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ABSTRACT

RÉSUMÉ

Evaluation du Centre de la jeunesse ATBEF à Lomé, Togo.

In 1998, the Association Togolaise Pour le Bien Etre Familiale launched a youth centre in Lomé, Togo. To
evaluate the centre, a three-year panel study was undertaken. Three years after being launched, about 10% of
surveyed youth had visited the centre. Youth who lived close to the centre had contact with a peer educator and
were exposed to television were more likely to have visited the youth centre than all others. Visiting the youth
centre and having contact with a peer educator were associated with greater contraceptive use in the matched
sample. Youth centre clinical users were younger, less likely to be married and less likely to have ever been
pregnant than clinical users of other sites. The youth centre is meeting its goal of providing services to high-risk
youth in Lomé. To increase youth centre access for all youth, it will be necessary to increase the number of youth
centres. ( 2004; 8[3]:38-54 )

En 1998, l'Association togolaise pour le bien-être
familial a lancé un centre de la jeunesse à Lomé, Togo. Pour évaluer ce centre, nous avons entrepris une étude de
groupe qui a duré trois ans. Trois ans après le lancement, environ 10% des jeunes enquêtés avaient visité le centre.
Les jeunes qui habitaient près du centre ont eu contact avec un éducateur de pair et ont été exposés à la télévision.
Ils avaient la plus grande possibilité de l'avoir visité que tous les autres. La visite au centre et l'accès au parrain
l'éducateur de pair étaient liés à une plus grande utilisation du contraceptif dans l'échantillon apparié. Les usagers
de la clinique du centre étaient plus jeunes, avaient moins la possibilité d'être mariés où d'être jamais enceintes que
les usagers des cliniques des autres centres. Le centre atteint ses buts d'assurer les services aux jeunes à haut risque
à Lomé. S'il faut augmenter l'accès aux centres de la jeunesse, il va falloir augmenter le nombre de centres de la
jeunesse. ( 2004; 8[3]: )
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Introduction

Throughout the world, the population of
youth aged 10-24 years is estimated at about
1.7 billion. Eighty six per cent of youth
worldwide live in the developing world. The
proportion of youth varies modestly among
regions, from a high of 33% in Africa to 28%
in Asia. The most rapid future growth in
absolute numbers of youth is expected to
occur in Africa and the slowest in Asia and
Latin America, the two regions that have
experienced the earliest and most rapid
declines in fertility in recent decades.

Social and cultural changes that
resulted from rapid urbanisation and
modernisation have changed the dynamics
of youth sexual behaviour. For example, as
women and men spend longer time in
school, the time between the onset of puberty
and marriage is becoming longer, resulting in
a higher likelihood that young people will
engage in premarital sexual activity that may
or may not be socially sanctioned. Youth who
become sexually active at an early age are at
risk of an unintended pregnancy and
sexually transmitted infections (STI)
including HIV. The risk of these outcomes is
higher for youth than adults because young
people often fail to use contraception
consistently and effectively. Furthermore,
youth change sexual partners often, resulting
in increased risk of exposure to STIs and
HIV.

To prevent these negative outcomes
among youth, a number of reproductive
health (RH) programmes have been
developed. Reproductive health programmes
for youth generally have one or more of the
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following three goals: (1) to provide a
supportive environment for youth; (2) to
improve youth knowledge, attitudes, skills
and practices; (3) and to increase service use
among youth. Most of the evidence to date on
effective programmes for youth in developing
country settings focuses on the second of
these goals, i.e., programmes that improve
knowledge, attitudes, skill and practices. Less
is known about programmes that attempt to
improve the environment and increase
service use among youth.

Increasing service use among youth
implies addressing the main barriers to youth
accessing health services. These barriers
include long distances to service locations and
unsafe or unavailable transportation;
inconvenient hours of operation; concerns
about privacy and confidentiality; staff
members' attitudes and actions including
scolding and moralis ing; fear and
embarrassment; cost of services; and laws and
policies that make serving youth difficult.
The main strategies used to achieve increased
youth service use include improving the
quality of adult clinics for youth (youth-
friendly services), providing clinical services
in a school setting, and attracting youth to
youth centres. Although a large number of
service-based programmes have been
implemented over the past ten years, only a
small number of these programmes have been
rigorously evaluated. This means that there
is limited evidence on the effectiveness of
strategies to increase adolescent access to
clinical and counselling services. This study
begins to fill this gap by presenting the results
of a three-year evaluation study of a youth
centre in Lomé, Togo.
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Improving Youth Access to Services

Youth centres are an appealing strategy for
improving youth service use because they
tend to provide a supportive, non-threatening
environment where youth have access to
counselling, contraceptives, clinical
prevention services, treatment and referral.
These services are delivered alongside
recreational, educational and vocational
activities that draw youth to the centre on a
regular basis. Youth centres often have peer
educators who undertake outreach
educational and referral activities in the
community. The few extensive studies of
youth centres undertaken recently were
situation analyses undertaken by the
Population Council in Ghana, Kenya and
Zimbabwe. These studies generally found
that most youth centre use is for recreational
purposes rather than for clinical services.
Furthermore, when clinical services were
used, the clients were often older than the
target age. The Kenyan study included cost
measures and found that it cost about $0.31
per youth for each educational session, while
it cost $102.00 for each client reached with
family planning or other reproductive health
clinical services. If use of clinical services
remains low, youth centres will be cost-
prohibitive especially in the long term.

While situation analyses inform our
perspectives on youth centre use, they fail to
capture the perspectives of non-users of the
facility. In the Kenya study, a community-
based survey demonstrated low knowledge of
the youth centre even among youth who lived
rather close to the centre. Furthermore, an
evaluation study of MEXFAM's (the IPPF
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affiliate in Mexico) three youth centres in
low-income areas of Mexico City showed that
those youth who most needed reproductive
health information and services were not
those who most used the youth centres. To
reach large numbers of young people,
MEXFAM would have to open many more
youth centres, something that would be
expensive and not sustainable.

Although youth centres are expensive
and possibly not sustainable in the long term,
they continue to be used for provision of RH
clinical and counselling services for youth in
Africa, Asia and parts of Latin America. Until
these programmes are fully evaluated, their
impact on adolescent reproductive health
outcomes remains unknown. This study fills
a gap in our knowledge of the effectiveness of
youth centres by studying a youth centre in
Lomé, Togo. The focus of this study is on
evaluating youth centre impacts on
contraceptive use and determining the
appropriateness of a youth centre as a service
delivery model. No cost data are included in
this study, the emphasis is therefore only on
programme impact.

In 1989, the Association Togolaise pour le
Bien-Etre Familiale (ATBEF), the
Internat ional Planned Parenthood
Federation affiliate in Togo, opened a youth
centre in the coastal town of Notsé. Nine
years later (1998), ATBEF launched two new
youth centres in Lomé (the capital city) and
Sokodé (a major city in central Togo). Each of
these youth centres has the overall objective of
contributing to the physical, psychological
and social development of youth by creating a
positive environment for reproductive health
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education and providing accessible
reproductive health information and services
to youth. Prior to the creation of the Lomé
youth centre, influential youth who were
leaders of youth groups and school groups
were asked to participate in meetings with
ATBEF coordinators to help inform the
youth centre planning process and ensure
that youth needs were clarified and
addressed. The Lomé youth centre was
officially launched in March 1998 but the
majority of the activities were not fully
functional until July 1998.

The Lomé youth centre is organised in
four departments, namely, clinic, library,
education (reproductive health education,
sewing, cooking and reading), and recreation.
The clinic personnel are specially trained in
reproductive health service delivery for
youth. The clinic mainly serves patients who
need pregnancy tests, tests for STI,
reproductive health counselling, provision of
family planning and general health care
(physicals, malaria, illness diagnosis). The
clinic has a small laboratory that does all
testing, with the exception of HIV tests that
are sent to the ATBEF main clinic. The
majority of the youth centre use is for
recreational and educational purposes.
These youth come to the centre to watch
educational programmes on television, play
games, attend a drama, and/or participate in
discussion groups.

The Lomé youth centre also undertakes
a number of activities throughout the city to
improve the reproductive health of all youth.
This includes using trained peer educators
who undertake outreach and referral
activities in the community. Also, ATBEF
uses radio and television for advertising the
youth centre and presenting organised

discussions on youth reproductive health
related topics. Finally, the youth centre
undertakes activities with schools, which
include bringing school groups to the centre
and having youth centre staff visit schools to
make presentations and lead group
discussions. Each of these activities increases
the reach of the youth centre that is based in
the centre of Lomé, a large capital city.

Evaluation of the Lomé youth centre was
undertaken by the Unité de Recherche
Demographique and the USAID funded
FOCUS on Young Adult Project (Tulane
University Department of International
Health and Development). The overall aim
of the evaluation was to determine whether
the youth centre had an impact on youth
reproductive health behaviours in Lomé. The
objectives of the evaluation were: (1) to
determine the characteristics of youth centre
users; (2) to examine changes in knowledge,
attitudes and behaviours of youth in Lomé
over the follow-up period and determine if
changes are associated with youth centre use;
and (3) assess whether clinic users of the
youth centre are different from youth users of
other clinical sites in Lomé. The evaluation of
the Lomé youth centre used a panel study
design, that is, the same youth were
interviewed at multiple time points. No
comparison community was included, given
that Lomé is the capital city and there are no
comparable cities within Togo.

Data were collected from a random
sample of youth from Lomé (Table 1) at
baseline (1998) and at follow-up I (2000) and
follow-up II (2001). Using the demographic

Methods
Evaluation Design
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and health survey (DHS) sampling frame
from the 1998 DHS survey in Togo, the 62
DHS enumeration areas (EA) from Lomé
were categorised as being close to the youth
centre, being medium distance to the youth
centre, and being far from the youth centre.
This provides a control for better access to the
youth centre by persons who live closer. To
divide the sample by location relative to the
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Data collection
date
Sample size

Matched sample
size

Clinic
representation

Utilisation of
data in
presentation

1998 youth sample
(representative of
Lomé)

·

·

·

·

·

November 1998

2,083 female and
male youth aged 10-
24 years
NA

NA

Provides
characteristics of a
representative
sample of youth
from Lomé

2000 first follow-up
sample of youth

·

·

·

·

March 2000

1,679 youth aged
12-24 years

822 matched to
1998

NA

2001 second follow-up
sample of youth

·

·

·

·

·

·

·

·

·

March 2001

1,332 youth aged
12-24 years

1,581 total matches
352 matched 1998 & 2001
407 matched 2000 & 2001
488 matched 1998, 2000, 2001
334 matched 1998 & 2000

NA

Unmatched sample: cross-
sectional analyses of factors
associated with youth centre
use in 2001
Matched sample:

examination of impact of
youthcentre use on changing
contraceptive use

2001 clinic sample

·

·

·

·

·

·

·

·

March 2001

524 youth clinic
users

NA

61% ATBEF
Youth Centre
30% ATBEF

main clinic
12% Quartier Bé

clinic
6% university

hospital

Examine if youth
clinical users of
ATBEF youth
centre differ
from youth
users of other
clinical sites

Table 1 Data Sources for Evaluation of ATBEF Youth Centre in Lomé, Togo

youth centre, the enumeration areas were
mapped relative to the city. All enumeration
areas within the main circular boulevard were
considered close to the youth centre.
Enumeration areas on the outskirts of the
boulevard were considered medium distance,
and the enumeration areas on the edges of the
city were considered far from the youth
centre.



Three time points were used to (1)
provide a longer term perspective on the
youth centre's impacts; and (2) increase the
sample size of participants interviewed at a
minimum of two time points. At the second
follow-up (2001), we also collected
information from a sample of clinic users.
Four clinical sites were used to provide
information on whether youth users of the
youth centre clinical services were different
from youth users of other popular clinical
sites. This information is crucial to determine
whether the youth centre is meeting its
mandate of providing clinical services to
youth in Lomé. If users of the youth centre
resemble users of other clinics then the youth
centre may be simply drawing on youth who
would have received RH clinical services
elsewhere if the youth centre were
unavailable.

At baseline, using the 62 enumeration areas
from Lomé in the 1998 Togo DHS, all
households were revisited to list all youth (10-
24 years) who were eligible for interview
(November 1998). A random sample of 2,083
youth (10-24 years) and 1,027 adults (aged 30
years and older) were interviewed (details of
the parent sample presented elsewhere ).
This represented 93% of the youth
population that was eligible for interview. No
significant differences were found between
those youth who were eligible and those who
were actually interviewed by age or gender.

In March 2000, 16 months after the
baseline survey, the first follow-up survey was
undertaken (Table 1). Due to logistic
problems we did not find a large proportion of

Study Populations

14

15

the baseline sample and youth not found on
the first try were replaced by other youth. A
total of 1,679 youth were interviewed in the
first follow-up sample. This sample included
822 youth interviewed in the first round of
data collection (39% of the baseline sample)
and 857 new youth.

To obtain a larger sample of youth with
two time points of data, we undertook a third
round of data collection in March 2001, one
year after the first follow-up (Table 1). For this
sample, we only interviewed youth who
participated in the first or second round of
data collection. Interviewers were instructed
to request address changes to ensure finding
the appropriate individuals for interview. A
total of 1,332 youth were interviewed in 2001;
94% of youth from 2001 were matched with
1998 and/or 2000. The total sample was 1,581
youth for whom we had at least two
observations (1998 and 2000, n 334; 1998
and 2001, n 352; 2000 and 2001, n 407;
1998, 2000 and 2001, n 488).

Column 1 of Table 2 presents the
characteristics of the baseline (1998)
representative sample by gender, schooling
status, educational level and distance from
the youth centre. The table also presents
demographic characteristics for the matched
s a m p l e s . C o l u m n 2 p r o v i d e s t h e
characteristics of youth interviewed only in
1998 and 2000, column 3 provides
information on youth interviewed only in
1998 and 2001, column 4 provides
information for youth interviewed only in
2000 and 2001, and column 5 provides
information for youth interviewed at all three
time points (1998, 2000 and 2001).

>
> >

>
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The table shows that the 1998
representative sample from Lomé was about
54% female. In the matched samples, the
proportion of female was significantly less
(except 1998 & 2000 samples), indicating that
fewer female youth were found and
interviewed in 2001. The distribution by in-
school status indicates that the matched
samples included a significantly greater
proportion of in-school youth than the
representative baseline sample. Similarly, two
of the matched samples (2000 & 2001; and

Lessons learned: key field supervisors did not understand the meaning of a panel study design and thus did not realise the importance of
finding the same youth. Making field workers a more integral part of the evaluation process is key for successful evaluation.
The proportion female in the 1998 sample interviewed was the same as the proportion of female in the eligible listed population (54%).

Sample
Characteristics

1998 (Baseline) 1998 & 2000 1998 & 2001 2000 & 2001 1998, 2000, 2001

Sex * * **
Female 53.8 55.0 45.0 48.0 45.7
Male 46.2 45.0 55.0 52.0 54.3

Schooling status *** ** ***

Out-of-school 45.7 40.0 33.5 38.0 32.8
In-school 54.3 60.0 66.5 62.0 67.2

Educational

level

*** **

None 8.3 5.4 6.3 4.9 5.3

Primary 44.7 44.6 45.2 32.1 41.2

Secondary + 47.0 50.0 48.6 63.0 53.5

Distance from

youth centre *** *** *** *

Close 17.6 16.2 13.6 25.1 14.8

Medium 55.0 59.3 50.3 35.9 63.7

Far 27.5 24.6 36.1 39.1 21.5

Total % (N) 100.0 (2083) 100.0 (334) 100.0 (352) 100.0 (407) 100.0 (488)

Notes: Chi-square significance tests compared each matched sample to the baseline representative sample from Lomé. For example, the
1998 & 2001 sample included significantly more males (55%) than the 1998 representative sample from Lomé (46%); *p 0.05;
**p 0.01; ***p 0.001.

Table 2 Distribution of Samples by Sex, Schooling Status, Educational Level and
Distance to the Youth Centre by Year(s) Observed

1998 & 2000 & 2001) were significantly more
educated than the baseline sample. Finally,
the distributions by distance to the youth
centre indicate that the matched samples
were significantly different from the baseline
sample. Therefore, it is important to note
that our matched samples included a larger
proportion of male youth, in-school youth
and more educated youth than expected from
a random sample of youth in Lomé. These
youth are probably less mobile and easier to
find at follow-up compared to their less
educated out-of-school peers.



In March 2001 (second follow-up
period), we also collected data from a sample
of youth clinic users (Table 1). Youth (aged
10-24 years) were recruited from four main
clinic sites upon completion of a clinical visit.
The clinics were the ATBEF Youth Centre
clinic; the ATBEF central clinic; the
university health centre; and a health centre
in a young transient neighbourhood
(Quartier Bé). These clinics were selected
because they are expected to draw the largest
youth client populations in Lomé. Data
collection in the four health centres took place
over a two-week period. A supervisor and an
interviewer were assigned to each clinic and
instructed to interview all youth aged 10-24
years who came for medical consultation. In
the ATBEF Youth Centre clinic it was
necessary to have more than one interviewer
present, given that there were more youth
clients at this facility than the others. A total of
524 youth were interviewed in the four
clinics. This represents 61.2% from the
ATBEF Youth Centre, 20.8% from the
ATBEF central clinic, 12.4% from the health
centre in Quartier Bé, and 5.5% from the
university health centre. In the sample from
the ATBEF Youth Centre clinic, 59% were
female, 68% were under 20, and 99% were
never married. The comparable percentages
from all other clinic samples combined were
91%, 14% and 32% respectively. Multivariate
models were used to examine whether these
differences were significant controlling for all
factors simultaneously.

The first multivariate regression analysis
examines factors that distinguish users from
non-users of the ATBEF Youth Centre using

Analyses Methods
Determinants of youth centre use

the entire never married cross-sectional 2001
youth sample. Specifically, the dependent
variable for this analysis is coded one (1) for
youth who reported ever visiting the ATBEF
Youth Centre and zero (0) otherwise. The
independent variables in this analysis were
age (10-19 years versus 20-24 years), gender,
education (none or primary versus secondary
or higher), religion (Catholic, other
Christian, other religion), ethnicity (Adja-
Ewé versus other ethnicity), schooling status
(in-school versus out-of-school), peer
educator contact (no versus yes), family
environment (lived with both parents, lived
with neither parent, lived with one parent),
television exposure (never or sometimes
watched versus often watched), and distance
to the ATBEF Youth Centre (close versus not
close). Given that single youth have less
access to RH services, we focused on the never
married sample of youth, which was 89.5% of
the 2001 sample (82.2% of females and 95.8%
of males). A logistic regression model was run
on the entire never married sample, including
all variables in the model simultaneously.
Only the 2001 sample was used for this model
because use of the youth centre was too low in
the earlier years (3.3% in 1998 and 7.5% in
2000).

The second multivariate regression analysis
examined whether adolescent use of the
youth centre over the follow-up period was
associated with reported use of modern
contraception. For this analysis we used the
panel sample of youth who were sexually
experienced at observation 1. In this case,
observation 1 was either 1998 or 2000 and
observation 2 was either 2000 or 2001. For
youth who were interviewed at all three time
periods, we examined their reported

Impact of youth centre use on contraceptive use
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behaviours in 1998 and 2001. The dependent
variable had four categories: did not use
contraception at obser vation 1 and
obser vation 2 (No/No 47%); used
contraception at observation 1 and did not
use at observation 2 (Yes/No 15%); did not
use contraception at observation 1 and used at
observation 2 (No/Yes 22%); and used
contraception at obser vation 1 and
observation 2 (Yes/Yes 16%). Reported
contraceptive use was based on use of a
modern method at last sex among sexually
experienced youth. The overwhelming
majority of this modern use (92%) was
condom use.

The main independent variable of
interest in this model was use of the youth
centre over the follow-up period. This
variable was coded one if the youth reported
first visit to the youth centre between
observation 1 and observation 2 (6%) and was
coded zero if the youth never visited the youth
centre or reported visiting the youth centre at
observations 1 and 2 (90% never visited and
4% visited at both observations). The small
number of youth (n 12) who reported ever
visiting the youth centre at observation 1 but
not at observation 2 were coded as missing for
this analysis. Also included in this model was
whether the youth had ever had contact with a
peer educator (coded 1 if never had contact
and zero if ever had contact), and duration
between observations (2 years versus 1 year).
The remaining independent variables
included age, gender, level of education,
religion, ethnicity, in-school status, family
situation and media exposure. All of these
independent variables were coded as above in
the use of the youth centre analysis and

>

measured at observation 1.
Multinomial logistic regression analyses

were performed, entering all variables
simultaneously. The main contraceptive use
comparisons presented were (a) No/Yes
versus No/No (never used); and (b) Yes/Yes
versus Yes/No. These comparisons provided a
perspective of differences between those
youth who became users over the follow-up
period and those who were never users and
between consistent users and users who
d i s c o n t i n u e d u s e . T h e r e m a i n i n g
comparisons, while interesting, provided
similar results as those presented.

The final multivariate analysis used the 2001
clinical sample to examine factors that
differentiate ATBEF Youth Centre clinic
users (61% of users) from youth users of the
other clinical sites. The dependent variable
was coded one for youth interviewed in the
ATBEF Youth Centre and zero for youth
interviewed in all other clinical sites. In this
sample, 71% (n 371) of the youth
interviewed were female. Independent
variables in this analysis included age, gender,
education, religion, ethnicity, in-school
status, ever-had peer educator contact,
television exposure, and family environment,
all coded as explained. A d d i t i o n a l
independent variables in this analysis
included marital status (single versus
married) and pregnancy experience (yes
versus no). Logistic regression models were
run on the entire clinic sample, including all
variables in the model simultaneously.

Use of the ATBEF clinic versus other clinics

>
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Knowledge and Use of Youth Centre

Table 3 presents the knowledge and use of
ATBEF Youth Centre by the cross-sectional
and matched sample. At baseline, only a small
percentage of youth knew about the ATBEF
Youth Centre, which had opened officially
about seven months prior to interview, but
began full operation about four months
earlier. The proportion that had knowledge of
the youth centre increased considerably over
the follow-up period, partly due to greater
exposure to peer educators and media
messages promoting the facility and partly
due to informants learning about the youth
centre at prior interview. A realistic view of
improved knowledge is seen when

comparing the 1998 value at baseline (6.4%)
to the proportion of the 2000 and 2001 panel
sample with knowledge in 2000 (35.9%).

Use of the ATBEF youth centre rose over
the follow-up period as well. At baseline,
3.3% of the sample reported ever visiting the
youth centre (for recreation or clinical
services). By 2001, 10.3% of the cross-
sectional sample reported having ever visited
the youth centre. Increases in youth centre
use rose by about an absolute value of 3%
between the baseline and first follow-up and
the first follow-up and the second follow-up.
This suggests that use of the youth centre is
rising over time, although slowly.

Table 3 Percentage of Youth in Cross-Sectional and Matched Samples who Reported
Knowing and Ever Visiting the ATBEF Youth Centre in 1998, 2000 and 2001

Knowledge of the youth center* Ever visited the youth centerMatched sample: years
matched 1998 2000 2001 1998 2000 2001
1998 and 2000 (n > 334) 7.5 52.1 NA 3.8 6.6 NA

1998 and 2001 (n > 352) 6.5 NA 93.5 4.0 NA 9.4
2000 and 2001 (n > 407) NA 35.9 98.0 NA 10.3 13.3
1998, 2000, 2001 (n > 488) 7.0 47.5 93.2 2.3 4.9 7.8

Cross-sectional percentage
by year (N) 6.4 (2083) 42.3 (1679) 94.6 (1332) 3.3 (2083) 7.5 (1679) 10.3 (1332)
NA: not applicable. *Note: prior interview led to increased knowledge of the youth centre at
the follow-up interview (testing bias).

Determinants of Youth Centre Use

Table 4 presents the logistic regression co-
efficient from the analysis of factors that
differentiate users and non-users of the
ATBEF Youth Centre in the 2001 cross-
sectional sample of never married youth. In
this case, use can be for recreation, clinical
services, or counselling services. The results
in Table 4 demonstrate that youth who were
ever exposed to a peer educator were

significantly more likely to have ever visited
the youth centre than youth who never had
contact with a peer educator. Further, media
exposure was positively associated with
youth centre use. This is not unexpected,
given that ATBEF advertised the youth
centre on the local television station and also
presents popular round table discussions on
reproductive health topics relevant to youth.
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Finally, proximity to the youth centre matters.
Youth who lived closer to the youth centre
were significantly more likely to have ever
visited the youth centre than youth who lived
further away. To better understand the impact
of distance from the youth centre, we
performed simulations of youth centre use
under varying distance scenarios, holding all
other variables constant. If all youth
interviewed lived close to the youth centre, we
would expect that about 33% of youth would
have ever visited the centre (compared to
about 10% in the sample from throughout
Lomé). Conversely, if the entire sample did
not live close to the youth centre (i.e., lived
medium and far distance), only 5% of youth
would have ever visited.

Impact of Youth Centre Use on
Contraceptive Use

Table 5 presents factors associated with
contraceptive use in the matched panel
sample of sexually experienced youth.
Among non-users of contraception at
observation 1, column 1 shows the factors that
differentiate youth who become users over the
follow-up period (No/Yes) from youth who
remain non-users (No/No). Youth who
visited the youth centre over the follow-up
period were significantly more likely to be
users at observation 2 than youth who had
never visited the youth centre or youth who
had visited the youth centre already by
observation 1. Other factors associated with
contraceptive use at observation 2 include
peer educator contact and media exposure,
both in the expected directions. Finally, a
longer duration between interviews (two
years compared to one year) was associated
with becoming a user. This duration variable
captures the impact of increased access to
information and services over a longer time
period.

Column 2 of Table 5 presents the factors
that differentiate consistent users of
contraception to users who discontinue use
over the follow-up period (or are inconsistent
users). Youth who visited the youth centre over
the follow-up period were significantly more
likely to be users at both time periods than
youth who either never visited the youth centre
or youth who had already visited the youth
centre at observation 1. This suggests that for
contraceptive users, visiting the youth centre
affirms contraceptive use behaviours. Column
2 also demonstrates that female youth were less
likely to be consistent users, a consequence of
young women desiring children earlier than
young men or a consequence of condoms being
the main method used and lack of control over
condom use among young women. Youth who
lived with their parents (one or two) were
significantly more likely to remain users. Youth
who lived on their own or with a partner were
probably more likely to want to get pregnant
than youth who lived with a parent. Finally,
exposure to a peer educator is associated with
consistent use.

Use of the ATBEF Clinic versus Other Clinics

The final analysis (Table 6) examined
whether clinical users of the youth centre
were different from users of the other clinical
facilities. First, clinic users of the youth centre
were significantly younger and significantly
less likely to be married than clinic users of
the other facilities. These are two important
target groups for the ATBEF Youth Centre
clinic. Further, never pregnant youth were
more likely than ever pregnant youth to be
visiting the youth centre. Conversely, ever
pregnant youth were significantly more likely
to use (or have access to) other facilities than



Variable
Ever been to youth centre

vs.

Never been to youth centre

Age (years)
10–19 (r) –
20+ 0.12 (0.26)

Sex
Male (r) –
Female -0.34 (0.24)

Education level
Secondary and higher (r) –
Less than secondary -0.47 (0.31)

Religion
Catholic (r) –
Other Christian -0.14 (0.26)
Other religion -0.68 (0.49)

Ethnic group
Adja-Ewé (r) –
Other ethnic -0.30 (0.33)

Schooling status
In-school (r) –
Out-of-school -0.21 (0.28)

Family situation
Live with no parents (r) –
Only one parent -0.21 (0.31)
Live with two parents -0.23 (0.32)

Media (watch television)
Often (r) –
Never or sometimes -0.72 (0.25)**

Peer educator visit
Yes (r) –
No -1.31 (0.23)***

Distance to youth centre
Not close (r) –
Close 2.52 (0.23)***

MODEL

Chi-Square (df) 222.39 (12)
Number of observations 1189

+p < 0.10 ; *p < 0.05; **p < 0.01; ***p < 0.001

(r) = Reference category

Table 4 Logistic Regression Coefficients from Analyses of Factors Associated with Ever Visiting the
ATBEF Youth Center among Never Married Youth, Lomé, 2001 (standard errors)
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Table 5 Multinomial Logistic Regression Coefficients from Analysis of Factors that Differentiate Sexually
Experienced Contraceptive Users from Non-Users of Contraception, Examining Contraceptive
Use over the Follow-up Period, 1998, 2000, 2001 matched data, Lomé (standard errors)

Contraceptive use at time 1/time 2

Variable
Youthwho became users (No/Yes)

vs.

Youthwho remained non-users

(No/No)

Consistent users (Yes/Yes)

vs.

Inconsistent users

(Yes/No)

Age: 10–19 years (r) –
20 + -0.22 (0.22) -0.29 (0.31)

Sex: Male (r) – –
Female -0.30 (0.22) -0.76 (0.30)*

Education level:
Secondary and higher (r) – –
Less than secondary -0.35 (0.26) -0.02 (0.39)

Religion: Catholic (r) – –
Other Christian 0.22 (0.25) 0.42 (0.35)
Other religion -0.24 (0.30) -0.31 (0.43)

Ethnic group: Adja-Ewé (r) – –
Other ethnic 0.12 (0.25) 0.07 (0.34)

In-school status: In-school (r) – –
Not in school -0.40 (0.27) -0.30 (0.34)

Family situation:
Live with no parents (r) – –
Only one parent 0.17 (0.24) 0.63 (0.36)+
Live with two parents 0.09 (0.27) 0.76 (0.36)*

Television exposure: Often (r) – –
Never/sometimes -0.37 (0.21)+ 0.36 (0.29)

Duration: 2-years (r) – –
One year -0.50 (0.20)* -0.13 (0.28)

Peer educator visit: Ever (r) – –
Never -0.44 (0.22)* -0.79 (0.32)*

Youth centre use (Time 1/Time 2)
No change (No/No or Yes/Yes)
(r)

– –

Change (No/Yes) 0.96 (0.42)* 1.75 (0.78)*

Model: Chi-Square (df)

Numberof observations

151.24 (39)
736

+p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.001 ® = Reference category
Notes: Youth (n = 15) who reported visiting the youth centre at Time 1 and not at Time 2 (Yes/No)
were set to be missing for these analyses. Models not shown compare Yes/No vs. No/Yes; Yes/Yes vs. No/Yes;
Yes/Yes vs. Yes/No; and No/No vs. Yes/No. See text for discussion of these comparisons.
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Table 6 Logistic Regression Coefficients from Analyses of Factors that Differentiate Clinical Users of
the ATBEF Youth Centre from Clinical Users of Other Clinics in Lomé, 2001 (standard errors)

Variable
VisitingATBEFYouthCentre vs.

Visitinganother clinic

Age (years)
10–19(r) –
20+ -1.53(0.35)***

Sex
Male (r) –
Female -0.58(0.37)

Education level
Less thansecondary(r) –
Secondaryandhigher 0.29(0.49)

Religion
Catholic (r) –
Other Christian -0.51(0.34)
Other religion 0.32(0.66)

Ethnic group
Adja-Ewé (r) –
Other ethnic 0.20(0.39)

Schooling status
In-school (r) –
Out-of-school 0.47(0.45)

Family situation
Live withnoparents (r) –
Onlyone parent 0.82 (0.38)*
Live with twoparents 0.58(0.39)

Media (watch television)
Often(r) –
Never or sometimes -0.01(.33)

Peer educator visit
Yes (r) –
No -1.78(0.41)***

Marital status
Ever married (r) –
Never married 3.55(0.65)***

Pregnancy experience
Ever pregnant (r) –
Never pregnant 1.06(0.41)**

MODEL

Chi-Square(df) 403.85(13)
Number of observations 523

Note: Clinic sample used+p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.001(r) = Reference category

The youth centre. Finally, peer educator
contact was associated with youth centre
clinic use, an indication of the importance of
outreach by the ATBEF Youth Centre.

Discussion and Conclusions

What do these findings say about the
effectiveness of a youth centre for providing
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reproductive health services to youth? First,
it appears that peer educator outreach and
youth centre activities on the television are
important strategies for increasing youth
centre use. However, these strategies do not
result in high levels of use, given that after
three years of being open, only 10% of youth
surveyed had ever visited the youth centre.
This may be a consequence of youth having
access to reproductive health information and
services and recreational activities in other
locations including schools and community
settings. Further, given that the main
contraceptive method used among youth in
Lomé is condoms, there is not a high demand
for clinical primary prevention services.
Additionally, we found that use of the youth
centre appeared limited to those youth who
lived close to the facility. To increase access
throughout Lomé, it would be necessary to
create more youth centres, an expensive
proposition especially given that most youth
centre use is for recreational rather than
clinical service. Notably, youth centre
records make the youth centre appear well-
used. Unfortunately, from the information
available at the youth centre, it was not
possible to determine if youth visiting the
youth centre were: (1) within the target age;
and (2) repeat users who like to visit the centre
for social activities.

Youth centre use was significantly
associated with contraceptive adoption and
consistent contraceptive use over the follow-
up period. Peer educator contact also
appeared important for promoting visits to
the youth centre as well as encouraging
contraceptive use. Peer educators in Lomé
provide information about contraceptives and
often refer youth to the ATBEF Youth Centre,
even if the peer educators officially work for
another family planning or HIV/STD
prevention organisation.

15

Clinical users of the youth centre who
were between 10 and 24 years old were
significantly different from similarly aged
clinical users of other facilities. Youth centre
clinic users were younger, less likely to be
married, and were more likely to have no prior
pregnancy experience. These were important
target groups for youth centre reproductive
health services, as these groups often lack
access to reproductive health services in many
settings. Conversely, the married youth, older
youth, and youth who have ever been
pregnant had more options for reproductive
health services, and while they may visit the
youth centre, they were more likely to be in
the other clinical sites than their less
experienced peers.

There are two main limitations of this
analysis. First and foremost, there was no
control community used to determine, for
example, if changes in contraceptive use and
youth centre use over the follow-up period
were associated with other activities
underway in Lomé. Given that the youth
centre was launched in the capital city, there
was no obvious control site in Togo. We did,
however, examine differences by proximity to
the clinic to help provide some context to the
presentation. Second, some problems were
encountered obtaining the follow-up data
desired. This meant that the follow-up
samples are somewhat biased compared to the
baseline representative sample from Lomé.
The follow-up samples are more likely to be
male, in-school and more educated, all factors
possibly associated with the outcomes of
interest (use of the youth centre and
contraceptive use). Note, however, that while
this bias affects the discussion of overall youth



centre use and contraceptive use in Lomé (i.e.,
it is not representative), it has less effect on the
relationship between the key factors
examined. Therefore, we expect that even in a
more representative sample that youth centre
use would have a small and significant impact
on contraceptive use.

To conclude, youth centres are attractive
because they provide comprehensive
reproductive health services to youth in a
youth-friendly environment. Youth centres
often target the young, never married women
and men, high-risk groups for unintended
pregnancies and STI in sub-Saharan Africa.
This study indicates that these target
populations are more likely to visit the
ATBEF Youth Centre clinic than the other
clinics. Also, use of the youth centre (for any
reason whether recreational or clinical) was
found to be associated with contraceptive
adoption and continuation. Therefore, we
demonstrate that a youth centre can be an
effective strategy for meeting youth
reproductive health needs, specifically for
youth who live close to the centre. In a time of
increased need for STI testing and HIV
voluntary counselling and testing, youth
centres are an attractive, non-threatening
service delivery strategy for youth. This study,
however, did not examine cost data so we are
unable to say whether the youth centre is a
cost-effective strategy. Prior research suggests
that youth centres are cost prohibitive. Future
research is needed to determine how to make
youth centres less costly (possibly by locating
them in existing sites like a school to reduce
building costs) and thus permit the strategy to
be implemented in a cost-effective manner
that can be replicated elsewhere.

Acknowledgement

The work for this article was done while the
first and third authors were at Tulane
University School of Public Health and
Tropical Medicine, and the second author
w a s a t t h e U n i t é d e R e c h e r c h e
Demographique. The research on which this
article is based was supported by funds
provided by the US Agency for International
Development (USAID) to the FOCUS on
Yo u n g A d u l t s P r o j e c t / Pa t h f i n d e r
International under cooperative agreement
CCP-A-00-96-90002-00, and field support
funds from the Family Health and AIDS in
West and Central Africa project under
agreement 624-0440-A-00-505-3-00 from
USAID. The authors wish to thank Robert
Magnani, Eric Seiber and B. Oleko
Tambashe for their helpful comments on an
earlier version.

REFERENCES

1. Po p u l a t i o n R e f e r e n c e B u r e a u . T h e
World's Youth 2000 and World's Youth 2 0 0 0
D a t a S h e e t . Wa s h i n g t o n D C : P R B ,
(2000).

2. Bongaarts J and Cohen B. Introduction and
overview. 1998; 29(2): 99-105.

3. Singh S. Adolescent childbearing in developing
countries: a global review. 1998;
29(2): 117-136.

4. Blanc AK and Way A. Sexual behavior and
contraceptive knowledge and use among
adolescents in developing countries.

1998; 29(2): 106-116.

Stud Fam Plann

Stud Fam Plann

Stud Fam

Plann

Evaluation of the ATBEF Youth Centre 53



54 African Journal of Reproductive Health

5. Speizer IS, Magnani RJ and Colvin CE. The
effectiveness of adolescent reproductive health
interventions in developing countries: a review
of the evidence. 2003; 33(5) .

6. Zielinski Gutierrez E, Magnani RJ, Lipovsek V
and Belmonte LR.

. Washington
D C : F O C U S o n Yo u n g A d u l t s
Program/Pathfinder International, 2000.

7. Bhuiya I, Rob U, Khan ME and Al Kabir A.
Reproductive health services for adolescents:
Recent experiences from a pilot project in
Bangladesh. Paper presented at the
International Conference on Adolescent
Reproduct ive Heal th: Evidence and
Programme Implications for South Asia,
Mumbai, India, 14 November, 2000.

8. Kouye P, Longfield K, Mullen S, Speizer IS and
Tambashe BO. Les Services de Sante
Reproductive: Une Evaluation de l'Utilisation
Clinique et des Besoins parmi les Jeunes en
Cote D'Ivoire, New Orleans: FOCUS on Young
Adults, Abidjan, Côte d'Ivoire: Sante Familiale
et Prevention du SIDA, 2000.

9. Nelson K, MacLaren L and Magnani R.
Assessing and planning for youth-friendly
reproductive services, Workbooks 14. FOCUS
Tool Series #2. Washington, D.C.: FOCUS on
Youth Adults, 2000.

J Adol Health

Who Can We Trust With Our

Problems? Barriers to Adolescent Use of Reproductive

Health Services in 3 Bolivian Cities

10. Glover EK, Erulkar AS and Nerquaye-Tettah J.

New
York: Population Council, 1998.

11. Erulkar AS and Mensch BS.

. New York: Population
Council, 1997.

12. Phiri A and Erulkar AS.

. Nairobi: Population
Council, 1997.

13. Marques M. Gente joven: Un diálogo sobre la
sexualidad con adolescents mexicanos,

5. New York: Population
Council, 1995.

14. Speizer IS, Mullen SA and Amégee K. Gender
differences in adult perspectives on adolescent
reproductive health behaviors: Evidence from
Lomé, Togo. 2001; 27(4):
178-185.

15. Kouwonou K and Mukahirwa P. Enquête
Evaluation du Centre des Jeunes de l'ATBEF à
Lomé: Connaissances, Attitudes, et Pratiques
des Jeunes de Lomé, Lomé, Togo: Unité de
Recherche Démographique, New Orleans:
FOCUS on Young Adults/Tulane University
School of Public Health, 2000.

Youth Centres in Ghana: Assessment of the Planned

Parenthood Association of Ghana Programme.

Youth Centres in
Kenya: Evaluation of the Family Planning Association
of Kenya Programme

A Situation Analysis of the
Zimbabwe National Family Planning Council's Youth
Centres: Baseline Assessment

Qualilty/Calidad/Qualité

Inter Fam Plann Persp


