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SECTION I

INTRODUCTION

CHAPTER ONE

1.1 
Introduction to the Manual and the MAPM  framework

This manual introduces the Mapping Adolescent Programming and MeasurementFramework (MAPM) to help you design and implement more effective programmes and identify what to measure to demonstrate programme implementation and the achievements  of adolescent health and development programmes
.

The Mapping Adolescent Programming and Measurement Framework complements other tools and approaches to designing, monitoring and evaluating adolescent health and development programmes. These include participatory learning exersises as well as the logical framework approach (LogFrame). 
In 1999 the MAPM Framework was presented at a WHO/UNICEF meeting of country partners after which countries across the world have used it in multiple and creative ways to strengthen adolescent health and development interventions and measurement. The positive response from the field motivated the documentation of these findings and the development of this resource manual to help its use.
​​​​​

WHAT WILL THE MANUAL AND THIS APPROACH HELP ME DO?

Using the MAPM Framework:
· helps develop effective interventions based on evidence

· helps set up a monitoring plan and decide what level of evaluation is feasible
· helps identify indicators to be measured 

· recognises the importance of the protective as well as the risk factors and their effect on adolescent behaviour and adolescent health and development

· links the programme interventions with key determinants of important behaviours, the    behaviours themselves and health and development outcomes
· guides both the design of a programme and the refinement of an existing programme
· reduces unreasonable pressure to demonstrate effect on health and development   outcomes, instead allows measurement of the effects upon key behaviours and their determinants
· provides the foundation for the cumulative building of theory and understanding of what works and why it works in behaviour change
· can assist in promoting a comprehensive analysis of adolescent health and development programming
The process of completing the MAPM Framework:

· assists in building collaboration across sectors

· assists in planning for shared accountability for programming and measurement

· promotes a shared understanding of the relationship of individual behaviour and the socio-cultural, political and economic environment (in the immediate and wider environments)

· helps identify evidence gaps

· helps identify programming gaps

· encourages evidence-based programmes

· promotes dialogue between programme planners, implementers and researchers
· links the programming plan (the Framework) with a monitoring and evaluation plan by using the same logic

WHAT DOES THE MAPM FRAMEWORK LOOK LIKE?

Building the framework
​​​​​​
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Flow of logic


Features of the MAPM Framework: are that it:

· is completed from right to left
· demonstrates the  logic from  interventions to the adolescent health and development outcome or goal from left to right
· addresses both the protective and risk factors which affect behaviour

· addresses individual and environmental levels of the risk and protective factors

· provides a detailed measurement plan for all stages of programming

· is useful to programme implementers, policy makers and researchers.

· helps analyse the individual within the social, cultural and economic context.


SOME OF THE REASONS FOR DEVELOPING A MAPM FRAMEWORK ARE:

· increasing demand from donors to demonstrate the impact of adolescent health and development interventions 

· inadequate tools and capacity to identify what to measure with interventions and the result may be that too much, too little, or the wrong things are measured 

· programme design and implementation should be informed by evidence (findings from research, monitoring and evaluation) 

· programme managers are often excluded from participating in the design and implementation of monitoring and evaluation which are then seen as irrelevant to their work. The task and language used to describe monitoring and evaluation may be intimidating

· interventions often don’t identify and focus on the most important protective and risk factors underlying key behaviours

· causal assumptions for interventions are often not made explicit

· causal assumptions are sometimes not supported by evidence

1.2 
Background to the MAPM  framework

A Brief Background to the Framework

The Mapping Adolescent Programming and Measurement Framework (MAPM) was first developed during a meeting in Washington D.C., by Dr Douglas Kirby who has been translating major sociological theories into path models or causal models for many years.   This is what he says about how the development of the Framework came about:

	“During and after our first meeting in May 1998, we were in a period that I would describe as ‘creative chaos.’  Many good ideas had been presented, but it was a challenge to organise them in any coherent way.

People had identified quite different lists of developmental needs of adolescents, psychological attributes of individuals (such as values, perceptions, and attitudes), various behaviours, characteristics of families or communities and many other factors.  It was very difficult to decide what to measure.  It was not even clear what the criteria should be for determining what to measure!

When trying to design effective sex and HIV education programmes, several of us developed logic models, but we didn't really call them that.  It just seemed the logical thing to do.

Then logic models were introduced.  They provided both an

organising framework and criteria for determining what should be measured.

They seemed to remove much of the "chaos" and to help us move forward in a constructive way.

Of course the Mapping Adolescent Programming and Measurement Framework did not emerge suddenly out of thin air; it represents an important step in a long evolution.  The Framework is, after all, a causal model for behaviour change and these have been used for decades in public health and the social sciences more generally.  These causal models typically specify the most important variables in a theory and the causal relationships among them.  Sometimes when these models include intervention components as variables, they have been called "logic models" and they depict how programme components and activities will affect various outcomes.  Other times when these models include intervention components, they are said to describe "theories of change" and there is a substantial emerging literature on creating theories of changes both to plan programs and to direct evaluation. 

The Framework does more than just show causal effects of programmes.  The framework stipulates that the health goal must be established first and that specification should proceed "backwards" to the programme components.  Such models are sometimes called "backwards logic models" to distinguish them from "forward logic models" that start with the programmes and then specify many possible programmatic effects.

Thus the Framework stipulates that after the health goal is specified, the important behaviours, then the risk and protective factors, and finally the intervention components are identified.  This framework is also called a "BDI logic model" reflecting the specification of Behaviours, Determinants of those behaviours and Intervention components selected to address those determinants.

These models have previously been used in health education. 
 In recent years, researchers conducting reviews of the effectiveness of health promotion programs (especially sex and HIV education programs) have observed that programme developers who followed the principles of BDI logic models were more likely to design programmes that subsequently proved to change important behaviours effectively.”
 



Now 20 country partners (Bangladesh, Belarus, Benin, Brazil, China, Jordan,  Kazakhstan, Kyrgyzstan, Malaysia, Mauritania, Moldova, Mongolia, The Occupied Territories of  Palestine, Russia, Tajikistan, Thailand, Uganda, Ukraine, US and Zimbabwe) across four continents, have used the Framework and developed and changed it  into the Framework shown in this resource manual. All of them have found it useful to strengthen existing programming, plan new programmes and identify and implement measurement needs for adolescent health and development programmes across a range of health issues and in diverse situations.

HOW THE MANUAL WAS DEVELOPED

As part of the second phase of the WHO/UNICEF collaboration on strengthening measurement in Adolescent Health and Development Programmes, the Department of  Child and Adolescent Health at WHO in Geneva, established a reference group including those who had used the MAPM Framework in selected countries to assist in the development of a resource manual.

The reference group consisted of people with different but complementary expertise: writers, programme managers, researchers, consultants and WHO staff. In August 2001 the reference group met to share experiences, designed an outline for the manual and an action plan for its completion. A first draft of how to use the Framework was pre-tested in Bangladesh in November  2001. Experiences of using the framework in Brazil, China, Malaysia, Uganda, US and Zimbabwe were documented for incorporation into the manual. In December 2001, the reference group met to review progress and in May 2002 the first full draft of the resource manual was reviewed.

Following this review, an extensive re-write was undertaken of two chapters of the manual, the Key Concepts, and Using the Framework to develop a  monitoring and evaluation plan.   The Key Concepts chapter now lays out the rationale for using the MAPM Framework, and the methodology for developing it for a programme.  A new chapter was added on Using the Framework to design or review a programme.   The following chapter on Using the Framework to develop a monitoring and evaluation plan,  takes the process of developing a framework to the next steps in identifying what is important to measure and laying out worksheets to document the measurements that have to be undertaken.

This updated version of  the manual was then the basis for training eight country partners in three separate multi-county workshops in Jordan, Moscow and Senegal from September 2002 to February 2003 (Bangladesh, Benin, Jordan, Mauritania, Mongolia, The Occupied Territories of Palestine,  and Russia).   These three workshops included participants from UN country partners and selected ministry staff.   The last revision of the manual was undertaken following a multi-country workshop for  UNICEF, UNFPA and WHO staff from the Central and Eastern Europe region and from the Commonwealth of Independent States (CEE/CIS/EURO),  in Kyiv, Ukraine, in June 2003, where UN country partners from 8 countries participated (Belarus, Moldova, Mongolia, Kazakhstan, Kyrgyzstan, Russia, Tajikistan and Ukraine).  

SECTION II
How MAPM WORKS

CHAPTER TWO

2.1 
Building the MAPM  framework

The framework consists of four columns which are completed in sequence.  As indicated, the MAPM Framework is built and completed by working from right to left so that you begin with the outcomes you aim to achieve.  When completed it will be read from left to right so that you track whether there is a logical connection between your interventions and your desired outcomes.  Another name for the MAPM Framework is the Logic Model.

Building the framework

​​​​​​
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Flow of logic


The Framework is built up like this:

STAGE ONE: the outcomes are agreed

	PROGRAMME INTERVENTIONS


	DETERMINANTS (Protective and Risk factors)


	BEHAVIOURAL

OUTCOMES


	ADOLESCENT HEALTH and DEVELOPMENT OUTCOMES



	
	
	
	Reduce HIV infection amongst adolescents in the city




STAGE TWO: the key behaviours which are directly related to the outcomes are discussed and agreed

	PROGRAMME INTERVENTIONS
	DETERMINANTS (Protective and Risk factors)
	BEHAVIOURAL

OUTCOMES


	ADOLESCENT HEALTH AND DEVELOPMENT OUTCOMES

	
	
	Increase use of condoms

(ONE EXAMPLE)


	Reduce HIV infection amongst adolescents in the city


STAGE THREE: the risk and protective factors associated with the key behaviours are discussed and agreed

	PROGRAMME INTERVENTIONS
	DETERMINANTS (Protective and Risk factors)
	BEHAVIOURAL

OUTCOMES


	ADOLESCENT HEALTH AND DEVELOPMENT OUTCOMES

	
	Increase ability to resist pressure to have sex without a condom

Increase access to low cost condoms

Decrease embarrassment about getting condoms

Increase self confidence in using condoms

(EXAMPLES)
	Increase use of condoms
	Reduce HIV infection amongst adolescents in the city


STAGE FOUR: lastly, the programme interventions which will help to increase the protective factors and decrease the risk factors will be agreed

	PROGRAMME INTERVENTIONS
	DETERMINANTS (Protective and Risk factors)
	BEHAVIOURAL

OUTCOMES
	ADOLESCENT HEALTH AND DEVELOPMENT OUTCOMES

	Practice saying no to sex without a condom in role play

Create and/or identify source of low cost condoms

Go to shops and price condoms

Explain how to use a condom properly

Practice putting on condoms on fingers or penis model

(EXAMPLES)
	Increase ability to resist pressure to have sex without a condom

Increase access to low cost condoms

Decrease embarrassment about getting condoms

Increase self confidence in using condoms
	Increase use of condoms
	Reduce HIV infection amongst adolescents in the city


Now you can read the MAPM Framework from left to right.  

· If the Programme interventions are in place 

(this means all the components which make up the programme activities, both aimed at the individual to increase knowledge and skills and at the socio-cultural environment to ensure that it is conducive)

then

· the protective factors affecting behaviour will be maximised and the risk factors minimised

then

· key behaviours will be affected

contributing to

· the health and development outcome.

2.2 
Key Concepts
This section of the Manual outlines the key concepts used in the MAPM Framework and shows the steps in creating a Framework.  These key concepts are in the headings of the columns of the Framework, shown below:

	PROGRAMME INTERVENTIONS


	DETERMINANTS (Protective and Risk factors)


	BEHAVIOURAL

OUTCOMES


	ADOLESCENT HEALTH and DEVELOPMENT OUTCOMES


The questions considered in this section are: 

· What are health and development outcomes? How do you select them?

· What kinds of behaviours lead to the selected outcome? How do you select them?

· What determines these behaviours? How do you select the most important risk and protective factors on which to focus the programme’s activities? 

· What type of interventions are effective in changing these determinants and the selected behaviours, to achieve the outcome? How do you select the interventions? 

Before considering these questions, here are brief definitions of the key concepts:

· Health and development outcomes: are the results a programme wants to achieve in the long term. Outcomes can be health-specific, such as improving adolescent sexual health or reducing HIV, or they can also focus on developmental aspects of adolescents’ lives, such as increasing girls’ education.

· Behavioural Outcomes: are actions which are related to health and development outcomes. In this manual, we consider the behaviours of individual adolescents, as well as the behaviours of important people in institutions and settings in the adolescents’ environment, for example: parents, teachers, health practitioners. The environment plays a major role in the healthy development of adolescents, through prevailing group and cultural norms in societies and peer groups, through the functioning of institutions and through laws and regulations.


· Determinants: are the factors that influence behaviour. They can be risk or protective factors, that is, they help to increase or decrease the chances that individuals, or groups, engage in (or promote) healthy or unhealthy behaviours.

· Interventions: are activities designed to change the determinants (the risk and protective factors), thereby changing selected behaviours and the desired health and development outcome. 

The Rationale underlying MAPM frameworks

What is the MAPM Framework? 
The MAPM Framework is a chart that shows clearly and concisely the mechanisms through which specific interventions can affect determinants, therefore affecting behaviours, and so achieving the desired health and development outcomes. It is like a road map specifying pathways between interventions and outcomes. MAPM Frameworks should be based upon the best available data evidence, otherwise, they may provide poor or misleading directions.
MAPM frameworks are based upon a set of assumptions which should be evidenced based. These assumptions underlie the causal logic of the framework which links programmatic action to improved health and development outcomes. 

The logic of the Framework can be depicted graphically as follows: 


There are three assumptions underlying this logic:  

1.
Behaviours largely determine health and development outcomes. For example, adolescents’ use of condoms, the number of sexual partners, and the treatment of adolescent clients at health clinics all substantially affect STI transmission. Some behaviours have a greater impact upon health and development outcomes than do other behaviours, and some are easier to change than others. 

The behaviours of adults and institutions also contributes to the health and development outcome. Adult and institutional behaviours (in relation to the adolescent client) are  important in at least two areas; access to services and the quality of services. Behaviours are determined by norms and standards, which in turn are determined by laws, regulations and other system-level determinants.
2. A variety of determinants (risk and protective factors) have an impact on these behaviours. For example, the personal values of adolescents towards condoms use, and availability of condoms may affect individual’s use of condoms. The determinants may describe characteristics of individuals and their peers, partners, families, schools, health services, community institutions, other community characteristics, and government policies. Some determinants have a greater impact upon behaviour than others, and some of them are easier to change than others.

3. Interventions designed to achieve a health goal usually cannot directly control individual or group behaviours, but they can affect those determinants that in turn affect important behaviours.  For example, interventions cannot directly control individual sexual behaviour or condom use, but properly designed interventions can affect motivation to avoid STIs, the values regarding condom use and the availability of condoms,  thereby affecting sexual and condom behaviour. Some of these interventions have a greater impact upon determinants than do others, and some of them are more easily implemented given available resources than are others.

Steps in Creating the Mapping Adolescent Programming and Measurement Framework 

As you have seen, the MAPM Framework is built right-to-left, and once completed, the logic is read left-to-right. The actual direction of the diagram is not important. What is extremely important is the logic of building the framework which begins with the health and development outcome the programme intends to affect and then develops in sequence the column for behaviours, then the column for determinants and finally the interventions relevant for that outcome.

Creating a MAPM framework involves completing four basic steps:

1. Identify possible health and development outcomes and select the outcome(s) to be achieved

2. Identify potentially important behaviours that affect the selected outcome(s) and then select the particular behaviours to be targeted

3. Identify potentially important determinants of the selected behaviours and select those determinants to be targeted

4. Identify possible interventions and then select the particular intervention components or activities that have sufficient strength to improve each selected determinant.

This process is shown below, and each one of the steps is then explained in greater detail.




Step 1: Identifying and Selecting the Health and Development Outcome

Outcomes can focus on health issues or they can also focus on developmental aspects of adolescents’ lives.

For example, a programme’s desired outcome might be a 

· reduction in STI/HIV infections

· a decrease in tobacco use

· an increase in school enrolment

· an increase in gainfully employed young adults. 

Outcomes may be translated into measurable objectives, such as 

· to achieve 25% reduction in HIV infection in young people in our region, by 2005

· to increase by 30% the completion of secondary education by adolescent girls in our region, by 2005

The MAPM Framework can be developed for both a health outcome and a development outcome and in this manual we provide examples of both. 

Most programmes for young people address our concerns about reducing negative health and development outcomes that affect their lives. To this end, WHO has identified as important the prevention of the following negative health outcomes for adolescents:

· Unwanted pregnancies, sexually transmitted infections (STI) and HIV/AIDS

· Morbidity and mortality from the use of tobacco, alcohol and other substances

· Injuries and mortality because of accidents and violence

· Psychiatric disorders and suicide-related death
However, just as unintended pregnancies, STI, tobacco use, injuries and other negative outcomes detract from adolescent well-being, there are positive outcomes which promote well-being and support healthy development. There is less experience globally in measuring outcomes of positive development
, partly because their definition varies across cultures. Nevertheless, some developmental outcomes are arguably universal, and some of these, identified by WHO, include
: 

· adequate nutritional status

· completion of adequate levels of educational and/or vocational training

· self-esteem, self-efficacy 

While all of the negative and positive health and development outcomes are relevant to adolescent well-being, it is usually necessary to prioritise the most important ones. Organisational mandates and donors can set priorities at local, regional and global levels, but the decision on where we focus our efforts should be balanced by results from situation analysis reports, needs assessments, national surveillance statistics or other data sources which tell us about the needs and evolving capacities of adolescents. 

It is important to specify the target population for the health and development outcome selected, as adolescents are a heterogeneous group. The important determinants (and in turn the programmes we design) are likely to differ for girls and for boys, for younger and for older adolescents, for adolescents living in cities and those in rural areas.

Answering the following questions may help prioritise outcomes and specify the target population:

· What are the key health and development issues facing different adolescent populations?

· How severe or critical is each of them? That is, how positive or negative are the consequences among those affected?

· How prevalent or widespread is each of them?

· What is the mandate of your organisation?

· Given reasonable resources at your disposal, which outcome can you affect? 

Here is an example from the previous chapter:


Step 2: Identifying and selecting behaviours that affect the specified health and development outcome
After setting the priority health and development outcomes, the next step in the MAPM Framework is to identify behaviours which most strongly affect these outcomes. We use the term behaviour to include the behaviours of individual adolescents, the behaviour of adolescent peer groups, and the behaviours of important groups in the adolescents’ immediate environment such as parents, teachers and health workers and institutional behaviours with respect to quality standards and norms.

· Individual adolescent behaviours are those in which adolescents are the primary actors. 

· Behaviours in the immediate environment are enacted by individuals and in this manual, we treat them as important groups in the environment around the adolescent: e.g., peers, families, communities and professionals providing services for adolescents. 
· In addition to these behaviours, sometimes the behaviours of institutions or systems may also be related to the health and development outcomes of adolescents. Changing these behaviours means changing determinants at institutional and structural levels and includes the revision (or creation) of institutional standards and norms as well as national policies, laws and regulations. The MAPM Framework is also be used in this context, though there are other tools more appropriate for considering change on this level. This manual principally focuses on programme efforts which address the behaviour of individual adolescents and the behaviours of important people in the adolescents immediate environment. Below are some examples of such behaviours: 

Examples of Health and Development Goals and Behaviours that Affect Them




















Several aspects of adolescent health and development are not within the individual’s control.  In most contexts programmers will seek both to address the behaviour of the individual adolescent as well as working at the environmental level to affect the behaviours of groups of people and institutions who have an impact on the individual adolescent.  Most programmes now recognise that interventions must focus both on individual and environmental behaviours.

Adolescent behaviour and the behaviours of other important actors are shown together in the figure above to illustrate that different behaviours affect the same outcome. Often, there is a causal relationship between the adolescent behaviour and the behaviour of others. For example, behaviour of parents or teachers can determine the behaviour of adolescents. Therefore, when creating a comprehensive MAPM Framework, a separate framework should be built for each of the behaviours identified so as to examine the full range of determinants associated with each behaviour. Behaviours can be considered positive if they improve a health goal  or negative if they act to prevent a health goal.

As with outcomes, behaviours must be prioritised. When considering the behaviours on which to focus (for both intervention and measurement) it may be helpful to answer the following questions:

· Which of the specified behaviours have the greatest effect upon the health and development outcome?

Some individual, group and institutional behaviours clearly have a greater effect upon a specified health or development goal than others.  For example, using an effective method of contraception will have a greater impact upon unintended pregnancy than will using less effective methods such as withdrawal.  Similarly, in some cultures, making guns and other lethal weapons unavailable to young people may reduce suicide rates more effectively than referring individuals to professional services.  

· Which of the behaviours are most amenable to change?

Some behaviours are more easy to change than others. For example, getting sexually active adolescents to have fewer sexual partners or to use condoms may be easier to achieve than getting them to abstain from sex. Or, in some cultures, it may be easier for communities to express clear norms about avoiding violence than getting them to remove potential weapons such as guns.

· Which of the specified behaviours are the most or least common?

Some behaviours, both positive and negative, are far more common than others and this should be considered when selecting behaviours to target.  For example, in some communities marijuana may be very common, while cocaine use may be quite rare.  In such communities, the emphasis might be on reducing marijuana use. In a different example, if using condoms during sex with causal partners is found to be uncommon, increasing condom use would be an important behaviour to choose. 

Changing behaviour is a complex process, and often we cannot do it directly. For example, we most often cannot directly have adolescents use condoms, ensure they eat healthy foods, or stop them from engaging in violent acts. Rather, we must try to identify what determines these behaviours and then affect those determinants.

Step 3: Identifying and selecting determinants that affect behaviours 

Determinants are the factors that influence whether or not individuals and groups engage in specific behaviors. 
Most behaviours are determined or influenced by a variety of factors, and these depend on differences in relationships, settings, cultures and economic conditions. There are a number of common factors affecting health and development-related behaviours. The list below illustrates some of the different areas of determinants:

· Individual factors (such as age, sex, physical and psychological development, beliefs, values, attitudes)

· Parental influences (such as parental values; parental behaviours; monitoring, rules and regulations set by parents; and the connection between young adults and their parents)

· Peer influences (such as accepted behaviours, values, and norms) 

· Partner influences (such as trust and open communication or intimidation, violence and coercion) 

· Community influences and characteristics, including social and cultural norms 

· Organisational and institutional influences (such as the inclusiveness of the education system, or attitudes of health providers towards adolescents)

· Government influences, including policies, laws and regulations

There are many reasons that people give for what determines their behaviour.  However, there may be factors that people are not explicitly aware of or do not mention.  Some determinants may relate to the social context 
 and the environment 
 in which young people live, others relate to experiences much earlier in life or in their families. Individuals may also not explicitly recognise the extent to which determinants influence what they do. 

These influences, or factors, can be classified as either protective or risk. Protective factors increase the likelihood of positive behavioural outcomes including health and well-being and decrease the likelihood of negative behavioural outcomes.  Protective factors may be specifically related to health outcomes, as for example, valuing condoms for the prevention of HIV/AIDS.  Or they may be more general, such as a adolescent's perception that she or he is cared for by parents. Risk factors, in contrast, increase the likelihood that young people will engage in negative or health-compromising behaviours, or reduce their involvement in positive or healthy behaviours. 

For adolescents especially, the influence on what they do often depends on who is involved in their lives and decisions, the nature and quality of the relationship, the values they express, the behaviours they model and the opportunities they are provided. Focusing upon risk factors without considering important protective factors may provide an excessively negative picture and one may miss the protective factors that could be strengthened to help adolescents avoid risk behavior. Focusing only on protective factors may ignore important risk factors. Protective and risk factors are not mutually exclusive and, for any behaviour, both types of factors can be identified. For this reason, it is important to consider both risk and protective factors – or influences – on behaviour. 
The same determinant may have a different effect on sub-groups of adolescents. As with the examples above, peer pressure will differentially affect girls and boys, and older adolescents differently than younger. Some of the most important characteristics to keep in mind are:  

· Gender

· Age and stage of maturation and development

· Living conditions and environment

· Rural or urban locations

· Socio-economic status 
In reality, it is not possible to change all the determinants that affect selected behaviours through interventions that we currently have available.  Therefore it is necessary to select   the determinants to change and there are two criteria for making this selection:
1. Some determinants have a much greater effect upon a particular behaviour than others. For example, social norms preventing adolescents from getting services at an STI clinic and government policies about non-discrimination of health services may both be determinants of adolescent sexual behaviour. However, the social norm which says that adolescents neither require nor should have services at an STI clinic may influence health practitioners’ behaviour much more than a government policy.

2. Some determinants are more easy to change.  For example, it may be easier to influence peer norms about violence than to modify the socio-economic opportunities in a community which experiences high rates of violence.

Below are two examples of determinants (risk and protective factors) particular to adolescent an behaviour:



For each behaviour selected (adolescent behaviour, or the behaviour of others in the environment), determinants must be identified.

Once important and easily-changed determinants are selected, the next step involves specifying the intervention activities that are efficacious in changing the selected determinants .
Step 4: Identifying possible interventions

How are determinants changed? That is, what must be done to: 

· Increase the individual’s level of knowledge or skill

· Make a useful product or service more accessible or a dangerous item less accessible

· Change group thinking about what is “normal”

· Change the functioning of an institution or introduce a new policy or regulation

Such changes are brought about by sets of activities that we call interventions.

Interventions can be divided into different types or categories, depending on who are the agents of change and where (the settings in which) the interventions occur. 
There are several successful agents and settings, and some common ones are: 


More than one type of intervention can be used to affect a determinant. In fact, programmes can be more effective if a number of interventions work together to change determinants and thus behaviours which then affect health outcomes. For example:





Similarly, a single intervention might work on more than one determinant. For example;













As with outcomes, behaviours, and determinants, we have to prioritise the interventions that we believe are optimal for our resources and which will contribute the most to changing determinants of selected behaviours in order to achieve the health and development outcome. 

When selecting interventions, helpful questions to keep in mind are:

9. Which interventions (policies, programmes, activities) will have the greatest effect on each of the selected determinants?

10. Are these interventions (policies, programmes, activities) sufficiently powerful that they will significantly change the selected determinants?

11. What is the evidence for this?

· Are the proposed policies, programmes, activities culturally feasible, given the values and socio-cultural context of the community? 

· Are they politically feasible given the existing power structure and interests of relevant groups? 

· Are they administratively feasible, given the existing structure of relevant organisations? 

· Are they technically feasible, given staff capabilities and programme resources? 

· Are they financially feasible, given estimates of costs and likely financial resources?

Identifying the most appropriate interventions is the last step in the logic of creating a MAPM Framework.  Once the framework has been built the flow of the logic for implementing specific interventions in order to affect determinants which in turn influence the selected behaviours we are seeking to change in order to achieve the desired health and development outcome, can now be read from left to right.  On the next page an example is shown of a partial framework for reducing STIs among adolescents.




SECTION III
HOW TO  USE  MAPM

CHAPTER THREE
Using the MAPM  framework to design or review a programme
Before you use the MAPM framework, work through these questions. 

What are you using MAPM for?  Is it to:

1. Build a Framework for a new programme design?

2. Review the interventions of a current programme?

3. Pull together a range of activities into a coherent whole?

4. Develop a monitoring plan for a programme already running?

3.1   
IF YOU ARE BUILDING A FRAMEWORK FOR A NEW PROGRAMME   

         
DESIGN:
· Where does this programme fit into your national or district policy/strategic plan?

· Have the objectives been defined?

· How much design work has been done on the LogFrame?

· Has evidence been collected on the topic/issue?

· How has this evidence been used to define objectives?Have you identified activities?

MAPM has been successfully used to design a new programme for e.g. for reducing HIV among young people in Kyrgyzstan (see Chapter 6).  Often donors require the use of a LOGFRAME as a planning tool as it summarises the whole programme and has clear objectives against which annual reviews  measure progress (sometimes called output to purpose reviews’) and UN organizations and governments often use LOGFRAMES as well.   If a LOGFRAME has been used to define the goal, purpose and outputs of a new programme then the MAPM framework is also a useful complementary tool to use.  
The LOGFRAME  focuses on planning at the strategic rather than the operational level, whereas, MAPM functions principally at the operational level, though policy level activities and determinants can be addressed.  If a LOGFRAME exists for a new 
programme, then the purpose is usually the equivalent of the health and development outcome in the MAPM framework. If the LOGFRAME has activities listed, these are the equivalent of the interventions (policies and activities) in the MAPM framework.   MAPM really complements the LOGFRAME between intervention activities and the  purpose because MAPM allows you to track intermediate outcomes, the determinants (risk and protective factors) that the interventions are designed to affect, and the behaviours you wish to change.  The use of MAPM, with or without a LOGFRAME empowers programme managers to be able to track accomplishments in the shorter term (within two years), and take decisions to reorient activities if the desired changes in determinants are not seen.  This means they do not have to wait several years to look for changes in health and development outcomes  which are difficult, expensive and time consuming to measure.  Moroever, changes in the health and development outcomes may not occur if the correct behaviours and most important determinants have not been addressed by the activities implemented.  
Below is a typical LOGFRAME table format that is used for a programme.

	Narrative summary 
	Objectively Verifiable Indicators (OVI)
	Means of Verification (MoV) 
	Assumptions 

	Goal 
	
	
	

	Purpose 
	
	
	

	Outputs 
	
	
	

	Activities 
	
	
	


An OVI is the indicator you will use as your unit of measurement for monitoring the programme, for example, ‘20% of teachers trained’. The MoV is the way you will know this for example ‘lists of teachers trained’ or ‘reports of training with comments from teachers’.  At the end of this chapter a partial LOGFRAME is provided as an example. 
3.2 
IF YOU ARE  GOING TO REVIEW THE INTERVENTIONS OF A CURRENT 

            PROGRAMME
· Is there a LogFrame for your programme that defines goals, purpose, outputs, activities?
· At what stage of the programme cycle is the current programme?

· What interventions (policies and activities) have taken place?

· What indicators are you using to monitor the programme?

· What monitoring has taken place?

· If your programme has been running for more than 2 years, have you any evidence that it has made a difference?

Completing a MAPM framework can help you to find out whether or not your interventions (policies and activities) are really addressing the determinants of the behaviours you want to change.  MAPM will help you re-examine interventions, prioritise the essential ones to support,  and identify whether or not you have missed out any essential intervention activities that should take place.   MAPM has been used in this was with several countries (see Chapter 6, Mauritania for example).
MAPM can also assist in reviewing your monitoring plan and refining your indicators  to ensure that you are measuring the right things in the right way (see Chapter 6, Mongolia for example).   MAPM helps to review your assumptions through assessment of local and international research evidence before defining the important determinants that need to be changed through intervention activities, in order to bring about behaviour change.  Sometimes it leads to the design of research to fill gaps (see Chapter 6, Jordan for example).
ARE YOU PULLING TOGETHER A RANGE OF ACTIVITIES?

· Do you have a range of activities but no overall programme?

· Is there a common objective or shared outcome that you are working towards (that all the different activities are intended to contribute to?

· What is the common objective and shared outcome that the different activities aim to achieve?

· What evidence was used to decide on the activities?  

MAPM can help you to assess whether or not the combination of activities added together will affect the determinants. It can help to bring together a disparate range of interventions (policies and activities) intended to achieve the same outcome into a coherent framework. It will enable you to determine the behaviours that you want to affect in order to achieve the shared objective or outcome, identify the determinants (risk or protective factors) of these behaviours and whether or not the current activities are likely to affect these determinants. If they are, you can consider whether all the determinants are being reached by your activities. If they are not, it will help you to identify more suitable and effective activities/interventions. 

ARE YOU DEVELOPING A MONITORING PLAN?

If you have a programme but no M&E plan it is not too late to design one.

· What evidence do you have about the situation/issue you are trying address?

· Do you have information about the situation as it was when the programme started/a baseline against which you can measure?

· Have any indicators been identified?

· Is anyone responsible for M&E?

· How will you use your monitoring findings to inform and improve  the design and implementation of your programme?

MAPM can help you to develop a monitoring plan including identifying appropriate and suitable indicators. You will need to build the MAPM planning framework first, to ensure that your interventions (policies and activities) are designed to affect the risk and protective factors. You can then build your monitoring framework. If your programme has been running for some time and there is no baseline information (measurement before the programme began) MAPM can help you to identify indicators that can be used or identify proxy indicators which show that change has taken place.
A partial LOGFRAME

	Narrative summary 
	Objectively Verifiable Indicators (OVI)
	Means of Verification (MoV) 
	Assumptions 

	Goal 

To improve sexual and reproductive health of young people in Tanzania
	· Reduced incidence of STD/HIV, teenage pregnancies and abortion among young people

· Implementation of policies related to young people’s S&RH
	· DHS survey

· National and regional health data/KAP surveys

· Government reports


	· Government policies continue to be supportive to youth S&RH rights

· Government policies continue to support S&RH services for youth

· Continued political and economic stability (election due in late 2000)

	Purpose

Increased sexual and reproductive health rights of young people
	· Increased community awareness of and support for young people’s S&RH rights

· Increased proportion of schools in project sites committed to providing/providing sex education from x% to y% by EOP

· Increased proportion of health facilities providing youth-friendly services in project sites from x% to y% by EOP

· Increased utilisation of services by sexually active youth


	Baseline survey, mid-term survey, final evaluation report, programme reports including:

· Interviews with teachers/head teachers

· Community surveys and focus group discussions

· Ministry of Education reports

· Health service data

· Youth surveys and focus group discussions 

· Local government surveys


	· Continued donor support for S&RH activities and supplies

· No major change in context (eg increase in Islamic fundamentalism) resulting in stronger opposition to S&RH rights for youth  

· No changes in service provision affecting youth utilisation (eg extension of cost sharing to STI treatment and FP)

	Outputs 

1. National advocacy campaign conducted on four broad themes

2. Parents, teachers and community leaders sensitised to young people’s S&RH rights in 6 sites

3. Service providers sensitised to young people’s S&RH rights in 6 sites

4. Mechanisms for youth to voice their needs established


	1.1 Advocacy strategy developed

1.2 4 national seminars held

1.3 4 x 500 policy briefings and 4 x 500 fact sheets researched and produced

1.4 4 consultation meetings held

1.5 National youth S&RH rights network established

2.1 36 community seminars held (12 x community leaders, 12 x parents, 12 x teachers)

2.2 3,000 leaflets produced (1,000 x community leaders, 1,000 x parents, 1,000 x teachers)

3.1 12 orientation workshops held for service providers (2 x 6 sites)

3.2 500 sets guidelines for service providers produced

4.1 6 advocacy/rights training workshops for youth associations

4.2 6 leadership skills development workshops for youth associations

4.3 2 national youth forum meetings held

4.4 12 local/regional youth forum meetings held (2 x 6 sites)


	· Project reports

· Seminar reports

· Press coverage

· Consultation reports

· Training workshop reports

· Sensitisation seminar reports

· Production and printing bills

Youth forum reports
	· Potential network partners willing to collaborate

· Media interest

· Community leaders, parents and teachers willing to participate in sensitisation activities

No major political or community opposition to youth associations or youth representation   

	Activities

1.1 National Seminars

1.2 Research and production of policy briefing papers

1.3 Project launch

1.4 Networking and consultative meetings

1.5 Press coverage

2.1 Community research and sensitisation seminars for parents, teachers and community leadership

2.2 Production of materials on youth S&RH rights for communities

3.1 Orientation workshops for health providers

3.2 Production of guidelines for service providers

4.1 National youth forum

4.2 Youth fora in project sites

4.3 Training and capacity building for youth organisations        


	
	
	


CHAPTER FOUR

Using the MAPM  framework to develop a monitoring and evlaution plan.
The previous chapter described how to use the MAPM  Framework to design a new programme or review an existing programme. This section describes how the Framework can help you to design a plan for monitoring and evaluating a programme, including developing a detailed measurement plan and choosing what to measure. 

Specifically, using the Framework can help: 

· To develop a monitoring and evaluation (M&E) plan if you are designing a new programme or your programme has started but does not have an M&E plan. Using the Framework can also help you to review and refine what you are doing and measuring if your programme has started and already has an M&E plan. 

· To develop an M&E plan, using the logic of the four columns, that starts by assessing how well interventions have been implemented, then assesses the effect of interventions on selected determinants, then the effect of changes in determinants on targeted behaviours and, ultimately, the impact of behaviour change on the desired health and development outcome. While all programmes should be able to assess implementation of interventions and many can measure changes in determinants, demonstrating changes in behaviours and outcomes can be more difficult. An M&E plan based on the logic of the Framework can help programmes to show the positive effects of interventions even if it is not possible to demonstrate changes in behaviours or outcomes.    
· To identify key questions about measurement of interventions (e.g. What are the critical components of the interventions and their characteristics?), of determinants (e.g. Which determinants that influence the key behaviours do we need to measure?), of behaviours (e.g. Which critical behaviours that influence the health and development outcome do we need to measure?), and of outcomes (e.g. Which health and development outcomes do we need to measure?). 

· To be strategic about what to measure when it is not possible to measure everything and to choose the most useful indicators for M&E. This is because the Framework focuses on the most important interventions, determinants, behaviours and outcomes, and the links between them. Measuring only the most important interventions, determinants, behaviours and outcomes can limit the number of indicators and avoid collection of unnecessary data. Using the Framework can also help you to be explicit about the measurement of changes in determinants and of individual, group, institutional and contextual behaviours. 

· To choose the right type of evaluation (process, outcome or impact) and the evaluation design that best suits your needs and resources, and identify the data sources, collection systemsand tools you will need to carry out the evaluation.


· To encourage use of M&E findings, because the same logic is used for programme design and measurement plans and programmers are involved in developing both at the same time.  

DEVELOPING A MONITORING AND EVALUATION PLAN

In using the Framework to design your programme, you will have identified a health and development outcome, key behaviours, determinants and interventions. You will have developed a summary Framework, which shows what the programme intends to do overall. You will also have developed separate sub-Frameworks, for each of the key behaviours identified, which are linked to the summary Framework. These detailed sub-Frameworks provide the basis for developing an M&E plan.  

In the summary Framework example below, three key behaviours have been identified. We will use this example, and the detailed sub-Frameworks for each of the three behaviours, to illustrate how to develop an M&E plan. The following sections explain how to develop a detailed measurement plan and how to choose what to measure. 


Building a detailed measurement plan

Using the same example summary Framework as above, we will build a measurement plan for the three sub-Frameworks. For each sub-Framework (A: Adolescent behaviour; B: Behaviour of others; C: Institutional behaviour) we will complete four steps, creating a measurement table for each of the four columns: 

	Interventions
	Determinants
	Key Behaviours
	Health and Development Outcomes

	Which indicators will tell us if each activity of the intervention was implemented according to plan (quality)? 

Which indicators will tell us who our intervention has reached and how many (coverage)?

How often should we measure these indicators? With what tools? 
	Which indicators do we use to measure the determinants that influence key behaviours?  

How often should we measure these indicators? 

With what tools?
	Which indicators do we use to measure critical behaviours that influence the health and development outcome?

How often should we measure these indicators? 

With what tools? 
	Which indicators do we use to measure health and development outcomes? 

How often should we measure these indicators? With what tools?




In the following pages we will separate each column onto its own worksheet, identifying indicators and data sources, tools and timing of data collection for each indicator. 

A NOTE ABOUT INDICATORS

An indicator is a measurable statement of your programme’s activities, objectives or goals. To be useful, the indicators you choose must be:

· Specific – Is it specific to the characteristics of the target group(s) (e.g., age, sex, location)? 

· Valid – Does it accurately measure the concept or event it is supposed to measure?

· Reliable – Does it measure the concept or event consistently over time?

· Available – Can you get (or do you have access to) data to enable you to measure it? 

· Realistic – Given your programme activities, is it realistic to measure it?  

· Timely – Will it show a change in the time available? Is it time-bound?
Indicators can be expressed quantitatively (in numbers) or qualitatively (be descriptive). These types are complementary, but usually cannot be substituted for each other. For example, a quantitative indicator would tell us how many teachers were trained and a qualitative indicator would tell us about the content of the training. Both are important but different. 

One of the most important characteristics of quantitative indicators is that they need denominators. For example, training 80 teachers in skills-based health education is a great achievement if the total number of teachers to train is 100. If, however, we only trained 80 teachers out of a possible 800, the achievement is not the same. In the following tables, wherever the indicator is defined as a proportion, its calculation will always include a denominator as well as a numerator.

We will begin with the sub-Framework for individual adolescent behaviour.  

SUB-FRAMEWORK A: Adolescent behaviour




SUB-FRAMEWORK A: Adolescent behaviour 

Step 1: Intervention Worksheet 

Completing this worksheet will help you to develop the MONITORING plan for your interventions. It will allow you to assess whether interventions were implemented as planned. This is an essential step in evaluating the effectiveness of your programme. 

Two important aspects of interventions must be included in the monitoring plan*: quality – indicators referring to this are marked with a (Q) – and coverage (who the intervention reached and what proportion of the target population was reached) – indicators referring to this are marked with a (C).  

	Intervention
	Indicators
	Data sources/Tools 
	Timing 

	Mass media messages


	- Quality of messages: content, appeal, relevance (Q)

- Number of mass media messages produced (C)

- Frequency of messages aired/ printed/posted (over time) (C)

- Proportion of adolescents who report seeing/hearing/reading and remembering the message (by sex, age, region, school status) (C)


	- Pre-testing with adolescents

- Radio/TV logs, newspaper accounts; project records

- Radio/TV logs, newspaper accounts, printing accounts; project records

- Adolescent survey (in-school, community-based etc)

 
	At the start: once messages are produced, before they are aired

Ongoing during intervention: every month

Ongoing during intervention: every month

After 6 months of intervention, again after 1 year of intervention



	Peer education messages
	- Content of the peer education messages (Q)

- Number of peer education sessions held on this topic (C)

- Proportion of adolescents reached in each session (by sex, age, region, school status) (C)
	- Pre-testing with adolescents

- Programme peer education records 

- Peer educators’ log books, observations
	At the start: once content is developed, before it is used

Ongoing during intervention

Ongoing during intervention


* A third aspect, the cost is very important fro programme managers, donors and policy makers.  However, the topic of costing/  cost effectiveness is not dealt with in this manual. 
SUB-FRAMEWORK A: Adolescent behaviour 

Step 2: Determinants Worksheet

Completing this worksheet will specify what data you must collect to measure changes in the determinant(s) that your intervention is addressing. This is the first part of EVALUATION. (These changes in determinants are sometimes called INTERMEDIATE OUTCOMES.) 

To be able to assess if change has occurred, you must have at least two comparison points in time. Therefore, you must collect the data both BEFORE and AFTER you start implementing your intervention. 

	Determinant
	Indicators
	Data sources/Tools
	Timing 

	Decrease norms among youth which stigmatise adolescents utilising a clinic
	- Proportion of adolescents who report this attitude (by sex, age, region, school status)


	- Adolescent survey (in-school, community-based etc)

- Adolescent focus groups
	Both BEFORE the intervention and AFTER the intervention (or other 2 different points in time - see NOTES) 


NOTE 1: Ideally you should carry out the first round of data collection (the pre-test or baseline) before your intervention begins. If this is not possible, it is still important to collect data at two different points in time. This is because we cannot assess changes in the determinants we are measuring unless we measure them at least twice. It is important to consider carefully the length of the time between data collection rounds, as some determinants take longer to change. 

NOTE 2: Unless you have a comparison group, which did not receive the intervention, you cannot be sure that any observed changes in the determinants are due to your intervention. For more on this topic, see section VII – the Beginner’s Guide to Research.(Hazel what section is this ??? Change note?)

SUB-FRAMEWORK A: Adolescent behaviour 

Step 3: Behaviour Worksheet 

Completing this worksheet will specify what data you must collect to measure change in the key behaviour that is affected by the determinants which your intervention is addressing. (This is also called OUTCOME EVALUATION or referred to as LONGER-TERM OUTCOMES).  

As with determinants, you must have at least two comparison points in time to be able to assess changes in key behaviour. 

	Individual Behaviour
	Indicators
	Data sources/Tools
	Timing 

	Increased clinic use by adolescents for detection and treatment of STIs
	Clinic level:

- Number of adolescent clients at selected clinics (by sex, age, region, school status, marital status)

- Proportion of all clients at selected clinics that are adolescents 

Population level:

- Proportion of adolescents who report having been to a clinic for detection and treatment of STIs
	- Clinic log books

- Adolescent survey (in-school, community-based etc)
	Ongoing on a monthly basis to track trends – with a period of observation before programme implementation starts

Both BEFORE the intervention and AFTER the intervention (or other 2 different points in time)


NOTE 1: Unless you have a comparison group, which did not receive the intervention, you cannot be sure that any observed changes in the determinants are the result of your programme interventions.

NOTE 2: In the chart above, the indicators are divided into clinic-level and population-level indicators. Both measures are important, but the type of information they provide for evaluating a programme is different.

· Measuring changes at clinic level builds on monitoring e.g. counting the number of adolescents that come to a clinic (utilisation). If data is collected at different points in time during implementation, as well as before programme implementation begins, we can “track” clinic use over time. However, it is important to be aware that these adolescents may differ from adolescents who do not use the clinic. We cannot use clinic data to draw conclusions about the wider adolescent population that a clinic aims to serve, because the sample will consist only of adolescents who attend the clinic. To assess this we have to measure change at the population level.

· Measuring changes in this behaviour at population level requires going beyond the clinic and surveying a population-based sample of adolescents to determine the proportion of adolescents that have used clinic STI services. To assess change, we need to conduct a survey at two points in time (ideally including before programme implementation begins). 

SUB-FRAMEWORK A: Adolescent behaviour
Step 4: Health and Development Outcome Worksheet 

Completing this worksheet will specify what data you must collect to measure the change in the health and development outcome, in this example, STI rates among adolescents. This type of EVALUATION measures changes in long-term health and development outcomes at the population level. 

	Health and Development Outcome
	Indicators
	Data sources/Tools
	Timing 

	Decrease in STIs among adolescents
	- Rates of STIs among adolescents (by sex, age, region etc)

- Proportion of all STI cases that are adolescents (by sex, age, region etc)

- Proportion of all adolescent STIs 

presenting that are treated appropriately (by sex, age, region etc)

- Proportion of all treated STI cases that are adolescents 
	- Clinic records/statistics

- National health statistics, surveillance records
	Ongoing on a regular basis to track trends – with a comparison with the situation before programme implementation began


NOTE 1: Unless you have a comparison group, which did not receive the intervention, you cannot be sure that any observed changes in the health and development outcomes are the result of your programme interventions. Where a comparison group is not available, a time-series evaluation may be most appropriate.

NOTE 2: Few programmes will be able to conduct this kind of evaluation. Two key reasons for this are:

· Scale – The scale of most programmes is too small to detect change in population-level indicators such as STI, pregnancy or literacy rates.  Measuring changes in health and development outcomes may only be feasible for national or regional programmes. 

· Timeframe – The timeframe within which changes in population-level indicators occur can be longer than the timeframe of most programmes and it may be several years before such changes become apparent. Measuring changes in health and development outcomes may only be feasible for longer–term programmes such as those promoted by the Ministry of Health.  

Now we will look at the sub-Framework for the behaviour of adults, and work through each step in the same way as for individual adolescent behaviour. The text is not repeated for each worksheet, as it is almost the same as the text accompanying the worksheets for sub-Framework A. Only differences or additional important points are noted.

SUB-FRAMEWORK B: Behaviour of others in the adolescents’ environment









SUB-FRAMEWORK B: Behaviour of others in the adolescents’ environment 

Step 1: Intervention worksheet 

	Intervention
	Indicators
	Data sources/Tools
	Timing 

	Training of health providers in ASRH, including attitudes towards adolescent clients


	- Quality training materials available (Q)

- Proportion of clinic staff (doctors, nurses etc): 

· enrolled in training (C)

· successfully completing training (C, Q)

· reporting satisfaction with training (Q)

 
	- Programme records 

- Pre-test and post-test surveys measuring knowledge, attitudes and skills

- Focus group discussions

- Satisfaction surveys


	At first training and ongoing if additional training conducted



	Mass media campaign targeted at adults about adolescents using health services for testing and treatment of STI
	-  Number of mass media messages produced (C)

- Quality of messages: content, appeal, relevance (Q)

- Frequency of messages aired/printed/posted (over time) (C)

- Proportion of all adults in the community who report seeing/ hearing/reading the messages (C)

- Proportion of all health providers who report seeing/hearing/reading the messages (C)
	- Radio/TV logs, newspaper accounts, printing accounts; project records 

- Adult focus groups; pre-testing with adults 

- Radio/TV logs, newspaper accounts, printing accounts, project records 

- Community-based survey 

- Community-based survey; clinic-based survey 


	At beginning of programme 

At beginning, before messages aired 

Ongoing during intervention (e.g. every month)

At chosen intervals after intervention begins (e.g. yearly) 

At chosen intervals after intervention begins (e.g. yearly)




Q= Quality
C= Coverage 

SUB-FRAMEWORK B: Behaviour of others in the adolescents’ environment 

Step 2: Determinants worksheet

	Determinant
	Indicators
	Data sources/Tools
	Timing 

	Increase health providers’ knowledge about ASRH and their positive attitudes towards adolescents as clients for SRH services


	- Proportion of health workers who (C):

· feel technically/clinically prepared to treat adolescents (Q)

· report increased confidence in clinically treating adolescents (Q)

· report increased confidence in communicating with adolescents about SRH (Q)

· have positive attitudes to providing quality care for adolescents (Q)


	- Surveys of health workers 

 
	BEFORE the intervention and AFTER the intervention (or other 2 different points in time)



	
	· 
	- Interviews or focus group discussions with health workers (will not obtain proportions)
	Can also be done at two different points in time, although comparisons cannot be causally interpreted

	Decrease social norms stigmatising adolescents using health services for testing and treatment of STI


	- Proportion of all adults in the community who support adolescents using health services for testing and treatment of STIs (C)

- Proportion of health providers who support the above (C) 

- Number of key decision-makers in the community who support the above 


	- Community-based survey 

- Clinic survey; community-based survey (if you can break down by occupation)

- Interviews or focus groups with key decision-makers (will not obtain proportions)
	Same as above for both surveys and focus group discussions or interviews


Q= Quality
C= Coverage
SUB-FRAMEWORK B: Behaviour of others in the adolescents’ environment 

Step 3: Behaviour Worksheet 

	Behaviour
	Indicators
	Data sources/Tools
	Timing 

	Health workers provide quality services to adolescents 


	- Proportion of health workers who are respectful toward adolescents (C):

· non-judgmental and considerate (Q)

· motivated and supportive of adolescents (Q)

- Proportion of health workers who devote adequate time to patients (C):

· average time spent with adolescent patient 
- Proportion of health workers who explain all procedures fully (C)
	Clinic-level:

- Mystery clients

- Client-exit interviews


	After the training, periodically to check for maintenance of procedures



	
	
	Population-level:

- Surveys with adolescents (e.g. population-based, school-based)
	BEFORE and AFTER the intervention


Q= Quality
C= Coverage

NOTE 1: In the chart above, the indicators are divided into clinic-level and population-level indicators. Both measures are important, but the type of information they provide for evaluating a programme is different.
· Measuring changes at the clinic level by interviewing adolescents who use the services provides useful information. However, it is important to be aware that these adolescents may differ from adolescents who do not use the clinic. We cannot use clinic data to draw conclusions about satisfaction among the wider adolescent population that a clinic aims to serve, because the sample will consist only of adolescents who attend the clinic. To assess this we have to measure change at the population level. 

· Measuring changes at the population level requires going beyond the clinic and surveying a population-based sample of adolescents to determine satisfaction with services provided among those adolescents who have used the services. However, where clinic utilisation by adolescents is low, this approach is not efficient, as we would need to survey a large sample of adolescents to capture a sufficient number who have used services. 

SUB-FRAMEWORK B: Behaviour of others in the adolescents’ environment 

Step 4: Health and Development Outcome Worksheet 

	Health and Development Outcome
	Indicators
	Data sources/Tools
	Timing 

	Decrease in STIs among adolescents
	- Rates of adolescent STIs (by sex, age, region etc)

- Proportion of all STI cases that are adolescents (by sex, age, region etc)

- Proportion of all adolescent STIs presenting that are treated appropriately (by sex, age, region etc)

- Proportion of all treated STI cases that are adolescents 
	- Clinic records/statistics

- National health statistics, surveillance records
	Ongoing on a regular basis to track trends – with a comparison with the situation before programme implementation began 


NOTE 1: The worksheet for Step 4 of sub-Framework B is the same as for Step 4 of sub-Framework A. This is because they were both developed with the same health and development outcome in mind.

Finally, we will look at the sub-Framework for institutional behaviour, and work through each step in the same way. Again, the text is not repeated for each worksheet, as it is almost the same as the text accompanying the worksheets for sub-Frameworks A and B. 

SUB-FRAMEWORK C: Institutional behaviour 











NOTE 1: While not all programmes will be able to change institutional determinants and behaviours, it is important to be aware of all potential determinants that contribute to institutional behaviour related to a specific health and development outcome. This allows you to be strategic about where to focus resources, to build links with organisations that can influence institutional determinants, and to engage in advocacy that highlights the links between various outcomes and the need for collaboration between agencies. 

NOTE 2: Measuring change in the way that an institution or system functions differs in some respects from measuring other types of changes. For example: ‘intervention’ may not be an appropriate term to describe actions related to policy or regulatory issues; use of qualitative indicators is required to demonstrate the processes of changing legislation, policy and institutional functioning; use of a comparison group is not usually feasible; and measuring determinants before and after an ‘intervention’ may not be possible, although changes in institutional behaviour can be tracked before and after.

SUB-FRAMEWORK C: Institutional behaviour 

Step 1: ‘Intervention’ Worksheet  

	‘Intervention’
	Indicators
	Data sources/Tools
	Timing 

	Development of adolescent-specific guidelines for clinics


	- Core advisory group formed, meeting as planned 

- Review of existing clinic guidelines 

- Preparation of new draft guidelines 

- Draft reviewed by key stakeholders & finalised 

- Draft includes all clinic-based key aspects of treating adolescents

- Guidelines launched, distributed to clinics


	- Programme records


	- Ongoing as process develops

	Advocacy & assistance to MoH for a national policy on AFHS
	- Advocacy coalition built with NGOs, international organisations etc

- Number of meetings held with coalition and MoH to adopt AFHS policy 

- Policy drafted with key counterparts, including advocacy coalition & MoH 

- Policy accepted/ratified 
	- Programme records


	- Ongoing as process develops


SUB-FRAMEWORK C: Institutional behaviour 

Step 2: Determinants Worksheet

	Determinant
	Indicators
	Data sources/Tools
	Timing 

	Financial and political commitment for AFHS throughout the health system


	- Amount and proportion of budget within MoH allocated for development of AFHS

- Amount of other financial assistance (ODA etc) allocated for development of  AFHS 

- Clear mandate within MoH for development of national AFHS policy


	- National budget plans

- National MoH work plan  

 
	- At assessment, and again at next funding cycle

- One-time review of work plan

	Existence of clear and enforceable clinic guidelines on AFHS
	- New guidelines in line with internationally recommended standards for AFHS

- Mechanisms in place for implementation of guidelines at regional and local levels 


	- Desk review of guidelines

- Review of MoH implementation plan 
	- One-time review of guidelines

- At implementation of guidelines, and periodically afterwards


SUB-FRAMEWORK C: Institutional behaviour 

Step 3: Behaviour Worksheet

	Behaviour  
	Indicators
	Data sources/Tools
	Timing 

	Health clinics (and other settings) follow national guidelines for AFHS based on policy for AFHS
	- Proportion of health settings officially adopting new guidelines as planned 

- Proportion of health settings implementing the required steps of the new AFHS policy, in specified time period (and proportion of settings progressing towards this)

- Proportion of health settings qualifying as “adolescent-friendly” in a specified time period (according to established standards)


	- National health service statistics


	- At assessment, and again at follow-up




SUB-FRAMEWORK C: Institutional behaviour 

Step 4: Health and Development Outcome Worksheet

	Health and Development Outcome
	Indicators
	Data sources/Tools
	Timing 

	Decrease in STIs among adolescents
	- Rates of adolescent STIs (by sex, age, region, etc)

- Proportion of all STI cases that are adolescents (by sex, age, region, etc)

- Proportion of all adolescent STI presenting that are treated appropriately (by sex, age, region, etc)

- Proportion of all treated STI cases that are adolescents 
	- Clinic records/statistics

- National health statistics, surveillance records
	Ongoing on a regular basis to track trends – with a comparison with the situation before programme implementation began


NOTE 1: The worksheet for Step 4 of sub-Framework C is the same as for Step 4 of sub-Frameworks A and B. This is because they were developed with the same health and development outcome in mind.

To sum up, we have looked at a example summary Framework and then developed a detailed measurement or M&E plan for the sub-Frameworks for each of the three key behaviours identified. If we put all this together it would look something like this:


NOTE 1: There are likely to be several interventions to address each determinant and each must be measured (monitored). Similarly, there are likely to be several determinants for each of the key behaviours identified, and several key behaviours contributing to a particular health and development outcome.

After completing this exercise we will have a complete picture of what we might want to measure. Next, we need to decide where to focus our measurement efforts and to choose the optimal monitoring plan and evaluation design, based on priority indicators and available resources.

Choosing what to measure

At a minimum, every programme should plan to monitor interventions and, where possible, to evaluate changes in determinants. Where possible, programmes should also measure behaviour change. As noted earlier, few programmes will be able to measure health and development outcomes or to attribute any observed changes to the programme interventions. 

Even if you limit your focus to interventions, determinants and behaviours, it is unlikely that you will be able to measure all the indicators you have identified for each sub-Framework, and you will need to select the most important ones. Use the following to help prioritise which indicators to measure.

· What is the scale and timeframe of the programme?

· Consider what it is feasible to measure given the scale and timeframe of your programme. For example, large-scale (regional or national) programmes that are of a sufficient length of time (5-7 years) have the potential to track changes in population-level health and development indicators (such as HIV rates, literacy rates, school completion rates) as well as changes in behaviours and institutional functioning, and determinants. Smaller programmes that are of a sufficient length of time (3-5 years) have the potential to track changes in behaviours and institutional functioning, and determinants but not changes in health and development indicators. Pilot projects or programmes of a limited scale and timeframe may only be able to track changes in determinants. 

	Interventions
	Determinants
	Behaviours 
	Health and Development Outcomes

	Monitoring (process) evaluation

· Ongoing 
	Outcome evaluation (intermediate outcomes)

· 2-3 years
	Outcome evaluation (long-term outcomes)

· 3-5 years
	Impact evaluation

· 5-7 years


· Consider when you will measure indicators for each of the steps. Measuring the right thing at the right time is critical. For example, if we measure the impact of life skills education (the intervention) on reducing HIV prevalence in adolescents (the health outcome) too soon, lack of change in HIV prevalence may be wrongly interpreted as suggesting that the intervention had failed. Sometimes good interventions are stopped because they were expected to show final  results too soon.  In this case it should  be possible to show changes in values and skills of adolescents (some of the determinants) in a shorter time frame than it would take to demonstrate a change in HIV prevalence.  It is important to be realistic about what we aim to achieve within a specific timeframe and to adjust the way success is measured accordingly.

· Who is the main audience for the evaluation results? 

· Consider the most likely audiences for the findings of your evaluation. For example, these could include: adolescents, parents and other family members, teachers, health workers, community leaders, policy makers, staff of ministries of health and education, donors and the media. 


· Consider what kind of evidence will be most convincing to the audiences you want to reach. For example, donors might be most interested in the cost of your interventions, whereas policy makers might be more interested in the effect of your interventions on institutional functioning. Parents might want to know what skills their adolescent children acquire as a result of your interventions, while adolescents themselves might be more interested in how your intervention has promoted their participation in decision-making.

· What evidence, data collection systems and tools are already available? 

· Consider whether you want to prioritise indicators about which some evidence already exists. For example, if an assessment has been done in your area on adolescent knowledge of reproductive health, you might be able to use this data as a baseline measurement for your programme. Alternatively, you might want to prioritise indicators about which little or no data exist so that you expand the evidence base.


· Consider what data collection systems are already in place and whether or not you have access to the data. For example, you might be able to use clinic records or school records, or to build onto these by adding new questions or disaggregating the data. 


· Consider whether or not to develop new systems and tools for collecting data, if there is a gap between what you want to measure and available information and tools. Only spend time and resources on this if an indicator is an important priority.

· How can you simplify and streamline data collection?

· Consider where there are overlaps in the methods and tools you will use for data collection. Look for similarities in measurement activities across the different sub-Frameworks. For example, identify different indicators that you plan to measure using surveys, interviews or focus group discussions, and consider how you could collect data related to these different indicators at the same time (see Box below). 


Using the example Framework and worksheets it might be decided that: 

Survey questionnaire with adolescents can measure the following indicators: 

· Prevalence of norms that stigmatise STI clinic use among adolescents 

· Proportion of adolescents in the community who have ever used health services for STI diagnosis and/or treatment

· Proportion of adolescents who have used services who report being treated respectfully by staff

· Proportion of adolescents who have used services who report these to be of acceptable quality

Focus group discussions with adolescents can address the following issues: 

· The norms that stigmatise use of a clinic for STI diagnosis and/or treatment and ideas about how to change these norms to present the use of services as positive

· The criteria used by adolescents to evaluate clinic services as being of acceptable quality and ideas about how to improve services  

· Consider where there are overlaps in the timing of data collection. For example, there may be several indicators that you need to measure both before and after the intervention, and others that require ongoing monitoring. 

A NOTE ABOUT EVALUATION DESIGN

Randomised experiments or randomised control trials – In this type of design participants are assigned by chance (randomly) to a group that will receive the intervention or to a group that will not receive the intervention. The latter group is the “comparison” group.
Quasi-experiments – In this type of design intervention and comparison groups are used as described above, but participants are assigned to a group using non-random methods. Quasi-experimental design is widely used for evaluating social programmes. 
Non-experimental designs – In this type of design there is no control or comparison group. Time series (where several measurements of outcome indicators are taken both before and after the intervention) is a key example of non-experimental design.
· What resources are available for M&E?

· Consider what you can do with the resources available to your programme. While basic monitoring and evaluation should be integral to all programmes, more complex evaluation methods are more costly and challenging to implement. For example, including a comparison group in an evaluation increases the cost of measurement, although it increases the precision of the results. Studies that follow the same group of individuals over time (longitudinal, panel, or cohort studies) are the most powerful for establishing causality, but are also the most costly and are less likely to be feasible for most programmes. Time-series designs (tracking data trends over a longer period of time) may be cost-effective if building upon existing data collection mechanisms such as clinic or school records. 

· Consider whether or not your programme has the financial and technical resources to conduct a full analysis of data you plan to collect. For example, you may need to include the cost of using external expertise to help analyse and interpret the data. 

CHAPTER FIVE

Putting MAPM  into practice
	This section will guide you through a  process so that you can use the MAPM Framework with a group of colleagues with a shared focus on a specific health or development outcome.

You can use it to plan a new programme, review an existing one and design a monitoring and evaluation strategy.




READ THIS BEFORE YOU RUN THE WORKSHOP

Ideally this process needs two people who, between them, must:


· know about monitoring & evaluation

· know about adolescent health programmes 

· have experience of facilitating a group

Although these skills may be found in one person it is best to have two so that they can support each other.

The workshop is designed to run over five full days with a short field visit on the third afternoon (or evening, if suitable).

Here is an example of a timetable showing a way to plan the sessions:

	Day 1 & 2

Day 3 (1/2 day)
	STAGE ONE

5. background to the workshop (eg: UNDAFF and other existing frameworks and plans

6. introduces participants

· introduces the Framework and the thinking behind it 

· develops Frameworks based on the agreed health or development outcome

· examines current national and international data and research on adolescent health and development related to the task

· checks assumptions against evidence



	Day 3 (1/2 day)

Day 4
	Field visit to check assumptions through participatory research

 STAGE TWO

· shows how monitoring and evaluation are integrated into the Framework

· identifies appropriate monitoring and evaluation indicators



	Day 5  
	· plans for monitoring and evaluation

· next steps

· sums up the workshop process

· evaluates the workshop


At least one month before the workshop you will need to have defined the Health and Development outcomes on which you are going to work in consultation with participants.  This is usually the purpose of the programme or programme and is often set by the government/NGO and/or donor.  It states what you are aiming to do in a single sentence such as: 

· reduce unwanted teenage pregnancy amongst girls in rural Uganda

· reduce smoking levels amongst boys in urban Bangladesh

· reduce HIV infection amongst adolescents in Brazil

· increase well-being of children affected by HIV/AIDS in urban Thailand

It is important that the Health and Development outcome is as clear and concise as possible and  says :

· what you want to do?

· with whom ?

· where ?

· by when?

If you are using the MAPM Framework to review your programme or to consider your current monitoring and evaluation then you may not need to hold the session on evidence, but you will need to develop full frameworks for your programme to map out the links between your interventions and health or development outcome.  This should be based on the original research, literature review, needs assessment and baseline that you conducted before planning your programme.  

PARTICIPANTS

There is no ideal number of participants; it will depend on your situation.  However, the process will work best with a group of 12 – 24 participants.  A smaller group than twelve is difficult to split into little groups and keep energy levels high and a group larger than twenty can make it difficult for people to have their say.  These are guidelines only; the number of participants must be determined by you to fit your own needs.  

It is important to have a mix of people who are planning, implementing, monitoring and evaluating programmes in adolescent health and development together with researchers in this field.  Researchers who have expertise in different research approaches, quantitative and qualitative, should be part of the group.

Ensure that amongst the participants there are those with expertise in the particular health and development area on which you are going to focus.

	Participation of young people

Most programmes working with young people are committed to their participation in planning, implementing, monitoring and evaluating the activities. There are many stages in the process suggested here where adolescents can be key participants (for example in defining the health and development outcomes). Initial research and consultation with adolescents is vital before planning a programme– this may be part of a ‘needs assessment’. This training model contains a research component and proposes a number of participatory learning exercises to use with adolescents.  

Although young people are not necessarily participating in the workshop process, their views feed into the discussion and analysis.

There might be circumstances though, in which they are involved in the entire process, so if you do invite them, make sure that they will feel at ease with conceptual language. You might want to invite some adolescents who have experience in programming and research, for example those who have been working as peer educators or have been doing research.  However, you need a ‘critical mass’ to ensure that they will feel comfortable and able to contribute to the group.




It is important that participants are clear about the purpose of the workshop or they will have unmet expectations and be frustrated. You need to send a letter to participants explaining the purpose of the workshop and what they are expected to do together with the organisational details.  This is an example letter which you can adapt to your needs. You should send it at least two weeks before the first session.

	                                                                                                  Your contact details

Dear Participant

Workshop on the Mapping Adolescent Programming and 

Measurement Framework (MAPM)

I am writing to invite you to participate in a planning  and monitoring and evaluation workshop (or reviewing and monitoring and evaluation) for a programme designed to reduce unwanted teenage pregnancy among young girls aged 13 –18 in urban Uganda (write in your own health and development outcome).  The workshop will use a Framework which will help identify behaviours that have to be changed, the determinants (the risk and protective factors) affecting those behaviours and the appropriate programme activities for doing this.   By working together to create this Framework, we will build a shared understanding of what we are trying to do and why.  The Framework will also help us plan how to measure both the process and the outcome of the programme.

The workshop will be interactive and all participants are expected to contribute in both plenary sessions and in small group work.  Participants will be a mix of planners, researchers and people who have experience in programme implementation.  You will have an opportunity for a short field visit to talk to adolescents and others who affect them, about their behaviour related to health and development.

The workshop runs over a full five days. 

Workshop venue:     add your own
Dates and times of workshop:     add your own

Domestic  and organisational details: (travel arrangements, lunch, travel costs and so on)     add your own

I/We look forward to seeing you at the series of workshops.  Please confirm by (add date) that you will be able to attend.

Yours Sincerely




Researchers are important to the process as they will provide some of the content for part on Stage One which reviews what the group knows about the adolescent health and development topic under discussion and whether this is verified by current evidence. You will need to brief the researchers at least one month before the session so that they can bring relevant data and findings with them. It is likely that the Ministry of Health and local NGOs will have undertaken studies on adolescent health and development, some of which will have been published.  Donors and agencies like WHO, UNFPA and UNICEF may have also initiated research into various aspects of health status behaviours and determinants.  Academics in medical colleges and universities are likely to be involved in adolescent health and development research.

The research that you require will have to relate to the health and development outcome you have set, but, whatever this is, your researchers will need to be briefed well in advance to:

· undertake a literature review of both published and unpublished (grey) international and national literature related to the health and development outcomes, key behaviours , determinants (risk and protective factors) and (if possible) evidence about interventions which have been tried, tested and prove useful to bring about desired change and those which have failed

· prepare a presentation of the key qualitative and quantitative research findings and be ready to answer questions.

It is important to ensure that, as far as possible, your MAPM Framework is based on evidence before a detailed monitoring and evaluation plan is made.

If there are significant gaps in the evidence base, new research studies may be required.  Even where there is adequate data it may be useful for participants to check their assumptions by triangulating them through a period of participatory research with young people and the adults around them.

The easiest way to do this is through focus group discussion with adolescents and others to find out their views on key behaviours and the determinants related to the health and development outcome.  You can also use other participative research methods and tools.

A short field visit to talk to adolescents could take place on the afternoon of Day Three.  You will need to arrange this by visiting a youth centre, school, health centre or wherever young people will congregate at this time.

PREPARATION FOR RUNNING THE WORKSHOP

You will need:

· a room with lots of wall space or at least four large pin boards

12. VIPP cards (blank pieces of card in different colours, shapes and sizes), at least 100 for each session. You can use coloured paper but cards are more durable and can be moved around easily without tearing

· flip chart pad or newsprint for each session

· black marker pens, at  least one between two participants and at least four red/blue/green marker pens

· pencils for each participant and some erasers
· masking tape, Blu-tak, pins or whatever is suitable to attach paper and cards to the wall or boards

· sticky dots
· An overhead projector if you want to copy some of the pages in this manual or you can make your own by writing on flip chart paper

	BOXES MARKED WITH ( ARE FOR YOU TO COPY, either onto an overhead transparency, by writing on a flip chart sheet or photocopying for each participant.  




· sticky labels or name tags, especially for the first session

· a second flip chart pad or whiteboard to use as a memo board, to ensure that additional ideas are not lost during the process

· a camera, or person to record the work

You and the participants will be using the cards to write down and display ideas and then arrange and re-arrange them on the wall to construct the Framework.  

	Rules for using VIPP cards                                           (                                         

· one idea only on each card

· write  in headlines only (not sentences)

· write in both capital and lower case letters

· write big

· only three lines on each card

· follow the card colour code

· use the broad end of a marker pen


You can either make an overhead (above) to explain these rules or you make a set of cards as examples



Arrange the room so that maximum communication can take place by having the chairs in a U shape.  Remove all the tables so that people can move around freely.  You might want to have one table at the back for your papers and equipment.

Have a flip chart or separate memo board on which to note down important issues and ideas which arise during the session and which you and the group don’t want to forget and which you can review later.  This may also include ideas for follow up work.

Establish a system for daily feedback, for example:

· have two boxes, one marked ‘what’s gone well’ (or with a smiley face) and the other marked ‘what’s not going well and suggestions for improvement’ (or with a frowning face and lightbulb).

Ask participants to put a note in each box at the end of the day if they wish.

OR

· ask for volunteers to act as evaluators for the day.  Their job is to listen to the participants and feedback each morning on the ‘what’s gone well’ and the other marked ‘what’s not going well and suggestions for improvement’.

	You need to remember:

· where the programme is in terms of the programme cycle (see page 13)

· that some participants will be part of several programmes

· where the group is in terms of its dynamics eg: existing relationships

The following facilitation process (divided into three stages) is a guideline  only.  You will need to adapt it to meet the needs of your group.  Indicative timings are given but, again, you will need to be flexible according to your situation. All elements of the workshop must be covered and given due weight.




Remember that if the workshop is multi-country and multi-lingual you need to ensure that there is sufficient time for interpretation.  If you have the opportunity for simultaneous interpretation the process will be quite fast but if you have interpreters working without listening equipment the process will be considerably slower.  Allow plenty of time.  Listening to all contributions twice may be a strain for participants so you need to build in short breaks (three – five minutes) throughout the process.

Spend time with the interpreters and ensure that they understand the terms you will be using.  Some of the terms used in the MAPM process will need careful translation.  Concepts such as ‘behaviour’ can be ambiguous and it is imperative to spend time in making sure that each participant is clear about the meaning of all the terms used.

STAGE ONE: part one

	This should take three days  to complete 

Part one:

· the first two days will be spent constructing a MAPM Framework  

Part two:

· the third day will consider evidence with a brief field visit in the afternoon, or a discussion of the available research and evidence if a field visit is not possible


	Objectives of this stage are to:

· Introduce participants to each other and establish a collaborative working environment

· Introduce the MAPM Framework and the thinking behind it

· Complete a MAPM Framework for your programme

· Review existing evidence

· Identify evidence gaps

· Take part in a brief field visit  if that is possible to arrange



You make wish to invite one or two keynote speakers (such as from the Ministry of Health and/or Education or one of the key donors such as UNICEF) to outline the significance of the workshop and its relevance to national priorities.  These speakers can play a key role in encouraging participants and their agencies to commit to the MAPM process.  These speeches or presentations should start the workshop.

Introductions

It is very important that everyone gets to know each other quickly and in a lively way to establish a busy and friendly working atmosphere.  During the workshops you will need to raise the energy level when people get tired and you will need to make sure that everyone’s ideas are respected, even if they are not very good.  You don’t want anyone to feel ‘put down’ for their ideas because they may not speak again if they are hurt or ignored.

When people come into the room give them a sticky label or name badge and ask them to write their name on it in big letters.  Ask them to write the name by which they would like to be known in the group. 

Begin the session by reminding the group that people are going to be working together over the next six sessions and although some of them may know other people not everyone will have met all the participants.  Ask everyone to say his or her name and the work they do.  Go round the circle.  People don’t need to stand up.  Try and be business-like but informal.

The next step is to do an ‘icebreaker’ exercise.  The reason for this is to make the atmosphere open and relieve tension.  People will probably laugh as they share things about themselves.  This helps them to get to know each other and they will be more likely to share ideas.  Do an ice-breaker exercise at the start of each day.

Most trainers have their favourite exercise but here are three examples of tried and tested icebreakers:

	Icebreaker 1

Ask the group to split into sub-groups of threes or fours

Give them ten minutes to talk about how they learned the facts about sex (or what sex education they received and where from)

Ask for two or three minutes of general feedback: did they have similar experiences? Were there differences according to age, gender, culture ?




	Icebreaker 2

Ask the group to split into sub-groups of threes or fours

Give them ten minutes to talk about the best and worst things about their own adolescence.

Ask for two or three minutes of general feedback: did they have similar experiences? Were there differences according to age, gender, culture ?

OR

Give each person two cards (of different colours, say blue and pink) and a marker pen and ask them to write one positive feature of their adolescence on the blue card and one negative feature on the pink one.  Arrange these on the wall and group them.  Allow time to look at look though the contributions and talk about them

*the advantage of using the cards is that it good practice for using them when developing the  MAPM Framework. 




	Icebreaker 3

Ask each person to think about what they enjoy most about their work Give everyone a card or piece of paper and ask them to write just ONE word to represent what they have chosen

Ask everyone to move around and look at the cards

Ask people to group themselves if they have the same or similar idea

Ask for two or three minutes of feedback: did they have similar feelings? Were there differences according to age, gender, culture ?




Next ask the group to brainstorm a list of ‘learning conditions’ – a list of rules which will help everyone contribute and learn.  Put these on a flip chart.  It may look something like this:

	LEARNING CONDITIONS

· listen to other people’s contributions

· keep to time

· don’t interrupt others




Split the group into pairs and ask the participants what they hope to gain from the workshop to contribute to their work.  After five minutes ask them to feed back and comment on any expectations which cannot be met by this workshop.  

Participants need to know that the workshop is hard work and intensive.

The Programme Cycle

Ask the participants to identify where in the programme cycle they are. That is, whether they are at the planning stage and have already undertaken a broad feasibility study (scoping exercise, situation analysis, etc.) whether they have already started implementation, undertaken annual or mid-term reviews or towards the end of the programme

Programme Cycle  diagram TO BE INSERTED HERE

(Identification, Design, Action Planning, Implementation, Annual Review, Mid-Term Review, End of Programme.)

If the group is confused or disagrees about the place in the cycle you will need to discuss this.

Introduce the session

Put this on a flip chart, or transparency, and place on the wall

	SIGNPOST SIGN


	· We are going to use a MAPM Framework to help us to design or review programmes and policies that more effectively achieve health and development outcomes for adolescents

· It will ensure that we base our programme and its components on what we know through available research about the reality of the lives of adolescents 

· The Framework will help us to monitor and evaluate our programmes




Make sure that you have read through SECTION II  of the manual: HOW MAPM WORKS, chapter 2.

Introducing the MAPM Framework and the thinking behind it

First say that the Framework has been developed from a process between developing countries across three continents as well as programme managers, researchers and technical advisors from both North and South. 

· It is to help with adolescent development and health programming, monitoring and evaluation

· It helps design programmes which are more likely to change behaviour
· It helps in the review of existing programmes for behaviour change to strengthen systematic monitoring and re-directing and focussing interventions where needed
· It helps to evaluate programmes
This is the MAPM Framework.  It is built up gradually, one section at a time starting on the right hand side 

	PROGRAMME INTERVENTIONS

(policies, activities)

4

	DETERMINANTS
(Protective and Risk factors)

3

	BEHAVIOURAL OUTCOMES
2
	HEALTH AND DEVELOPMENT OUTCOMES
1

	
	
	
	


Read the column headings of the Framework starting with the right hand column.  This is because you identify the outcome first and work across the Framework from right to left so that, when you are finished, you will be able to read the flow from left to right. The programme interventions on the left will affect the determinants, (the risk and protective factors) in the next column that will have an impact on the important behaviours, which in turn will help achieve the health and development outcome.

Before you show the group a worked example of a MAPM Framework you should take them through the text of “Broadening the Horizons’ which is a summary of international research on the determinants (protective and risk factors) which affect adolescent health and development.  Tell the group that they will have plenty of time to discuss this later (when you look at assumptions and research).  Your task at this time is to introduce them to the concepts.

Now show a worked example: remind the group that this is an example  of one part of a completed Framework, so that they can get the feel of the Framework and see how it looks.

Prepare this on cards and leave the Framework on the wall.  You will need it later.

	PROGRAMME INTERVENTIONS

(policies and activities)


	DETERMINANTS

(risk and protective factors)
	BEHAVIOURAL OUTCOMES
	ADOLESCENT HEALTH AND DEVELOPMENT OUTCOMES

	Practice saying no to sex without a condom in role play

Create and/or identify source of low cost condoms

Go to shops and price condoms

Explain how to use a condom properly

Practice putting on condoms on fingers or penis model


	Increase ability to resist pressure to have sex without a condom

Increase access to low cost condoms

Decrease embarrassment about getting condoms

Increase self confidence in using condoms
	Increase use of condoms
	Reduce HIV infection amongst adolescents 
(15 – 19) in urban Brazil


Talk through the model from right to left and briefly explain any difficult words or concepts.

Don’t get caught up in the content at the moment. You are showing how the MAPM Framework works and how it is logical, it is not your job to justify the content. 

In the right hand box there is one adolescent health and development outcome 

(The Outcome is where your programme is aiming and is often set for programmers by governments and donors. The Outcome does not say why or how this will happen)

The second box shows only one (of many) behaviours that have to change if the outcome is to be achieved.   A complete MAPM Framework will usually include a number of behaviours which will eventually  provide a series of Frameworks.

In the third box four examples are then given of the determinants, the risk and protective factors that relate to the behaviour. Protective factors are the factors which promote positive health behaviours and  risk factors are those which prevent positive behaviours and contribute to harmful behaviours.   In fact both risk and protective factors can influence several behaviours at the same time and also influence behaviours associated with a range of health outcomes. For example, increased self confidence in using condoms will also reduce unwanted teenage pregnancies as well as reducing STI and HIV transmission.

Here is another example of early marriage:

	BEHAVIOURAL OUTCOMES
	ADOLESCENT HEALTH AND DEVELOPMENT OUTCOMES

	· adolescent girls negotiate delay of marriage

· adolescent boys support the girls’ decision


	Increase average age of marriage of girls in rural Bangladesh


In many cases it is not only the behaviour of the individual adolescent that relates directly to the health and development outcome but also the behaviour of others in their environment.  For example an adolescent may be infected with an STI or HIV through rape.  Don’t forget that others have a direct influence on the behaviour of adolescents.  In the early marriage example parents and grandparents can delay early marriage and marriage registrars and community leaders can enforce legislation on age of marriage.

Tell the group:

It is important to identify both the key determinants (the protective and risk factors based on evidence) which influence behaviours and also identify those which are amenable to change so that appropriate interventions can be put in place, ultimately changing behaviours through the determinants.

Your programme is more likely to change behaviour if it looks carefully at the protective and risk factors, takes them into account and plans policies and interventions accordingly. 

Finally in the left hand box (4) you can see examples of some of the interventions that could be used in a programme designed to reduce HIV infection amongst adolescents. 

Point out that the interventions (policies and activities) must aim to strengthen the protective factors and reduce the risk factors.            

Track the logic from left to right by reading across to illustrate the logic

	If the appropriate interventions take place, they will affect the determinants (the risk and protective factors). That will affect the behaviour which in turn 
will assist in achieving the outcome.



Now you need to help the group to make a Framework. Put the headings for the four columns on cards and put them on the wall.

Completing a MAPM Framework for your Programme

COLUMN ONE; The Health and Development Outcome

You will have already agreed on your outcome.  This should be drawn from the appropriate strategic plan which reflects national priorities.

With the group ensure that the outcome focuses on a specific target group, their location/age/gender and that the outcome is specific and realistic.

	For example:

13. 15 - 21 year old boys in Lusaka, Zambia

14. 13 – 18 year old girls in primary schools in  Zimbabwe

15. 10 – 14 year old boys and girls in Maharashtra, India




Write the outcome on a card and place on the right hand side of the wall or board.

Development outcomes may be more difficult to define.  Avoid statements which are very broad like: 

· increase adolescent girls’ empowerment

Instead break it into more achievable outcomes like:

1. girls’ complete basic education

2. girls’ delay age of marriage

and then choose one as your outcome to work on in the session.

Explain to the group the importance of ensuring that they maintain a focus on the aim of the programme – achieving the health and development outcome.  In order to do this we must think about how to monitor and evaluate it.  

Ask the question:

How will we know we have achieved the outcome?

Point out that at this level the evaluation is likely to be done by other people, for example, university researchers, relevant government departments, international agencies.  

Evaluating long term change – the outcome - is a long term process and shows trends not absolute numbers.

Show the first of four boxes:

	INTERVENTIONS

(policies and activities)


	DETERMINANTS (protective and risk factors)

	BEHAVIOURAL OUTCOMES

	(
HEALTH AND DEVELOP-MENT OUTCOMES

IMPACT

	
	
	
	HIV prevalence in young people 15-19
Evaluate after  5-7 years




COLUMN TWO: Key behaviours

The next step is to generate a list of the key behaviours.  You need to ensure that these have a direct relationship to the outcome.  For example:

If reducing unwanted adolescent pregnancy is the outcome, the key behaviours 

include:

· delay age of first sexual intercourse

· increase abstinence amongst those who have had sex

· increase correct and consistent use of contraceptives

Some participants may offer suggestions such as “increasing information” or “reducing alcohol” but these are not directly related to the outcome.  It is only unprotected intercourse that leads to pregnancy.  Ignorance and alcohol may themselves lead to unprotected intercourse but they don’t cause a woman to get pregnant.  It is really important that you and the participants are clear about this otherwise you will have problems when you try and fill in the determinants (the risk and protective factor) column.

Some ways to phrase the question is to ask:

What do adolescents need to do to…… (ensure the outcome)? 

What should adolescents not do to… (ensure the outcome)? 

This question should give you the answers for the key behaviours column (we will consider the behaviour of others later).

It takes a bit of practice to get this right, so it might be worth trying to write some key behaviours yourself before doing the exercise with a group.  Try completing these boxes for yourself:

	BEHAVIOURAL OUTCOMES
	ADOLESCENT HEALTH and DEVELOPMENT OUTCOME

	· consistent and correct use of condoms


	Reduce HIVAIDS rates among adolescents



	· delayed age of first intercourse

· increase consistent and correct use of condoms

· 
	Reduce unwanted pregnancies among adolescents



	· drink less

· stick to one type of drink
	Reduce levels of alcohol abuse among adolescents



	· 
	Add an outcome of your own here




First take the group through one example of a behaviour then divide the participants into groups and ask them to agree on two more key behaviours related directly to the outcome.  Ask them to finish the sentence “Adolescents need to…..  or Adolescents should not …….."
Bring the groups together and ask each group what they have determined as the key behaviours. Check that these are directly related to the outcome and are specific by asking each time ‘how does that directly affect the outcome?’

Ask ‘how would you like to phrase the behaviour?’ and write it on a card.  Ask questions like ‘do we all agree?’

The last thing to ask is:

‘where will we get the evidence to answer question has the behaviour changed?’  Again, as for the outcomes, this evidence is likely to be measured and collected by other people, but nevertheless the indicators for the behavioural outcome need to be selected. This is another longer-term measurement showing increase or decrease in the identified behaviour.  This may relate to adolescents as a whole or to targeted groups and the evidence may vary according to the group.

Now show the second of the four boxes:

	INTERVENTIONS

(policies and activities)


	DETERMINANTS (protective and risk factors)

	BEHAVIOURAL OUTOMES
LONG-TERM

OUTCOMES


	(
HEALTH AND DEVELOP-MENT OUTCOMES

IMPACT

	
	
	Example: % of adolescent girls and boy (10-19) ever had sex

Evaluate after 4-5 years
	HIV prevalence in young people 15-19
Evaluate after  5-7 years




COLUMN THREE: Determinants; the Risk and Protective factors

Select ONE key behaviour to continue.

The next step is to fill in the determinants (the risk and protective factor) box. 

The key question is:

 ‘What factors increase or reduce the likelihood of the adolescent doing the behaviour?

We often talk about problems and risks but another way is to ask the question ‘what helps adolescents to keep healthy and safe ? ‘(the protective factors): 

	For example,  IF 50% of urban 14 year old girls are sexually active

Why have 50% of girls had sex?

The answers will give you some of the RISK factors

Why have 50% of girls not had sex?

The answers will give you some of the PROTECTIVE factors




There are three levels of factors:

· individual factors which might include information, motivation, life skills such as decision-making

· factors in their local environment such as relationships with parents, family, peers, partners, issues of money , school, gender norms and values, cultural and social norms and values, health services

· factors in the wider environment such as policies, legislation, media 
Give an example: 

	Individual
	                                                                                       (
Adolescent is able to negotiate condom use

	Local environment
	Health workers provide affordable condoms for adolescents

	Wider environment


	National policy supports promotion of condoms to adolescents


Focusing on the one key behaviour you have chosen split the group into three:

ask one group to consider the individual factors

‘What individual factors increase the likelihood that adolescent will…?’ (your chosen example)

‘What individual factors reduce the likelihood that adolescent will…? (your chosen example)

Prompts:

7. do adolescents have the relevant knowledge?

8. are adolescents motivated to act?

9. are adolescents able to act (life skills)?

ask the second group to consider the factors in the local environment  

‘What factors in the local environment increase the likelihood that an adolescent will…? (your chosen example)

‘What factors in the local environment reduce the likelihood that an adolescent will…? (your chosen example)

Prompts:

Relationships with peers, partners, parents, family, school, community, social and cultural norms and values, gender values and identity, religion, local health service

ask the third group to consider the wider environment
‘What factors in the wider or national environment’ increase the likelihood that adolescent will…?’ (your chosen example)

‘What factors in the wider or national environment reduce the likelihood that an adolescent will…? (your chosen example)

Prompts: 

policy, laws, media, finance, health service policy

Write the questions on top of the flip chart sheets because the same questions will be used by each group in turn.




Give the groups plenty of time to think this through and write down their answers

Then either move the flip chart sheets so that each group gets two sheets from another group or rotate the groups around the flip charts. Ask the groups to consider the sheets and the question in front of them and add any new ideas. 

Then move the flip charts again so that each group has a chance to answer each question and add any new ideas to the flip chart.

Finally give the sheets back to the groups that first had them:


	
	Group One
	Group Two
	Group Three

	Starts with
	Individual
	Local environment
	Wider environment

	Stage 2
	Local environment
	Wider environment
	Individual

	Stage 3
	Wider environment
	Individual
	Local environment

	Ends with
	Individual
	Local environment
	Wider environment


Each group has had an opportunity to look at  all three aspects (individual, local and wider) and make their contribution.

Now ask the groups to consider which of these factors has the greatest effect on the behaviour you’ve selected and choose the three that are most important.  Try to choose one from each group.

Now you have generated a  list of the factors which participants think are most likely to have the greatest effect on behaviour.   But there is a second criteria by which determinants need to be selected, i.e. they must be amenable to change by specific interventions.  Following this step you have a reduced list of determinants to programme for.
Write them on cards and put them on the Framework in the risk and protective factor column next to the Key behaviour. You will have nine cards in the column.

	SIGNPOST SIGN


Sum up by saying what you have done:

· set , or restated the outcome

· listed key behaviours which must be changed or reinforced to achieve the outcome

· decided a list of the most important protective and risk factors for one key behaviour

Lastly ask the group how they will recognise whether the risk and protective factors have been affected.  The data about the determinants can be collected from a number of sources at local and national level in relation to the whole population of adolescents and to target groups.  It is unrealistic to look for immediate effects but some evidence may emerge quite quickly.

Show the third box:

	INTERVENTIONS

(policies and activities)


	DETERMINANTS (protective and risk factors)
INTERMEDIATE OUTCOMES
	BEHAVIOURS

LONG-TERM

OUTCOMES


	(
HEALTH AND DEVELOP-MENT OUTCOMES

IMPACT

	
	% of girls and boys (12-15) who report feeling able to resist pressure to have sex with boy/girlfriend, older man/ woman, other.
Evaluate after 2-3 years
	Example: % of adolescent girls and boy (10-19) ever had sex

Evaluate after 4-5 years
	HIV prevalence in young people 15-19
Evaluate after  5-7 years




COLUMN FOUR: Interventions:

Again divide the group into three, one group to look at the individual level, one the local environment level and one the wider environment level.  Ask them to choose one of the risk and protective factors and think of one or two examples of an intervention to address this.  Meanwhile, you should put the three risk and protective factors chosen by the groups, at the top of the column and remove the others, or, if you have lots of room, put them at the bottom of the column.

Each group presents its three interventions written on cards and places them in the left hand column, next to the risk or protective factor to which they relate.

Remind the group that programme components/interventions can be at a number of levels for example, 

work with:

10. policy makers for advocacy

11. adults (parents and carers)

12. professionals (health staff, teachers, care staff, youth workers)

13. young people

14. media

15. other agencies

There is bound to be overlap when you put the interventions together as any one intervention is likely to be able to address a number of risk or protective factors.  This is good, don’t worry about the overlap because it shows how any single intervention may address a number of risk or protective factors.

When the group has placed the cards ask them to choose another risk or protective factor and repeat the exercise.

Tell the group that having a lot of interventions can seem overwhelming but the next task is to group them.

You need to copy the intervention cards from each of the Frameworks onto another set of cards.  You can ask the groups to help you do this

The next step will be to check your assumptions.

Finally ask the group how they will monitor the interventions to ensure that they are effectively implemented.  This will give them evidence that they are appropriately targeted towards changing the identified determinant(s).  Monitoring data should be gathered from the start of the intervention and must be on-going.

Now show the last of the four boxes

	INTERVENTIONS

(policies and activities)

PROCESS 
	DETERMINANTS (protective and risk factors)
INTERMEDIATE OUTCOMES
	BEHAVIOURS

LONG-TERM

OUTCOMES


	(
HEALTH AND DEVELOP-MENT OUTCOMES

IMPACT

	% of teachers implementing life skills training according to quality standards

Ongoing monitoring
	% of girls and boys (12-15) who report feeling able to resist pressure to have sex with boy/girlfriend, older man/ woman, other.
Evaluate after 2-3 years
	Example: % of adolescent girls and boy (10-19) ever had sex

Evaluate after 4-5 years
	HIV prevalence in young people 15-19
Evaluate after  5-7 years




If the group is getting tired, or you want to change the pace, try doing an energiser exercise for a few minutes.  Here are some examples of energiser exercises:

	Energiser:

Ask people to pair up and give each pair a large sheet of paper and one marker pen

The rule is that they must not speak

They must draw together, both holding the pen, an elephant, a flower and a temple.

Allow up to five minutes

When the laughter has finished ask for feedback – how did they do it?  What can we learn from this game?




	Physical energisers: the idea is to put some energy into the group and get them moving.  This is useful especially if the session is after lunch.

Try a  physical exercise to wake people up.  Get the group into a circle and ask one person to do a physical action which everyone copies.  Go round the whole group, each person starting the action while the others copy.

OR

Do some armchair exercises: arm circling, ankle circling, head circling and so on.

OR

Ask everyone to mill around and then sit down.

Ask everyone wearing trousers to change seats and as they do so, take away one of the chairs.  The person left standing gives another command, for example “everyone whose birthday is in March change seats”, or “anyone wearing a ring on their right hand change seats”, “everyone under 30 change seats”  and so on – make them up according to the group




STAGE ONE: part two

PREPARATION

This session requires that you have briefed  at least two key resource persons  or researchers who have worked in the area of adolescent health and development.  It is likely that the Ministry of Health and local NGOs will have undertaken studies on adolescent health behaviour, some of which will have been published.  Donors and agencies like WHO, UNFPA and UNICEF may have also initiated research into various aspects of health status and behaviours.

The evidence that you require will have to relate to the health and development outcomes which you have set, but, whatever that is, your resource persons will need to be briefed well in advance to:

16. undertake a literature review of both published and unpublished literature

17. if possible undertake secondary analysis to analyse the correlation between the various parts of the Framework

18. prepare a presentation of the key findings and be ready to answer questions

Here is an example of the kind of information you will need

	You will need to know things such as:



	What is the severity of the health and development issue we have chosen for the outcome column?

	Which behaviours have a critical impact on the health and development outcome?

	Which determinants (risk and protective factors) most strongly influence the key behaviours?

	What is the age of consent?

	What is the age of marriage?

	Patterns of adolescent sexual behaviour: what do we know?

	Patterns of adolescent drug and alcohol use: what do we know?

	Policies on issues such as abortion, contraception, condom availability, needle exchanges.


	Objectives of the session are to:
· review existing evidence

· look again at the Frameworks and check them against the evidence we have

· identify evidence gaps 




	SIGNPOST SIGN


Sum up by reviewing what you did in the first part of Stage One:

	                                                                                                    (
you:    

· created a MAPM Framework

19. set or restated the health and development outcome

20. listed key behaviours to achieve the outcome

21. made a list of determinants (protective and risk factors) and then selected which of these were the most important

22. made a list of interventions to address the determinants 




Say that this session is to find out whether we have built our Framework on correct assumptions about adolescent behaviour so we are going to

· review existing evidence

· look again at the Framework and check them against the evidence we have

· identify any evidence gaps


Ask the resource persons to present their findings and reply to questions.

The Presentations should verify and describe:

· facts and figures relating to the health and development outcome

· evidence of behaviours that have an effect on the health and

      development outcome and which are most critical ones

· the determinants (risk and protective factors) at individual, local and wider environment levels that influence the key behaviours

· effectiveness of programmes, policies and interventions in affecting change

· significant gaps in the evidence relating to adolescent health and development

Allow time for questions.

If the findings surprise or shock the participants you will need to talk about them.

After the presentation, give the group the opportunity to make changes to the Frameworks.  Allow time for small group discussions  and ask groups if they want to make any changes.  Discuss them and change the cards if necessary.

Finally lead a discussion to identify what are the main gaps for which there is no, or insufficient, evidence. Highlight these gaps by marking the cards on the Frameworks. 

Now discuss:

· what additional reports/secondary data are available?

· what can we learn from them?

· how can evidence gaps be filled?

The last part of Stage One is a field trip to allow participants to listen to adolescents and check the assumptions in the Framework.   (If this is not feasible for logistic or other reasons  move on to  STAGE TWO, starting on the next page).

The task  for the field trip is to find out:

· what factors increase the likelihood that an adolescent will… the protective factors

· what factors reduce the likelihood that an adolescent will…the risk factors

After returning from the field visit discuss findings and make any adjustments to the Frameworks if necessary.

STAGE TWO

	This should take two days  to complete and will:

· plan monitoring and evaluation 

· identify next steps (who is responsible for what) 

· develop action plans

· conclude and review the workshop




	                                                                                               (
The objectives of this stage are to:

· understand how the Framework integrates the monitoring and evaluation of programmes

· develop monitoring and evaluation indicators within the Framework

· plan for monitoring and evaluation

· identify next steps and conclude the workshop process



Preparation for the session:

Read through SECTION III of this Manual, Chapter 4: Using the MAPM framework to develop a monitoring and evaluation plan 

Begin by presenting the objectives for the session. 

Mark out a continuum which you have drawn,  or marked out with paper on the floor.  1 represents ‘very confident’, 2 represents ‘confident’, 3 represents ‘not very confident’ and 4 represents ‘not at all confident’.


1                                      2                                          3                                                    4

Ask the participants to stand at a place on the line which represents their own confidence about doing monitoring and evaluation.


Ask them to remember where they placed themselves.  You will repeat this exercise at the end of the section on Monitoring and Evaluation.

Ask the group to discuss in pairs the following questions:

Why do we need to monitor and evaluate our work with and for adolescents?

What do you want to measure in our work with and for adolescents?

Get pairs to report back and write the answers on a flip chart and reflect on them with the group. Emphasise the following points during or after the discussion:

· Monitoring can help us understand whether we are on the right track.  It can tell us whether we are implementing the interventions which will most effectively influence the key risk and protective factors in the lives of adolescents.

· Monitoring and evaluation is a tool for learning about what goes well in our work and what we need to improve.

· We are accountable to our partners and donors. The MAPM Framework can help us develop more realistic measures for both them and ourselves

Explain to the group that what you are going to do is add indicators to your MAPM Framework. You will start with the interventions and identify indicators for them, then for the determinants, then the behaviours and finally the outcome.  You are going to work left to right across the Framework.

For each indicator you need a 

· data source

· tools and methods to measure it

· timing (when and how often to measure)

· person responsible for carrying out the measurement

Sum up by showing the following with the following OHP

	(
Indicators

· Tell you how well you are doing in achieving what you set out to do

· Need to be developed and measured from the beginning (baseline) AND  after your intervention 
· Allow you to track changes over time

· Additional indicators can be developed over time as you learn more about the context in which you are working.

· Do not tell you about the unintended consequences of your intervention.  You can track this through open-ended qualitative research




Note

Unintended consequences are the effects of your interventions which you had not expected. While some of these may be positive others may be detrimental to your goals and even make the situation of adolescents worse than they were at the start. For this reason it is important to find out these effects. 

Just to remind you:

	Brief note on INDICATORS: 

An INDICATOR is a measurable statement of your programme’s activities, objectives or goals. It is easy to have too many indicators and then be overwhelmed with too much data, some of which may not be relevant to your programme. So, you should be careful in choosing them. The indicators you choose must have several important characteristics. 

Indicators can be expressed quantitatively (in numbers), or qualitatively (be descriptive). These types are complementary, but usually CANNOT be substituted for each other. For example, a quantitative indicator would tell us how many teachers were trained and a qualitative indicator would tell us about the content of the training. Both are important but different. 

One of the most important characteristics of quantitative (i.e., number) indicators, is that they need denominators. For example, training 80 teachers in skill-based health education is a great achievement if the total number of teachers to train is 100. If however, we trained 80 teachers out of a possible 800 the achievement is not the same.  

The indicator you chose must have several characteristics so that it will be useful to you. It must be: SMART:

· Specific: Is the indicator specific to the characteristics of the target group(s) (e.g., age, sex, location, etc)? 

· Measureable: Does the indicator accurately measure the concept or event it is supposed to measure?

· Achievable: Can you get (or do you have access to) the information for this indicator? 

· Relevant: Given your programme activities, is it relevant to measure this?  

· Time-related: Will it show a change in the amount of time available for your evaluation? Is it, itself, time-bound?




If you have a big group divide into threes or fours.  If you have a small group, stay together.

STEP ONE

Indicators for Intervention activities

Each intervention will have a number of activities.  What do you want to say about the activities at the end of the programme?  You will need to consider:

· coverage: who was reached and break down by:

· age

· gender

· region

· class

· social group

· quality indicators will enable you to say how good the activities were in terms of:

· planning

· implementation

· management

· appropriateness (content and style of delivery)

and sometimes:

· cost (whilst cost is a serious matter, it may be that you will not need to develop indicators for this)
Ask the group to develop indicators for one intervention, review them together and revise if necessary.

Ask the groups to think about: 

· how each statement in the Framework can be phrased starting with "percentage or proportion of …..?"

· Is the indicator SMART (specific, measurable, achievable, relevant, time-bound) or does it need to be rephrased?

· What is the most feasible and realistic way to measure each statement?

Are there existing, reliable indicators which are well established (ie: have validated tools to measure them)? Do these indicators need to be adapted?

Select 3 - 4 priority indicators, write them on cards (of a different shape to those used to construct the Framework) and place them next to (or just below) the card to which they relate on the Framework.

STEP TWO

Now you will consider one determinant related to the intervention.  Break down the determinant into measurable components.  Some are measurable with only one indicator, others will have several. Remember gender, age, class or social group.
Ask the group to develop indicators for the related determinant selected, review them together and revise if necessary.

Select 6-8 priority indicators, write them on cards (of a different shape to those used to construct the Framework) and place them next to (or just below) the card to which they relate on the Framework.

STEP THREE

Now consider the indicators for the key behaviour.

Follow the instructions for Step Two

STEP FOUR

Now consider the indicators for the adolescent health and development outcome.

Follow the instructions for Step Two.

MONITORING AND EVALUATION PLAN

The final step is to consider the following:

· how will the data be collected (what is the data source and what are the tools?)

· when and how often will data be collected? (timing)

· by whom will the data be collected?

A note on timing:  Show the following table which reminds participants of the kind of indicators appropriate for each column and the time scales for data gathering. The time frames given are an example, not definitive. They show how the frequency of monitoring and evaluation increases as you move towards the left in the Framework. 

	INTERVENTIONS

(policies and activities)

PROCESS 
	DETERMINANTS (the risk and protective factors)
INTERMEDIATE OUTCOMES
	BEHAVIOURAL OUTCOMES
LONG-TERM

OUTCOMES


	(
HEALTH AND DEVELOP-MENT OUTCOMES

EFFECT

	Regular monitoring and process evaluations

 (ongoing
	Intermediate outcome evaluation

(every 2-3 years
	Long-term outcome evaluation

(every 4-5 years
	Monitoring/

impact evaluation

(every 5-7 years




note: the exact timing of when to measure will depend on the specific issue, length of the intervention and resources available.

It takes time to influence the lives of adolescents and for changes to happen. This can help identify when to start measuring – and expecting – changes in a more realistic way.  

Using the Framework example on HIV below, take the group through the table as follows:
Starting from the left column in the Framework (interventions) : First the intervention must be implemented according to quality standards. This is something that can be tracked through regular monitoring and possibly a process evaluation after a year. Example:

· % of teachers implementing life skills training according to quality standards

Moving to the next column (determinants) : Adolescents (and other significant persons and institutions) need time to develop and change intermediate outcomes (i.e. increase protective factors and reduce risk factors). This can be tracked about 2-3 years after the interventions are implemented through a short-term outcome evaluation.  Example: 

16. % of girls and boys (12-15) who report ability to resist pressure to have sex with boy/girlfriend, older man/woman, other.
Moving to the next column (behaviours): Adolescents need time to translate the increased protective factors and reduced risk factors into more long-term outcomes; more specifically into behaviour development and change. This is a change that can be expected about 4-5 years after starting the intervention. This can be measured by a long-term outcome evaluation. Again, the timing will depend on the issue. 

· Example: % of adolescent girls and boy (10-19) ever had sexual intercourse

Finally moving to the outcome column: It will take about 5-7years to make a change in – and be able to measure – an effect on a health and development outcome. This is something that can be measured by an impact evaluation.

· Example: HIV prevalence in young people 20 -25
	INTERVENTIONS

(policies and activities)

PROCESS 
	DETERMINANTS 

(the risk and protective factors)

INTERMEDIATE OUTCOMES
	BEHAVIOURS

LONG-TERM

OUTCOMES


	(
HEALTH AND DEVELOP-MENT OUTCOMES

IMPACT

	% of teachers implementing life skills based education according to quality standards

Ongoing monitoring
	% of girls and boys (12-15) who report ability to resist pressure to have sex with boy/girlfriend, older man/ woman, other.
Evaluate after 2-3 years
	Example: % of adolescent girls and boy (10-19) ever had sex

Evaluate after 4-5 years
	HIV prevalence in young people 20 -25
Evaluate after  5-7 years




You can organise this information on a series of Monitoring and evaluation Worksheets

	INTERVENTIONS
	INDICATOR
	HOW
	WHEN
	BY WHOM

	
	
	
	
	


	DETERMINANTS
	INDICATOR
	HOW
	WHEN
	BY WHOM

	
	
	
	
	


	BEHAVIOURS
	INDICATOR
	HOW
	WHEN
	BY WHOM

	
	
	
	
	


	HEALTH AND DEVELOPMENT OUTCOME
	INDICATOR
	HOW
	WHEN
	BY WHOM

	
	
	
	
	


Ask the group to develop a Monitoring and Evaluation plan side by side with the completed Framework.

	Objectives of this last stage are to:

· Plan the next steps

· Conclude the workshop




It will depend on where you are in the programme cycle (refer back to the start of the first day) on what should happen next.  You will need to adapt the following example agenda to suit the needs of the group and the programme.

EXAMPLE Agenda for next steps

1.
Visioning exercise

What are our objectives for the remainder of the programme period ?

2.
Stakeholder Analysis 

This tells you:

· Who the different parties involved are

· What their interests are

· How they can be influenced, included or managed?

“How to do a Stakeholder Analysis” follows these notes.

3.
Definition of Roles and Responsibilities of programme agencies
What are the individual agencies’ common objectives?

What joint monitoring responsibilities are in place?

What is the nature and extent of the commitment of each agency?

What activities are already going on?

4.
Coordination and Partnerships
What are the specific coordination tasks?

What evidence is there of real partnerships?

When and how do these need to take place?

How are training and development needs identified and met (eg: in project management and monitoring and evaluation)

Follow up action:

1.
Complete the Monitoring and evaluation Framework
Complete indicators at all levels

Review the framework in its entirety 

2.
Complete a Monitoring and Evaluation Plan
Identify the need for any specific studies

Develop ToRs and identify programme consultants

Identify the need for external support

Establish joint monitoring plan against specific milestones

(adapted from an agenda produced by the Mauritania working group, Senegal, February 2003).

INDIVIDUAL ACTION PLANS

Ask each participant to spend ten minutes writing an action plan for themselves showing 

· What they will do on return to their work

· What they will have done in three months

· What they will have done in six months

EVALUATION AND CLOSURE

Refer to the MAPM Framework and remind the participants what they have achieved.

You can adapt this questionnaire used in Ukraine and Kyrgyzstan to evaluate your workshop.

MAPM Evaluation Questionnaire

1. What is your overall opinion of the workshop? 

(poor)1

2

3

4

5 (excellent)
2. What were the particular strengths of the workshop?

3.  What were the particular weaknesses of the workshop?

4. What have you gained from the workshop in terms of:

· knowledge?

· skills?
· insights?

· professional development?

· personal development?
5. How will you apply what you have gained to your professional context?

6. What further training and support needs do you have in the field of planning and measurement?
7. What are your views about the methods employed during the workshop: how effective were they? Are you likely to use similar methods in your own work in future?

8. Please complete the following rating scale by ticking in the 

appropriate box


Key:
1
Poor



2
Unsatisfactory



3
Satisfactory



4
Good



5
Excellent







1
2
3
4
5    

Structure of the workshop


(
(
(
(
(


Content of the workshop


(
(
(
(
(


Methods employed in the workshop

(
(
(
(
(
Theoretical input on the workshop

(
(
(
(
(


Facilitator style




(
(
(
(
(
Group composition



(
(
(
(
(
Opportunities to contribute to the workshop
(
(
(
(
(
Opportunities for collaborative group work
(
(
(
(
(
Venue





(
(
(
(
(
Workshop administration


(
(
(
(
(
9. Write here, or overleaf, how you would describe your experience 

of the last week. Include here anything you have not had the 

opportunity to say elsewhere.

CLOSING THE WORKSHOP

Arrange a closing ceremony with group farewells.  Remember to thank the participants for their valuable contributions and hard work. Finish with a 

closing round where everyone says ONE word about the workshop and ensure that everyone says goodbye to each other in an appropriate way.

Participants may appreciate a certificate of participation. 

CHAPTER SIX

Country Examples of the Use of MAPM
	COUNTRY
	PURPOSE
	PARTICIPANTS
	FINDINGS
	OUTCOMES
	OTHER

	Bangladesh
	PROGRAMME REVIEW:

To review a multi sectoral programme for improving the health and development outcomes for adolescent girls and strengthen the monitoring of progress of Life Skills Based Education (LSBE) for in & out -of-school girls and activities to improve their access to Reproductive Health Services.  
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other countries were Jordan and the Occupied Palestinian Territories)
	LSBE for unmarried adolescent girls in school, was a major activity  supported by the Ministry of Women and Child Affairs and UNICEF Bangladesh, to facilitate their role as agents of social change. 
This was complemented by UNFPA Bangladesh's focus on married adolescents, supported by the Ministry of Youth and Sports, to ensure their reproductive health rights, sensitise their parents, community leaders and health service providers on their RH needs.  However, documenting what was being achieved was a challenge. 

	The use of MAPM assisted with identification of the assumptions that were not being realized in practice and highlighted those areas that required support for monitoring, including the identification of selected indicators. UNICEF Bangladesh focused on delaying the age of marriage as an outcome and identified determinants for adolescents, their parents, community leaders  and policies regarding waiver of school fees for girls at secondary level.  With respect to the participation of adolescent girls, the framework developed identified the opportunities for participation that were being provided to  adolescent girls through youth clubs.  However, It clarified also that there were issues with respect to effective and sustained empowerment through participation,  which required further in-depth review as a follow-up to the workshop. 


	This multi sectoral programme was supported by funds from the UN Foundation in addition to local support from the Government, UNFPA and UNICEF
A follow-up assessment 

was supported by WHO and UNICEF to  describe the process and the quality of adolescent participation, its effect on adolescents themselves, on the implementing agencies, and on key community stakeholders.  Some indicators were also developed. A report is available from WHO Geneva


	Belarus
	ORIENTATION:

On the use of MAPM for reviewing the HIV/YP programmes
	UN staff from UNICEF and UNFPA as part of a 7-country workshop for streamlining activities for HIV/YP and strengthening monitoring of intermediate and behavioral outcomes. (the other countries were Kazakhstan, Kyrgyzstan, Moldova, Russia, Tajikistan and Ukraine)
	The focus of UN support through a collaborative partnership between UNFPA, UNICEF and WHO  in the region of Eastern Europe and the Commonwealth of Newly Independent States, (EURO/CEE/CIS)has been on reducing HIV/YP among YP, through a combination of Peer Education (PE) approaches, Life Skills Based Education (LSBE) and Youth Friendly Services (YFS).  However, implementation was taking more attention than reflecting on what achievements would be useful to track.

	Using the MAPM framework indicated that activities related to the Youth Friendly Health Services component of their HIV/YP programme (YFHS) was further developed than the LSBE component.  PE  activities were directed at supporting improved access to YFHS which was proposed for monitoring. Suitable indicators were then defined to assist with tracking coordination between PE/LSBE activities, on access and coverage of YFHS as well as the quality and acceptability of YFHS.  
	The UN Interagency Group (IAG) for Young People's Health, Development and Protection in the  EURO/CEE/

CIS region includes UNFPA, UNICEF, UNDCP, World Bank, WHO among other UN agencies. The IAG has shown excellent collaboration for HIV/YP work. 

	Benin

	PROGRAMME REVIEW:

To review a multi sectoral programme for improving health and development outcomes for adolescent girls and to strengthen the monitoring of progress
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other countries were Mauritania and Senegal)
	There were too many activities that were not  prioritized.  The participation of adolescent girls was not taken to its potential and monitoring activities needed attention and focus.


	Using the MAPM process provided clarity on who were  using AFHS/ LSBE services. It helped to prioritize and re-orient activities and  strengthen monitoring through identification of relevant indicators.  
	This multi sectoral programme was supported by funds from the UN Foundation


	Brazil


	EVALUATION DESIGN

To improve the delivery of Health Services for adolescents 
	Municipal level health professionals from Rio De Janeiro.
	It made explicit the   attitudes and values of health professionals towards adolescents that were not conducive to improving the quality of service delivery and ensuring the relevance of health promotion for adolescents.
	The logic of clarifying underlying assumptions through the application of the MAPM process highlighted the need to address the attitudes and values of the health professionals themselves.  This assisted with the development of a modified  curriculum to address these training needs.

It also helped identify the measurement areas needed in the evaluation of the Adolescent Health Programme. 
	The MAPM approach has been subsequently used with peer educators to assist their identification of the risk and protective factors that affect the behaviours of adolescents in their community in order to define the activities that should be organized.


	China
	PLANNING
	Framework was introduced to the leadership and provincial programme staff of the China Family Planning Association (CFPA) by the Program for Appropriate Technology in Health (PATH).
	The emphasis was on defining behavioural goals and social influences in developing social and behavioural change strategies for young people.
	Framework has been a guiding document to the central organisation of the project, and to the intervention planning process at the provincial, district, municipal and neighborhood levels.
	The project Framework was used as a communication tool in advocacy and policy-related discussions.  In Shanghai, for example, a municipal decree was drafted and approved, adopting the project Framework as the basis for multi-sectoral collaboration.


	Jordan
	PROGRAMME REVIEW:

To review a programme for improving health and development outcomes for adolescent girls and to strengthen the monitoring of progress
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other countries were Bangladesh and the Occupied Palestinian Territories)
	There was a strong emphasis on LSBE training for adolescents, training of teachers, youth workers, youth leaders, and parents; 
	The review of the intervention activities using MAPM highlighted their need for monitoring valid indicators of intermediate outcomes, including CONNECTION, REGULATION, the attitudes and values of teachers and other adults, as well as developmental outcomes including adolescents expressing themselves with confidence.  
	This multi sectoral programme was supported by funds from the UN Foundation.  Following the MAPM workshop, UNICEF Jordan supported a survey focused on assessing risk and protective factors, as perceived by adolescents, including the measurement of CONNECTION and REGULATION

[image: image1]

	Kazakhstan
	ORIENTATION:

On the use of MAPM for reviewing the HIV/YP programmes
	UNFPA and UNICEF staff  were part of a 7-country workshop for orientation to the MAPM process through the review of their HIV/YP programmes, in order to strengthen monitoring and evaluation  activities 

	Using MAPM, showed that several surveys had actually been undertaken:
· KAPB Study (before/after in project areas)

· Institution Based Questionnaires

· Project Implementation Review Reports
· Reproductive Health 

	Reviewing their work using MAPM showed that the surveys had not been used strategically in designing or monitoring  their activities.
In addition, the discussions of  the determinants that should be affected by a well designed and implemented 
LSBE programme, highlighted the need to revise the curriculum.  A decision was also made to prepare a dissemination plan for the data from their surveys and streamline future measurement activities  to fit their programme monitoring needs.

	UNFPA and UNICEF decided to use their Data for project design and implementation,
and to build more capacity for measurement. 
The HIV/YP work in Kazakhstan is supported by the IAG that agreed to focus in strengthening monitoring and evaluation of the HIV/YP work.

	Kyrgyzstan
	PROGRAMME DESIGN

Preparation of the new UNFDAF programme for HIV/YP for 2005-2010
	UN staff from UNICEF, UNFPA, selected ministry staff, NGOS and youth
	The new UNDAF framework had a draft list of indicators for reducing HIV among YP that had to be reviewed.  The area of YFHS was just starting and reconciling interventions for all YP as well as targeted for IDUs was needed.  THE LSBE programme had received some unwanted publicity through concerns raised by parents.  YP themselves also present at the workshop specified their contribution to PE activities.   
	The use of MAPM resulted in the preparation of a fairly detailed master framework for the UNDAF HIV/YP 2005-2010 programme.  This framework included LSBE and YFHS activities which strengthened some common and some specific determinants.  The participants decided to focus on 4 specific behaviours of adolescents for the UNDAF HIV/YP 2005-2010 programme.  The determinants of these behaviours were then addressed through YFHS and LSBE related interventions.  Some indicators were selected at the workshop, but others were identified through  follow-up after the workshop.  This expanded list is to be endorsed by 2 smaller working groups for LSBE and YFHS, convened by UNICEF.  


	The Kyrgyzstan lessons of applying MAPM at country level has provided for the first time a model for other country level workshops for designing a multi-sectoral  HIV/YP programme with monitoring indicators.  This was adapted  immediately for use in Tajikistan (see below).

	Malaysia
	PROGAMME DESIGN

To develop a programme for HIV prevention among YP
	National and district level staff from MOH, MOE and researchers. 
	There was little attention given initially in Malaysia to the measurement of protective and risk factors for adolescents, though their behaviours were being monitored. However, following the use of MAPM, the importance of these determinants was highlighted and a follow-up decision taken at district level to implement a survey to determine protective and risk factors for adolescent behaviours, including for CONNECTION/ REGULATION. 
	The survey of CONNECTION  and 

REGULATION was analysed and communicated back to adolescent their parents and other adults in the community.  This resulted in a change in the curriculum of LSBE in the schools in Kalutara district to be more interactive and to allow adolescents to participate more actively in the school.  The MOH staff members who were facilitators of the MAPM process, commissioned the survey through collaboration with local researchers and documented how the use of the MAPM framework changed their thinking, the research activities they implemented and how this was fed back into programme design. 


	The concepts of Protective and risk factors for adolescent behaviours resonated very strongly with MOH, MOE and key NGO partners in Malaysia who were seeking to implement programmes to enhance the health and well-being of adolescents, and not just fous on reducing risky behaviors.

	Mauritania
	PROGRAMME REVIEW:

Review of existing multi sectoral programme on the education and  empowerment of girls and improving their retention in schools
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other countries were Benin and Senegal)
	There were too many assumptions.  There had been no review of existing information and the coherence among implementing partners was weak.  There appeared to be no common vision and linkages between the partners seemed non-existent. 
	Working on the framework helped forge a common vision and identity for the project.  It also allowed the definition of roles and responsibilities towards the common objective and allowed partners to drop some activities.  Follow-up plans were made to review the existing data and evidence, to identify the dropout rate of girls from secondary schools, to strengthen the quality and accessibility of AFHS and define additional relevant indicators to track the determinants.


	This multi sectoral programme was supported by funds from the UN Foundation


	Moldova
	ORIENTATION:

¨

On the use of MAPM for reviewing the HIV/YP programmes
	UN staff from UNICEF and UNFPA  and other participants worked in three multi-disciplinary groups (doctors, nurses, social workers, psychologists and young people) to identify the most important indicators to measure in Youth Friendly Services
	The group identified a multisectoral framework for conducting measurement with all youth friendly service providers looking at issues of coverage, satisfaction with services, standards in place and implemented, commodities distributed, outreach services provided and youth participation in service provision.  There is ongoing work on LSBE and a strong culture for supporting the participation of young people.
	The framework de-mystified and simplified measurement and helped the UN staff to be clearer on what service providers could realistically monitor – moving  from attempting to do everything, or nothing, to selecting specific indicators.  It also assisted in apportioning responsibility to different sectors and agencies for what they should measure, making accountability clearer. 

	The HIV/YP work in Moldova is supported by the IAG that agreed to focus on strengthening monitoring and evaluation of the HIV/YP work.
Following the workshop, UNICEF and UNFPA Moldova have submittd a proposal for hosting a workshop to use the  MAPM process to strengthen monitoring and evaluation of the interventions to improve Youth health, development and  

Participation.



	Mongolia
	PROGRAMME REVIEW:

To review a programme for improving health and development outcomes for adolescent girls and to strengthen the monitoring of progress
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other country was Russia).
	The group identified a multisectoral framework that included LSBE and AFHS  with a strong emphasis on the participation of adolescents.  A fairly rigorous " multiple-indicator" baseline had been implemented and a follow-up survey was planned. 
	Using MAPM, allowed focus on a few key areas that were relevant to measure, since the baseline had measured so many indicator. The decision was made to assess the quality of AFHS provided in project and control sites, to assess the level of participation of adolescents and to redesign a follow-up survey to focus on specific areas that had not been measured.  


	This multi sectoral programme was supported by funds from the UN Foundation.  The evaluation of AFHS showed significant improvements in project vs. control sites


	Russia
	PROGRAMME REVIEW:

To review a programme for improving health and development outcomes for adolescent girls and to strengthen the monitoring of progress
	UN staff from UNICEF and UNFPA & selected ministry staff  as part of a 3-country workshop for streamlining activities and strengthening monitoring. (the other country was Mongolia).
	The group identified a multisectoral framework that included LSBE and AFHS, but decided to focus on assessing achievements for AFHS only.  UNCIEF, UNFPA and MOH defined their defined their relative responsibilities in implementation and assessments.
	This was the first time that UNFPA, UNICEF and MOH had discussed technical issues with respect to AFHS and their relative roles.  A follow-up survey of 8 AFHS sites was planned to be supported by UNICEF.
	This multi sectoral programme was supported by funds from the UN Foundation.  The follow-up review of AFHS sites showed that quality standards were being maintained, though to differing degrees even in the absence of before and after data, or control sites.  This review highlighted the importance  of having national standards for AFHS that could provide the objectives for clinics to strive towards achieving.  The standards development process for AFHS is underway currently in Russia.


	Tajikistan
	PROGRAMME DESIGN

Preparation of new UNFDAF programme for HIV/YP for 2005-2010
	UN staff from UNICEF, UNFPA, selected ministry staff, NGOS and youth


	Tajikistan had several surveys, qualitative and quantitative that had been undertaken, including an ASRH survey by UNFPA, a mapping of health services for YP by the IAG, and   a rapid assessment of drug use by UNDCP.  These local studies were reviewed briefly at the workshop and used along with US evidence to select the determinants that were to be changed by efficacious intervention activities.   
	Lessons from the use of MAPM in Kyrgyzstan was applied towards changing the agenda and the flow of the workshop in Tajikistan to emphasis the measurement activities more consistently throughout the workshop.  The dialogue on the local research with national partners strengthened the understanding of the criteria for selecting determinants and interventions.  UNICEF, UNFPA and WHO locally collaborated closely in organizing and supporting the workshop. A master framework for Tajikistan has been prepared and  additional indicators will be identified through follow-up meetings of the working groups for LSBE and YFHS. 


	This workshop allowed UNCEF and WHO regional staff to facilitate the process in partnership with an experienced external facilitator.  This now allows the two regional offices of UNICEF and WHO to continue the application of MAPM for HIV/YP programmes in the region as a "sustained" effort beyond the need for the participation of  WHO HQ staff.

The HIV/YP work in Tajikistan is supported by the IAG that agreed to focus on strengthening monitoring and evaluation of the HIV/YP work.

	Uganda
	INTERVENTION DEVELOPEMENT

To support the well-being of children affected by HIV/AIDS, and specifically orphans.

	UNICEF, Ministry of Women and Children affairs, and NGOs working with persons living with HIV/AIDS
	Parents of adolescents who are in the latter stages of the AIDS infection want to leave a legacy of family information for their children in order to provide them the support of  knowing that they were loved and wanted by their parents, even when they become orphans. 
	Using MAPM allowed HIV positive parents, their relatives and adolescents to identify the protective factors   that would enhance the well-being of those who were left as AIDS orphans.  It also made explicit the risk factors that adolescents would face as AIDS orphans.  This process allowed several parents who were dying of AIDS a sense of peace about the nurturing and support that their children would get from the relatives and community.  
	The application of MAPM to the needs of mothers and adolescents affected by AIDS is an example of promoting positive health and development outcomes  for adolescents and not just the reduction in problem behaviours.

	Ukraine
	ORIENTATION:

On the use of MAPM for reviewing the HIV/YP programmes
	UN staff from UNAIDS; UNICEF and UNFPA  and selected NGOS 
	Ukraine received considerable funds from the Global Fund to support prevention activities among adolescents, against HIV/AIDS.  There was also a strong interest in developing a database for surveillance, an MIS system for RH & ASRH and to collaborate on identifying important indicators to be 
measured.    


	Using MAPM allowed an assessment of the separate but important  measurement related activities that Ukriane is undertaking/ wants to apply.
	The HIV/YP work in Ukraine is supported by the IAG that agreed to focus on strengthening monitoring and evaluation of the HIV/YP work.

	Zimbabwe
	EVALUATION

(for assessing risk and protective factors and outcomes and for interpreting programme evaluation findings to improve the reproductive health of youth in Gweru, the fourth largest urban area in Zimbabwe where 35 per cent of the population is aged 10-24 years).
	PATH International and Local staff, and researchers.
	The Framework makes explicit the two main types of protective behaviour for the health and development outcome;  avoiding unwanted sexual intercourse (especially among non-sexually active youth), and using protection (e.g., condoms) for those who do have sex.
	The main  risk and protective related to initiation of sex appear to be related to family support.

Condom skills and knowledge of contraception were the variables most highly correlated with protective behaviour among those who have sex.
	This programme evaluation provided some directions for improved programming.  These include:

creating links with family support groups continuing efforts to improve attitudes and skills related to condom use; working with young men to improve attitudes and gender relations; increasing young women’s skills to avoid unwanted and unprotected sex.

	UK: BBC, London
	ORIENTATION 

On the use of MAPM for reviewing the HIV/YP programmes
	Staff from BBC London, counterpart media staff from the Government of India’s national Doordarshan programme.

	Identifying what critical media messages  were important  to develop for broadcasting in India to reduce HIV/YP among young people was greatly facilitated by taking the staff through the MAPM framework to understand the determinants that are most important to change, for the prevention of HIV/AIDS.


	Using MAPM allowed the systematic identification of assumptions regarding the risky behaviors that adolescents can engage in and the protective and risk factors that affect these.  This allowed  a better design of the communication programme that was that was distributed in India.  


	Using MAPM for this unusual product shows its versatility in assisting with the elaboration of determinants and interventions that affect behavior.


Adolescents or Young People? A note on language





The UN definition of adolescence is a young person between 10 and 19 years of age.





Some people prefer to use the words ‘young people’ as they believe that  the term ‘adolescence‘ has negative associations.


You should use the term that is most useful to your collegues, audience and in particular the young people you are working with.





The MAPM Framework asks important questions for designing, monitoring and evaluating interventions: 





What is the status/severity of the health and development outcome on which we are focusing?





Which key behaviours have an impact on this health and development outcome? 





Which determinants (risk and protective factors) most strongly influence these key behaviours?





Which interventions most strongly affect these important risk and protective factors?





What is the quality of our evidence for the above? What further research is needed?





What are best ways to monitor and measure the interventions and outcome?


























“The framework can help us answer major questions: What is the magic behind the success in reducing HIV in Uganda? It is the $100 million question. The framework can help us answer questions like “where should I invest my money?” (answer:) By targeting behaviours with most impact. (Poul Kato, ACET Uganda).





"Any evalutator would require that a good framework be created before he/she will know what to measure " Doug Kirby








Chosen determinants (Risk and Protective Factors)





Affect
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Outcomes
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Improved health and development outcomes





Which contribute to 








Specified Intervention Components and Activities








Step 3: Identify & select important determinants








Step 2:  Identify & select important behaviours








Step 1:


Identify & select health & development outcome








Step 4: Identify & select intervention components





Health & Development outcome: Decrease in STI among adolescents











Key Behaviours 


Adolescent behaviour: 








Determinants: 











Interventions: 














Health and Development outcome:


Reduce STI/HIV transmission 





Adolescent behaviour:


Young people use condoms during sex














Behaviours in immediate environment:


Health practitioners make condoms readily available to young people





Behaviours in immediate environment:


Community members encourage young people to use condoms if they have sex.





Adolescent behaviour:


Young people do not use weapons 




















Health and development outcome:


Decreased violence





Behaviours in immediate environment:


Families keep guns and other weapons away from young people








Behaviours in immediate environment:


Community leaders express clear norms against violence








Health and development  outcome:


Decreased abuse of alcohol








Adolescent behaviour:


Young people do not engage in excessive drinking








 





Behaviours in immediate environment:


Shopkeepers refuse to sell alcohol to underage youth








Behaviours in immediate environment:


Local media targeting young people stop advertising alcohol





Behaviours in immediate environment:


Young people support each other to avoid having too much to drink





Health and development  outcome:


Improved nutrition








Adolescent behaviour:


Young people choose to eat nutritious foods each day




















Behaviours in immediate environment:


Health clinics provide nutritional supplements to those in need 





Behaviours in immediate environment:


Schools provide accurate information about good nutrition and its importance





Behaviours in immediate environment:


Families prepare and provide balanced meals each day





Adolescent behaviour:


Young people seek help from friends, family or professional services to prevent suicide























Behaviours in immediate environment:


Health clinics provides professional services to clinically depressed young people





Behaviours in immediate environment:


Community provides a “hotline” service for young people in crisis





Behaviours in immediate environment:


Friends encourage depressed young people to seek professional services








Adolescent behaviour:


Young people attend school











Behaviours in immediate environment:


Teachers encourage female and male pupils equally to succeed





Behaviours in immediate environment:


Parents and community support educational attainment





Determinants


(Protective & Risk factors)





Ability to resist pressure to have sex without condoms


Embarrassment about getting condoms





Interventions: 











Behavioural Outcomes


 


Increased use of condoms





Health & Development outcome


 Decrease in STI among adolescents











Possible Agents of Change�
�
Peers�
�
Parents�
�
Religious leaders�
�
Teachers�
�
Youth workers�
�
Health care workers�
�
Policy makers�
�
Journalists�
�



Possible Settings�
�
Home�
�
Youth Clubs�
�
Places of worship�
�
Schools�
�
Youth-serving agencies�
�
Health care settings�
�
Government�
�
workplace�
�
Media, marketing�
�






Possible Settings


�
�
Youth clubs �
�
Home �
�
Places of worship�
�
Schools�
�
Youth-serving agencies�
�
Health care settings �
�
Government �
�
Media �
�






A combination of interventions to address violent behaviour:


Training outreach workers to mediate conflicts


Raising awareness among shop owners about not selling weapons to young people


Influencing norms about the acceptability of violence among young people through peer outreach work











Outcome:


Decrease in violence among young people








Determinant


Availability of health services for adolescents





Outcome:


Decrease in STI among adolescents 








Determinant:


Social norms about the acceptability of adolescents seeking these services








Chosen Determinants (Risk and Protective Factors)





Affect








Important 


Behaviours





That Affect








Improved health and development outcomes





Which contribute to 








Specified Intervention Components and Activities








Behavioural Outcome 


for others in environment: 





Pharmacists sell condoms to adolescents 





Key Behaviours 


Behaviour of an institution:


Health system subsidizes the production of a particular brand of condoms





Interventions: Advocacy with the Ministry of Health regarding the importance of condom accessibility to adolescents; aid in  negotiation with condom production companies for lower prices











Behavioural Outcome 


 for others in environment: 


Teachers  refer  adolescents to vendors who will provide them  condoms  








Determinants


Increased ability to resist pressure to have sex without condom, decrease embarrassment about getting condoms 








Interventions Mass media campaign targeted at adults about adolescents buying and using condoms











Interventions


Training of pharmacists in ASRH*,  including attitudes towards adolescent clients








Determinants


Increased pharmacists’ knowledge about ASRH and their positive attitudes towards adolescents as clients 








Interventions


Introduction of safe-sex curricula in school, including a peer education component








Behavioural Outcome 


 for Adolescents


Increased use of condoms








Health & Development outcome: Decrease in STI among adolescents




















































































































































































































Up to three
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USE  both CAPITAL and lower case letters





WRITE
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WHAT INDIVIDUAL FACTORS reduce the likelihood that an adolescent will…?














(risk factors)





WHAT INDIVIDUAL FACTORS increase the likelihood that an adolescent will…?














(protective factors)





WHAT  FACTORS IN  THE 


LOCAL ENVIRONMENT increase the likelihood that an adolescent will…?





(for example: parents, community members)

















(protective factors)





WHAT  FACTORS IN  THE 


LOCAL ENVIRONMENT reduce the likelihood that an adolescent will…?

















(risk factors)





WHAT  FACTORS IN  THE 


WIDER ENVIRONMENT reduce the likelihood that an adolescent will…?





























(risk factors)





WHAT  FACTORS IN  THE WIDER ENVIRONMENT increase the likelihood that an adolescent will…?





(for example: service providers, institutions)























(protective factors)
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MAPM Manual











Mapping Adolescent Programming and Measurement



























































For further information please contact:


Dr. Krishna Bose


Department of Child and Adolescent Health and Development


World Health Organization


1211 Geneva 27, Switzerland


� HYPERLINK "mailto:bosek@who.int" ��bosek@who.int�








Health and development  outcome:


Decreased deaths from suicide 





Health and development  outcome:


Improved completion of levels of education





Determinant


Perceptions among young people and adults that violence is an appropriate manner  of  solving conflicts 





Behavioural Outcomes


 Increased  peaceful negotiation  of conflicts  by Young  people use of condoms





Behavioural Outcomes


 Increased  utilization of health services by Young  people 





Intervention





Programme of training for health workers on adolescent sexual and reproductive health issues 





Determinants


Decreased social norms among adults that stigmatise access to condoms for  adolescents 





Determinants:


Decreased price of a specific brand of condoms (so they are affordable for adolescents  





Health and Development outcome: Decrease in STIs among adolescents











Behavioural Outcomes


Sub-Framework A 


Adolescent behaviour: Increased use of clinics for testing and treatment of STIs








Determinants Decrease norms among adolescents which stigmatise adolescents utilising a clinic











Interventions Mass media & peer education messages to change adolescent norms & perceptions











Behavioural Outcomes


Sub-Framework B


Behaviour of others in environment: Health workers provide quality services to adolescents





Behavioural Outcomes


Sub-Framework C


Institutional behaviour: 


Health clinics follow national guidelines for AFHS, based on policy for AFHS





Determinants


Increase health providers’ knowledge about ASRH and their positive attitudes towards adolescents as clients for ASRH services








Determinants


Decrease social norms among adults stigmatising adolescents using health services for testing and treatment of STIs 








Interventions


Training of health providers in ASRH, including attitudes towards adolescent clients








Interventions: Mass media campaign targeted at adults about adolescents using health services for testing and treatment of STIs











Determinants


Financial and political commitment for AFHS throughout the health system








Interventions: 


Development of adolescent-specific guidelines for clinics








Interventions


Advocacy & assistance to MoH for a national policy on AFHS








Determinants:


Existence of clear and enforceable clinic guidelines on AFHS








Intervention


Mass media messages to change norms & perceptions





Determinant


Decrease norms among youth which stigmatise adolescents using a clinic





Health and Development Outcome


Decrease in STIs among adolescents





Individual Behaviour


Increased use of clinics for testing and treatment of STIs





Intervention


Peer education messages to change norms & perceptions 





Individual Adolescent Behaviour


Increased use of clinics for testing and treatment of STIs





Adult Behaviour


Health workers provide quality services to adolescents





Determinant


Increase health providers’ knowledge about ASRH and their positive attitudes towards adolescents as clients for SRH services








Intervention


Training health providers in ASRH, including attitudes towards adolescent clients








Health and Development Outcome


Decrease in STIs among adolescents





Intervention


Mass media campaign targeted at adults about adolescents using health services for testing and treatment of STIs





Determinant


Decrease social norms among adults stigmatising adolescents using health services for testing and treatment of STIs





Adult Behaviour


Health workers provide quality services to adolescents





Individual Adolescent Behaviour


Increased use of clinics for testing and treatment of STIs





Health & Development Outcome


Decrease in STIs among adolescents





Determinant


Financial & political commitment for AFHS throughout the health system





Intervention


Advocacy & assistance to MoH for a national policy on AFHS





Institutional Behaviour


Health clinics implement policies on AFHS





Intervention


Development of adolescent-specific guidelines for clinics





Determinant


Existence of clear & enforceable clinic guidelines on AFHS 














Sub-Framework A


Step2: Determinants
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Sub-Framework B


Step2: Determinants
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Sub-Framework C


Step2: Determinants
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Sub-Framework A


Step 3: Adolescent Behaviour
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Sub-Framework B


Step 3: Others’ Behaviour
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Sub-Framework C: 


Step 3: Institutional Behaviour
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Sub-Frameworks A+B+C


Step 4: Health and Development Outcomes


Outc�
Indicat�
Data �
Time�
�
�
�
�
�
�
























"Would you tell me, please, which way I ought to go from here?" 





"That depends a good deal on where you want to get to," said the Cat. 





"I don't much care where --" said Alice. 





"Then it doesn't much matter which way you go," said the Cat. 





"--- so long as I get somewhere," Alice added as an explanation. 





"Oh, you're sure to do that," said the Cat, "if only you walk long enough."








"Alice's Adventures in Wonderland", Lewis Carroll








Please note:





A fully-developed framework may be extensive: several behaviours are likely to be chosen and for each behaviour there may be several determinants identified.  For each determinant there will likely be more than one intervention or group of activities. 














� Although this resource manual focuses on adolescents it can easily be adapted for other age-groups.


�  For example, see Weiss, Carol H.  (1998).  Evaluation:  Second Edition.  Upper Saddle River, New Jersey:  Prentice Hall.





� One of the first texts to describe these models and other steps for designing effective programmes is Intervention Mapping:  Designing Theory- and Evidence-Based Health Promotion Programs  by Bartholomew LK, Parcel GS, Kok G, and Gottlieb NH. Mountain View, California:  Mayfield Publishing Company, 2001.





� Kirby D.  Emerging Answers: Research Findings on Programs to Reduce Teen Pregnancy.  Washington DC: National Campaign to Prevent Teen Pregnancy, May, 2001.





� A notable example is the Health Behaviour School-aged Children (HBSC) survey which is measuring the well-being of young people.  The survey is comprehensive and is carried out in a large number of countries in the WHO European region.


� Framework for Country Programming for Adolescent Health, WHO, UNFPA, UNICEF.


� Social context refers to factors or relationships that “surround” the individual, including family, friends, peers and partners, organisations and communities.


� Environment refers to the locale, place, time, setting, circumstances and conditions of the social context.


� 
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