agree to give consent to the
interview.”

Signature/thumb impression/verbal consent of the

parent/guardian:

DATE: / /

Signature of Interviewer:
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Consent form for the youth client >=18 years of age

My name is Lidiya Dawit and | am a graduate student at the Center for Population Studies of
Addis Ababa University. | am assessing the quality of care provided to youths in this facility. |

am interested in your opinions, and | would like to talk to you about your experience of using

this health facility. For this | would like to ask you a few questions. This information will help to
improve health services for adolescents. This interview will take about 15 to 20 minutes. | will
not write down your name and all the information you provide will be kept strictly confidential
and not be shared with anyone else. Your participation in this survey totally depends on you (and
your parent/guardian, if relevant). If you wish you may refuse to participate. If you choose not to

participate, it will not affect

your access to services at this health facility in any way. If you do choose to be interviewed, you

do not have to answer every question | ask you. Do you have any questions?
May we begin?

The interviewee has agreed to answer Yes........ 1

“All my questions were answered. I have understood and agree to give consent to the
interview.”

Signature/thumb impression/verbal consent of the adolescent client:

DATE: / /

Signature of Interviewer:
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YOUTH CLIENT EXIT INTERVIEW TOOL
Participant Code
NAME OF THE FACILITY: CODE:
DATE OF INTERVIEW: / /

DDMMYYYY

RESULTS OF INTERVIEW:

Completed...........cccuenee. 1
Partially completed......... 2
Refused ........cccoovvvvnnnnne. 3
INTERVIEWED BY:

Tool 2.out put items (Youth’s satisfaction)

Sn Question Response (Tick the
box Infront of the
question)

Yes No
1. | How much time taken from your home to the health facility
2. | Are you satisfied the convenience of service opening hour of the health facility
3. | Are you satisfied length of waiting time to see the health care provider
4. | Are you satisfied with cost of services
5. | Did you receive adequate information on the available SRH services in this
health facility?
6. | Are you comfortable with providers’ sex
7. | Did the health-care provider listen to what you said with interest?
8. | Did the health-care provider treat you in a supportive and considerate manner?
9. | Did you find the health facility Clean?
10. | Did you find the health facility Comfortable?
11.| Did you find the health facility Attractive?
12.| Do you believe that others could not hear your discussion with the health-care
provider
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13.

Do you believe that others could not see your consultation with the care

provider?

14.

Do you believe the information you provided is kept in secret (confidential)?

15.

Did you get medicines and supplies for you at this facility?

16.

Did the education materials contain information that you found useful?

17.

Was the health care provider considerate and respectful?

18.

Was she/he critical of any of your words or actions?

19.

Did the provider take time to listen, do necessary examination, and deliver the

services?

20.

Would you return if you have any concern?

21.

Will you recommend the health facility for others

22.

If yes for Q21 why? (You can choose more than one)
A. Satisfied with the service quality.

F. Short waiting time

D. Friendly service providers

G. Availability of same sex service provider

B. Affordable services.

E. Comfortable compound.

C. Services free of charge

23.

If no for Q21, why? (You can choose more than one)
A. Lack of service quality. D. Compound not comfortable
B. expensive services E. Long waiting time

C. Unfriendly service providers F. Other (please specify)
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Consent form for health-care provider

My name is Lidiya Dawit and | am a graduate student at the Center for Population Studies of
Addis Ababa University. | am conducting an assessment of the quality of care provided to youths

in this facility.

I would like to ask you some questions. This information will help to improve the quality of
health care for youths in Addis Ababa, Ethiopia. The interview will require about 25-30 minutes.
All the information that you will provide in the interview will be kept confidential and not shared
with anyone else. This survey is anonymous, and the questionnaire will not be seen by anyone
not involved in the survey analysis. Your participation in this review process is voluntary. You

may decide not to participate in this interview or not to answer some of the questions.
Do you have any questions?
May we begin?

Interviewee has agreed to participate  Yes........ 1

Permission for observation is available Yes........ 1

Signature of the interviewee:
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HEALTH-CARE PROVIDER INTERVIEW TOOL

FACE SHEET

Interviewee Code

SEX: Male...... 1 Female......

DESIGNATION:

NAME OF THE FACILITY:

CODE:

DATE OF INTERVIEW:

DDMMYYYY

RESULTS OF INTERVIEW:

INTERVIEWED BY:

TIME INTERVIEW BEGAN:
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Tool 3. Input (Structure) assessment items

S No | Question Response
(Tick the box
Infront of the
guestion)
Yes No
1 Does the health facility have standards on Youth Friendly Reproductive Health
Services documents
2 Does the health facility have tools for planning implementation and monitoring of
Standards
3 Avre health workers providing services to adolescents trained on YFS?
4 Does the health facility have a sign post containing information on types of
adolescents and youth SRH services provided
5 Does health facility have sign post containing information working days and hours for
the provision of SRH services?
6 Does the health facility have separated room for adolescent
7 Does the health facility have Male condoms
8 Does the health facility have Oral contraceptives
9 Does the health facility have emergency contraceptives
10 Does the health facility have Pregnancy test kit
11 Does the health facility have HIV test kit
12 Does Emergency contraception services available in this health facility
13 Does Safe abortion services available in this health facility
14 Does HIV counseling and testing services available in this health facility
15 Does Pregnancy test services available in this health facility
16 Does the health facility have guidelines/teaching materials for peer education?
17 Do staff of this health facility have adequate knowledge and skills to train adolescents
& youth?
18 Does the health facility have STIs management guidelines
19 Does the health facility have HIV/AIDS management guidelines
20 Does the health facility have Contraception/family planning management guidelines
21 Does the health facility have Antenatal, delivery, postnatal management guidelines
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22 Does the health facility have Safe abortion services management guidelines

23 Have staff been trained on STIs management guidelines?

24 Have staff been trained on HIV/AIDS management guidelines?

25 Have staff been trained on Contraception/family planning management guidelines?

26 Have staff been trained on Antenatal, delivery, postnatal management guidelines?

27 Have staff been trained on Safe abortion services management guidelines?

28 Are IEC/BCC materials available on Sexually transmitted infections/HIV/AIDS

29 Are IEC/BCC materials available on Unwanted pregnancy and family planning

30 Are IEC/BCC materials available on maternal health care (ANC, Delivery Care
Postnatal Care)

31 Are IEC/BCC materials available on Safe abortion services

32 Does the health facility have referral (one way only) formats/forms for adolescents&
youth?

33 Does the health facility have referral (back referral) formats/forms for adolescents&
youth?

34 Availability of Good drainage

35 Availability of Covered waste bins

36 Availability of Running water

37 Availability of Cleaning tools (broom, scrub, brush, cloths etc.)

38 Availability of Disinfectants/detergents

39 Plan for the provision of AYFRH information and services at schools, community
(Kebele ,1dir)

40 Cleanliness of the Surrounding

41 Cleanliness of the Waiting area

42 Cleanliness of the examination room

43 Cleanliness of the Reception

44 Cleanliness of the Toilets

45 Has this facility trained adolescent & youth peer educators in the last three months?

46 Has support staff been given orientation on “Adolescent & Youth Friendly Services”?

47 Avre adolescents & youth trained in the provision of certain services?
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Interview guiding questions (AYFS providers)

Facility code
Age
Sex

Experience

1. Does the facility have adequate equipment, medicines, supplies and technology needed to
ensure effective service provision to young? (Stock in past one year)

2. In your opinion, do you think the facility hour is convenient for youth (open, closing,
special hour & separate hour)? Explain.

3. In your opinion, do you thing the location of the facility convenient for youth?( entry point,
distances & places of AYFS classes ) .Explain

4. In your opinion, do you think AYFS delivery space is adequate to give services and
maintain privacy & confidentiality? (Interruption, hearing of conversation, comfortable
seating furniture, sufficient space to give services). Explain.

5. Do you think the facility environment is comfortable for providing service for youth? (
waiting room, the service room, and signs specifically targeting youth)

6. In your opinion do you think the fees for services affordable for young?

7. Have you involved youth in any of the services delivered? If so, how have you involved
youth? If not why?

8. Do you have any methods for soliciting youth opinions?

9. Do you feel that waiting time, length of counseling session of youth is reasonable or too
long? Do you thing sex of services providers confortable for young?

10. Do you think the point of health service delivery provides information and education
through a variety of channels? Explain

11. Are you using evidence-based protocols and guidelines to provide health services?
Explain

12.Could you please share your idea about overall quality of youth friendly services?
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S No | Tool 4. Process assessment items (Ask and observe) Response (Tick the
box Infront of the
question)
Yes No

1 Do health care providers provide YFRH services in a non-
judgmental, caring and supportive manner?

2 Have you had no shortages/stock outs of Male condoms in the last
one month

3 Have you had no shortages/stock outs of Oral contraceptives in
the last one month

4 Have you had no shortages/stock outs of HIV test kit in the last
one month

5 Have you had shortages/stock outs of Pregnancy test kit in the
last one month

6 Have you had shortages/stock outs of emergency contraceptives
in the last one month

7 Have you used Standards on Youth Friendly Reproductive Health
Services

8 Have you used tools for planning implementation and monitoring
of YFS

9 Have you participated in delivering information on YSRH rights
and needs in Schools

10 Have you participated in delivering information on YSRH rights
and needs in Youth centers

11 Have you participated in delivering information on YSRH rights
and needs in Community meetings (Idir, Kebele meetings)

12 Have you participated in delivering information on YSRH rights
and needs in youth meetings

13 In the last three months, all equipment are available and
functioning well?

14 Do you use the case management guidelines?

15 Do you receive regular guidance on psychological, physical
assessment and individualized care on youth health services?

16 Do you use the referral forms (one way) when referring youth to
other service?

17 Do you use the referral forms (two way) when referring youth to
other service?

18 Seat youth in the position that facilitated communication most
easily?

19 Introduce himself/herself first to the youth?

20 Ask the youth who he/ she has brought with him/her to the
consultation?

21 Show interest in the youth and spend some time getting to know
him/ her before focusing on the medical problems (problem free
talk)?

22 Did anyone else do not enter the room during the consultation?

23 Did the service provider listen with attention to what the client
had to say? o

24 Did the service provider assure the client that no information will

be disclosed to anyone (parents/other) without their permission?




25 Asked the youth questions about home and relationships with
adults?

26 Asked the youth questions about school?

27 Asked the youth questions about sexual relationships?

28 Asked the youth guestions about school, smoking, alcohol or
other substances?

29 Talk about how to prevent diseases, and what to do to stay
healthy?

30 Inform the adolescent client about the services available for
him/her?

31 Provide accurate and clear information on the medical condition?

32 Provide accurate and clear information on the
management/treatment options?

33 Ask the youth client whether he/she has any problem
understanding the treatment that is being provided?

34 Check the youth client’s understanding of the information
provided by asking probing questions?

35 Use audio-visual material to explain anatomy, disease, or other, as
relevant to the topic of the consultation?

36 Ask the youth client’s permission before performing the
examination/procedure?

37 Explain the results of the physical examination to the client

38 Separate room to ensure both auditory and visual privacy

39 Ensure confidentiality

40 Health care provider involvement in community service provision
on YSRHS

41 Was anyone else not present in the room at the time of

consultation?
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Tool 5. HEALTH FACILITY MANAGER INTERVIEW TOOL FACE SHEET
INTRODUCTION AND CONSENT

Consent form for the health facility manager

Hello,

My name is Lidiya Dawit and | am a graduate student at the Center for Population Studies of

Addis Ababa University. | am assessing the quality of care provided to youths in this facility.

I would like to ask you and your staff some questions. Then, 1 would like to observe the
environment for service provision at your health facility and access some of your records. In
addition, 1 would like to inquire about the medicines and supplies available. At the end | would
like to be present during at least one youth client-provider interaction. All this information will
help to improve the quality of health care for youths in Addis Ababa, Ethiopia. Observing the
environment for service provision at the health facility will require about 35-40 minutes.

Conducting the interviews will require about 60 minutes.

All the information that you and your staff provide in the interview will be kept confidential
and will not be shared with anyone else. This survey is anonymous, and the questionnaire will
not be seen by anyone not involved in the survey analysis. Your participation in this review
process is voluntary. You may decide not to participate in this interview or not to answer some

of the questions.

Do you have any questions?

May we begin?

Interviewee has agreed to participate
Yes

No

Signature of the interviewee:
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Interview guiding questions (health facility head or manager)

Facility code

Age

Sex

Experience

1.How many health service providers available in this facility?

2.How many service providers at this facility have received training in provision of the following
YFS STI PICT/HCT/VCT LAFP PAC ___ other (specify) . Do you think
the training is enough to give effective YFS?

3.Does the facility have adequate equipment, medicines, supplies and technology needed to ensure effective
service provision to young? (Stock in past one year)

4.1n your opinion, do you think the facility hour is convenient for youth (open, closing, special hour & separate

hour)? Explain.

5.In your opinion, do you think the location of the facility convenient for youth? (Entry point, distances & places

of YFS classes). Explain

6.In your opinion, do you think YFS delivery space is adequate to give services and maintain privacy &
confidentiality? (Interruption, hearing of conversation, comfortable seating furniture, sufficient space to give

services). Explain.

7.Do you think the facility environment is comfortable for providing service for youth? (Waiting room, the service

room, and signs specifically targeting youth)

8.In your opinion do you think the fees for services affordable for young?

9.Have you involved youth in any of the services delivered? If so, how have you involved youth? If not why?

10. Do you have any methods for soliciting youth opinions?

11.Do the policies support providing services for youth? (Informed consent, privacy confidentiality, cost of

services & equitable services provision)

12.Does the facility inform the community about its services for youth? (outreach activity)

13. Do you feel that waiting time is reasonable or too long?

14. Do you think the point of health service delivery provides information and education through a variety of

channels? Explain

15. Could you please share your idea about overall quality of youth friendly services?
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