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Lessons learned
Obtaining support for NAFCI

Strong leadership at all levels is a crucial ingredient to implementing an adolescent-
friendly programme. From its inception, the NAFCI programme operated in partnership
with the Department of Health. The promotion of adolescent health was identified as
a priority by the Department of Health, and the development of adolescent-friendly
services was supported. This commitment was reflected in the adoption of various
health policies and strategic plans*. National policies and guidelines provide the foun-
dation needed for implementing programmes such as NAFCI.

Support at the provincial, district and local levels was equally important. When the district
or clinic managers failed to support and take a lead in implementing the programme, the
process floundered. The NAFCI coordinators expended a lot of energy trying to move clin-
ics along when management was not involved. In these cases, decisions needed to be
made regarding whether to continue with the clinic or not. Change management strategies
were important in obtaining buy-in from staff, management and volunteers as well as for
engaging the team in programme activities.

Provincial management made the initial selection of clinics, and this choice could poten-
tially make or break the programme. District leaders sometimes wanted to start with clinics
that were struggling. However, when initiating a new programme, identifying innovative
clinic managers who can facilitate change is more important. The most successful clinics
had a motivated clinic manager and, in the best situations, a district supervisor actively
participated in implementing the process.

Collaborating with stakeholders throughout the process warranted special attention as well
as building upon existing structures. For instance, some clinics had been involved in other
projects using quality methodology. Therefore, it was important to build on this knowl-
edge. In South Africa, there are multiple projects being undertaken at the same time.
Communication between all parties was essential to success.

Technical support

The importance of coordinators assisting clinics to implement the standards cannot be
underestimated. Simply developing and distributing standards will not meet the objectives.
The NAFCI coordinators received in-depth training in the standards, quality methodology
and monthly in-service training sessions to assist them to implement the programme suc-
cessfully. The guidance of the coordinators provided the support and knowledge necessary
to implement the standards. Coordinators need to be readily accessible to the clinics to
provide this support. Therefore, identifying and training coordinators within the current
system may prove more effective and sustainable. For example, district managers could
incorporate this role within their current responsibilities. Strong, motivated coordinators
always achieved better results.



The results of the assessments began to reveal some consistent areas for improvement
across the clinics (e.g. psychosocial and physical assessment). An opportunity existed to
use this information to identify the key cross-cutting areas for technical support and to
establish national (or at least provincial) initiatives to address them.

Creating buy-in with clinic staff includes emphasizing the reasons and the importance of
focusing on youth. This was accomplished by sharing statistics regarding the reproductive
health problems of South African youth and through the values clarification workshops.
Identifying staff who were champions of youth services also helped create buy-in with the
rest of the staff. In view of this experience, involving all categories of staff was deemed
an important factor in successfully implementing NAFCI. Box 7 summarizes the steps taken
to ensure clinic buy-in.

The selection of the team leader has a
Box 7. direct effect on team effectiveness. Team
leaders need to be selected on the basis
of their interest in meeting the goals of

increase awareness of the youth crisis

values clarification (exploring attitudes
and beliefs towards adolescents)

identify champions for youth services

involve all categories of staff.

the programme. They also must have
authority and the respect of their peers,
as well as the skills to lead meetings and
manage change. In addition, the team
leader needs to have the time to devote
to the process.

Maintaining the integrity of the team

also was a challenge. Various factors
affected team function, such as staff
rotating frequently within the clinics and a very high turnover of staff. Consequently, train-
ing was not a one-off event but an ongoing activity. At first, teams were unable to function
when there was a change in leadership. But over time, the NAFCI coordinators assisted the
teams in learning how to function. As the teams matured, members began to accept the
accountability for carrying out the action plan even when a member originally assigned
had been transferred, went on leave or left the post.

Coordinators need training in change management, group facilitation skills, quality method-
ology and implementation of standards. The NAFCI coordinator’s manual was developed
to provide the content for training coordinators. District supervisors and the clinic quality
team leader also benefit from this training, particularly as the district supervisor is respon-
sible for the oversight of programme implementation.

The values clarification workshop (refer to Grounds for respect: facilitating change towards
adolescent-friendly services) is vital to the implementation of adolescent-friendly services,
because it involves all levels of staff working together to examine attitudes that could be
barriers to providing adolescent-friendly services.
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Staff training in the standards and quality methodology is also needed. Going for gold:
a clinic guide to the national adolescent friendly clinic initiative provides the content for
these training activities. Training sessions are required but, more important, coaching
and mentoring of staff are essential to implement the quality methods and tools. A train-
ing needs assessment helps the team to identify the specific needs of staff in terms of
providing reproductive health care based on the essential service package. What this
means is, various target groups have different training needs, which need to be planned
and ongoing. The trainers need expertise in the areas of quality improvement and sex-
ual and reproductive health. These resources may be available within the district and it
is valuable to investigate the resources that are available and link the clinic team to those
resources.

The external assessment team also needed training prior to carrying out their role. The
External assessor training manual provides the structure for this training programme.

Youth involvement

Young people are vital to the success of this programme. Involving them is central to all
aspects of improving youth services, including collecting data, education, and promotion.

Young people need supervision and support to ensure that they can make a meaningful
contribution: It was important to have at least one member of staff in the clinic who
would oversee the work of youth volunteers. Peer educators needed guidance and sup-
port on the content of their programmes, and to ensure their work was manageable and
aligned to their own level of maturity.

Young people need recognition and encouragement: Peer educators and youth volun-
teers were often left to get on with their work, which was seen as useful but outside the
mainstream business of the clinic. This attitude was demotivating, resulted in a high
drop-out rate, and the investment in training of young people was lost. Successful, sus-
tainable placements provided recognition through training, T-shirts and recognition
awards for good service.

Young people need structures and activities in which they can become involved. Assign-
ments gave young people a sense that their participation was not tokenism; they could
participate meaningfully, learn new skills, and the clinic benefited from their work. Some
examples in NAFCI sites included representation on the quality improvement team, and
participation in client satisfaction surveys, client flow analysis and adolescent health
needs assessments.

Clinic staff worked hard to promote and provide new youth services. However, it was
difficult to meet the demands of the routine workload and initiate these new activ-
ities as planned. For this reason, the groundBREAKERS have become excellent youth
advocates and provide a needed resource for responding to the needs of youth.




Community involvement

The level of community involvement by a range
of stakeholders (e.g. traditional leaders, council-
lors, educators and religious leaders) was an
important contributing factor to the vibrancy and
outcome of the process. The community also
consists of the young people’s parents and
guardians, who can reinforce health promotion
messages. In the case of NAFCI, communities
provided valuable feedback relating to the needs
and challenges of young people, how the clinic
could be more responsive to these needs and
how the clinic was perceived by the consumers.

Communities often played an active role in the
quality improvement process. Some exciting and
heart-warming examples of how the community
contributed to the quality improvement process
included volunteers organizing cleaning cam-
paigns, constructing latrines and providing water
where there was no running water. Communities
also provided the ongoing support clinic staff
could not provide—communities were home to
the referral agencies, both formal and informal
(e.g. nongovernmental organizations, community-
based organizations, support groups, faith-based
organizations and caring trusted adults).

Communities could also hinder progress. One
clinic was involved in a dispute with the com-
munity. The NAFCI coordinator and management
took a lead in working with the district manage-
ment and other organizations to resolve the
issue before initiating NAFCI clinic activities.

Data collection

Collecting statistics was a source of problems,
as each clinic had a different method of col-
lecting information. Some clinics collected
information for the age group 10-24 years
whereas the NAFCI target was 10-19 years.
Operational definitions were needed for some
categories. For instance, some clinics reported
provision of 3000 condoms per month, and
others reported 18 per month as they were
counting the number of young people who
were given condoms as the primary method of
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contraception. Obviously, the clinics were col-
lecting data regarding condom use differently.
Finding ways to obtain the desired data with-
out increasing the workload or duplicating
efforts was difficult. Most staff did not link
available data (clinic log books, community
profiles) with improving services for youth. Col-
lecting data in the chill room was equally
challenging. The groundBREAKERS sometimes
had difficulty tabulating the weekly and
monthly attendance records. Ultimately, the
coordinators entered the data into a spread-
sheet. However, getting the data from the
clinics to a central location was difficult at
times due to the lack of access to computers
or fax machines. Therefore, it was important to
oversee the data collection to assure accurate
and complete data collection.

NAFCI promoted the measurement of clinical
practice through observations of practitioners
while they provided services. Direct observa-
tion can be threatening to clinicians, especially
if they fear a supervisor is looking for mis-
takes. Therefore, moving away from the
approach of critical oversight to a
coaching/facilitating approach was important.
All clinics needed assistance in monitoring
clinical practice and incorporating this activity
into their regular work. When implementing a
team approach, managers needed to be
trained in coaching/facilitating management.
NAFCI did not focus sufficient attention on this
aspect of the programme and thus some man-
agers were not as effective in implementing
the programme as they might have been.

Accreditation score

The accreditation score was based on the
absolute standards (number of standards met).
Some felt that calculating relative improvements
(percentage of improvement) would have been
more fair and representative of the amount of
change that had taken place. For instance, a
clinic improving from 10% to 60% may have
been more significant than a clinic that
improved from 70% to 80%. In future develop-
ment of programmes, this issue should be
revisited.
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Resource limitations

Improving quality is not the same as using more
resources. However, resources in developing
countries are always a challenge. One of the
common problems is staffing. The first approach
used to address this concern was to conduct a
client flow analysis to find ways to improve work
flow and, thus, use of staff. Some clinics had
only two or three staff members. These clinics
benefited by involving the community and youth
in the NAFCI team. Increasing the staff comple-
ment was not focused on since the programme
did not have the resources or the mandate for
this and also because the project demonstrated
that the standards could be met in small clinics
with few staff.

NAFCI learned at an early stage that improve-
ment of services needed to be rooted within the
primary health-care system to secure, support
and sustain changes. This process involves man-
agement support, as well as transformation of
broader systems, e.g. drug management and
infection control policies.

The teams were challenged with finding ways of
dealing with problems related to equipment and
supplies. The quality improvement approach pro-
vided an avenue for resolving these issues. For
instance, if the lack of resources was due to a
stock-out, the team considered the causes. Was
it due to poor inventory management or was
there a lack of supplies at a central level?
Depending on the cause, different actions were
taken. For instance, one clinic had a problem with
pregnancy test stock-outs, which was a central
distribution problem. They talked with the district
level supervisor to develop a plan to maintain
adequate stock. Another clinic had problems hav-
ing clean linen, most particularly for the delivery
room. Laundry was being sent to a local hospital;
however, when they reviewed the cost of trans-
porting the laundry to and from the hospital as
well as the delays that occurred, they determined
that a washing machine at the clinic would be
more efficient and cost-effective. They submitted
a budget proposal based on these assumptions
and now are doing laundry on site.

Another consideration related to resources is the
funding sources. NAFCI benefited from funding
from the government and nongovernmental
organizations. Another avenue to explore is the
large manufacturers, as they have a vested inter-
est in the health of their workers. Small-scale
private investors can also support clinic activities;
one pilot clinic obtained support from a general
store to conduct a workshop on HIV.

Losing momentum

The time it took for the clinics to reach the
point when they felt ready for external assess-
ment varied, as did the outcome of the external
assessment. The prolongation of the process
resulted in some clinics losing the momentum
and gave rise to the need to start again with a
new cycle, including the re-establishment of the
quality improvement team. The standards need
to be moved forward as a package rather than
implementing them one at a time; otherwise
the programme may become stalemated.

Sustainability

Pilot programmes risk being unsustainable.
Designing and implementing the programme
in collaboration with the Department of Health
was critical to the potential transition from
pilot to institutionalization. First, the standards
were developed in line with the provincial
health-care standards. In addition, the quality
improvement processes and skills imparted to
staff were integrated into the normal function
of the clinic. The external accreditation process
was centrally designed and, even though this
approach works, a separate, dedicated team is
difficult to maintain. New and creative accred-
itation models need to be explored using the
resources and systems that already exist
within the provinces. Measurement and evalu-
ation was incorporated into the facilitative
supervision visits of the district managers.



Conclusions

The NAFCI programme identified public health clinics as a vehicle for providing
services to deal with the HIV epidemic. NAFCl is a quality improvement approach.
Quality improvement focuses on client needs as well as relying on data to make
improvements in the system. This approach is facilitated by management; it is not
management-driven. The driving force is a team (youth—clinic staff~community)
working together to achieve the goal. These quality teams are working towards
responding to the needs of South African youth in order to decrease HIV, teenage
pregnancy and STls. NAFCI is not a vertical programme; it is a quality improvement
approach that benefits all clients who use the services. The tools and skills taught
are universal and comprehensive rather than vertical. At the same time, focusing on
youth is necessary to address specific health-care needs and the looming issues of
the HIV epidemic.

The standards were developed to reduce the barriers that young people encounter
when seeking public health services. Concerns expressed by youth were identified
and the standards were written to address these issues, such as lack of privacy
and confidentiality, poor quality clinical services and rudeness of health-care
providers.

The findings of the data collected to date show that the clinics can implement the
standards regardless of size and location. The clinic environment is cleaner, pri-
vacy is maintained, and infection prevention measures are carried out more
consistently. The clinic staff have been transformed into a team that takes respon-
sibility for the quality of care. They have the skills to solve problems and take
action, and staff attitudes in many clinics have changed dramatically towards
youth.

Young people are coming to the clinic chill room to learn more about sexual and
reproductive health. Their vibrancy can be felt within a NAFCI clinic. The young
people in these clinics have joined hands with the clinic staff and community lead-
ers to address the adolescent reproductive health problems within their community.
More young people can be found in the clinics. In addition, outreach activities are
being conducted in schools and with other youth organizations. Organizations
within the community are being linked to work towards a common goal. This ele-
ment of the programme is critical to the success of NAFCI and concurs with the
findings of an evaluation of youth-friendly service programmes in Zambia, where
the authors suggested that community acceptance of reproductive health services
is an important factor of success3°.

CONCLUSIONS
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Annex 1

A brief overview of lovelife

lovelife’s strategy

lovelife’s strategy is to sustain a high-profile media strategy targeted principally at 12-17-
year-olds and aimed at changing sexual behaviour. An equally critical but smaller
component is aimed at parents. This media strategy is supported by a variety of commu-
nity interventions, all focused on ensuring that South Africans actively engage with loveLife
and its messages. lovelife’s strategy is three-pronged:

B build awareness by stimulating more open and better-informed communication about
sex, HIV, sexuality and gender relations;

B develop the necessary public health services, institutional support and outreach pro-
grammes for young people;

B ongoing monitoring and research around lovelLife to measure the impact of lovelife
programmes on young people and to alter/improve programmes based on the find-
ings of the research and monitoring.

lovelife’s programmes

B S’camto groundBREAKERS is a multipart television series produced by young people for young
people that deals with issues of self-actualization and healthy living. It is screened on SABC 1,
South Africa’s largest television channel.

B S’camtoPRINT is a lifestyle magazine distributed fortnightly nationwide through the Sunday
Times.

B thethaNathi is a youth newspaper distributed fortnightly through the Star, Pretoria News, Daily
News and Cape Argus.

Bl The lovefacts pamphlet is specifically designed for teenagers, supported by Tell me more.

B Radio shows are broadcast weekly nationwide on 17 radio stations, including SABC African lan-
guage radio stations.

B Advertising on billboards, watertanks and taxis promotes the brand, provokes discussion and
points to the free sexual helplines.



B Anational network of 16 Y-Centres provides educational, recreational and sexual health services
in resource-poor communities.

B NAFCI: The National Adolescent Youth Friendly Clinic Initiative is a major drive to establish ado-
lescent-friendly services in South Africa’s 5000 public clinics.

B A nationwide year-long school sports programme, the lovelife Games, reaches about four mil-
lion students.

B National youth education and outreach programmes use a six-carriage train, the loveTrain, and
two mobile broadcast units, the loveTours.

B Avyouth development programme, groundBREAKERS, involves volunteers aged 18-25 who are
placed in various lovelLife initiatives for a year. They receive a range of skill-specific and generic
training focusing on their development as young people.

B Anational network of youth facilitators aged 12—17 operate across all initiatives. They are called
mpintshis.

B The lovelife Franchise a national programme of support to community-based organizations.

B thethajunction is a toll-free national sexual health helpline receiving more than 30 ooo calls
per month. There is also a special helpline (0800 121 100) for parents seeking guidance on com-
municating with their children.
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Following a WHO review of initiatives demonstrating increased use of health services
by adolescents, policy-makers and programme managers requested more detailed
information on what was being done to improve quality, including friendliness, and
scale up of service coverage. In response, WHO’s Child and Adolescent Health and
Development (CAH) department has supported the documentation of three outstanding
initiatives in developing country settings.

This document describes an initiative for quality improvement in adolescent-friendly
services implemented in public sector primary health care clinics in South Africa.
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