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Executive Summary  
Improving health and development outcomes for Nepal’s 
growing adolescent population is a top priority for the 
Government of Nepal. However, despite a strong 
multisectoral policy framework to guide implementation of 
the country’s National Adolescent Sexual and Reproductive 
Health Program and commitment from government, donors, 
Nepali and international implementing partners, and the 
private sector, adolescent reproductive health (RH) outcomes 
in Nepal have stagnated. A common understanding of the 
challenges limiting progress and opportunities to strengthen 
future programs is needed as Nepal continues efforts to 
improve adolescent family planning (FP)/RH outcomes.  

To contribute to this understanding, the USAID-funded Research for Scalable Solutions (R4S) 
project conducted this Adolescent and Youth Family Planning and Reproductive Health 
Landscape Analysis in Nepal. We assessed recent adolescent sexual and reproductive health 
(ASRH) programs implemented in Nepal to understand their application of five evidence-based 
approaches that have shown promise in contributing to positive adolescent health outcomes 
across diverse settings (see box),a formulate lessons learned, and inform future ASRH efforts. This 
report summarizes the assessment methodology, findings, and recommendations.   

 
aPlease see Table 2, page 11, for a summary of effective evidence-based approaches.  

Approach #1: Socio-
ecological model 

Approach #2: Positive 
youth development (PYD) 
Approach #3: Attention to 
equity, including 
marginalized and 
disadvantaged populations 
Approach #4: Gender- 
transformative approaches 
Approach #5: Multisectoral 
efforts 
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Methodology  
To identify the programs included in this report, the assessment team conducted desk research 
and collected recommendations from members of the Family Planning Subcommittee in Nepal. 
Qualifying programs must have been implemented in Nepal between 2015 and 2020 and have 
included at least one FP/RH objective targeting adolescents. We considered programs from both 
health and other development sectors. Ultimately, 23 programs met the criteria. Thirteen focused 
on FP/RH, four on education and child marriage, three on menstrual health and hygiene, two on 
gender equality, and one on HIV and AIDS. 

We reviewed project reports and other documentation from the qualifying programs to assess 
their inclusion of the five evidence-based approaches. Key informant interviews (KIIs) with a wide 
range of stakeholders complemented this review. Interviews explored the opportunities, gaps, 
and challenges facing ASRH programs in Nepal and use of evidence in designing and implementing 
these programs, among other topics. Interviews were conducted in Nepali and translated into 
English for this report.  

It is important to note that this landscape analysis focuses only on whether the included programs 
applied evidence-based approaches. It was not intended to assess program effectiveness. 
Additionally, program documents did not always describe how the approaches were applied, 
making it difficult to determine if it was truly implemented in line with evidence-based guidelines. 

Findings  
Encouraging results emerged from the document review and KIIs, which suggested that the five 
evidence-based approaches are in use across ASRH programs in Nepal. Every program included in 
our review implemented interventions across at least two levels of the socio-ecological model. 
Approximately a third reached all levels in some way. Similarly, a third of the programs applied 
some elements of positive youth development (PYD), with a primary focus on skill building, 
improving knowledge through curricula, and empowering young people. Seven of the programs 
included an intentional focus on equity (beyond age), and one included interventions to reach 
adolescents with physical disabilities. Almost half of the programs applied a gender-
transformative approach and of those, 80% also used a gender-synchronized approach. KII 
participants showed a strong understanding of the importance of a multisectoral efforts to 
achieve ASRH outcomes, which aligns with the emphasis Nepal’s National Adolescent Health and 
Development Strategy (2018) places on multisectoral engagement. As evidenced by the 
10 nonhealth programs included in this analysis, work in this area is well underway. We also 
found that evidence-based interventions, such as small-group methodologies to reach the 
individual and family levels of the socio-ecological model, were used across many programs as 
part of their approaches.   

The results also show there are opportunities to strengthen the understanding and use of 
evidence-based approaches and interventions in Nepal’s ASRH programs. Project documentation 
showed use of the socio-ecological model and gender-transformative approaches was common, 
but KII respondents did not highlight the importance of implementing interventions across levels 
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of the socio-ecological model or reflect a nuanced understanding of gender-transformative 
programming. This suggests use of these approaches, while encouraging, may not be strongly 
rooted in evidence. While elements of PYD were included across the programs, comprehensive 
interventions that apply all four PYD domainsb have not been implemented to date in Nepal. 
There is also room to ensure the interventions included as part of each approach, like peer 
education, are applied in a way that aligns with the global evidence base. 

Recommendations  
Based on these findings and the suggestions from KII respondents, this landscape analysis 
includes recommendations to strengthen the use of the five evidence-based approaches across 
ASRH programs in Nepal and recommendations to strengthen the environment for systematically 
identifying and applying evidence-based approaches. To strengthen the use of the five evidence-
based approaches, we recommend focusing on five areas: (1) increasing intentional design and 
implementation of socio-ecological approaches; (2) systematically designing, implementing, and 
evaluating adolescent health efforts using PYD domains; (3) exploring outreach services or other 
strategies to address equity; (4) exploring the feasibility of disaggregating routine data at the local 
level to allow for further equity analysis; and (5) strengthening capacity for gender-transformative 
programming. To strengthen the environment for identifying and applying evidence-based 
approaches now and in the future, we recommend a focus on disseminating the evidence base to 
improve alignment with global best practices, building a research and learning agenda to 
contribute to filling evidence gaps, and developing a reporting system to oversee and guide 
knowledge sharing.  

We also identified areas for further learning. These include conducting formative research to 
incorporate implementation science that explores adolescents’ interest in and the feasibility of 
using self-care approaches and assessing the role of the private sector in reaching adolescents.  

 
bUSAID’s YouthPower project defined four domains that underpin a PYD approach. PYD programs work 
with youth to improve their assets, so they have needed resources and skills; agency, so they can employ 
their assets and aspirations to make and act on their own decisions about their lives; enabling 
environment, so they benefit from supportive communities and systems; and contribution, through 
supporting youth involvement and leadership for their own and their communities’ positive development. 
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Introduction 
Background: Family Planning (FP) and Reproductive Health (RH) in Nepal  
While the legal age of marriage in Nepal is 20 years, the average age of marriage for women is 17.9 
and 21.7 for men. In the Nepal 2016 Demographic and Health Survey (DHS), 16.7% of adolescents 
(15–19 years) had begun childbearing (had given birth or were pregnant with their first child). 
Twenty-two percent of adolescents and youth (15–24 years), according to NDHS, used modern 
contraception. This includes 15% of currently married adolescents 15–19. Adolescents reported the 
highest unmet need for FP (35%) compared to a national level of unmet need at 24%.  

The USAID-funded PACE project modelled adolescent fertility by municipality, providing 
previously unknown estimates. Using the 2016 and 2011 DHS to show the trend, the analysis 
shows where adolescent fertility is high and stagnant or increasing, and through several products 
that include national- and provincial level maps, seven provincial-level fact sheets, and an online 
digital interactive map, priority municipalities were identified to target for intervention to address 
adolescent fertility.1 At the national level in Nepal, the adolescent fertility rate changed little from 
2011 to 2016 moving from 87 births per 1,000 girls aged 15–19 in 2011 to 89 births per 1,000 girls 
aged 15–19 in 2016.2  Since decision-making authority has devolved to the municipal level, the 
estimates from the PACE Project—along with evidence about effective interventions—provide 
needed information to craft policy and programmatic responses that can positively impact the 
health of adolescents in Nepal.  

The Family Welfare Division (FWD) under Department of Health Services (DOHS) is the focal 
agency for ASRH in Nepal and has implemented several programs and policies to improve the 
ASRH status of the country. While improvements have been noted in some adolescent health 
indicators over the last two decades, including reductions in the proportion of adolescent girls 
(15–19 years) who have started childbearing from 23.9% in 2011 to 16.7% in 2016,3 several 
challenges remain.  

Policy context in Nepal 
The National Adolescent Health and Development Strategy (2018) aims that by the year 2025 all 
adolescents will have positive lifestyles to enable them to lead healthy and productive lives. The 
six strategic principles and direction of the strategy include adolescent participation and 
leadership; equity and inclusion; rights and responsibility; strategic partnership; expansion of 
programs related to adolescents through nongovernmental organizations (NGOs), public and 
private sector partnership; and the role of federal, provincial, and local government. The strategy 
highlights multisectoral cooperation for program management and reinforcement, and describes 
a structure for cooperation and coordination and interministerial cooperation. Although the 
strategy highlights the roles of each level of government and urges inter-governmental 
partnership, coordination mechanisms have not emerged in practice to provide such foundation 
for engagement.  
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RATIONALE FOR THE LANDSCAPE ASSESSMENT 
As Nepal seeks to improve stagnating outcomes in adolescent FP and RH, there was interest to 
review past programs and compare them to known evidence-based approaches and interventions 
and to identify opportunities to strengthen programming to bridge these gaps. This landscape 
analysis will inform areas of future investment in adolescent and youth FP programs and an 
adolescent and youth FP research agenda to improve access to and use of voluntary FP, reduce 
early and unintended pregnancy, and reduce rapid repeat pregnancies among youth. We hope 
that these findings encourage stakeholders to ensure that evidence-based approaches are applied 
to future programming.  

OBJECTIVES OF THE LANDSCAPE ANALYSIS 
The goal of this landscape analysis was to formulate lessons learned from ASRH projects 
implemented in Nepal between 2015 and 2020 to guide future programming. Because limited 
evaluations of FP/RH programs for adolescents and youth in Nepal were available at the time the 
desk review was conducted, this analysis did not 
individually assess effectiveness of each of the 
different programs reviewed. Instead, we used global 
evidence on effective FP/RH approaches and 
interventions to reach adolescents and youth as a 
reference (see Table 2, page 11) to assess if and to 
what degree projects in Nepal are consistent with 
proven strategies of what works. Specific objectives of 
the landscape analysis are to: 

1. Assess the current landscape of family 
planning/reproductive health (FP/RH) 
programs for adolescents and youth to 
understand alignment with evidence-
based approaches and interventions.  

2. Understand perspectives of 
stakeholders regarding evidence gaps 
and needs, challenges, and successful 
approaches, broadly for FP/RH for 
adolescents and youth and more 
specifically related to high impact 
practices (HIPs), equity, and areas of 
innovation. 

3. Identify gaps in the national evidence 
base related to adolescent and youth 
FP/RH to guide future research 
priorities. 

DEFINITIONS 

Throughout this report, we use 
the following terms: 

• Approach: The broader 
framing, such as a conceptual 
framework, that guides project 
design and implementation. 
An approach may comprise 
multiple interventions. 

• Intervention: An organized 
effort to promote specific 
behaviors and habits that can 
improve adolescent health 
among a specific target 
population. An intervention 
can entail a single activity or a 
combination of activities. 

• Project: A time-bound donor-
funded initiative with defined 
objectives. 

• Program: A combination of 
government initiatives and 
projects that form a complete 
body of work toward a given 
priority (e.g., the national FP 
program). 
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LANDSCAPE ANALYSIS METHODOLOGY 
Desk review 
All projects included in the review were implemented in 2015–2020. Part 1 of the desk review 
focused on projects with an FP/RH outcome for adolescents and youth that were identified 
through an internet search of projects and through recommendations made by members of the 
FP Subcommittee in Nepal. Key contact persons were identified and approached to provide 
project reports. 

The desk review was comprised of two parts. Part 1 included the identification of projects that 
met the inclusion criteria through an internet search of projects and through recommendations 
made by members of the FP Subcommittee in Nepal. Key contact persons were identified and 
approached to provide project reports.  

Part 2 sought to identify projects and project entry points to reach adolescents and youth from 
sectors other than health. Members of the ASRH subcommittee were contacted over the 
telephone to identify projects and reports from other sectors to include. Additionally, the annual 
report from each line ministry was consulted to identify programs related to adolescents and 
youth.  

Key informant interviews 
Research protocol, including key informant interview (KII) questionnaires, was submitted to FHI 
360 Institutional Review Board (IRB) and received a non-research determination. As a result, 
additional submission in Nepal was not required. Interviews were conducted via Zoom or 
telephone, recognizing challenges brought forth by the COVID-19 pandemic. A list of the key 
informants was shared and finalized at the Ministry of Health and Population (MOHP)/Family 
Welfare Division (FWD) ASRH subcommittee meetings. Sixteen key informants were identified 
including ASRH experts, project managers, decision-makers, donors, and youth activists 
representing donors, multilateral agencies, international and local NGOs, and other youth 
activists. Interviews explored the opportunities, gaps, and challenges facing FP/RH programs for 
young people, HIPs in FP, equity in the national adolescent and youth FP/RH program, use of 
evidence in designing the FP/RH programs, and self-care in family planning. All interviews were 
conducted in Nepali and then transcribed and translated into English for reporting. The list of key 
informants and interview guide can be found in Annexes 2 and 3.   

Limitations 
Application of evidence-based approaches and interventions alone does not constitute a 
successful program. A major limitation of this activity is that no assessment or independent 
evaluation of the program outcomes exists.  
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Additionally, the available documents did not always describe how an approach or intervention 
was applied, making it difficult to determine if an intervention or approach was truly 
implemented in line with evidence-based guidelines. For example, peer education for behavior 
change has limited evidence of effectiveness. However, peer education—if done following certain 
quality standards and not focused on behavior change—can be an approach that meaningfully 
involves adolescents and youth, thus making it worthwhile. Similarly, to meaningfully employ a 
socio-ecological approach, interventions implemented at different levels of the model require 
sufficient intensity to benefit from the 
multi-level approach. The document 
review could not consistently assess the 
intensity of intervention(s) at each level 
for all projects reviewed.  

Country Consultation 
On February 19, 2021, R4S held a 
Country Consultation, facilitated by 
FWD. The meeting objective included 
disseminating findings from the 
landscape analysis and beginning the 
process of developing a research and 
learning agenda. Participants were the 
members of FP Subcommittee 
representing FWD, National Health 
Education Information and 
Communication Center (NHEICC), FHI 
360, PSI, Nepal Health Sector Support 
Project (NHSSP), IPAS, Solid Nepal, 
Family Planning Association of Nepal 
(FPAN), Marie Stopes International 
(MSI), Sunaulo Pariwar Nepal, Visible 
Impact, and others. More than 
35 participants were present in the 
workshop that was chaired by Director 
General from Department of Health 
Services.  

  

Functionality analysis of ongoing adolescent-
friendly services in Nepal 
 
At the R4S Country Consultation, FWD used the 
opportunity to present the findings of a 
functional analysis of the ongoing adolescent-
friendly service program. The objective of the 
assessment was to identify facilitating and 
impeding factors (demand and supply side 
perspectives) to improve access to and 
utilization of AFHS in Nepal.  
 
Results 
Despite rapid expansion of certified adolescent-
friendly service sites, more than 90% of the 
health facilities had a poor or low-level service 
readiness score. Review of readiness by district 
highlighted the role of implementing partners 
and donor-funded support to strengthen 
readiness.  
 
Recommendations from the assessment varied 
from having a dedicated focal person for AFHS 
and providing basic/refresher training on AFHS 
to providers and staff, to a more adolescent-
responsive systems approach including a 
recommendation to integrate AFHS with other 
services.  
 



 
 

Research for Scalable Solutions  9 

Findings 
The landscape findings are based upon 23 projects (listed in Table 1) and are presented in relation 
to global evidence regarding proven “approaches” and effective “interventions” for reaching and 
impacting adolescents and youth. Examples of what does and does not work are shared to help 
guide planning and coordination of projects and interventions by the National Program and its 
partners.  

Projects reviewed 
A total of 23 projects were identified for inclusion in the full desk review. Among them, 13 (56%) 
were related to FP/RH while four (17%) were related to education and child marriage. Three 
projects (13%) were related to menstrual health and hygiene, two (9%) were related to gender 
equality, and one (4%) was related to an HIV and AIDS and FP project. 

Table 1. Projects included in the desk review 

FP/RH Projects  Education and Child Marriage Projects  

1 Access to SRH Information and Services (Marie 
Stopes International [MSI])  14 Rupantaran (Nepal Fertility Care Center 

[NFCC]) 

2 Adolescent Youth Project (Population Services 
International (PSI)) 15 Sister for Sister (Voluntary Services Overseas 

[VSO]) 

3 Strengthen ASRH Services and Rights (The Society 
for Local Integrated Development [SOLID] Nepal) 16 Tipping Point (CARE) 

4 Strengthening Postabortion Family Planning (IPAS) 17 Uddan (CARE) 

5 Fertility Awareness Community Transformation 
(FACT) (Save the Children International [SCI]) Menstrual Hygiene Management Projects 

6 
The Support for International Family Planning 
Organizations 2 (SIFPO 2) (MSI and Family 
Planning Association of Nepal [FPAN]) 

18 Integrating Menstrual Hygiene Management 
into School Health Program (NFCC) 

7 Heathy Transitions for Nepali Youth (SCI) 19 
Menstrual Hygiene Management in Schools of 
Nepal (Swiss Water and Sanitation 
Consortium) 

8 My First Baby (SCI) 20 Support to Health Sector Program (NFCC) 

9 Auxiliary Nurse Midwives Programme (District 
Health Office/UNICEF) Gender Equality Projects 

10 
Family Planning Project (Adventist Development 
Relief Agency [ADRA]/United Nations Population 
Fund [UNFPA]) 

21 Choices, Voices, Promises (SCI) 

11 Comprehensive Sexual Education at Schools (BBC) 22 Gender Equality projects (Plan) 

12 Sathi Sanga Manka Kura (Equal Access) HIV and AIDS 

13 
Health Communication Capacity Collaboration 
(HC3 Johns Hopkins Center for Communication 
Programs [JHU CCP]) 

23 Saath Saath Project (FHI 360) 
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Global evidence on effective approaches and interventions: Assessing 
application of the evidence base in Nepal 
Investments in approaches and interventions that have been proven to be effective can catalyze 
meaningful impact in adolescent RH and FP outcomes. To accelerate progress toward adolescent 
RH and FP goals in Nepal, projects need to carefully adapt proven approaches and interventions 
to the context and avoid interventions that have proven ineffective and/or unsustainable.  

This section presents global evidence on the effectiveness of ASRH approaches and interventions 
that have been rigorously evaluated in diverse settings. We first present five broad approaches 
that guide effective adolescent health project design and implementation. We then describe 
specific interventions. We begin with interventions that have demonstrated little effect—but 
remain widely used in many settings—then discuss proven and promising interventions supported 
by evidence. 

 
Proven FP/RH approaches for adolescents and youth 
Five approaches were identified that have shown 
promise in contributing to positive adolescent 
health outcomes in diverse settings. Notably, 
these approaches have overlapping and 
reinforcing elements and are not mutually 
exclusive; in fact, adolescent health projects 
should consider integrating each of the 
approaches, as feasible. As such, we have cross-
referenced areas of synergy between the five 
approaches, when feasible, below. Each of the 
approaches may comprise multiple interventions 
(described below). 

Table 2 defines each approach along with a rationale, elements of the approach, and select peer-
reviewed publications. Each approach likely comprises multiple interventions that are further 
discussed in the next section. Meaningful adolescent and youth engagement and participation, 
should be pursued during the design, monitoring, and implementation of ASRH projects. 

Approach #1: Socio-ecological model 

Approach #2: Positive youth 
development 

Approach #3: Attention to equity, 
including marginalized and 
disadvantaged populations 

Approach #4: Gender-transformative 
approaches 

Approach #5: Multisectoral efforts 
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Table 2. Summary of effective adolescent health approaches 

Approach Description Rationale Elements  Evidence 
Approach #1: 
Apply a socio-
ecological model,  
also called a 
“multilevel 
approach” 

Tailored and targeted 
interventions at each 
level of the socio-
ecological model 
(individual, family, 
community, systems, 
policy) 

Young people are not autonomous 
and often lack decision-making 
power. Peers, household 
influencers, and communities 
shape attitudes, behaviors, and 
decisions of young people and 
drive social norms. 

Systematic identification of key 
influencers to inform tailored, 
targeted engagement of 
adolescents, their families, and 
communities 

Atkiss et al., 2011  
Blum et al., 2014 
Char, Saavala, and Kulmala, 
2010 
Max et al., 2015 
Pulerwitz, 2019 
Santhya et al., 2010 
Shahabuddin et el., 2010 

Approach #2: 
Positive youth 
development 
(PYD) 

PYD approaches build 
skills, assets, and 
agency; build 
supportive 
communities; and 
engage young people as 
change agents. 

Nurture the potential of youth and 
engage youth as leaders; have 
demonstrated improved 
knowledge, attitudes, and 
behaviors 

• Engage youth in design, 
implementation, monitoring 

• Include skill-building activities 
• Tailor for vulnerable 

populations 
• Improve gender equality, 

education, or employment. 

Alvarado et al., 2017  
Benson et al., 2011  
Catalano et al., 2019 
Phelps et al., 2009 
Scales et al., 2012  

Approach #3: 
Attention to 
equity, including 
marginalized and 
disadvantaged 
populations 

Design adolescent 
health efforts to 
address barriers 
experienced by 
vulnerable groups 

Members of vulnerable groups 
often face unique barriers to 
service use and to participation in 
community activities. 

In partnership with marginalized 
populations, design, implement, 
and monitor efforts to address 
key barriers to care at the 
service delivery and demand-
creation sites.  

Bajracharya et al., 2016 
Denno et al., 2015 
Hardee et al., 2019 

Approach #4: 
Gender-
transformative 
approaches 

Foster critical reflection 
and take intentional 
steps to transform 
gender attitudes, 
behaviors, norms, and 
systems.  

Gender norms and inequitable 
power dynamics drive poor RH and 
FP outcomes across the life course. 

Engage girls and boys, their 
families, and communities to 
challenge notions of masculinity 
and femininity, and redefine 
roles and responsibilities, while 
also addressing systemic factors 
that drive inequities.  

Blum, Mmari, and Moreau, 
2017 
Heise et al., 2019 
Gupta and Santhya, 2020  
Kagesten and Chandra-Mouli, 
2020 
Levy et al., 2019 
Lundgren, Gibbs, and Kerner, 
2018 

Approach #5: 
Multisectoral 
efforts 

Efforts to address the 
social and economic 
drivers of adolescent 
health through 
coordination with 
diverse stakeholders 

Adolescents’ most-pressing needs 
are often related to education and 
livelihoods training and 
opportunities, and health practices 
that are influenced by social and 
economic factors 

Strategic coordination with 
stakeholders outside the health 
sector, and efforts to foster 
supportive gender and social 
norms 

Efevbera et al., 2020 
UNICEF, 2018   
Patton, Sawyer, and Santelli, 
2016  
World Health Organization 
(WHO), 2016   
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APPROACH #1: SOCIO-ECOLOGICAL MODEL 
Definition and rationale for the approach 
A socio-ecological approach recognizes that adolescent and youth FP/RH knowledge, attitudes, 
and behaviors are heavily influenced by other individuals and by systems. For example, 
adolescent girls often lack the power within their families and communities to make FP/RH 
decisions (e.g., delaying marriage, staying in school, delaying or spacing births) on their own, as 
social and kinship norms dictate that such decisions are made by male partners or older female 
relatives.4,5,6 In addition, adolescents often have limited access to financial resources, which 
further decreases their decision-making power. As such, an approach that aims only to increase 
supportive attitudes and knowledge among adolescents without engaging those who influence 
their attitudes and behaviors or make decisions on their behalf is unlikely to produce the desired 
impact. In addition, efforts must consider the system-level factors that impede adolescents’ use of 
FP and RH services and invest in strengthening the quality and availability of adolescent-
responsive health services. While the precise levels of the socio-ecological model may vary 
slightly, they include (1) individual, (2) parent, family, and community, (3) systems (e.g., health 
facility or school), and (4) policy (see Figure 1 for an illustration). Framing adolescent 
interventions around a socio-ecological approach and investing in specific interventions that 
engage adolescents’ social and systemic influencers is essential. Various successful program and 
research efforts7 and conceptual frameworks8,9 have used a socio-ecological model as a framing 
structure.   

Figure 1. Levels of the socio-ecological model 
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Elements of the approach and specific interventions 
A socio-ecological approach entails interventions at multiple levels of the model. Adolescent 
FP/RH efforts should consider targeted approaches that engage adolescents and their partners as 
individuals, their families and household influencers, peers, community members, and build 
supportive health, education, and other systems. Formative work may be needed to identify the 
key influencers of adolescents, deepen understanding of gender and social norms, and assess 
systemic barriers to health services. When designing activities for adolescents and youth it is 
important to create opportunities for meaningful adolescent and youth engagement and 
partnership in design, monitoring, and implementation, as it is their right. While evidence is still 
needed to demonstrate that engagement leads to better outcomes, anecdotal reports highlight 
that it can improve the quality and responsiveness of RH programs. (Forthcoming: Meaningful 
Adolescent and Youth Engagement and Partnership in Sexual and Reproductive Health 
programming: A Strategic Planning Guide.) Engagement of audiences at other levels of the socio-
ecological model (i.e., families, communities, and religious and government stakeholders) should 
also be sought from the onset, to ensure buy-in for implementation and to plan proactively for 
scale-up, and institutionalization.  Approaches such as Human Centered Design, a creative, 
participatory, and iterative design process, can be used to involve key influencers in the design of 
activities for which they will be engaged, to build support. However, care should be taken to 
ensure that activities targeting adolescents and youth address the specific barriers they face, and 
that they meet standards for evidence-based programming. In some circumstances, engagement 
of community and family stakeholders may need to precede activities with adolescents and youth 
so that community-driven barriers to youth participation, and concerns about design and content 
of activities, can be addressed proactively.  

Findings from Nepal: Socio-ecological model 
Use of a socio-ecological approach in programs for young people in Nepal was strong. Every 
project in our review worked at two levels or more. Despite this, most respondents in KIIs did not 
highlight the importance of a multilevel approach. This may reflect an instinct to use the approach 
that may not connect to being evidence-based. 

Of the projects reviewed, none 
reached only one level (0%), 
26% reached two levels, 39% 
three levels, and 35% addressed 
all levels of the model in some 
way. All programs reached the 
individual level (100%) followed 
by family and community levels 
(91%), organizational (83%), 
and policy (35%).  

Importantly, as mentioned in 
limitations, because we were 

26%

39%

35%

Figure 2. Use of a socio-ecological approach: 
Number of levels reached by the project

Reaches 1 level

Reaches 2 levels

Reaches 3 levels

Reaches 4 levels
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not able to assess the intensity or dosage of interventions implemented at each level, we may be 
over- or understating the degree to which multiple levels were addressed.  

Project Spotlights | Strengthening Adolescent Sexual and Reproductive Health and Rights Services, 
Support for International Family Planning Organizations (SIFPO-2), and Healthy Transitions for 
Nepali Youth  
The Society for Local Integrated Development Nepal (SOLID Nepal) implemented a project called 
Strengthening Adolescent Sexual and Reproductive Health and Rights Services in 25 local 
governing units (24 village development committees [VDCs] and Gorkha Municipality). The project 
targeted adolescents 10–14 years and 15–19 years. In addition to engaging individual adolescents 
through small group and peer-to-peer approaches, parents were engaged via parent modules, 
oriented on parent-adolescent communication, and received follow-up. The community was 
engaged using posters that were displayed and distributed. At the facility level, an assessment 
was conducted to identify gaps, and health service providers were trained in adolescent-friendly 
health services (AFHS).  

Support for International Family Planning Organizations (SIFPO)-2, implemented by the Family 
Planning Association of Nepal (FPAN), also worked at individual, community, and health facility 
levels. Additionally, they worked with the municipality and district levels for coordination of 
services with other stakeholders.  

The Healthy Transitions for Nepali Youth Project (HTNYP) is being implemented by Save the 
Children and its partners in four districts of Karnali Province—Kalikot, Jajarkot, Dailekh, and 
Surkhet (2018–2021). The project aims to engage adolescent girls and young women (AGYW) 
aged 15–24, their husbands, when applicable, their parents or in-laws, and the community with 
the goal of improving reproductive, maternal, and newborn health (RMNH) knowledge and 
practices. HTNYP also strives to increase gender equality in household decision-making and 
support quality improvement of RMNH services to ensure they are available and responsive to the 
needs of youth. The project was designed to reach 14,400 AGYW in two cohorts between 2019 
and 2021 with an intervention informed by the socio-ecological model.  

First, AGYW met for 24 small-group discussions over 12 months to review and engage in dialogue 
and participatory activities related to RMNH. Social mobilizers facilitated the groups, chaperoned 
at least one field visit to a health facility per group to link the AGYW to corresponding health 
services, and held graduation events for group members. The social mobilizers also conducted 
home visits using a tablet-based job aid, games (including the Pragati game), and six project-
developed videos and resources (including the Community Dialogue tool, social and behavior 
change (SBC) tools, and Nepal government-approved health materials) to foster dialogue among 
AGYW, their husbands, and in-laws. Topics included early marriage, FP, violence against women, 
and engagement of male partners and influential persons in discussions on RH issues. Similar tools 
were also used for hosting community events such as quiz contests, Teej and Deuda song 
competitions, and adolescent and youth FP/RH Deusi Bhailo songs to encourage fun dialogue and 
interaction on relevant topics. To provide proper health system support for AGYW, HTNYP 



 
 

Research for Scalable Solutions  15 

conducted facility assessments and used the results to support facilities in developing 
personalized plans that included structural renovation and maintenance; purchase of equipment 
and supplies; training, coaching, and mentoring for service providers; and orientation on revised 
Health Facility Operation and Management Committee (HFOMC) guidelines. The intervention was 
implemented and monitored not only by project staff (Save the Children and four partner NGOs) 
and social mobilizers but also through partnerships with female community health volunteers 
(FCHVs) and local health and education officials and community leaders. Findings from the 
project’s evaluation may be found on the Healthy Newborn Network. 

APPROACH #2: POSITIVE YOUTH DEVELOPMENT 
Definition and rationale for the approach 
The concept of PYD evolved from the field of developmental psychology. At is core, PYD entails 
nurturing the potential of youth rather than addressing perceived deficits of youth (e.g., 
substance abuse or delinquency) or approaching youth from a risk management perspective.10 
USAID’s PYD definition11 guides its practical application in adolescent health programs:  

Positive youth development engages youth along with their families, communities, and/or 
governments so that youth are empowered to reach their full potential. PYD approaches build 
skills, assets, and competencies; foster healthy relationships; strengthen the environment; and 
transform systems. 

USAID’s YouthPower project defined four domains12 that underpin a PYD approach for healthy, 
productive, and engaged youth. PYD programs work with youth to improve their assets, so they 
have needed resources and skills; agency, so they can employ their assets and aspirations to 
make and act on their own decisions about their lives; enabling environment, so they benefit 
from supportive communities and systems; and contribution, through supporting youth 
involvement and leadership for their own and their communities’ positive development. 

Approaches that incorporate PYD principles demonstrate that building the intellectual, physical, 
social, and emotional competence of youth is a more effective development strategy than one 
that focuses solely on correcting problems, and that domains are linked with improved 
outcomes.13,14 As such, PYD efforts often involve strong multisectoral engagement (Approach #5 
below). 

Elements of the approach and specific interventions 
PYD approaches inform overall project design as well as implementation, monitoring, and 
learning. A 2019 systematic review15 identified several key components of and specific 
interventions within many PYD approaches: 

• Engage youth as key stakeholders in designing projects, including participating in 
decisions about topics and activities, and through providing peer support. 

• Implement school curricula delivered by trained school or project staff.  

• Include specific emphasis on skill building.  

https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthynewbornnetwork.org%2Fhnn-content%2Fuploads%2FHTNYP-Endline-Brief_Web.pdf&data=04%7C01%7CSPryor%40savechildren.org%7Ccdc538cf00cf4f8c23c708d92b751641%7Cd1934b2d792c47cca2f5fc634183cd2d%7C0%7C0%7C637588604166737672%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=jurHaKpDqqlBkCQcLNQO47h37cliRVubUj68UUuRIyI%3D&reserved=0
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• Develop targeted approaches for vulnerable populations, such as women and girls 
(aligned with Approach #3: Attention to equity, including marginalized and disadvantaged 
populations).  

• Combine with efforts to improve gender equality, education, or employment (aligned 
with Approach #4: Gender-transformative approaches). 

Findings from Nepal: Positive youth development 
Comprehensive interventions that apply all four PYD domains have not been implemented in 
Nepal, which may have been driven by a lack of familiarity with the full PYD concept. However, 
35% of projects reviewed applied some elements of a PYD approach including improving life and 
leadership skills, increasing meaningful youth engagement, and improving gender equality. Of 
these projects, the primary methods used included skill-building activities, improving knowledge 
through curricula, and developing confidence and leadership abilities for empowerment. 

While PYD as a full concept was not familiar to key informants, they reflected elements of a PYD 
approach in their responses, highlighting opportunities to build skills, assets, and agency, and 
emphasizing the development of leadership skills and confidence to empower adolescents to 
make healthy decisions. Key informants highlighted opportunities to collaborate with vocational 
training centers:  

“Working together with an agency like Council for Technical Education and Vocational 
Training to provide vocational skills for the adolescents can enable youth to obtain 
employment. Education and economic opportunities help in empowerment, decision-
making, and use [of] their rights.” (KII 03-A) 

Key informants also talked about approaches to strengthen capabilities, most often through life-
skills trainings as well as investing in leadership:  

“Life-skills-based education would help them in decision-making and improve their 
capability. Once they are capable, they would find out what to [do] in future [to] make 
their lives better.” (KII 05-A) 

“Empowerment of adolescents is necessary to make healthy decisions about their own ASRH 
issues. It is also necessary to develop leadership and build confidence to empower them.” 
(KII 08-A) 

Key informants highlighted a weakness in programming for strategies to use for meaningful youth 
engagement: 

“Adolescents and youth are not properly engaged during designing, planning, and 
implementation of ASRH FP programs. Majority of the programs/projects are designed by 
adults, so the needs of adolescents in such program are not properly matched. For instance, 
there was no representation of adolescents and youth in the adolescent reproductive health 
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workshop. Most of the speakers were adults and older age groups, and there was not any 
person, adolescent representative, to speak about their issues in such workshop.” (KII 12-A) 

Project Spotlights | PYD domains found in projects in Nepal 
Assets: A radio program called Saathi Sanga Manka Kura (SSMK), implemented by UNICEF and 
Equal Access from 2001 to 2020, educated young people in RH, youth development, life skills 
(self-awareness, effective communication, empathy, critical thinking, creative thinking, positive 
thinking, coping with emotions, problem solving, decision-making, and managing stress), and 
political participation. An assessment of SSMK showed high coverage of the radio program, 
though coverage decreased over the years. A 2010 survey indicated that 91.4% of Nepali youth 
(7.8 million) listened to SMMK, 6.9 million of whom listened for more than two years, and 
5.4 million reported listening at least once per week. The program had active engagement from 
listeners, with more than 1,000 radio listener clubs, and received 800–1,000 letters, 200–250 
emails, and 2,000–2,500 mobile text messages every month. The 2016 DHS showed that 22% of 
women aged 15–49 ever heard of SMMK, a decline from 34% in 2011.16 The information from 
SSMK enhanced knowledge, interpersonal skills, communication skills, cognitive skills, and self-
control and decision-making skills that helped build strong foundations for future professional 
journeys.17 

Looking beyond health-focused projects (Part 2 of landscape analysis), CARE implemented the 
Udaan Catching Missed Opportunities Project from 2013 to 2017, with the objective to encourage 
more girls of the poorest, most vulnerable, and socially excluded families in Nepal to complete 
grades 5, 6, and 7. Some of the PYD elements in the Udaan model included targeted approaches 
to reach vulnerable populations, a focus on skill building, and improving the quality of education. 

Agency: In the project Sisters for Sisters (2017–2021) implemented by Voluntary Service Overseas 
Nepal in four districts, a mentor called a “big sister” was paired with a “little sister” to serve as a 
role model and strengthen confidence and self-esteem, encouraging regular attendance in school, 
and speaking out during lessons. Big sisters also shared RH information and taught little sisters 
how to make reusable sanitary pads.18 

For example, the Nepal Fertility Care Center adopted “Rupantaran,” a social and financial package 
for adolescent girls focused on empowering them to end harmful social norms and practices. The 
package supplements girl’s literacy and numeracy skills with social and financial knowledge and 
skills so they are empowered to participate in decisions affecting their lives and become change 
agents in their communities. The Rupantaran package was also implemented in the Family 
Planning Project led by ADRA and funded by UNFPA.  

Enabling environment: To strengthen the enabling environment, SIFPO-2, implemented by FPAN 
in 11 districts and MSI in 11 districts (2015–2018), included group-based and community-level 
interventions. Some of the activities were mobilization of reproductive health female volunteers 
and FCHVs, quiz competition, pre-camp orientation, and a couple’s smart picnic. Mass media and 
communications interventions such as street dramas and a radio campaign worked to strengthen 
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the enabling environment to maximize the assets and agency through supportive communities 
and systems.19 

Contribution: Rupantaran, implemented by NFCC, sought to meaningfully engage adolescent girls 
in advocacy with government for continuity of the project. Session facilitators advocated with 
local government stakeholders. In response, local leaders provided a venue for meetings at the 
request of adolescents.20  

APPROACH #3: ATTENTION TO EQUITY, INCLUDING MARGINALIZED AND 
DISADVANTAGED POPULATIONS 
Definition and rationale for the approach 
The most marginalized adolescents often have the least access to health information and services 
and are the most vulnerable to sexual and gender-based violence, abuse and exploitation, 
neglect, and discrimination.21 Vulnerable adolescent groups may include those who are poor, 
child laborers, out of school; live in peri-urban areas; have disabilities; are members of certain 
castes or ethnic minorities; and others.22,23  

Adolescent health efforts must aim to meet the needs of the most marginalized adolescents and 
avoid designing efforts to reach the “lowest-hanging fruit,” which is often the most privileged 
boys. Yet studies have found that many adolescent health efforts are designed and implemented 
without consideration of vulnerable and marginalized groups.24,25 

Elements of the approach and specific interventions 
Global evidence shows that equity does not increase on its own and requires intentional efforts to 
reach the most vulnerable.26 Adolescent health efforts should be designed in partnership with 
vulnerable adolescent groups to ensure all interventions across each objective include these most 
marginalized adolescents and seek to address the key barriers that they face. On the demand 
generation side, project design needs to consider that marginalized groups may have less access 
to digital technology and may experience specific challenges with physical access to activities due 
to limited financial means, distance, schedules, and other factors.  

On the service delivery side, efforts are needed to ensure that health service providers offer 
welcoming, nonjudgmental care, and use vouchers or other efforts to address cost barriers that 
have been shown to increase equitable access to health services among vulnerable populations.27 
In addition, efforts are needed to address the underlying social and economic drivers of inequities 
(linked to Approaches #3 and #5). Throughout design, implementation, and monitoring and 
evaluation efforts, adolescent health programs should collect data (including sex- and age-
disaggregated data) about the most deprived and marginalized groups of adolescents in each 
context to understand who they are, where they are, and the specific barriers they face to 
participation in health interventions and use of health services.28,29 This approach aligns with the 
forthcoming Creating equitable access to family planning information and services strategic 
planning guide.  

https://www.fphighimpactpractices.org/guides/creating-equitable-access-to-high-quality-family-planning-information-and-services/
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Findings from Nepal: Attention to equity 
The Government of Nepal developed the Reaching the Unreached Strategy 2016–2030. The 
strategy highlights adolescents as a population of focus along with hard-to-reach populations, 
including ethnic and religious minorities, ultra-poor communities, geographically marginalized 
groups, slum dwellers, migrant workers, people with disabilities, people living with HIV, female 
sex workers, LGBTQI, sexual and gender minorities, and imprisoned people.30  

Seven projects reviewed had an intentional focus on equity (beyond age). Key informants highlighted 
some gaps in programming for adolescents and youth, and noted that government policy and strategy 
is strong, while implementation lags. Some gaps identified by key informants include:   

• Involvement of men and boys in adolescent and youth FP/RH programs is limited.  

• Lack of data at the local government level does not allow for review of intersectional 
composition. The education sector has developed an equity index that allows for review 
of several indicators intersectionally. Indicators include out-of-school rate, survival rate 
(measures retention of learners from one grade to the next), and learning outcomes, 
which help identify current status and need. 

• No standard indicators exist to monitor and measure equity or proper mechanisms for 
monitoring and reporting. 

“For SRH, boys are left out; in programming they are somehow ignored as there is no 
specific program for them. Programs are general.” (KII-02) 
 
“Sexual and gender minorities—some voices are coming out but not very strong. There is a 
huge problem with service delivery when they grow up. Providers are not oriented, and 
they are not aware.” (KII-05)   
 
“We need to have home-to-home or door-to-door programs, where service utilization is 
very poor. Work with municipality to map where there is less utilization and more 
marginalized adolescents and youth.” (KII 08-A) 

Some efforts have been undertaken to reach adolescents with a physical disability. A key 
informant highlighted that having accessible materials by itself is not the solution.  

“We recently developed the Braille script targeted for adolescents, however, reaching the 
target groups with these materials is another challenge.” (KII-14 O) 

Project Spotlight | Increasing access to SRH information for disabled populations  
MSI/Sunaulo Parivar Nepal implemented a project called “Increasing Access to SRH Information 
and Services for Hard-to-Reach Groups” that produced FP materials targeting differently-abled 
populations. Materials were created in Braille script, and a video was produced with sign language 
and subtitles. In partnership with a disabled people’s organization, the project provided training 
to service providers on disability, sensitized mobile clinic staff and organized mobile clinics, and 
conducted an orientation program for young people with disabilities.  
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APPROACH #4: GENDER-TRANSFORMATIVE APPROACHES 
Definition and rationale for the approach 
Gender norms entail culturally defined expectations for how individuals are expected to behave 
as a result of their gender, as well as the power relations between men and women.31,32 In most 
contexts, gender norms are framed in binary terms, with defined expectations for female and 
male children and adults.33 Gender norms often reinforce unequal power dynamics, usually to the 
greatest disadvantage of women and girls, but also disadvantage men and boys by narrowly 
defining attitudes and behaviors that are considered appropriately masculine. During 
adolescence, many gendered expectations coalesce among both boys and girls,34 and these 
gender norms have profound implications for both girls and boys. They influence health-related 
practices across the life course as diverse as early marriage and childbearing, interpersonal 
communication, intimate partner violence, health-seeking behaviors, and HIV burden.35  

Elements of the approach and specific interventions 
Because gender norms are learned through socialization, evidence shows they can also be shifted 
through effective program interventions36,37 and are recognized as a critical element of 
adolescent health interventions.38,39 Gender-transformative approaches are best situated within 
an overall socio-ecological approach (Approach #1 above). Recognizing that gendered 
expectations differ for young versus older adolescents, and for those who are married versus 
unmarried, nulliparous versus pregnant or parenting, gender-transformative efforts with 
adolescents must tailor content and approaches based on adolescents’ age and life stage. A 2020 
systematic review40 identified the following interventions among successful gender-
transformative approaches: 

• At the individual and couple level: engaging girls and boys through activities to improve 
interpersonal communication skills, shift notions of masculinity and femininity, and 
redefine roles and responsibilities within the household and community through 
mentorship and/or small group interventions. At the same time, efforts address the 
problems that women and girls often face in lacking access to and control over resources, 
such as by building their financial literacy and providing access to financial savings 
opportunities and vocational livelihood training.  

• At the community level: engaging communities and building social support systems that 
support gender-equitable norms and practices for men and boys, and increased 
empowerment among women and girls.  

• At the system level: in addition to activities designed to support gender-equitable 
attitudes and practices among men and women, efforts to address systemic factors (e.g., 
cost and access barriers that deter adolescents from seeking RH and FP services) that 
drive gender inequities are also needed. The systematic review notes that these efforts 
are often under-resourced.  
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Findings from Nepal 
Forty-four percent of the projects reviewed (10 projects) applied a gender-transformative 
approach. Of these projects, 80% (eight) also used a gender-synchronized approach. A gender-
synchronized approach is the intersection of gender-transformative efforts and reaches both men 
and women, boys and girls either simultaneously or sequentially, under the umbrella of one 
project or in coordination with other partners.41 

Interviews with key informants reflected the importance of engaging girls and being gender 
sensitive, but did not reflect a nuanced understanding of the concept of gender-transformative 
programming. Instead, they placed emphasis on projects engaging girls and being girl-friendly, 
highlighted the need to disseminate information about the concept, and noted projects that 
employed the concept well.  

“We should provide opportunity for girls to complete education. It helps a lot to prevent early 
marriage. For this, we need to improve education system to make it girl friendly.” (KII 08-A)  

“Life-skills-based education for adolescents would be best. This provides skills for critical 
thinking and decision-making. There is need to engage both girls and boys.” (KII 06-A) 

Despite the lack of familiarity with the concept among informants, some strong gender-
transformative programming has been implemented in Nepal. 

Choices, first developed in 2009, implemented by Save the Children in Nepal, is implemented with 
very young adolescents (10–14 years) with the goal to increase gender-equitable attitudes and 
behaviors among boys and girls. Through 10, hour-long participatory sessions, the Choices 
curriculum challenges girls’ and boys’ views on restrictive gender norms, promotes gender equity, 
and encourages dialogue and reflection among boys and girls about gender and power, social 
norms, and exploring hopes and dreams.  

Project Spotlight | The Tipping Point Initiative 
The Tipping Point Initiative, implemented by CARE, is focused on addressing the root causes of 
child, early, and forced marriage, promoting the rights of adolescent girls through community-
level programs and evidence generation, and conducting multilevel advocacy and cross-learning 
efforts across the globe. Tipping Point consists of three phases; Phase 2 was implemented in 
2018–2020 in 16 VDCs of Rupandehi and Kapilvastu districts. Utilizing formative research from 
Phase 1, the phase was implemented by locals focused on identifying the root causes of child 
marriage, and facilitated innovative strategies to create alternative paths for adolescent girls.  

Tipping Point used a socio-ecological approach (Approach #1), with participant groups including 
adolescent girls and boys, their parents, community leaders, religious leaders, local government, 
and school personnel. Adolescent sessions were held weekly and parent sessions once a month. 
Community-level activities included community dialogues, quizzes, and knowledge fairs, among 
others.  
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The project was designed to stimulate critical reflection on gender and power, including gender 
inequities among the different participant groups. An impact evaluation is being conducted 
through a three-arm cluster randomized control trial that is designed to contribute to the 
research base on child early and forced marriage by generating evidence about gender-
transformative programming and the potential value added by social-norms programming.42 

APPROACH #5: MULTISECTORAL EFFORTS 
Definition and rationale for the approach 
Because adolescents’ health and well-being are influenced by social, environmental, and 
economic factors, numerous experts highlight the need for programming that works across 
sectors to achieve broader adolescent health outcomes.43,44, 45,46 Specifically, adolescents’ needs 
for completing their education, identifying training and livelihood support opportunities, and 
pursuing career pathways are often cited as more urgent than their needs for health information 
and services. Yet poor health behaviors and outcomes often impede adolescents from realizing 
their education and livelihood goals; holistic efforts that address adolescents’ needs through 
coordination across diverse sectors are critically needed. Multisectoral efforts are often key to 
PYD approaches (Approach #2 above) as a critical element of strengthening youth skills and 
assets. 

Elements of the approach and specific interventions 
The 2016 Global Accelerated Action for the Health of Adolescents (AA-HA!): Guidance to Support 
Country Implementation highlights the potential for coordination between the health, education, 
livelihood, and social support sectors to increase adolescents’ positive health-seeking behaviors 
and contribute to improved maternal and child health outcomes.47 Specific efforts may include 
skills-based trainings, direct support for income-generation activities, village savings and loans 
associations, help to keep boys and girls in school, and water and sanitation education to support 
menstrual health for in-school adolescents. Multisectoral efforts must concurrently address the 
gender and social norms that drive adolescent health behaviors and outcomes (linked to 
Approach #4). 

Findings from Nepal: Platforms targeting adolescents and youth used by other sectors 

As highlighted in Nepal’s National Adolescent Health and Development Strategy (2018), 
multisectoral programs are seen as an opportunity that should not be missed. Part 2 of the desk 
review identified projects and platforms from other sectors used to target adolescents and youth 
that were recommended by ASRH subcommittee members.  

Emerging evidence from research conducted by the USAID-funded Youth Power Learning project 
suggests that PYD programs that target multiple sectors can yield positive outcomes for 
adolescents and youth. Key informants also highlighted the opportunity presented by 
multisectoral approaches that should be further explored.  

“Health sector alone cannot solve problem. Issues of adolescent health need multisectoral 
approach.” (KII 02-A) 

https://www.who.int/publications/i/item/9789241512343
https://www.who.int/publications/i/item/9789241512343
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Several of the platforms or entry points identified have also been used in the health sector, and 
opportunities for integration should be explored. Projects seeking to reach adolescents and youth 
with FP/RH services through integration and using these platforms should include strong 
monitoring, evaluation, and learning to ascertain whether desired outcomes are being reached. 
The platforms might be leveraged for use with evidence-based approaches and interventions, 
including HIPs.  

Table 3. Platforms/entry points used in Government of Nepal programsc 

Ministry Platforms/Selected entry points 

Ministry of Women, Children 
and Social Welfare 

• Pre-existing like mothers/women’s groups formed for 
economic support or to establish business 

• Male leader network 
• Child club networks and school-based child clubs 
• Watch groups for gender-based violence and child marriage 
• Adolescent girls’ awareness groups  

Ministry of Youth and Sports • Nepal Scouts 
• Youth clubs, youth volunteers 
• Youth incubation/innovation centers 
• Model youth parliament for leadership development 

Ministry of Labor, Employment 
and Social Security 

• Information, education, and communication (IEC)/behavior 
change communication (BCC) materials disseminated during 
departure as well as upon return 

• Mobile apps to provide information of destination country of 
foreign employment 

Ministry of Home Affairs • Rehabilitation centers and networks of former drug users to 
build social networks and support 

Ministry of Water Supply • In-school girls (for menstrual hygiene activities) 

Ministry of Education • Child clubs 
• Youth clubs 
• School management committee 
• Parents/teachers associations 

 

  

 
c To identify the entry points that were used in different sectors to reach adolescents and youth, information was 
collected during key informant interviews and through review of published annual reports and annual work plan 
(Ministry of Water Supply) by the line ministries. 
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Recommendations to enhance implementation of evidence-based 
adolescent family planning and reproductive health approaches in Nepal   

Recommendations are drawn from the desk review as well as from KIIs. 

Increase alignment with evidence-based approaches. Even though the landscape review showed 
certain adolescent FP/RH programs in Nepal apply some evidence-based approaches (e.g., 
programming at multiple levels of the socio-ecological model), key gaps remain. These include: 

• Increase intentional design and implementation of socio-ecological approaches. While 
the landscape review showed use of the socio-ecological model, efforts are needed to 
ensure that design, implementation, and evaluation of socio-ecological approaches are 
deliberate rather than driven by chance. Projects do not need to implement at each level, 
however. If implementing a more narrowly focused program, consciously implement 
where other projects are addressing other levels of the socio-ecological model.  

• Systematically design, implement, and evaluate adolescent health efforts using PYD 
domains. While the landscape review identified some alignment with PYD domains 
through efforts to strengthen adolescents’ skills, assets, and agency, there are missed 
opportunities to meaningfully engage adolescents and youth as partners in project 
design, implementation, and monitoring, and in multisectoral programming. Adolescent 
health efforts in Nepal should continue to invest in strengthening adolescents’ skills, 
assets, and agency, and strengthening the enabling environment so that youth have, and 
are able to deploy, the resources needed to make and act on decisions about their own 
lives. Strengthened coordination with the education system (formal and informal) and 
other sectors could advance efforts to strengthen skills. Concurrently, strengthening 
meaningful youth engagement and partnership efforts are needed to support youth to 
take a leadership role in their communities.  

• Explore outreach services, or other strategies to address equity, for geographically 
marginalized populations, with attention to early adolescents and disabled-friendly 
interventions. Explore possibilities to deepen collaboration with other sector ministries 
and within the health sector to identify opportunities for integration to reach more or 
marginalized adolescents and youth.  Explore the feasibility of disaggregating routine data 
at the local level to allow for further equity analysis. This data could then be captured in a 
database that allows for a more nuanced equity analysis and tracking progress at the local 
government level. 

• Strengthen capacity for gender-transformative programming. While several projects 
reviewed included gender-transformative approaches, many adolescent health efforts in 
Nepal may be missing critical opportunities to address some of the root causes of poor 
health outcomes by fostering gender-equitable norms and practices. We found that the 
concept of gender-transformative programming was poorly understood. With the longer-
term goal of having all adolescent health efforts aiming to be gender transformative, in 
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the shorter term, efforts are needed to deepen understanding of the concept and to 
strengthen capacity to design, implement, and monitor gender-transformative 
approaches. As noted above, limited engagement of men and boys is a critical gap, and 
increasing efforts to engage men and boys in program design, implementation, and 
monitoring is another critical area for investment and learning. 

Interventions to reach adolescents and youth 
An overall framing approach such as those described above comprises multiple interventions. We 
first present several interventions that have been shown to have little effect on adolescent health 
outcomes or have proven to be unsustainable in most settings. We then describe interventions 
that have shown significant promise to generate positive effects on adolescent health. Finally, in 
Table 4, we offer alternative promising or proven interventions that can be used in place of 
ineffective interventions.  

INEFFECTIVE INTERVENTIONS 
Over the last decades, a growing body of evidence has revealed the ineffectiveness of—or 
questioned the scalability and sustainability of—interventions that are often promoted within 
programs for adolescents and youth.48 Notably, the following interventions have been found to 
show little promise to improve adolescent FP or RH outcomes:  

• Multipurpose youth centers, usually configured as friendly spaces in which FP/RH 
information and services are provided alongside other services (i.e., recreational 
activities). However, while such centers can provide valuable social support to 
adolescents and youth, multiple studies have shown that they are not effective in 
increasing use of FP/RH services and often fail to reach the most vulnerable youth.49  

• Separate spaces for young people within health facilities, either as rooms or “youth 
corners” in which youth-friendly FP/RH information and services are available to 
adolescents and youth. These have been seen as a promising approach to create a safe 
space for adolescents within health facilities that consider older women and young 
children to be the primary users of services. However, experience in multiple settings has 
shown that separate spaces are rarely sustainable within health systems without donor-
funded resources,50,51 and should only be provided when a careful contextual analysis 
indicates there is sufficient demand, and sustainability mechanisms are in place. 

• Peer education approaches for behavior change remain commonly used as they are seen 
as a cost-effective way to leverage youths’ own social networks and influence to 
encourage behavior change among their peers. However, multiple studies have 
demonstrated that, while peer education approaches can have a positive effect for peer 
educators themselves, they are generally ineffective in improving health outcomes among 
the target adolescents.52, 53,54 Peer education can be effective for sensitization and for 
providing service referrals, but should not be relied on as a behavior change approach. 
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• High-profile public meetings or events to encourage communities to abandon a harmful 
practice (e.g., early marriage) are popular as they are relatively inexpensive, easy to 
organize, and highly visible. However, these one-time events have been shown to have 
little effect in changing practices.55,56,57  

Despite the strength of the evidence, many donors, governments, and practitioners have been 
slow to turn away from these interventions, which remain commonly used in many settings. In 
addition to continued implementation of interventions that have been shown to be ineffective, 
intervention design and implementation lead to reduced effectiveness. In many settings, young 
people are not adequately reached by the interventions intended for them, and interventions that 
have been shown to be effective are delivered ineffectively. As a result, interventions have limited 
effects because they are delivered piecemeal or with inadequate dosage (i.e., they are of low 
intensity or for a short duration), resulting in limited or transient effects.58 Table 4 on page 29 
outlines the adolescent health interventions and suggested evidence-based alternatives. 

EFFECTIVE INTERVENTIONS 
While the above interventions have been shown to be ineffective and/or unsustainable, global 
evidence identifies several interventions that have shown promise or have been proven effective 
in adolescent FP and RH programs.  

This section describes interventions that are supported by evidence and is structured along a 
socio-ecological model. Some of these evidence-based interventions include FP high impact 
practices (HIPs), which are evidence-based FP practices developed by technical experts, drawing 
from high-quality evidence from diverse settings. While most HIPs are not specifically intended for 
adolescents, they do provide insights into overall effective programming practices. The 
“Adolescent Responsive Contraceptive Services” HIP enhancement describes key elements of an 
adolescent-responsive approach that can be applied when implementing the other HIPs. Where 
applicable, we have identified alignment of interventions with specific HIPs. HIPs are updated 
based on emergent evidence on a regular basis; at the time of writing this report, several HIPs 
were under revision. The new briefs are listed with “forthcoming,” however, are not yet publicly 
available.   

• At the level of adolescents (forthcoming Family Planning Knowledge Attitudes and 
Beliefs HIP) 

- Comprehensive sexuality education (CSE) is a curriculum-based process of 
teaching and learning about the cognitive, emotional, physical, social, and 
gendered aspects of sexuality.59 CSE aims to equip adolescents with age-
appropriate and culturally relevant knowledge, skills, attitudes, and values that 
will empower them to: realize their health, well-being, and dignity; develop 
respectful social and sexual relationships; consider how their choices affect their 
own well-being and that of others; and understand and ensure the protection of 
their rights throughout their lives.60 As the quality of instruction is key, CSE must 
include efforts to ensure that teachers are comfortable and able to give 
instruction on potentially sensitive topics.61,62 

https://www.fphighimpactpractices.org/high-impact-practices-in-family-planning-list/
https://www.fphighimpactpractices.org/high-impact-practices-in-family-planning-list/
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- Small group interventions led by a trained group leader or older mentor guide 
groups through a curriculum-based participatory methodology, with a focus on 
age-appropriate games and other interactive and fun activities to foster change in 
behavior and attitudes. Interventions may entail forming or working through 
existing groups, which are almost always organized by age (for example, 10- to 
14-year-olds, 15- to 19-year-olds) and/or by life stage or experience (e.g., a group 
of young mothers). Some evidence indicates that gender-transformative 
approaches are best when both adolescent boys and girls are involved in the 
program and brought together at critical junctures for collective reflection and 
dialogue. Small groups can engage in- or out-of-school adolescents and can be 
held at schools or in communities 

- Interpersonal communication (IPC) interventions reach adolescents directly with 
FP/RH information, and motivation and skills building, and have mixed evidence 
of effectiveness. Home visits have been shown to be particularly effective in 
increasing use of FP and other RH services among married adolescent girls or 
other adolescents with limited mobility.63  

- Mass media can be used to provide information to adolescents and youth. Media 
is most effective for behavior change when using story- or narrative-based 
approaches and when linked with other proven interventions (such as mHealth, 
social media, IPC, CSE, and small group-based interventions).64  

• Family and couple (forthcoming Promoting Healthy Couples Communication to Improve 
RH Outcomes HIP) 

- Parent/caregiver interventions are key to helping parents build skills in parent-
child communication and positive discipline to support adolescents as they 
transition to adulthood. Effective interventions should include components that 
promote connectedness between parents and adolescents and build parents’ 
ability to set behavioral limits, to respect the individuality of adolescents, to 
provide and protect (including preventing harm and abuse), and to be role 
models.65 Interventions may entail curriculum-based training for parents to 
cultivate parenting skills, participatory small group reflection and dialogue with 
parents to promote more positive attitudes, behaviors, and norms related to 
FP/RH and gender equality, and mentorship-based activities.66, 67,68,69 

• Community (forthcoming Social Norms: Promoting Collective Support for Family 
Planning HIP) 

- Community small groups, dialogues, champions, or media can promote 
supportive attitudes, behaviors, and social and gender norms among community 
members. 70,71,72 It is critical to ensure the engagement of community members 
and leaders, including traditional and religious leaders and other gatekeepers. 
While providing accurate information is important, community-level engagement 
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should focus on encouraging dialogue and addressing harmful gender norms and 
practices. Activities may include: small-group based participatory reflection and 
dialogue processes, community dialogues and debate led by trained facilitators, 
and role models/champions that promote support for adolescent FP and RH and 
gender equality through one-on-one and group sessions and mass media 
including story-based approaches such as radio serial drama, or digital media 
designed to stimulate critical reflection and interaction.  

• Health system (Adolescent Responsive Contraceptive Services (ARCS) HIP enhancement) 

- Efforts to support facility and community-based health providers to provide 
adolescent-responsive services can address a key barrier to adolescents’ use of 
health services—the quality of their interaction with a health care provider. In 
particular, adolescents are more likely to access care—and to continue to do so—
when they are treated with respect, confidentiality is protected, and quality 
services are offered.73,74,75 A provider’s communication skills and involvement of 
clients in their own care are as critical as their clinical skills. To create a welcoming 
environment for adolescents, programs should: incorporate ASRH and gender 
equality training into pre-service and in-service education, create ongoing 
opportunities for values clarification and behavior change to address inequitable 
gender norms and biases regarding serving adolescents and youth, and build 
respectful care into routine quality improvement, supervision, and mentorship 
systems.  

- Expand the range of service delivery points (SDPs) available to adolescents. 
Facility-based services should be available and responsive to the needs of 
adolescents in both the public and private sector. In addition, when adolescents 
and youth have access to a wide range of SDPs, they are more likely to identify an 
option that meets their needs. In addition to facility SDPs, programs should 
explore the feasibility and scalability of alternative SDPs. For example, community 
health workers (CHWs) have the potential to overcome barriers to adolescents’ 
ability to make independent decisions by bringing services to them and their 

families, and by engaging the family in discussion and decision-making.76,77 
Mobile outreach services have the potential to increase the range of methods 
available to hard-to-reach populations.78 Efforts to expand the range of SDPs 
offering services that respond to adolescents’ needs must be coupled with 
strengthening referrals between SDPs. Activities to expand access to 
contraceptive methods align with the Community Health Workers HIP, the Mobile 
Outreach Services HIP, and the Drug Shop and Pharmacy HIP. 

- Self-care efforts for adolescents. Self-care is defined by the WHO as the “ability 
of individuals, families, and communities to promote health, prevent disease, 
maintain health, and to cope with illness and disability with or without the 
support of a health provider. Self-care activities include a range of activities 

https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/
https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/
https://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies/
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spanning self-awareness, self-testing, and self-management.”79 Self-care has the 
potential to both empower women and girls, including vulnerable and 
marginalized populations, as agents of their own health, and facilitate private, 
confidential reproductive health care.80 For adolescents, key self-care approaches 
may include pregnancy self-testing, over-the-counter oral contraceptive pills and 
condoms, and self-injection of hormonal contraception. 

Table 4. Effective and ineffective adolescent health interventions 

Instead of… Invest in… Rationale Resources 

Youth corners in 
which FP/RH 
information or 
services are 
provided to 
adolescents 
 
or 
 
Multipurpose youth 
centers aiming to 
increase 
adolescents’ use of 
health services 

Adolescent-responsive 
health systems to make 
existing health services 
responsive to the needs 
and preferences of 
adolescents 
 
Consider mobile 
outreach services and/or 
outreach through 
community health 
workers 

Youth corners are 
unsustainable without project 
resources, and  
multipurpose youth centers 
are not associated with 
increased service use. 
Strengthening health systems 
to be responsive to 
adolescents’ needs is needed. 

Adolescent 
Responsive 
Contraceptive 
Services (ARCS) 
High Impact 
Practice (HIP) 
enhancement 
 
Community 
Health Workers 
HIP  
 
Mobile Outreach 
Services HIP 

One-time meetings 
or events that aim 
to produce social 
change on a key 
issue 

Longer-term efforts to 
engage community 
leaders and community 
members in ongoing 
dialogue that 
encourages discussion 
and reflection over time 

One-time meetings are shown 
to have limited and short-
term outcomes. Longer-term 
efforts are needed to 
encourage meaningful 
dialogue and reflection over 
time. 

Community 
Group 
Engagement High 
Impact Practice 
(HIP) 
 

Peer education  Use peer education only 
as part of holistic 
interventions, and limit 
the role of peer 
educators to 
sensitization and referral 
to experts and service. 
Instead, use small group 
intervention and 
consider mass media 
and/or digital 
technologies. 

Peer education is shown to 
have little effect on FP/RH 
outcomes among the target 
adolescents. Small group 
intervention allows 
meaningful discussion and 
reflection over time.   

Community 
Group 
Engagement High 
Impact Practice 
(HIP) 
 
Mass Media HIP 
 
Digital 
Technologies HIP 
 

 

  

https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/
https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/mass-media/
https://www.fphighimpactpractices.org/briefs/digital-health-sbc/
https://www.fphighimpactpractices.org/briefs/digital-health-sbc/
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FINDINGS FROM NEPAL 
In Figure 3 you can see how these interventions have been used by projects in Nepal. Small group-
based methodologies are frequently used to reach individual and family levels of the socio-
ecological model. Peer education approaches were used by 52% of projects reviewed. We were 
not able to assess whether peer education was being used for behavior change, which has been 
identified as an ineffective intervention, highlighting the need to ensure evidence of effective and 
ineffective interventions has been shared with donors, government, and implementing partners. 
Thirty percent of projects reviewed implemented youth-friendly services, in line with the 
government strategy. The presentation by FWD of the adolescent-responsive services 
functionality assessment, by highlighting the dependency on project funding, creates an 
opportunity to shift to an adolescent-responsive services approach, which may be more 
sustainable and scalable.  

Figure 3. Interventions used by projects included in the desk review (N=23) 

Small group interventions 
Seventy-eight percent of projects reviewed incorporated small group interventions and utilized 
the intervention spanning health and education projects. The focus of the groups was on 
individual adolescents. Small groups were also used with teachers teaching CSE by the Beyond 
Beijing Committee. Often, projects leveraged existing groups (e.g., health mothers’ groups, Ward 
Citizen Forums, Citizens’ Awareness Centers, girls’ circles, etc.) though in some cases new groups 
were formed (e.g., married adolescent groups). The Adolescent Youth Project, implemented by 
PSI, formed groups based on the life stage of intended beneficiaries (married target groups or 
unmarried target groups). Several projects formed girls’ groups including in the menstural hygiene 
projects implemenetd by Swiss Water and Sanitation Consortium, Integrating Menstrual Hygiene 
Management into School Health Program implemented by NFCC funded by GIZ, and the gender 
equality project implemenetd by PLAN Nepal. 

Parent/caregiver interventions 
The HC3 project, led by JHU-CCP, deployed mass media at different levels of the socio-ecological 
model. The “Smart Couple” campaign focused on young couples with one or two children with the 
aim to increase use of modern contraception, using multiple channels including television and 
radio spots. Voices, implemented by Save the Children, targeted the parents of very young 
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adolescents to challenge gendered expectations placed on their children, using six short 
testimonial videos featuring community members who adapted the targeted discussions. 
Following each video, parents participated in facilitated discussions about actions they could take 
in their household to improve gender equity. Parents attending Rupantaran, led by NFCC, were 
trained in a parent’s package, a social and financial skills package for adults. The curriculum topics 
included self-awareness, rights and responsibilities, gender and social inclusion, good habits, 
adolescence, civic engagement, disaster risk management, saving and spending, livelihood 
options, RH, gender-based violence, and micro-enterprise development.  

Youth-friendly health services and adolescent-responsive contraceptive services 
Thirty-four percent (eight) of projects reviewed were supporting youth-friendly health services 
(YFHS), which is promoted in the national strategy. As noted in ineffective interventions (Table 4), 
while YFHS can be effective when implemented with certain quality markers, it can be difficult to 
sustain and scale. This was highlighted by a conclusion in the FWD presentation on the 
Adolescent-Friendly Services Functionality Assessment to integrate YFHS in other health services 
(Box 1). The ARCS HIP enhancement presents adolescent-responsive services as a potentially 
more sustainable and scalable approach: thus, an opportunity for Nepal.  

Expanded range of service delivery points (SDPs) available to adolescents 
Thirty percent (seven) of projects reviewed used FCHVs or auxiliary nurse midwives (ANMs) in 
their outreach and 17% (four) used mobile outreach services. The Saath Saath project, led by 
FHI 360, utilized community outreach workers to provide information on FP and offer referral for 
FP services to government and NGO service sites. Reproductive health female volunteers (RHFVs) 
and mobile medical teams were used by SIFPO 2, led by MSI and FPAN. RHFVs conducted 
demand-generation activities in the community, and mobile medical teams conducted FP 
(including long-acting reversible contraception) camps in hard-to-reach areas to reach 
underserved and disadvantaged populations. The Family Planning project, led by ADRA, 
encouraged health workers to visit schools to strengthen access to FP/RH information in school 
settings, and the Access to SRH Information and Services, led by MSI, used ANMs to reach youth 
through mobile outreach services.  

EMERGING OPPORTUNITIES FOR REACHING ADOLESCENTS AND YOUTH: 
SELF-CARE AND THE PRIVATE SECTOR 
While projects or activities focused on self-care for adolescents and youth have not been 
implemented in Nepal, our KII guide included questions to ascertain stakeholders’ understanding 
of self-care and perceptions about opportunities and challenges for adolescents and youth. 
Questions also explored opportunities and challenges presented through private sector programs 
targeting adolescents and youth.  

Family planning self-care of adolescents and youth in Nepal 
Self-care is not defined by the MOHP in any policy documents and was met with mixed familiarity 
among stakeholders interviewed. Self-care interventions that have been tested or are available in 
Nepal have not been specifically targeted to adolescents and youth; they include pregnancy self-
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testing, over-the-counter oral contraceptive pills, emergency contraception, and condoms. 
Recently depot-medroxyprogesterone acetate (DMPA-SC) was piloted by the Family Welfare 
Division, Ipas, and Marie Stopes International, however in the pilot DMPA-SC was delivered by 
health workers in health facilities. During the final dissemination, stakeholders recommended that 
self-administration of DMPA-SC be piloted.  

Interested to understand the self-awareness domain of self-care in Nepal, we explored barriers to 
accessing fertility awareness information. Some of the challenges identified by stakeholders 
included providers not having the skills to manage young people, challenges with confidentiality, 
discomfort felt by young people talking to adults about fertility awareness, and discomfort felt by 
adults talking to young people. Also connected is the discomfort teachers have reported teaching 
sexuality education content. Respondents also cited the social norms and stigma against 
adolescents seeking such information, particularly unmarried adolescents, and a lack of 
trustworthy and complete sources of information on fertility awareness, including FP/RH.  

R4S incorporated questions to understand the interest of youth to access information about 
contraceptive methods, method side effects, and bleeding changes on their own in addition to 
comfort with different sources of information into an endline survey of the Healthy Transitions for 
Nepali Youth Project implemented in Karnali Province. The survey found 60% of youth were very 
or fairly interested to access information about pills on their own, and 69% were very or fairly 
interested to receive information about condoms. Never-married youth were more interested in 
accessing information about injectables or condoms on their own than married youth. Eighty-five 
percent of youth reported they were comfortable receiving information about FP from phones or 
digital platforms.81 

The MOHP has created an application for use on mobile phones, called Khulduli, that provides 
FP/RH information for adolescents and youth with support from UNFPA, GIZ, and USAID, but 
limited downloads (Google Play app store statistics show only 1,000+ downloads) indicate 
problems that may include access to mobile technology and awareness of the app, among other 
reasons.  

Some key respondents highlighted the importance of self-care approaches:  

“There should be special interventions of self-care to reach the hard-to-reach populations 
in the context of Nepal. The marginalized populations in the remote areas might not be 
reached with the blanket approach of self-care.” (KII-016) 

“Discourse on sexual and reproductive rights requires openness and ability to talk about 
sexual and reproductive health openly. Self-care may shift this but would be useful for 
those who cannot talk about sex/sexuality openly.” (KII-05) 
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Use of private sector to reach adolescents and youth 
During KIIs, the private sector was seen as a possible channel to reach young people, with many 
noting they were more likely to seek services from the private sector due to perceived 
improvements to privacy and confidentiality in addition to more favorable hours.  

Concerns that emerged about the private sector included equity and reach of services, 
recognizing that urban areas have a greater concentration of these services. Connected to equity, 
concerns were also expressed about affordability and whether marginalized or poor adolescents 
and youth would be able to access them. Key informants also highlighted that there is not a 
strong policy to support the private sector. A big gap exists in understanding functionality of the 
private sector including who uses it and for what services.   

“We need more information how they [private facilities] work, what are their successes, 
and how good are the outcomes in service of youth.” (KII-05) 

Recommendations to increase use of evidence-based interventions in 
adolescent FP/RH programming in Nepal  

• Avoid investments in interventions not aligned with global evidence. The global 
evidence shows that certain commonly used adolescent health interventions—multi-
purpose youth centers, adolescent “corners,” peer education, and one-time public 
meetings—are not sufficient to improve FP/RH service uptake. Table 4 outlines these 
interventions and proposes alternatives that have shown promise of effectiveness in 
diverse settings.  

• Recognize the limitations of peer education for behavior change and promote evidence-
informed approaches to increase knowledge and foster supportive gender and social 
norms among adolescents. Global evidence shows that adolescent health efforts should 
limit the role of peer educators to sensitization and referrals. While more than half (52%) 
of the projects reviewed used peer education, we were not able to assess the extent to 
which these efforts align with global evidence. Ensure peer education is implemented 
with other interventions and implemented with high quality. Where behavior change is 
the primary objective, complement peer education with other evidence-based 
interventions such as small groups, mass media, and digital technology for behavior 
change, among others.  

• Advocate for the inclusion of CSE, as a compulsory, not optional, subject at the provincial 
level. This can be integrated with the health subject or as a stand-alone subject. The 
National Curriculum Framework, recently reviewed, includes CSE, and the ASRH TWG is 
currently reviewing and advocating for the inclusion in the Education Sector Plan.    

• Shift to an adolescent-responsive systems approach to strengthen sustainability and 
scalability and away from a separate space model. Thirty percent of projects reviewed 
included adolescent-friendly health services. While an important intervention, as 
highlighted by global evidence and through the recommendations of the Adolescent-
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Friendly Services Functionality Assessment by FWD, adolescent-friendly services that 
encourage a separate space are difficult to sustain and often require outside project 
funding to remain functional. Shifting to an adolescent-responsive systems approach will 
allow for the mainstreaming of these services system-wide, beyond ARH/FP.  

Areas for further learning 
• Conduct formative research to explore adolescents’ interest in and feasibility of using 

FP/RH self-care approaches for adolescents and youth, including those marginalized and 
disadvantaged. Little has been explored in Nepal in self-care for adolescents and youth 
and important questions remain about how self-care approaches can be used to 
strengthen access to adolescent FP/RH information and services in an equitable way. 
Concerns expressed regarding access to digital technology and mobile phone penetration 
should be observed along with concern about access to these approaches outside of 
urban areas.  

• Assess the role of the private sector in reaching adolescents including equity and reach 
of services. While KIIs suggested that the private sector has potential to reach 
adolescents, further efforts are needed to better understand diverse adolescents’ 
preferred SDPs, current practices, and barriers to accessing public and private services, 
particularly for vulnerable groups. 
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Recommendations 
In addition to specific recommendations connected to approaches and interventions to improve 
FP/RH outcomes, these broader recommendations are for strengthening the environment to 
support the systematic identification and use of evidence in FP/RH programs for adolescents 
and youth.  

• Disseminate the evidence base to improve alignment with global best practices. 
Dissemination of the evidence base, including the HIPs, is needed to ensure that 
adolescent health efforts in Nepal align with proven practices. Improve familiarity with 
concepts such as gender-transformative programming, positive youth development, and 
use of the socio-ecological approach. Utilize ASRH and FP subcommittee meetings to 
regularly disseminate evidence and reflect on progress. Foster regular dialogue within the 
adolescent health community on emerging evidence, how to apply the evidence, and the 
theory and concepts behind some of the key adolescent health approaches so they are 
used more effectively.  

• Build a research and learning agenda to contribute to filling evidence gaps. The 
inconsistent investment in rigorous evaluations of adolescent FP/RH efforts in Nepal 
underscores the need for more systematic prioritization of learning, research, and 
evaluation in donor-funded projects. A national research and learning agenda (RLA) is 
needed to contribute to achieving the objectives of the National Adolescent Health and 
Development strategy. This agenda would entail high-level questions that would 
subsequently frame award-specific learning questions to be driven by individual project 
learning agendas, which then would inform project PMPs.  

• Oversee and guide knowledge sharing. Develop a reporting system for implementing 
partners to report their activities, which would be publicly available, and support creation 
of a database to allow for assess equity of adolescent FP/RH and other health indicators. 
This could be done through the establishment of a document bank or resource center 
where concerned stakeholders would have access to the project documents.   

  

https://usaidlearninglab.org/qrg/learning-agenda
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Conclusion 
This landscape analysis sought to review how the global evidence base about proven and 
promising approaches and interventions had been applied in Nepal. In many municipalities, 
indicators such as the adolescent fertility rate have stalled at high rates or are increasing.82 As a 
result, the importance of using proven approaches and interventions is increasingly important.  

This analysis reveals high use of some approaches, including the socio-ecological model and 
attention to equity. While a complete use of PYD has not been implemented in Nepal, elements of 
the approach were commonly utilized. In many cases, KIIs revealed a lack of familiarity with the 
global evidence base, highlighting the importance of disseminating evidence to improve 
alignment with global best practices, as noted in the recommendations. Capacity strengthening to 
improve understanding of some concepts, such as PYD or gender-transformative programming, 
should complement these efforts.  

In Nepal, national policies and strategies call for the implementation of adolescent-friendly health 
services and youth-friendly information corners and many programs align with this approach. As 
evidence emerges reinforcing challenges with scalability and sustainability, Nepal has an 
opportunity to be an early adopter of an adolescent-responsive systems approach.  

As strong evaluations of FP/RH programs for adolescents and youth were not available at the time 
the desk review was conducted, this analysis could not individually assess effectiveness of 
programs reviewed, reinforcing the importance of evaluation in addition to dissemination and 
discussion of what a project or organization is learning. Building a robust culture of evidence and 
learning, supported by a national research and learning agenda, will strengthen application of 
evidence-based practices.  
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Annex I: High Impact Practices in Family Planning 
Areas  HIPs  References/Links 

 Family planning high impact practice list https://www.fphighimpactpractices.org/briefs/family-planning-high-impact-practices-list/ 

Service 
delivery 

Community health workers https://www.fphighimpactpractices.org/briefs/community-health-workers/  

Immediate postpartum family planning https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/  

Mobile outreach services  https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/  

Postabortion family planning https://www.fphighimpactpractices.org/briefs/postabortion-family-planning/  

Social marketing  https://www.fphighimpactpractices.org/briefs/social-marketing/  

Drug shop and pharmacies  https://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies/  

Family planning and immunization 
integration 

https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-
integration/  

Social franchising  https://www.fphighimpactpractices.org/briefs/social-franchising/  

Enabling 
environment  

Domestic public financing https://www.fphighimpactpractices.org/briefs/domestic-public-financing/  

Educating girls  https://www.fphighimpactpractices.org/briefs/educating-girls/  

Galvanizing commitment https://www.fphighimpactpractices.org/briefs/galvanizing-commitment/  

Leaders and managers https://www.fphighimpactpractices.org/briefs/leaders-and-managers/  

Policy https://www.fphighimpactpractices.org/briefs/policy/  

Supply chain management https://www.fphighimpactpractices.org/briefs/supply-chain-management/  

Social and 
behavior 
change  

Community group engagement https://www.fphighimpactpractices.org/briefs/community-group-engagement/  

Digital health for social and behavior change https://www.fphighimpactpractices.org/briefs/digital-health-sbc/  

Mass media https://www.fphighimpactpractices.org/briefs/mass-media/  

HIP 
enhancement  

Adolescent-responsive contraceptive 
services 

https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-
services/  

Digital health to support service providers  https://www.fphighimpactpractices.org/briefs/digital-health-to-support-family-planning-
providers/  

Digital health for systems  https://www.fphighimpactpractices.org/briefs/digital-health-systems/  

Family planning vouchers  https://www.fphighimpactpractices.org/briefs/family-planning-vouchers/  

https://www.fphighimpactpractices.org/briefs/family-planning-high-impact-practices-list/
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/
https://www.fphighimpactpractices.org/briefs/mobile-outreach-services/
https://www.fphighimpactpractices.org/briefs/postabortion-family-planning/
https://www.fphighimpactpractices.org/briefs/social-marketing/
https://www.fphighimpactpractices.org/briefs/drug-shops-and-pharmacies/
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://www.fphighimpactpractices.org/briefs/social-franchising/
https://www.fphighimpactpractices.org/briefs/domestic-public-financing/
https://www.fphighimpactpractices.org/briefs/educating-girls/
https://www.fphighimpactpractices.org/briefs/galvanizing-commitment/
https://www.fphighimpactpractices.org/briefs/leaders-and-managers/
https://www.fphighimpactpractices.org/briefs/policy/
https://www.fphighimpactpractices.org/briefs/supply-chain-management/
https://www.fphighimpactpractices.org/briefs/community-group-engagement/
https://www.fphighimpactpractices.org/briefs/digital-health-sbc/
https://www.fphighimpactpractices.org/briefs/mass-media/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/adolescent-responsive-contraceptive-services/
https://www.fphighimpactpractices.org/briefs/digital-health-to-support-family-planning-providers/
https://www.fphighimpactpractices.org/briefs/digital-health-to-support-family-planning-providers/
https://www.fphighimpactpractices.org/briefs/digital-health-systems/
https://www.fphighimpactpractices.org/briefs/family-planning-vouchers/
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Areas  HIPs  References/Links 

Forthcoming 
HIPs 
 
 
 

Strategic planning guide: Creating equitable 
access to family planning information and 
services 

https://www.fphighimpactpractices.org/guides/creating-equitable-access-to-high-quality-
family-planning-information-and-services/  

Family planning knowledge attitudes and 
beliefs 

Not yet available 
 

Promoting healthy couple communication 
to improve RH outcomes 

Not yet available 
 

Social norms: Promoting collective support 
for family planning 

Not yet available 
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Annex 2: List of Stakeholders Interviewed, by Affiliation 

Name Position and affiliation Key area of work 

Ms. Kabita Aryal Chief, FP and ASRH 
Section, FWD 

National ASRH program lead 

Dr. Ishwor Upadhya Chief, Curriculum 
Development Section 

Engaged in ASRH training, package 
development, and ARH program 

Mr. Kunj P. Joshi National Health IEC 
Centre 

Engaged in IEC and BCC activities including 
digital approaches 

Ms. Manju 
Karmacharya 

Freelance Worked on adolescent-friendly services 
(AFS)-ASRH program, AFS site certification, 
and ASRH training while at UNFPA 

Mr. Khem Raj Shrestha Director of Program 
(Women’s Health, 
Adolescent Health and 
WASH) 

Engaged in sexual and reproductive health 
and rights (SRHR), menstrual health and 
hygiene and adolescent FP in the private 
sector, and IEC/BCC activities including 
digital technology 

Mr. Satyanjit Pradhan Director of Evidence to 
Action (E2A), MSI 

Engaged in design and implementation of 
SRHR programs 

Mr. Abhiram Roy SRHR/CSE Expert Engaged in CSE and adolescent-friendly 
information center and youth programs 

Mr. Khumanda Subedi SRHR/CSE expert, 
Executive Director, SiSo 
Nepal 

Has worked in ASRH/HIV programs, AFS 
guidelines, training including package 
development and IEC materials,  
institutionalization of CSE in schools, 
development of teacher training materials, 
and training and mentoring of teachers 

Mr. Punya Bhandari Youth activist Working on youth SRHR with focus on 
disability 

Mr. Santa Dangol Program Manager, 
CARE Nepal 

Engaged youth program particularly 
focused on marginalized populations 

Ms. Sajja Sigh 
 
 

Vice President, Yuwa 
Yuwa  

Active citizenship, SRHR, young people 
advocates for CSE 2020: CSE curriculum for 
both in- and out-of-school young people 

Dr. Divya Dawadi Education sector Vice-spokesperson and information officer, 
Ministry of Education, Science and 
Technology 
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Name Position and affiliation Key area of work 

Mr. Suman Adhikari 
Silwal 

Education sector Curriculum specialist 

Ms. Anu Bista FPAN Focal person for comprehensive sexual 
education 

Ms. Sami Pande GIZ Specialist for ASRH in GIZ 

Mr. Netra Prasad 
Bhatta 

USAID Specialist in reproductive health and family 
planning at USAID 



 
 

Research for Scalable Solutions  41 

Annex 3: Key Informant Interview Guide 

R4S-Country Consultations for Developing Research Agendas 

Nepal 

Interview Guide for Stakeholders for 

Reproductive Health/Family Planning Programs (RH/FP) for Young People 

The Research for Scalable Solutions (R4S) is USAID funded 5-year (2019-24) family planning 
implementation science project led by FHI 360 with partner Save the Children and other agencies. 
This project conducts implementation science research to improve the efficiency, cost-
effectiveness, and equity of family planning programs in Africa and Asia. 

R4S (Save the Children) conducting a desk review of programs for young people with a 
reproductive health/ family planning outcome (including multisectoral programs) in Nepal to 
inform areas for future investment in research and programming to improve access to and use 
of voluntary FP, reduce early and unintended pregnancy, and reduce rapid repeat pregnancies 
among young people. This desk review will map recent RH/ FP programs for young people in 
Nepal with attention to effectiveness, defined as alignment of the programs with global best 
practices. Additionally, we will incorporate into the review, programs that reach young people in 
other sectors, identified by stakeholders, which may offer lessons about platforms that can be 
utilized to reach young people and/ or opportunities for integration. The findings, opportunities 
and gaps identified through the program mapping will inform a consultative process facilitated by 
R4S with key stakeholders to develop a country-specific FP learning agenda for young people. 

BACKGROUND 

Interviewee’s name/Code  

Interview date  

Duration of Interview (in min)  

Interview taken by  

Setting of the interview 

Used medium of communication: 
• In person  
• Phone or ICT  

Location 
• Office  
• Home 
• Other (specify) 

Consent taken (verbal) Yes 
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A. REPRODUCTIVE HEALTH AND FAMILY PLANNING FOR YOUNG PEOPLE 

Priorities, Challenges, Gaps and Opportunities 

1. What are the major issues/gaps in reproductive health/ family planning program/ interventions for 
young people in Nepal? 

2. What are the Government’s priority areas of focus for FP programs for young people in Nepal? 
(Explore about policies/strategies, implementation, and results) 

3. What are the biggest challenges in addressing these priorities?  

4. Are there evidence gaps that would help address these challenges?  

B. USE OF DATA  

5. How much of a focus is there on particular sub-populations with programming with young people?  
Probe for focus on groups (e.g., married/unmarried, age subgroups, in/out of school) and specific 
geographies 

6. What are some of the challenges associated with utilization of data for young people programmatic 
decision making? 

7. What types of additional data or information system will be useful for the country? 

C. HIGH IMPACT PRACTICES 

8. Are you familiar with the High Impact Practices? (Explain that High Impact Practices [HIPs] are a set 
of evidence-based family planning practices vetted by experts against specific criteria and 
documented in an easy-to-use format. HIPs help programs focus resources for greatest impact and 
are endorsed by USAID, UNFPA, IPPF and WHO). 

8.1. What are some of the HIP being implemented in Nepal that can help reach young people with 
information and services? List the response. 

9. What do you see as the challenges in reaching young people with these HIPs in Nepal? What are the 
knowledge gaps related to the implementation of these HIPs that could help implement them more 
effectively with young people?  

10. What opportunities or challenges do you see to utilize the private sector to reach young people? 
What would be the best private sector channels to reach young people? What additional evidence 
would be needed to reach young people through the private sector? 

11. In your opinion, how can digital approaches (e.g., mobile app, social media) be utilized to reach 
young people in Nepal with information and services? (Probe for information about fertility 
awareness, pregnancy risk, body literacy, services including RH/ FP products and services). What type 
of information or services for young people would it be relevant to offer through digital platforms? 
What would be the best digital platforms to reach young people? What additional evidence would 
be needed to reach young people through digital platforms? 

12. What do you see as platforms outside of the health sector that are successful at reaching young 
people?  
• Education sector 
• Social sector (like formation of adolescent/youth clubs, engaging young people in community 

development activities, sports, etc. ) 
• Livelihood 
• Other (specify) 
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13. What opportunities do you see to reach young people with information and/or services on family 
planning through integration with these other services? (Probe for channels.) Which platforms do 
you think are most relevant for integration in the context of young people? What additional 
evidence would be needed make integration possible? 
Explore platforms for integration of content such as fertility awareness, pregnancy risk, body literacy, family 
planning methods, and linkages to service delivery (e.g., FP/MHN, STIs/HIV, youth livelihood, sport, etc.) 

D. EQUITY – NATIONAL ADOLESCENT AND YOUTH RH/FP PROGRAM 

14. In your opinion, what issues around equity exist in RH/FP program/Interventions for young people in 
Nepal? Explore married/unmarried, parity, caste and ethnicity, wealth, education. What are the 
issues around equity? 
14.1. How can we address these issues of inequities specific to young people’s RH/FP? 
14.2. What are some of the mechanisms or systems in the country to measure the equity issues, e.g., 

disaggregated data? What suggestions do you have to measure equity through a systematic 
approach in our country? 

14.3. What challenges do you see to measuring equity? And how can we overcome them? 

15. What types of data do you use to inform programming with these different sub-populations? How 
are you using this data? (Explore key sources of data, e.g., NDHS, HMIS Annual Report, …) 

E. SELF-CARE AND POSITIVE YOUTH DEVELOPMENT 

16. I would like to get your opinion about the concept of self-care. What do you see as areas for self-
care in the context of programming with young people? 

17. The WHO defines self-care as the ability of individuals, families, and communities to promote health, 
prevent disease, maintain health, and cope with illness and disability with or without the support of 
a healthcare provider. Self-care in family planning can cover cycle and fertility awareness and 
knowledge of pregnancy risk and contraceptive options. It can also include self-administration of 
DMPA-SC (Sayana Press), and other methods like OCP, emergency contraception, and Standard Days 
Method. Please describe. 
17.1. What opportunities and challenges do you see with self-care approaches for young people? 

What are some approaches that you think have more promise for young people in Nepal? Why 
do you/ do you not think it will be effective in Nepal? What do you see as the evidence gaps? 

17.2. What are some of the barriers you see for young people to accessing fertility awareness 
information?  Barriers to managing their menstrual cycle? Barriers to access and use products 
on their own (like EC, OCP, DMPA-SC and SDM)?  

F. CHILD MARRIAGE  

18.  Early Child Marriage (including marriage by self-decision) leading to early childbearing is one of the 
major RH problems among young people in Nepal despite legal restriction. What interventions 
would be effective to reduce/stop child marriage/ early pregnancy in Nepal? (Probe for “through 
what channels?”) 

G. WRAP UP 

19.  Before we end our Interview, do you want to say your final thoughts or suggestions? 

OTHER CONTENT OUTSIDE OF INTERVIEW QUESTIONS 

 

COMMENTS  

 

Thank and end the interview. 
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