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Executive Summary 

Introduction 

Youth Alive commissioned an end of project evaluation of its project entitled Quality Health: 

My Right, My Responsibility in September 2014. The overall purpose of the evaluation was to 

determine whether the project was able to achieve its objectives and the desired outcomes and 

also to know whether or not there were learning experiences derived from the project 

implementation. This report presents the findings of the evaluation.  The evaluation used flexible 

participatory rural appraisal (PRA) techniques to collect, collate and analyze data. The specific 

PRA tools used were Focus Group Discussions (FGD), brainstorming, ranking and scoring, 

observation, debriefing, one-on-one interviews with key informants and beneficiaries. In all, 462 

respondents were contacted during both the FGDs (267) and one-on-one interviews (195). In 

terms of gender, 56% of the respondents were females and over 75% of all respondents were 

drawn from primary and Junior High Schools (JHS). The report was finalized based on two 

annual participatory reflection and review meetings held in the Upper East and Upper West 

regions. 

 

Major Evaluation Findings 

1. The two immediate objectives of the project dealing with access to and participation in 

reproductive and sexual health were highly achieved. The project was found to be well 

executed. It followed the plan of implementation and the budget. Funds were used for 

purposes for which they were obtained. An experienced staffing situation in Youth Alive 

as well as well-trained staff in Ghana Health Service and Ghana Education Service 

together with the use of workable strategies has significantly contributed to the project‟s 

achievements.  

2. Community members, pupils and staff of Ghana Health Service and Ghana Education 

Service have developed deeper interest in the reproductive and sexual health project. 

Largely, knowledge and for that matter the ability to engage relevant authorities such as 

the Ghana Health Service (health workers), the Ghana Education Service (teachers), 

community members (parents) and traditional authorities (chiefs) by the youth has been 

strengthened and the youth have started demanding their rights on issues geared towards 

ensuring good health care. A unique feature of the project is that it largely stressed on 

empowerment rather than providing physical solutions.  

3. Through effective facilitation and advocacy the youth gained increased access to quality 

information about sexual and reproductive health and have started accessing health 

services from health centres. The youth also now have improved access to service 

providers like the GHS and health facilities such as health posts and condoms.  

4. Youth‟s awareness of their rights to sexual health services has improved significantly. 

The youth appear confident to discuss their health problems and to approach service 

providers to demand for their rights. At the community health centers, there is 

improvement in routine and regular attendance of the youth to clinics for medical check-
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up. Majority (80%) of the youth now access and report all health problems to the clinic or 

hospital for early treatment.  

5. School communities have derived significant benefits by participating in the project. The 

project has contributed in changing the sexual behavior of the youth. Similarly, staff of 

GES and GHS said they have benefited from the project in terms of capacity 

enhancement and logistics and are motivated to work hard on their mandate which deals 

partly with sending health service to the door steps of poor communities. Staff of Youth 

Alive also received a number of training on advocacy, monitoring and evaluation and 

rights-based approach to development from STAR Ghana. The knowledge gained from 

the STAR Ghana-supported training has helped Youth Alive to advocate GHS to carry 

out its mandate even without seeking any financial reward from it (Youth Alive).  

6. The project worked during the latter part to sensitise community members on other health 

issues that pose danger to health and livelihood situation. Examples of such dangers are 

ebola and cholera. 

7. The project also achieved success in personal hygiene and behavioural change amongst 

the youth. About 78% of the respondents said that individuals and family members now 

pay adequate attention to their personal hygiene and behaviour. At the community level, 

it was found that about 80% of households have adopted good sanitation practices. 

8. School communities have been empowered in citizen-government engagement and in 

rights based approach.  Majority of the youth can now stand and freely speak in public 

and on radio about health issues that affect them.  Through the empowerment the youth 

have gained deeper confidence in themselves to ask for any support particularly from 

service providers like the GHS regarding their health needs.  

9. In many communities, the project has helped to improve punctuality to and retention in 

schools and academic performance. Girls‟ performance has significantly improved in 

many schools. Pupils no longer stay out of their books but rather want to study hard to 

pass their BECE.  

10. There is improved unity in the communities because the project has created a platform for 

health teachers, health workers and YA to meet quarterly. Additionally, peer educators 

and club members engage in football games which strengthen unity. These stakeholders 

get to know each other well and help to share ideas, experiences and best practices on 

sexual and reproductive health. 

11. The project was able to implement all its planned activities. Key project activities 

included the formation/strengthening of school clubs, counseling, school health talks, 

community forums, radio discussions and training workshops
1
. An effective monitoring 

and evaluation (M&E) system was put in place to guide project execution. District level 

reports were prepared and sent to head office in Tamale while quarterly and annual 

reports were prepared for the donor.  

12. A number of sustainability indicators were factored into the project right from the start. 

Some local institutions (health clubs, health teachers, peer educators) were formed. The 

                                                           
1
 Club activities mainly involved the organization of meetings, debates, quizzes, football, community clean up 

exercises, health walks and drama. 
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capacity of peer educators, school health clubs, community nurses and health teachers has 

been strengthened and members of these local institutions indicated that they will 

continue to offer sensitization, create awareness, organize debates, quizzes and social 

dramas on sexual and reproductive health after Youth Alive has exited. As already stated 

the GHS and the GES have started mainstreaming project activities into their regular 

programmes.  

13. The project is relevant because it contributed to attaining the objectives of the 

government dealing with achieving universal health coverage or bringing health services 

to the rural poor. The project facilitated effective delivery of health services to the poor 

and promoted citizen-government engagement. Improving the health status of the poor is 

crucial for poverty reduction given that ill health is both a consequence and cause of 

poverty- through lack of funds and knowledge to prevent illness, productivity and income 

losses. The project also promoted the application of rights-based approach which largely 

brought the beneficiaries to the centre stage of project implementation. In terms of 

education, the project worked to promote punctuality and retention in school thereby 

contributing to quality education at the basic level. This is important for achieving the 

Millennium Development Goals.  

14. Project funds have largely been employed for the purposes for which they were acquired. 

The project produced both tangible and intangible results and as such it can be concluded 

that the project overly showed value for money. To a large extent the expressions and 

opinions of beneficiaries in all the communities visited show that there is a reduction in 

STIs, STDs and teenage pregnancies. Because of its value many communities are 

appealing for the project to continue with them in same or similar interventions.  

15. Although not entirely attributable to Youth Alive project, benefits have been experienced 

in several areas as reported by parents, peer educators, stakeholders, community members 

and project implementation team at different levels of the project. Some benefits directly 

relate to rights on health care and rights of the youth while others are spin-offs because 

they were not intended. Project benefits include (i) Reduction in STIs, STDs, dropout rate 

and teenage pregnancy increased awareness on youth‟s sexual and reproductive health, 

(ii) improved punctuality and retention in schools, iii) improved academic performance, 

iv) improved capacity of peer educators to talk and discuss sexual and reproductive 

health issues among themselves and with service providers, (v) improved capacity of 

staff of GHS and GES to carry out their mandates, (iv), (v) improved sexual behavior of 

the youth,(vi) improved personal hygiene, and, (viii) Improved knowledge in correct 

usage of contraceptives by pupils and other youth.  

16. In general, the socio-cultural aspects (e.g. the rights of the youth) were adequately 

considered, although some aspects - for instance the involvement of entire youth in the 

communities - could have been specifically addressed in the design of this project. 

Outputs were of particularly good quality in all five districts in the area of sexual and 

reproductive health issues. The project was found to be a giant platform for learning. 

17. The project was flexible and innovative. The ability to widen project activities to include 

sensitisation on other health issues such as the recent ebola case remains significant. 

Despite some weaknesses the results of the SWOT analysis indicate that Youth Alive has 
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the required capacity and experience to extend or design and implement similar projects 

in the future. 

 

 

Recommendations 

This project was completed and therefore these recommendations are suggestions for future 

similar projects. 

1. In spite of the difficulties faced by this specific project and persons involved, the type of 

project and the approach used showed to be of high interest and effective for the 

enhancement of rights of the youth. The high value of this type of project should be fully 

appreciated and encouraged in the future. Available evidence obtained from the field 

show that scale up is required in order to consolidate gains and also to reach out to many 

poor communities. 

2. There is the need to (i) continue the sensitization, health talks and education of the youth, 

(b) support the work of GHS and peer educators, and (c) train more peer educators to 

replace those who have completed JHS in order to reduce gaps in peer education on 

sexual and reproductive health issues. 

3. There should be continuous communication between health teachers and community 

nurses.The peer educators, health teachers, assembly members and the nurses in the 

communities should continue to organise durbars and PTA meetings in order to sustain 

the project. Good attitude of health workers towards the adolescent should be 

encouraged. 

4. There is the need for teachers to maintain the reproductive health on their school teaching 

time table.Health workers should also continue to visit the school and the community 

regularly and give reproductive health talks. 

5. There is the need for Youth Alive to facilitate the provision of water and sanitation 

facilities in schools so that pupils‟ personal hygienic practices are sustained. 

6. Public education should be intensified on the importance of family planning and also to 

erase the misconceptions people have about the side effects of contraceptives.The general 

public could be targeted but the focus should be on the youth in the communities who 

were not deeply involved in project activities. 

7. There is also the need to (a) provide library and ICT facilities to enhance pupils‟ 

academic performance, (b) identify and train some community adults and youth group 

leaders as peer educators to help handle sexual and reproductive health issues in the 

communities without health centers/post, (c) improve and strengthen the relationship 

between community members and health workers in some health centers e.g. Loggu 

where majority of the peoples‟ behavior is influenced by religious (Islamic) belief, (d) 

partner with the information service department to upscale the awareness levels of 

communities on ebola, cholera through the use of mobile van, (e) assist communities 



vii 

 

without health centers to build CHPS compound and (f) provide jerseys and footballs
2
 for 

clubs to enhance their football games in order to attract public view for sensitization to 

begin. 

8. Support parents with vocational skills and small loans to undertake income generating 

activities. This may help them to be able to take good care of their young girls who 

dropout after their BECE and to stop them from indulging in unproductive sexual 

activities. 

9. Support schools with toilet facilities to avoid open defecation or the free range system.

                                                           
2
 Clubs were provided footballs at the start of the project. The footballs need to be replaced because they old ones 

are worn out. 
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Introduction 

Youth Alive is a local Non-Governmental Organization (NGO) working with street and 

vulnerable children/youth in the poorest part of Ghana, i.e., the Northern, Upper East and Upper 

West Regions. Its vision is “A Ghana without street children, where every child can enjoy a life 

of dignity and self-worth”. Youth Alive exists „to improve the lives and restore the lost esteem of 

street and vulnerable children/youth. The organization seeks to achieve this byi) providing 

formal and non formal education towards career opportunities for vulnerable children/youth in 

Northern Ghana in particular, ii) facilitating the total re-integration of street children/youth into 

the wider society, iii) building the capacity of parents/guardians of vulnerable children/youth to 

enable them play their parental roles effectively, iv) transforming the negative public perception 

about street/marginalized children/youth through awareness creation, and v) playing an advocacy 

role to promote and protect the rights of children. 

 

Theorganisation‟sapproach to youth development is holistic in nature. It embraces five thematic 

programme areas, namely, Formal Education, Vocational Skills Training, Health Care, Youth in 

Governance and Women‟s Economic Empowerment & Participation.  In February 2013, Youth 

Alive accessed funding from STARGhana, a multi-donor funding mechanism, to implement a 

project on adolescent reproductive & sexual health. The project, titled „Quality Health: My 

Right, My Responsibility‟ was implemented in 22 communities in the Upper East and Upper 

West Regions of Ghana. The project was meant to i) Increase the number of youth accessing 

reproductive and sexual health facilities by 5%, and, to ii) increase the number of youth 

participating in health care delivery by 10%. 

 

This report is about the findings of the evaluation that was carried out in September/October 

2014. 

 

The Project 

Executing Arrangements 

The Quality Health: My Right, My Responsibility Project was executed in tworegions of Ghana, 

namely, Upper East and Upper West.  The project targeted twenty two (22) communities drawn 

from five districts (Kassena-Nankana Municipal, Kasena-Nankana West, Wa Municipal, 

Bolgatanga Municipal and Wa East). Details of the beneficiary communities are contained in 

Table 1. Key stakeholders of the project included the Ghana Health Service (GHS), Ghana 

Education Service (GES) and Traditional Authority (chiefs and elders). The involvement of these 

stakeholders was in line with the thinking of winning both policy and community support.  

The project was supposed to operate betweenFebruary 2013and January 2015. However, upon 

donor request and the need to wind up for the start of  a possible new phase the project is ending 
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in December 2014. This early closure (a month earlier) does not, however, exert any negative 

effect on project performance and activities in the targeted communities. The project was 

executed based on the following timeline. 

 Project Approved:   December 2012    

 MoU with STAR Ghana:  February 2013  

 Start of Project:    February 2013 

 First Transfer of Funds:  February 2013    

 Expected End of Project:  January 2015  

 Actual End of Project:   December 2014 

 

 

The End of Project Evaluation 

End of project evaluation is a learning and action-oriented tool that should be an integral part of 

the basic management process of organizations along with planning and implementation. The 

potential contribution of end of project evaluation to knowing project performance and impact, 

improving both the planning and execution of future projects/programmes and to better utilise 

resources (and possibly reduce costs) is highly recognized. This end of project evaluation was 

conducted inSeptember/October 2014prior to the operational closure of Youth Alive‟s 

reproductive and sexual health project in the Upper East and Upper West Regions of Ghana.  

 

Purpose 

The overall purpose of the evaluation was to determine whether the project was able to achieve 

its objectives and the desired outcomes and also to know whether or not there were learning 

experiences derived from the project implementation.  

 

The evaluation focused on the following questions: 

 

 Has the project been implemented in line with its objectives? 

 Has the project recorded the desired changes in behaviour? 

 Has the project produced lessons that can be learnt for future purposes? 

 Has the project faced or brought about problems, and if yes how can they be solved? 

 

Scope and Objectives 

The objectives of the evaluation were to: 

a. Assess the achievements of the Project implemented from February 2013-December 

2014, matching performance against agreed objectives and targets 
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b. Assess the organization‟s strengths and weaknesses in implementing the health and other 

projects 

c. Assess Outcomes/Results, both intended and unintended (impact, if any) made over the 

period with reference to the agreed Results Framework/Monitoring Tool and capturing 

community specific issues/differences.  

d. Assess the relevance of the organization‟s interventions/activities in relationship to the 

findings of the baseline survey and what the project sought to achieve.  

e. Document lessons learnt 

f. Make recommendations on the way forward, in terms of programming and funding, for 

inclusion into a long-term plan for the organization. 

 

Evaluation Approach and Methodology 

The evaluation usedflexible participatory rural appraisal (PRA) techniques to collect, collate and 

analyze relevant qualitative information on the objective of the assignment. The specific PRA 

tools used were Focus Group Discussions (FGD), brainstorming, ranking and scoring, 

observation, debriefing, one-on-one interviewswith key informants and beneficiaries.The FGD 

participants were in-school peer educators, other club members and community members. In all 

462 respondents were contacted during both the FGDs (267) and one-on-one interviews (195). In 

terms of gender, 56% of the respondents were females. Over 75% of all respondents were drawn 

from primary and Junior High Schools (JHS). 

 

The evaluation team conducted FGD in18 communitiesand schools. At the community level, the 

FGD was not conducted in Wawa, Kambaliand Kejetiain the Upper West region. This was as a 

result lack of access to Wawa community due to a stream, non-availability of respondents as at 

the time of the study in Kejetiaand Kambali.Aninterview guidewas used for the FGDs (Annex 

D). Through the FGDs the evaluation team was able to collect data on pertinent areas on project 

achievement:- sexual and reproductive health, project outcomes/results, intended and unintended 

project impacts, relevance of the organization‟s interventions, strength and weakness of the 

organization, lessons learnt, project sustainability, challenges and suggestions for future similar 

projects. During the FGD, participants especially the youth showed high level of openness and 

assertiveness.  

 

After the FGD, the evaluation team administered questionnaires to some selected participants 

drawn from the focus group and other community members. The questionnaire was to enrich the 

quantitative information of the study. The questionnaire collected data on the socio-demographic 

characteristics of respondents (e.g., sex, age, educational level, marital status, religion, 

occupation, etc.), and project achievement and impacts (project participation, most significant 

contribution of the project, most significant contribution to the community, challenges faced in 

participating in the project), and suggestions for improving similar projects). 

 

Data gathered from the field were edited and coded to ensure that all interviews and focus group 

discussionswere completed and transcribed. The coding of data was based on the objectives of 
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the study. The responses were cleaned and grouped into identified themes that were recurring in 

all the responses. The results from qualitative research are presented in descriptive, interpretive 

and narrative forms. For quantitative data, responses from the questionnaire administered were 

entered into the Statistical Product and Service Solutions (SPSS) software version 17 for 

analysis. Quantitative data are presented in the form of frequencies and percentages.Figure 1 

indicates pictures of FGD scenes while Table 1 shows the distribution of respondents in the 

communities. 

 

Table 1: Distribution of Focus Group Discussion sample size 

District School 

Community 

Focus Group Discussion Total 

Male  Female 

 

KNM 

Vunania 7 7 14 

Biu 5 7 12 

Tampola-Kapania
3
 10 3 13 

Gaani 6 5 11 

Janamia 5 7 12 

 

KNW 

Abulu 7 8 15 

Katiu 6 9 15 

Saa 7 8 15 

KayyoroWuru and 

KayyoroBaliu
4
 

4 6 10 

Bolgatanga Municipal Yikene 3 5 8 

 

Wa East 

Loggu 16 10 26 

Sagu 11 7 18 

Baaleyire 7 7 14 

Karisaga 6 5 11 

 

Wa Municipal 

Busa 12 8 20 

Kpongo 10 9 19 

Charia 8 7 16 

Kambali 12 6 18 

Total 267 

 

 

 
 

Figure 1: Scenes from the field 

                                                           
3
 These are two separate communities but have one school. 

 
4
 These are two separate communities but have one school. 
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FGD participants in Charia in UWR      FGD participants in Vunania in UER 

 

 

Evaluation Findings 

Project Performance 

The evaluation assessed the performance and benefits of the project in four thematic areas 

namely,i) sensitization and capacity building, ii) delivery of adolescent health centers/corners, 

iii) knowledge and practice of personal hygiene, and iv) knowledge and practice of family 

planning methods.The project was found to be well executed. It followed the plan of 

implementation and the budget. Funds were used for purposes for which they were obtained. The 

ability to establish good rapport with both primary (youth) and secondary (GHS, GES, TAs) 

beneficiaries contributed positively to project success. The evaluation team found that the 

project, apart from the initial stages, won the maximum cooperation from both members of the 

school community and service providers (GHS and GES). The use of project strategies such as 

sensitisation and awareness creation, involvement of key stakeholders, knowledge sharing and 

capacity building have worked well to impact on the lives of the beneficiaries in the areas of 

realization of the rights of people regarding the provision of services in health care and 

education. Thus, an experienced staffing situation in Youth Alive as well as well-trained staff in 

Ghana Health Service and Ghana Education Service together with the use of workable strategies 

has significantly contributed to the project‟s achievements. The results so far indicate that the 

two immediate objectives of the project were achieved satisfactorily.  

 

The project‟s overall strategy has been to empower school communities through capacity 

building to become aware of their rights, policies and issues that affect their development, and to 

use the increased awareness to improve their living conditions in the communities. The 

evaluation team found that community members, pupils and staff of Ghana Health Service and 

Ghana Education Service have developed deeper interest in the reproductive and sexual health 

project. This is largely due to the time and resources that the project has devoted to the 
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sensitisation and education of relevant stakeholders as well as the training of both pupils and 

staff of GHS and GES. Largely, knowledge and for that matter the ability to engage relevant 

authorities such as the Ghana Health Service (health workers), the Ghana Education Service 

(teachers), community members (parents) and traditional authorities (chiefs) by the youth has 

been strengthened and theyouth have  started demanding their rights on issues geared towards 

ensuring good health care. A unique feature of the project is that it largely stressed on 

empowerment rather than providing physical solutions. This is commendable because for young 

people to be more responsible they should be taught how to do things for themselves rather than 

doing it for them. 

 

 

Assessment of Project Achievement 

 

The achievement of project objectives is used to measure project effectiveness. The evaluation 

team found that there is a good correlation between the development objective, the immediate 

objectives and the results/outputs. The evaluation findings are presented objective by objective. 

 

Objective 1: Increase the number of youth accessing reproductive and sexual health facilities by 

5% 

 

The evaluation findings show that this objective has been achieved by the project. Through 

effective facilitation and advocacy the youth gained increased access to information about their 

sexual and reproductive health and have started accessing health services from health centres. 

The youth also now have improved access to service providers like the GHS and health facilities 

such as health posts and condoms. For instance, 100% of the youth in the communities with 

health centers/posts have recorded significant increase in youth access to clinics for counseling, 

medicines, andsexual and reproductive health products.  The figure is high compared with 

communities without health centers/posts where about 60% of the youth gained access to clinics 

for counseling, medicine, and sexual and reproductive health products. Again, majority (over 

80%) of the youth interviewed said they havegained access to family planning methods and 

condom use.For instance, the project distributed900 condoms to the youth at the Busa clinic.  

 

The youth have been sensitized on other family planning methods leading to increased patronage 

and use of sexual and reproductive health products among the youth.  Results of discussions 

indicate that improved access to family planning methods has contributed significantly to 

reducing teenage pregnancies in the school communities. Interview results indicate that the 

project achieved 100%,80%, 100% and 90% reduction in teenage pregnancies respectively in 

communities like Baaleyire, Busa, Vunaniaand Biu.The experience of Biucommunityalso 

indicates that 11 JHS pupils becamepregnant in 2012, but after the project‟s intervention, no 

teenage pregnancy case has been recorded in 2013 and 2014. At the time of the 2014 BECE  

Vunania JHS had 4 pregnaices compare with 11 pregancies during the same period in 2013, 

 

The project also achieved success in personal hygiene and behavioural change amongst the 

youth. The findings reveal that 78% of the respondents believed that individuals and family 
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members pay adequate attention to their personal hygiene and behaviour. At the community 

level, it was found that about 80% of households have adopted good sanitation practices.The 

ability of young girls to properly handle their menstruation improved.  

 

However, the study found pockets of discontent with the project particularly on the distribution 

of condom and the provision of family planning methods to young ladies in Muslim dominated 

communities e.g., Loggu. Contrary to our expectation the respondents argued that the project 

could have done better if it did not provide these products. To them, free access to these products 

may have been one of the motivators for promiscuity among couples and the youth.  

 

In addition, the project worked during the latter part to sensitise community members on other 

health issues that pose danger to their health and livelihood situation. Examples of such 

dangerous diseases are ebola and cholera. 

 

 

Objective 2: Increase the number of youth participating in health care delivery by 10%  

 

 

 

 

Aside increasing access to reproductive and sexual health services/facilities the project sought to 

facilitate participation of the youth in its reproductive/sexual health activities. This is 

understandable largely because of the saying that action speaks louder than words. Thus, the 

evaluation team found that the second project objective has also been achieved. Available 

evidence from the field indicates that youth‟s awareness of their rights to sexual health services 

has improved significantly and they are using the increased knowledge to research more into 

reproductive and sexual health issues. Interview results show that the youth appear not only 

confident to discuss their health problems but also they approach service providers to demand for 

their rights. This implies that the principle of the rights based approach which was taught to the 

youth by the project has started working.  

 

At the community health centers, the youth revealed that they regularly attend clinics in times of 

illness or for medical check-up and health counseling.Hitherto, most of the youth did not see the 

need to seek medical assistance from clinics suggesting that the project has made the youth to 

effectively participate in sexual and reproductive health issues. The team learnt in almost all the 

project communities visitedthat majority (80%) of the youth now access and report all health 

problems to the clinic or hospital for early treatment.Some of the youth explained that they are 

happy about the project because they now practice the common saying that prevention is better 

than cure. 

 

The analysis show that the youth participated in many project activities. Examples include 

organizing community clean up exercises, giving talks at community forums, debates, quizzes, 

radio discussions and football games. Others are listening to health talks during social gatherings 
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and carrying out independent research in order to obtain sexual and reproductive health related 

information.  

 

Project Benefits 

From the professional point of view, and based on the above evidence itcan be said thatthe 

project aside being properly executed has achieved its two objectives. School communities have 

derived significant benefits by participating in the project. Pupils, chiefs, elders and parents said 

they have benefited from the project. The explanation was that the project has contributed in 

changing the sexual behavior of their children (youth) and to them it is a source of joy or 

happiness. Similarly, staff of GES and GHS said they have benefited from the project in terms of 

increased knowledge in sexual and reproductive health, improved logistics and enhanced 

capacity to provide timely and quality services. The explanation was that the staff are motivated 

to work hard towards achieving their mandates which deal partly with sending quality health 

services to the door steps of poor communities.  

The findings show that there has been improved academic performance in both class and BECE 

levels. For instance, the number of passes at the BECE results at Busa JHS increased from 45% 

in 2012 to 49% in 2013 and further to 90% in 2014 showing a remarkable 

improvement.Similarly, from 60% in 2013 the number of passes at the BECE in KponguJHS 

rose to 85% in 2014. Schools like Tampola JHS recorded 100% BECE pass for the first time 

history. The project also made significant contribution to improving the performance of girls at 

the BECE. At Kambali, while only one out of ten girls passed the BECE in 2013 the school 

recorded 100% pass in 2014 --all the eight girls presented for the examination also passed--. 

Interestingly, one of the eight girls was the best student from the school.  Also, the findings 

indicate that the Charia JHS “B” scored 52% in 2012 with no single girl out of a total of nine 

girls passing. By participating in the project, the BECE performance improved in Charia JHS 

“B” in 2013 (65%) and 2014 (77%). More so, out of 9 girls who passed their examinations at 

Charia JHS “B” in 2014 8 of them were able to gain admission into SHS indicating a good 

progression on the part of girls. Peer educators also performing well at the BECE. For example, 

out of 9 girls who passed their examination at Loggu JHS in 2014 two of them were peer 

educators. As a result of the project 16 out of the 18 JHSs that benefitted from the project never 

recorded a pregnancy case during the BECE as compared to the situation before the project.  

 

A number of life stories were mentioned during interviews about project benefits. Box 1 contains 

samples of the life stories captured during discussions while Box 2 presents samples of 

communities‟ own assessment of project benefits during the annual participatory reflection and 

review meetings. The stories represent the feelings of the beneficiaries regarding how far they 

have benefited from the project. 

 

Box 1: Summary of project benefits 
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“Before the project school dropout and teenage pregnancy stood high but now they have 

reduced. The reduction is as a result of our monthly school health activities which is supported 

by Youth Alive” (Madam Saada Mohammed, St. Martin‟s Clinic). 

 

“Our children used not to go to clinic when they are sick but through the initiatives of Youth 

Alive‟s education and sensitization the youth now rush to the clinics to report changes in their 

sexual issues” (Veronica Abobo, Charia, 24-09-2014). 

 

“It was a challenge for me as a parent to talk to my ward on sexual and reproductive health 

issues but now I know it is my duty and responsibility to let them know how to keep themselves 

in adolescence” (AbenbaAkanresa, Tampolo-Kpania, 16-09-2014) 

 

“The project has made me to confide with my health teacher and nurse to discuss freely about 

my menstrual problems” (Clara Badigbee, Charia JHS pupil, 24-09-2014). 

 

“I do not feel shy discussing sexual and reproductive health issues among my peers. I 

sometimes counsel my peers when they have problems similar to what I have encountered 

before (BenedicttaAmande, Vunania JHS pupil, 15-09-2014) 

 

 

Source: Field survey, 2014. 

 

 

 

 

Box 2: Project Successes and Benefits 

Project Successes/benefits in Charia Community  

By the Youth Alive project, teenage pregnancies have reduced in our community. Our children 

are now regular to classes/studies. They no longer roam about in the night. Children do not 

attend record dance programmes or night video shows. They are also now very obedient to us 

their parents and elders. We have health talks within sections in Charia and also in the schools 

which were never done before this project came into the community. We have benefitted from 

health talks on pregnancies and diseases associated with unprotected sex and family planning. 

 

Project Successes/benefits in Busa Community  
As a result of the project there has been a reduction in teenage pregnancies from 36 in 2012 to 

only 2 in 2014. The children have improved in their academic performance. The community has 

been able to dramatize on teenage pregnancy, drug intake, and STIs in general which scared a 

lot of children from indulging in such acts. Through the project, teenagers who were pregnant 

are schooling again after their delivery. Socialisation among the school children have also 

increased. 

 

Project Successes/benefits in Kpongu Community 
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There is increase in the academic performance especially among the female students. The 

project also helped reduce abortion cases and deaths in the community. It also brought about 

closer ties between the teenagers and the health workers concerning their Sexual Reproductive 

Health problems. 

Source: Annual Participatory Reflection and Review Meeting 

 

 

Project benefits also touches on the project staff themselves. Thus, staff of Youth Alive 

explained that they received a number of training on advocacy, monitoring and evaluation and 

rights-based approach to development from STAR Ghana. The knowledge gained from the 

STAR Ghana-supported training has helped Youth Alive to advocate GES to carry out its 

mandate even without seeking any financial reward from it (Youth Alive). Staff of Youth Alive 

have also been able to apply the advocacy and monitoring and evaluation skills to other areas of 

their programmes, and an example is the education programme. The analysis shows that there 

was an effective communication between the donor (STARGhana) and the benefactor (Youth 

Alive). The effective communication contributed in moving project activities faster as well as 

strengthening trust between the two organizations. Youth Alive appears very satisfied with 

working with the donor because of the mutual respect and speed at which the donor 

communicated providing feedback anytime it was required through emails and phone. 

 

Assessment of Project Impact 

Youth Empowerment 

One way in which the project has performed is its impact on the communities. Indeed some 

impacts have been made. The first is empowerment of target beneficiaries. Results of discussions 

show that school communities have been empowered in citizen-government engagement and in 

rights based approach. Precisely, majority of theyouth can now stand and freely speak in public 

and on radio in all facets of development.  Through the empowerment process the youth have 

gained deeper confidence in themselves to ask for support particularly from service providers 

like the GHS regarding their health needs. During the focus group discussions the youth 

eloquently expressed their independent views. A parent observed project‟s impact in terms of 

empowerment by saying that “Our children no longer feel shy to talk about issues such as sex 

with us. In fact, we approach them for ideas about issues affecting the community and sometimes 

we choose some of them to come and speak for us if we are to host important visitors” (John-

Akaneneyela Adoba, Chief of Gaani, 16-09-2014). Another project staff stated that „the youth is 

well informed to take decisions. They now appear very bold and empowered because of the 

knowledge given to them by the project. The youth no longer feel shy to discuss sexual and 

reproductive health issues among themselves‟. 

 

The capacity of staff of Ghana Health Service has also been improved. The Medical Health 

Assistant of St. Martin‟s Clinic at Biu summarized this by saying that „staff of the clinic (St. 

Martin‟s Clinic) has been empowered in health education‟. He said this in an interview with 
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him. Probing further, The Medical Assistant revealed that his Clinic has started mainstreaming 

reproductive health activities  into its school based activities. This is commendable because it 

gives a signal that the project can be sustained after the exit of Youth Alive. 

 

In many communities, the project has helped to improve punctuality to and retention in schools. 

Pupils no longer stay out of their books but rather want to study hard to pass their BECE. 

Majority of the pupils claimed that their performance at the BECE has improved as a result of 

the project‟s advocacy role but this could not be confirmed by the evaluation team because of 

unavailability of BECE results at the time of field visits. The FGD participants in Tampolo-

Kapania indicated that in the 2013 BECE only 1 qualified to enter SHS but as at the time of field 

visit about four pupils who had checked their 2013/2014 BECE results showed that they 

qualified to gain admission into SHS. In Gaani, it was also indicated that prior to the project, 

girls could not complete JHS, but now girls proceed to SHS. According to John-Akaneneyela 

Adoba, Chief of Gaani, “we have been empowered very well to educate our children, visit them 

in the school and find out if they stay in school to learn.” (16-09-2014).A beneficiary remarked 

that “I used to stay at home to help my parents work on farms and this makes me irregular in 

school. Now the situation has changed because the project has educated my parents to send their 

children to school rather than going to the farm. I am very happy that today, I am not only 

regular but punctual in school and performing well in class” (Theresa Alagatiti, Abulu L/A 

Primary School, 17-09-2014). 

 

Furthermore, the evidence gathered shows that girls who used not to go to school have been re-

integrated into the formal education system in Abulu in order to educate them to acquire 

knowledge and skills towards career opportunities. This impact suggests that Youth Alive is 

ensuring that children enjoy a life of dignity and self-worth as enshrined in its vision. 

 

There is improved unity in the communities because the project has created a platform for health 

teachers, health workers and YA to meet quarterly. Additionally, peer educators and club 

members engaged in social activities such as football games, clean up exercises and health walk.  

The social gatherings were used as platforms to give health talks to the youth and in the process 

the stakeholders got to know each other well. The platforms also served as an opportunity to 

share ideas, experiences and best practices on sexual and reproductive health. More so, the 

respondents said that the platforms because of their interactive nature contributed to 

strengthening unity. The project succeeded in enabling the youth to receive health messages 

through its educative activities involving debates, quizzes and radio discussions. The impact is 

that the youth learnt how to research on sexual and reproductive health in order to compete well.  

 

In sum, before the project the communities faced many challenges. Examples include high 

teenage pregnancy among school children, school dropout, poor academic performance, pupils 

shy to address the public, inadequate knowledge of the use of contraceptives, example condom 

and high birth rates (See Report on Annual Participatory Reflection and Review Meetings). 

Significant project achievements are summarized as follows: 

 

 Reduction in STI‟s among youth 
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 Reduction in teenage pregnancy 

 Improved knowledge in correct usage of contraceptives by pupils and other youth 

 School drop-out rate is reduced. 

 Unsafe abortion cases is minimised 

 Cases such as drug abuse, alcoholism have reduced 

 Reduction in violence in school and at home 

 Increased use of contraceptives, example condom  

 High academic performance  

 Improved personal hygiene in school and in the community through our clean up 

campaigns  

 Increased attendance to health facilities by the youth  

 

Assessment of Project Strategies 

The importance of employing good and relevant strategies to achieving project objectives cannot 

be overemphasized. Project achievements could not have been reached without utilizing good 

strategies. The evaluation findings indicate that Youth Alive combined different strategies in 

order to tap the advantage of each. Broadly, the project played a facilitative role while 

establishing good relationship between its key stakeholders. Decision making process and the 

planning and execution of project activities were more transparent. A unique feature is that the 

project was flexible allowing active participation and respect for the views or ideas of youth and 

other stakeholders. The link between the GHS and community members was deepened in order 

to make the advocacy and capacity training more effective.  

 

In specific terms, the project did advocacy, sensitization and awareness creation on pertinent 

health issues affecting the youth. This was reinforced by house-to-house education, 

establishment of health clubs in school communities and the formation and training of peer 

educators. Other strategies included capacity building of health teachers and youth health 

workers in sexual and reproductive health, collaboration with relevant key stakeholders (e.g., 

GHS, GES, DAs, media and traditional authorities) and the organization of community durbars, 

social drama and cultural debates. The social drama and football games were found to have 

helped the project staff to effectively mobilize community members for education and 

sensitization of the youth in particular and the community as a whole on sexual and reproductive 

health issues including family planning methods. For instance, each school community received 

a football. Details of use of project strategies are presented as follows: 

 

Sensitization and capacity building 

The project has performed remarkable well in the area of sensitization and capacity building. 

This was manifested by the evidence gathered from discussions which showed that the project 

has trained in-schools and out-schools peer educators in all the project communities (22) in both 

the UER and UWR. These peer educators were provided with T-Shirts and identification cards to 
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enable them execute their task. In each of the communities, the peer educators also received note 

books to write minutes of their group meetings. The minute books enabled the project to track 

group discussions. Indirectly, the act of keeping minutes books empowered group members in 

the area of skills of preparing minutes. The project also trained health teachers and youth health 

nurses at the health centers/post on sexual and reproductive health issues to help counsel youth 

on their sexual and reproductive health needs. The project formed and trained 10 and 8 

adolescent health clubs in UER and UER, respectively. The training helped to reduce greatly the 

gap in knowledge in reproductive health issues in the communities.  

 

Furthermore, the project trained adolescent health clubs and supported them to organize football 

games/matches, social drama, debates, quizzes, community clean up exercises, etc. These 

activities greatly facilitated the project‟s initiatives to reach out to many people. Thus, the project 

together with health workers consciously used the above club activities to sensitize spectators 

who trooped in to watch the activities on sexual and reproductive health issues such as the ways 

of preventing teenage pregnancies, STIs, STDs, abortion, etc. In addition, radio discussions were 

organized throughout the project period  while some posters on sexual and reproductive health 

were distributed to pupils to facilitate learning and knowledge sharing.  

 

The project also sensitized traditional authorities on adolescent sexual and reproductive rights 

and supported bi-monthly meetings between peer educators and the traditional authority. 

Similarly, the quarterly interface meetings between facilitators (Ghana Health Service (GHS), 

Ghana Education Service (GES) and Youth Alive (YA)) and peer educators was greatly 

supported.  

 

Establishment of peer educators 

The project formed in-schools and out-schools peer educators.The peer educators are made up 

of3  in-schools and 2  out-school peer educators who are mandated to educate club members on 

sexual and reproductive health issues they have been taught in workshops. This suggests that 

after the project‟s exit, these clubs and health teacherscan continue with project activities. The 

evaluation study clearly showed that this strategy was successfully executed and contributed 

significantly to the achievement of the objectives of the project. 

 

Delivery of adolescent health centers/corners 

The findings indicate that the project has extremely performed well in communities with health 

centers/posts (e.g. Busa, Biu, Charia, Loggu, etc) with what was termed as adolescent health 

centers/corners. Specifically, the adolescent health corners received benches, hand washing 

basins, detergents, hand towels, “Veronica” bucket, “dummy penis” and condoms. This made the 

adolescent centres, most of which hitherto lackedthese facilities, more attractive to the youth 

resulting in improved patronage of the centres by the youth. 

 

Knowledge and practice of personal hygiene 

One significant area of project performance and benefits to the community was the dissemination 

of knowledge and skills on personal hygiene in the communities, which has deepened youth‟s 
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understanding on dailypersonal hygiene practices. The pupils explained that they practice 

personal hygiene in several ways including bathing twice daily, regular washing of clothes, 

frequent trimming of hairs and cutting of finger and toe nails and proper handling of 

menstruation by girls. Commenting on personal hygiene, a teacher at Biu JHS said the ordour 

that used to stand in class is now a thing of the past. This assertion was confirmed by the school 

health teachers in all the schools during interviews. At the community level, the evaluation team 

observed improved sanitation manifesting itself in enhanced and improved bush clearing and 

burying of fecal matter to avoid the spread of cholera and other food and water related diseases. 

Community members also indicated that they practice personal hygiene by bathing their children 

regularly, promoting hand washing (before eating) and covering all food items and water 

containers exposed to contamination.  

 

Knowledge and practice of family planning methods 

The area of knowledge and practice of modern methods of family planning carried out by the 

project was assessed. All the respondents interviewed demonstrated full understanding of family 

planning and sufficient comprehension about the uses of the various contraceptives. The results 

show that the use of family planning products was more prevalent in communities with health 

centers/posts compared to communities without health centers/posts. Available evidence in Busa, 

Chariaand Biuhealth centers for instance, indicates that there is an advanced progress of youth 

access to family planning methods in the communities. In addition, there is improvement in 

access and use of family planning products.  

 

Other health issues 

The evaluation findings further show that the project was flexible. The flexibility enabled Youth 

Alive to incorporate other pertinent health issues such as ebola, cholera, etc into its sensitization 

activities. This is commendable because the project has contributed to fighting diseases posing 

serious threats to the world at large and to the nation in particular. The ability of the project to 

take initiatives to tackle emerging or contemporary health concerns must be encouraged even 

after this project has officially ended. 

 

 

Assessment of planned project activities 

Indeed, the project was able to implement all its planned activities. Key project activities 

included the , formation/strengthening of school clubs, club activities (meetings, debates, 

quizzes, football , community clean up exercises, health walks, drama) counseling, presentations, 

radio discussions, development and airing of jingles, video shows, development of video 

documentaries on reproductive health, community durbars, schools health talks, and workshops. 

Youth Alive motivated peer educators by providing them with T-shirts. and supported GHS with 

?? to do sensitization on sexual and reproductive health in schools and communities. 
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Stakeholder Participation 

It is indicated earlier that one of the strategies of the project was collaboration with relevant and 

key stakeholders. The essence of collaboration is underscored by the old age maxim that one 

finger cannot pick a broom stick. Table 3 gives the list of collaborators, their role and areas of 

collaboration in the sexual and reproductive health project. 

 

Table 3: Stakeholders Role in Youth Alive Sexual and Reproductive Health Project 

Stakeholders Area of collaboration/role Remarks 

Ghana Health 

Service 

(GHS) 

 Staff used as facilitators assisting YA to 

do refresher training on sexual and 

reproductive health 

 Provided youth health nurse to serve on 

the project in order to educate and counsel 

pupils on sexual and reproductive health 

issues as well as family planning methods 

 Mainstreaming advocacy into GHS‟ 

activities 

There is enhance trust and 

confidence between pupils 

and youth health nurse and 

this helps project success and 

sustainability 

Ghana 

Education 

Service 

(GES) 

 Teachers used as facilitators to support 

pupils 

 Mainstreaming sexual and reproductive 

health into the curriculum. Although 

sexual and reproductive health has not 

been integrated into the GES curriculum, 

the schoolshave Youth Alive period on 

Fridays to undertake quiz, debate, perform 

social drama, etc. 

Educational teaching and 

learning is improving. Pupils 

have become aware of the 

need to study hard and be 

punctual in school 

Traditional 

Authorities 

(TAs) 

 Attend community durbars and offer 

suggestions on how to improve the 

general welfare of the youth 

 Initiate bye-laws to control teenage 

pregnancies 

 Serve as community entry point 

Help to build trust and 

community acceptance and 

ownership of the project 

District 

Assemblies 

(DAs) 

 Selected beneficiary communities for 

Youth Alive 

The Assemblies 

havebenefited from project 

activities and intend to 

facilitate scale up to other 

communities. No. It is GHS 

not DA 

Media (e.g 

Radio 

Progress) 

 Provision of airtime on radio to discuss 

sexual and reproductive health issues 

 Played jiggles on cholera, ebola, etc 

Very useful medium for 

reaching out many 

communities could be 
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reached 

Source: Field survey, 2014. 

 

 

Assessment of Monitoring and Evaluation Systems 

An effective monitoring and evaluation (M&E) system was put in place to guide project 

execution. The project was managed at the head office in Tamale and its sub-offices in Navrongo 

and Wa. The Project was headed by the Director with two Programme Managers and two 

Programme Officers – one each in the UER and UWR. Project monitoring was based on the 

logical frame prepared at the start of project. Two work plans were prepared out of which project 

officers drew their quarterly activity plans.The Director carried out quarterly monitoring to 

interact with beneficiaries to assess progress. Key monitoring issues included, but not limited to 

knowing which activities have been implemented and which ones are outstanding, project 

milestones being achieved, checking the Visitors‟ books to know staff visitation of communities 

and which other organizations are doing what in the communities, and finding out possible 

project challenges. The Programme Managers, Programme Officersand Field Officer conducted 

regular field visits to monitor activity performance.  The officers also monitored peer educators 

and health clubs‟ minute books to check regularity of meetings. Monitoring of the minute books 

was intended to ensure that health club members rightly discussed relevant topics so as not to 

deviate much during their meetings. Indeed, the minute and community visitors‟ books were 

used as monitoring tools. 

 

Reporting was an integral part of the monitoring process. District level reports were prepared and 

sent to head office in Tamale while quarterly and annual reports were prepared for the donor.  

 

 

 

Assessment of Sustainability of Project Outcomes 

The evaluation team came across some indicators signaling the sustainability of project 

outcomes. A number of sustainability indicators were factored into the project right from the 

start of the project. These include the formation of peer educators, club members, the training of 

youth health nurse and health teachers. These key individuals indicated that they will continue to 

offer sensitization, create awareness, organize debates, quizzes and social dramas on sexual and 

reproductive health after Youth Alive has exited. As already stated the GHS and the GES have 

started mainstreaming project activities into their regular programmes.  
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Unintended Outcome of the Project 

The following issues were found as unintended results of the project. Unintended because these 

issues were not originally planned. 

1. Some communities like the Saa community received roofing sheets, wood, cement from 

the project to complete their self help health centre. Part of the health centre is being used 

as the adolescent corner for the community. 

2. Members of health club have learnt meeting procedures and skills of minute taking 

3. Spill over of project activities in to nearby communities.  

4. Some target communities e.g. Saa  have  started making bye- laws to protect the youth 

against sexual abuse. This factor also serves as a sustainability indicator and can be built 

upon in the future. 

5. The GHS in the Kassena-NankanaWest district had adopted the project and had already 

replicated the concept of adolescent health clubs in Kandiga, Mirigu, Navio and Paga. In 

the UWR the project was replicated in Bihee, Tagazu and Doodiyiri near Busa. 

 

 

Strengths and weakness of Youth Alive 

A SWOT (strengths, weaknesses, opportunities and threats) analysis was done for Youth Alive. 

The findings reveal the following: 

 

Strengths 

1. Regular grants are provided to satellite offices in UER and UWR from the main office in 

Tamale 

2. Transparency. YA shared the approved project budget with collaborating organizations 

and assembly persons and instituted quarterly meetings with them where issues were 

discussed frankly. 

3. Created and maintained better relationship with project beneficiaries 

4. Engaged the youth as peer educators which increased active participation 

5. Young and energetic project staff 

6. Committed project staff 

7. Availability of office spaces in the two regions and internet access 

8. Availability of means of transport (e.g., 1 Nissan Patrol, 3 field motor bikes) 

9. Adequate office equipment (1 desktop, three laptops, modem, office desks, etc)  

10. Project staff use social media (e.g., whatsapp) 

11. Strong leadership 

12. Dependable information flow 

13. Strong governing body 

14. Good IGF that facilitated timely implementation of activities, rather than waiting for 

transfers from the donor.  
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Weakness  

1. Limited funding leading to low motivation of staff 

2. Inadequate project staff numbers 

3. Dealing with in-school peer educators during school hours was not the best approach for 

dealing with pupils as it reduced the teaching/learning hours. 

 

Opportunities  

1. Good relationship with relevant and key stakeholders (e.g., traditional authorities, GHS, 

GES, etc.) 

2. Willingness of stakeholders to collaborate  

3. High community demand for Youth Alive projects (e.g., health, education, skills training, 

governance, women‟s economic empowerment, etc.) 

 

 

Relevance of the Project 

The project is relevant at both community and policy levels. The project largely promoted the 

application of rights-based approach which largely brought the beneficiaries to the centre stage 

of project implementation. The project facilitated effective delivery of health services to the poor 

and promoted citizen-government engagement regarding reproductive and sexual health issues. 

The project was designed based on the needs of the communities as revealed in the baseline 

report. Community members generally see health care to be a key to their livelihood situation. 

The project was community-needs based and therefore sounded very relevant to the health needs 

of community members. Improving the health status of the poor is crucial for poverty reduction 

given that ill health is both a consequence and cause of poverty- through lack of funds and 

knowledge to prevent illness, productivity and income losses.  

 

At the policy level the project is relevant because it contributed to attaining the objectives of the 

government to achieving universal health coverage or bringing health services to the rural poor. 

In terms of education, the project worked to promote punctuality and retention in school thereby 

contributing to quality education at the basic level. This is important for achieving the 

Millennium Development Goals.  

 

 

 

Value for Money 

Project funds have largely been employed for the purposes for which they were acquired. The 

project produced both tangible and intangible results and as such it can be concluded that the 

project overly show value for money. To a large extent the expressions and opinions of 

beneficiaries in all the communities visited show that there is a reduction in STIs, STDs and 
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teenage pregnancies. There has also been improved personal hygiene and learning habit on the 

part of the youth. With the exception of few communities (Yikene, Kajetia and Kambali) all 

other communities rated project success high.  They said the project was very useful to them. 

Because of its value many communities are appealing for the project to continue with them in 

same or similar interventions.  

 
 

Challenges 

The evaluation study found that both the school and community faced different challenges. The 

main challenges are: 

 

School/Peer educators 

1. Teachers taking undue advantage of young girls (not as a result of this project) 

2. The young ladies in the communities initially tagged peer educators as spoilt girls who 

are taught profane issues and this put shyness in them to work as expected. Recent 2013 

and 2014 BECE results show that the female peer educators are performing and 

progressing well. AtTampola JHS, the best student was a female peer educator. For the 

first time in the history of Kparisaga (UWR) two girls passed well and gained admission 

into JHS. 

3. Lack of means of transport to facilitate peer educators‟ movement to educate their peers 

on sexual and reproductive health. 

4. The timing of some project activities like meetings coincided with lesson periods and this 

was viewed by pupils a inconveniencing. Also, peer educators said they were unable to 

reach out to the out-of- school youth due to lack of resources. 

Community 

 

1. Project focused more on school pupils rather than the entire youth in the communities 

2. Morality problem with condom use. Some parents rather saw condom use as one 

encouraging the youth to engage in pre-marital sex.  

3. Some communities do not have good radio frequency reception and therefore poorly 

participate in Youth Alive‟s radio jiggles 

4. Clinics are over stretched and some of the facilities will break down if urgent expansions 

are not undertaken because of increased access to health facilities as a result of the 

project. 

 

 

Project Sustainability 

The chances that health teachers who have been trained under this project will be transferred to 

other non-project communities is a threat to project sustainability. Yet the prevalence of broken 
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homes in some communities can also affect the upbringing of students as expected by the project 

thereby derailing project success. Nonetheless, community members identified a number of 

activities that are required to sustain the project. Community members said they will passbye-

laws to protect the girl and form sectional committees to enforce the bye-laws. The bye-laws will 

aim at discouraging early marriages, teenage pregnancy, school drop-out, drug abuse, etc. The 

queen mothers are to organize periodic meetings with women groups to encourage them take 

good care of their children (girls). Also, community members indicated that they will continue to 

use existing drama groups in the communities to create awareness on STI‟s as well as using 

annual festivals (egFaa Festival) to assess the activities of the youth and to plan the way forward. 

Further, community members said they will continue to organize health talks periodically both in 

school and in the community and monitor their children especially girls to prevent them from 

staying out at night or sleeping with their boyfriends. Fund availability is key for project 

sustainability and as such members of the communities said they will consciously search for 

sponsorship from other institutions for well- behaved and performing girls (CAMFED). 

The peer educators vowed to sustain project activities by saying that they will carry out the 

following actions: 

“We will maintain our club meetings and continue taking minutes” 

“We will continue with our sensitization programmes in school” 

“We will continue with our school drama activities” 

“We will lead informal discussions in our communities” 

“We will continue with the health education with our peers and in the community” 

 

Lessons Learnt 

1. The choices of the right strategies (social drama, education, sensitization, awareness 

creation, etc.) complement each other for high project performance. 

2. Working with relevant and key stakeholders bring success at lower cost since no 

organization can do it alone 

3. Using peer educators work effectively among school pupils as compared to using parents 

because they are able to confine with their colleagues 

4. Repeated sensitization or re-enforcement of pertinent issues brings about total change in 

behaviour and attitude. 

5. It is always prudent to involve beneficiary right from the start  to the end of the project 

because beneficiaries feel satisfied for owning the project 
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Conclusions 

1. Overall the project was a positive intervention. It generated useful results or outputs in 

spite of all the difficulties and problems it encountered. The approach though not original 

it built on earlier initiatives by PPAG and other governmental agencies such as the Ghana 

Health Service. The project consciously involved relevant key stakeholders in its 

implementation right from the beginning. The stakeholders such as the GHS, GES and 

community leaders have developed keen interest in the project. Effective monitoring and 

reporting system was put in place to guide performance and to measure progress.  

 

2. In general, the socio-cultural aspects (e.g. the rights of the youth) were adequately 

considered, although some aspects - for instance the involvement of entire youth in the 

communities - could have been specifically addressed in the design of this project. 

Outputs were of particularly good quality in all five districts in the area of sexual and 

reproductive health issues. The project was found to be a giant platform for learning. 

 

3. Although not entirely attributable to Youth Alive project, benefits have been experienced 

in several areas as reported by parents, peer educators, stakeholders, community members 

and project implementation team at different levels of the project. Some benefits directly 

relate to rights on health care and rights of the youth while others are spin-offs because 

they were not intended. Project benefits include (i) increased awareness on youth‟s sexual 

and reproductive health, (ii) improved capacity of peer educators and staff of GHS and 

GES, (iii) Reduction in STIs, STDs, dropout rate and teenage pregnancy, iv) improved 

punctuality to and retention in school, (v) Improved sexual behavior of the youth,(vi) 

Improved personal hygiene and, (vii) active participation of youth in reproductive and 

sexual health. 

 

4. The project was flexible and innovative. The project accommodated ideas from 

beneficiaries, stakeholders and the donor to enrich its methodology. The ability to widen 

project activities to include sensitisation on other health issues such as the recent ebola 

case is highly commendable. This is because such problems if not stopped early will go a 

long way to erode or derail project successes.  

 

5. The project employed strategies like capacity building, sensitisation and education, 

formation of health clubs and peer educators and workshops and durbars. These strategies 

were useful for promoting development based on rights based approach. The strategies 

have also promoted active participation by key stakeholders at both organisational and 

community levels in sexual and reproductive health care. Key stakeholders were the 

GHS, GES, Traditional Authorities, the media and the District Assemblies. 
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6. The budget was well managed because there was no evidence of financial misapplication 

except an initial non-disclosure and non-transfer of fuel money from the district 

directorate of health down to the nurses in the communities. This problem was fixed in 

January 2014 annual review meeting. The ability to fix this problem helped to improve 

financial reporting at the district health directorate. An important point to note is that 

funds were tied to project activities (defined) implying that appropriate internal control 

systems were put in place for efficient use of funds.  

 

7. Despite some weaknesses the results of the SWOT analysis indicate that Youth Alive has 

the required capacity and experience to extend or design and implement similar projects 

in the future. 

 

 

Recommendations 

This project was almost completed and therefore these recommendations of the end of project 

evaluation are suggestions for future similar projects. 

 

1. In spite of the difficulties faced by this specific project and persons involved, the type of 

project and the approach used showed to be of high interest and effective for the 

enhancement of rights of the youth. The high value of this type of project should be fully 

appreciated and encouraged in the future. Available evidence obtained from the field 

show that scale up is required in order to consolidate gains and also to reach out to many 

poor communities. 

2. There is the need to(i) continue the sensitization, health talks and education of the youth, 

(b) support the work of GHS and peer educators, and (c) train more peer educators to 

replace those who have completed JHS in order to reduce gaps in peer education on 

sexual and reproductive health issues. 

3. There should be continuous communication between health teachers and community 

nurses. The peer educators, health teachers, assembly members and the nurses in the 

communities should continue to organise durbars and PTA meetings in order to sustain 

the project. Good attitude of health workers towards the adolescent should be 

encouraged. 

4. There is the need for teachers to maintain the reproductive health on their school teaching 

time table. Health workers should also continue to visit the school and the community 

regularly and give reproductive health talks. 

5. In future, there is the need for Youth Alive to facilitate the process of providing water 

and sanitation facilities to schools so that pupils‟ personal hygienic practices can be 

strengthened. The availability of water in schools will help reduce diseases through 

improved hand washing before and after eating. 
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6. Public education should be intensified on the importance of family planning and also to 

erase the misconceptions people have about the side effects of contraceptives. Both the 

youth and the general public should be targeted. 

6. There is also the need to (a) provide library and ICT facilities to enhance pupils‟ 

academic performance so that drop-out rates will be reduced, (b) identify and train some 

community adults and youth group leaders as peer educators to help handle sexual and 

reproductive health issues in the communities without health centers/post, (c) improve 

and strengthen the relationship between community members and health workers in some 

health centers e.g. Loggu, (d) partner with the information service department to upscale 

the awareness levels of communities on ebola, cholera through the use of mobile van, (e) 

assist communities without health centers to build CHPS compound and (f) provide 

jerseys  and footballs for clubs to enhance their football games in order to attract public 

view for sensitization to begin. 

7. Support parents with vocational skills and small loans to undertake income generating 

activities. This may help them to be able to take good care of their young girls who 

dropout after their BECE and to stop them from indulging in unproductive sexual 

activities. 

8. Support schools with toilet facilities to avoid open defecation or the free range system. 
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Annex A: Terms of Reference 

YOUTH ALIVE 

TERMS OF REFERENCE TO CONDUCT AN END OF PROJECT EVALUATION  ON 

YOUTH ACCESS TO REPRODUCTIVE AND SEUAL HEALTH SERVICE AND 

PARTICIPATION IN HEALTH CARE DELIVERY IN FOUR DISTRICTS IN THE 

UPPER EAST AND UPPER WEST REGIONS. 

 

Introduction 
Youth Alive is a local Non-Governmental Organization (NGO) working with street and vulnerable 

children/youth in the poorest part of Ghana, ie the Northern, Upper East and Upper West Regions. Our 

vision is “A Ghana without street children, where every child can enjoy a life of dignity and self-worth”. 

Youth Alive exists „to improve the lives and restore the lost esteem of street and vulnerable 

children/youth. Youth Alive seeks to achieve this by: 

a) providing formal and non formal education towards career opportunities for vulnerable 

children/youth in Northern Ghana in particular 

b) facilitating the total re-integration of street children/youth into the wider society 

c) building the capacity of parents/guardians of vulnerable children/youth to enable them play their 

parental roles effectively 

d) transforming the negative public perception about street/marginalized children/youth through 

awareness creation 

e) playing an advocacy role to promote and protect the rights of children in Northern Ghana 

particularly 

 

Youth Alive‟s approach to youth development is holistic and embraces five thematic programmes: 

Formal Education, Vocational Skills Training,  Health Care, Youth in Governance and Women‟s 

Economic Empowerment & Participation. We believe that reproductive health is a crucial aspect of 

overall health which is central to human development and affects everyone: individuals, families and 

communities alike. Unfortunately 100s of teen girls, in and out of school, including those on the street 

and in rural communities, are unable to realise their full potential and live full lives due to early 

pregnancy before they mature into adulthood. In several pre-project stakeholders‟ consultations held in 

the participating communities/districts, this was largely attributed to the lack of reproductive, sexual and 

contraceptive knowledge, along with difficulty in accessing contraceptives resulting in high teenage 

pregnancy, unsafe abortions, STIs and consequently school drop-out, low academic performance and 

death in some cases. The findings of a baseline survey commissioned, among other factors, confirmed the 

revelations of the pre-project stakeholders‟ consultation meetings. 

 

 In February 2013, YA accessed funding from STAR Ghana, a multi-donor funding mechanism, to 

implement a project on adolescent Reproductive & Sexual Health.  

The project was meant to: 

1. Increase the number of youth accessing reproductive and sexual health facilities by 5 % 

 increase youth awareness of their rights /responsibilities to access reproductive/sexual health 

services 

 reduce STIs 

 reduce teenage pregnancies 
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2. Increase the number of youth participating in health care delivery by 10% 

 Debate on inimical cultural practices affecting young people (eg FGM, early/forced 

marriages, etc) stimulated.  

 Increased responsibility of young people over their health and development needs. 

  A mechanism to ensure continued dialogue between young people and traditional authority, 

young people and GHS in place.  

   Inclusiveness in healthcare delivery enhanced 

 

Theproject, titled ‘Quality Health: My Right, My Responsibility’ is being implemented in 

Region   District  Community 

Upper East  KNM  Vunania, Biu, Gaani, Janania, Tampola-Kapania 

   KNW  Kayoro, Katiu, Saa, Abulu 

   BolgaMun. Yikene 

 

Upper West  Wa East Loggu, Sagu, Karisaga, Baaleyire, Wawa 

   WaMun. Kpongo, Charia, Busa, Kejetia, Kambali 

 

Objectives of the evaluation 

The evaluator is expected to among others: 

 Assess the achievements of the Sexual & Reproductive Health Project implemented from 

February 2013-December 2014, matching performance against agreed objectives and targets 

 Assess the organization‟s strengths and weaknesses in implementing the health and other projects 

 Assess Outcomes/Results, both intended and unintended ( impact, if any) made over the period 

with reference to the agreed Results Framework/Monitoring Tool and capturing community 

specific issues/differences. Case studies, quotes and/or anecdotes should be used to strengthen 

evidence of outcomes. 

 Assess the relevance of the organization‟s interventions/activities in relationship to the findings of 

the baseline survey and what the project sought to achieve.  

 Document lessons learnt 

 Make recommendations on the way forward, in terms of programming and funding, for inclusion 

into a long-term plan for the organization. 

 

All Youth Alive‟sprogrammes/projects are interrelated and complementary and collectively contribute to 

the overall aim of Youth Alive ie “to improve the lives and restore the self esteem‟ of our constituents. 

Hence, in proposing future direction the consultant should not to be restricted to only Health but see how 

other projects/programmes can add value to the Health sector and help in achieving the overall aim of 

Youth Alive. 

 

Methodology 

In addition to literature review, the evaluator is expected to be flexible and use participatory tools that 

would suit his respondents. It is expected that these would include focus group discussions, observation, 

one-on-one interviews, etc, as well as visits to schools, workplaces, homes, etc to interact with 

stakeholders and observe. While not expected to be an academic exercise, the  sample size should be 

representative and worthy of making inferences (refer to baseline survey report for populations of 

communities). There would be a second stakeholders’ Annual Participatory Review & Reflections 
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Meeting (APRRM) in the two regions in October which the Consultant is expected to attend. There would 

also be a stakeholders’ debriefing/validation meeting in each of the regions before the evaluation report 

is finalized. It is expected that the views and opinions of all categories of stakeholders, the children, 

parents/guardians, community members, school authorities, staff, District Assemblies, etc would be 

captured. 

Expected Output. 

It is expected that at the end of the exercise the evaluator would present: 

 a  draft report (for feedback from stakeholders) 

 an executive summary with recommendations not exceeding five pages 

 a full report stating the main findings and recommendations for the way forward. 

 

Duration 

The evaluation exercise, scheduled to commence on September 15, 2014, is expected to cover 28 days as 

follows: 

Literature review/Preparations   2 days 

Preparation of instruments    2 days 

Field work    13 days (including 2 traveldays) 

Draft report writing    4 days 

Debriefing    4 days (including 2 travel days) 

Final report writing   3 days 

Reading Materials 

 Project Proposal (Narrative, Results Framework) 

 Baseline Survey Report.  

 Quarterly Reports (2013-2014).  

 STAR Ghana‟s Value Chain 

 Community-based Health Planning and Services (CHPS ) Policy document 

 

These and any materials (pictures, voice recordings, etc) generated during the exercise are to be returned 

to Youth Alive after the exercise 
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Annex B: Plan of Visit to Communities 

UPPER EAST REGION: KNE, KNW AND BOLGA MUNICIPAL 

Day Communities Time 

SUNDAY, 

14
TH

SEPTEMBER, 2014 

DEPARTURE  2pm 

MONDAY,  

15
TH

 SEPTEMBER, 2014 

Vunania 

Biu 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

TUESDAY, 

16
TH

 SEPTEMBER, 2014 

Gaani 

Janania 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

WEDNESDAY, 

17
TH

 SEPTEMBER, 2014 

Tampola-Kapania 

Yikene 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

THURSDAY, 

18
TH

 SEPTEMBER, 2014 

Kayoro 

Katiu 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

FRIDAY, 

19
TH

 SEPTEMBER, 2014 

Saa 

Abulu 

Morning (8am-11am) 

Afternoon (2pm - 4pm) 

Debriefing (5pm-6pm) 

 

UPPER WEST REGION: WA EAST AND WA MUNICIPAL 

Day Communities Time 

SUNDAY, 

21
ST

 SEPTEMBER, 2014 

DEPARTURE  2pm 

MONDAY, 

22
ND

 SEPTEMBER, 2014 

Loggu 

Sagu 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

TUESDAY, 

23
RD

 SEPTEMBER, 2014 

Wawa 

Baaleyire 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

Wednesday,  

 24
TH

 SEPTEMBER, 2014 

Kparisaga 

Kpongo 

Busa 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 

THURSDAY, 

25
TH

 SEPTEMBER, 2014 

Charia 

Kejetia 

Kambali 

Morning (8am-11am) 

Afternoon (12pm - 3pm) 

Debriefing (5pm-6pm) 
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Annex C: List of Interviewees 

 

List of interviewees in Upper East Region 

SN Name Organization  Position  Telephone 

1 Pwalia Annabelle Youth Alive Programme Manager 0207707033 

2 Raphael Hamba Youth Alive Programme Officer 0208415313 

3 John Mark Atinkogo GES Health teacher  

4 PadmoreNubano St. Martin Clinic Medical Assistant  

5 Cynthia Awe St. Martin Clinic Midwife Officer  

6 Mohammed Sa‟da St. Martin Clinic Community Health Nurse  

 

 

List of interviewees in Upper West Region 

SN Name Organization  Position  Telephone 

1 Peter B. Tanga Youth Alive Programme Manager 0203212953 

2 SeiduLatifa Youth Alive Field Officer 0209711037 

3 SeiduNashirudeen GES Health teacher 0205705859 

4 Felicia Firina GHS-Charia Senior Midwife Officer 0246465323 

5 Cedonia M. Yuoni GHS-Busa Senior Midwife Officer 0542210500 

6 Bipuah Mohammed GHS-Busa Community Health Nurse 0200737916 

7 IssakaHamidu District Assembly Assembly member 0205114491 
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Annex D: Focus Group Discussion Guide 

 

A. Project achievements on Sexual & Reproductive Health: Probe 

o Youth awareness on sexual rights and responsibilities,  

o Knowledge and practices of family planning or sexual products (e.g., condoms, 

pills, IUD, etc.),  

o Safe and unsafe sex knowledge, reproductive health, and services obtained,  

o STIs (list the STIs) 

o Teenage pregnancies 

o Type of support offered to youth 

o Attendance to health centers (time of visit after the project implementation) 

o Youth participating in health care delivery 

o Awareness in FGM, early/forced marriages 

 

B. Project Outcomes/Results 

o Change in youth awareness of their sexual rights and responsibilities,  

o Knowledge and practices of family planning or sexual products (e.g., condoms, 

pills, IUD, etc.),  

o Changes in safe and unsafe sex knowledge, reproductive health, and services 

obtained,  

o Change in STIs (list the STIs) 

o Change in teenage pregnancies 

o Types of support offered to youth 

o Frequency of attendance to health centers (time of visit after the project 

implementation) 

o Number of youth participating in health care delivery 

o Change in awareness in FGM, early/forced marriages 

o Perception about changes in people attitude and behavior on reproductive health 

o Number of youth who have benefited from the project in terms of access to 

Reproductive and sexual health services 

o Effectiveness of strategies used for achieving results 

o Effectiveness of monitoring and evaluation strategies  

o Stakeholder participation (name of stakeholder and roles), probe proportion of 

achievement attributable to the project 

 

C. Project impact: Probe 

o Intended impact (positive and negative) 

o Unintended impact (positive and negative) 

 

D. Relevance of the organization‟s interventions/activities: Probe  

o Relevance of the project to the youth, community, government, etc. 

E. Strengths and weaknesses of Youth Alive in implementing the health and other projects:  
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Probe 
o Strengths(resources, staff capacity, staff relationship with beneficiaries and other 

stakeholders, etc.) 

o Weaknesses  (give examples) 

o Threats 

o Opportunities  

 

F. Challenges  

o Barriers to reproductive health care  

 

G. What lessons are learnt from the project? 

 

H. Project sustainability  

o Indicators at the community level 

o Indicators at the district level 

o Indicators at the regional level 

 

I. Suggest ways of improving similar projects in the future. 

 

 

THE END! 
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Annex E: Questionnaire 

YOUTH ALIVE  

END OF PROJECT EVALUATION 

QUESTIONNAIRE 

A. BACKGROUND INFORMATION 

 

1. Name of Region………………………………………………………………………… 

2. Name of District………………………………………………………………………… 

3. Name of community……………………………………………………………………… 

4. Sex of respondent A. Male [ ]          B. Female [ ] 

5. Age of respondent……………………………………………………………………… 

6. What is your educational level A. Primary [ ]     B. JHS [ ]     C.  SHS [ ]   D. Vocational [ ]   

 E. Tertiary [ ]    F. No education [  ] 

7. Marital status of respondent   A. Married [ ]   B. Divorced [ ]   C. Widowed [ ]   D. Never  

married [ ] 

8. Religion   A. Islam [ ]    B. Christianity [ ]     C. Traditional [ ]  

9.  What is your major occupation?   A. Petty trading [ ]     B. Farming [ ]   C. Student [   ]   

D. Other (specify)……………………………………………………………………….. 

 

B. PROJECT ACHIEVEMENTS AND IMPACT 

10. How did you participate in the project? …………………………………………………. 

……………………………………………………………………………………………….. 

11. Did the project benefit you?    A. Yes [ ]    B. No [ ] 

12. If yes, describe the nature of benefit ………………………………………………………….. 

…………………………………………………………………………………………………….. 

13. How will you rate the project usefulness/impact?   A. High [ ]   B. Moderate [ ]   C. Low [ ]    

D. No impact [  ] 

14. What has been the most significant contribution of the project to your life? ………………… 

……………………………………………………………………………………......................... 

15. What has been the most significant contribution of the project to your community? 

……………..……………………………………………………………………………………… 

……………………………………………………………………………………………………. 

16. What challenges did you face in participating in the project? ……………………………….. 

…………………………………………………………………………………………………….. 

17. Give suggestions for improving similar projects in the future ………………………………... 

……………………………………………………………………………………………………… 

 

18. What other project/intervention(s) would you suggest for the development of your  

community in terms of the following: 

a. Health………………………………………………………………………….. 

b. Education……………………………………………………………………… 
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c. Livelihoods (Skills Training)………………………………………………….. 

d. Governance……………………………………………………………………. 

e. Women‟s Economic Empowerment…………………………………………… 

f. Other (specify)…………………………………………………………………. 

 

 

THE END! 

 

 


