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Youth	
  Friendly	
  Services?	
  Using	
  simulated	
  clients	
  to	
  evaluate	
  sexual	
  health	
  services	
  in	
  

urban	
  South	
  Africa	
  

	
  

Background	
  	
  

In	
  South	
  Africa,	
  HIV	
  prevalence	
  among	
  young	
  women	
  (aged	
  15-­‐24	
  years)	
  in	
  2011	
  was	
  12%	
  and	
  

among	
  young	
  men	
  was	
  5%[1].	
  Half	
  of	
  women	
  in	
  South	
  Africa	
  have	
  given	
  birth	
  by	
  the	
  age	
  of	
  20	
  

years	
  and	
  two	
  thirds	
  of	
  adolescent	
  (15-­‐19	
  years)	
  pregnancies	
  are	
  reported	
  as	
  unwanted[2].	
  A	
  

fear	
  of	
  judgmental	
  attitudes	
  of	
  healthcare	
  workers	
  has	
  been	
  reported	
  as	
  a	
  barrier	
  to	
  the	
  use	
  of	
  a	
  

range	
  of	
  health	
  services	
  in	
  South	
  Africa[3,4,5,6,7].	
  A	
  number	
  of	
  international	
  organisations	
  have	
  

called	
  for	
  the	
  development	
  of	
  youth-­‐friendly	
  health	
  services	
  worldwide	
  but	
  few	
  such	
  

interventions	
  have	
  been	
  scaled-­‐up	
  or	
  evaluated	
  from	
  young	
  people’s	
  perspectives[8,9,10,11,12].	
  	
  

	
  

The	
  Youth	
  Friendly	
  Services	
  (YFS)	
  programme	
  in	
  South	
  Africa	
  is	
  one	
  of	
  the	
  few	
  to	
  have	
  been	
  

scaled	
  up.	
  The	
  Department	
  of	
  Health	
  took	
  over	
  the	
  management	
  of	
  this	
  programme	
  from	
  the	
  

loveLife	
  non-­‐governmental	
  organisation	
  in	
  2006.	
  Between	
  1999	
  and	
  2006	
  loveLife	
  managed	
  this	
  

programme	
  under	
  the	
  name	
  of	
  the	
  National	
  Adolescent	
  Friendly	
  Clinic	
  Initiative	
  (NAFCI)	
  as	
  one	
  

component	
  of	
  a	
  national	
  HIV	
  prevention	
  campaign.	
  The	
  Department	
  of	
  Health	
  now	
  manages	
  the	
  

clinic-­‐based	
  part	
  of	
  this	
  programme,	
  comprising	
  training	
  healthcare	
  providers	
  and	
  facility	
  

accreditation,	
  terming	
  it	
  the	
  YFS	
  programme[13,14].	
  The	
  Department	
  of	
  Health	
  aims	
  to	
  have	
  70%	
  

of	
  primary	
  healthcare	
  facilities	
  implementing	
  the	
  YFS	
  programme	
  by	
  2012/13[15].	
  	
  

	
  

Earlier	
  work,	
  identified	
  the	
  YFS	
  programme	
  as	
  a	
  successful	
  model	
  of	
  how	
  to	
  implement	
  a	
  youth-­‐

friendly	
  clinic	
  programme	
  within	
  a	
  public	
  health	
  system[14].	
  However,	
  previous	
  evaluations	
  of	
  

this	
  programme	
  focussed	
  on	
  the	
  attainment	
  of	
  pre-­‐defined	
  standards	
  that	
  included	
  those	
  relating	
  

to	
  the	
  types	
  of	
  services	
  provided,	
  policies	
  supporting	
  adolescents’	
  rights	
  to	
  healthcare	
  and	
  the	
  

clinic	
  environment,	
  with	
  just	
  one	
  study	
  conducted	
  in	
  2005,	
  investigating	
  adolescents’	
  

experiences	
  of	
  the	
  services[16,17,18,19].	
  In	
  addition,	
  no	
  evaluations	
  of	
  this	
  programme	
  have	
  

taken	
  place	
  since	
  the	
  Department	
  of	
  Health	
  took	
  over	
  its	
  management.	
  There	
  was	
  a	
  need	
  to	
  

investigate	
  young	
  people’s	
  experiences	
  of	
  the	
  YFS	
  programme	
  in	
  South	
  Africa,	
  which	
  was	
  the	
  aim	
  

of	
  this	
  study.	
  The	
  hypothesis	
  was	
  that	
  if	
  this	
  programme	
  were	
  successful,	
  primary	
  healthcare	
  

facilities	
  that	
  provided	
  the	
  YFS	
  programme	
  would	
  deliver	
  a	
  more	
  positive	
  experience	
  to	
  young	
  

people	
  than	
  primary	
  healthcare	
  facilities	
  that	
  did	
  not.	
  The	
  first	
  objective	
  therefore	
  was	
  to	
  

investigate	
  whether	
  clinics	
  providing	
  the	
  YFS	
  programme	
  delivered	
  a	
  more	
  positive	
  experience	
  

to	
  young	
  people	
  than	
  clinics	
  not	
  providing	
  this	
  programme.	
  The	
  second	
  objective	
  was	
  to	
  

elucidate	
  the	
  characteristics	
  of	
  more	
  and	
  less	
  positive	
  experiences.	
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Methods	
  	
  

A	
  mixed	
  methods	
  simulated	
  client	
  method	
  was	
  used	
  to	
  address	
  these	
  objectives.	
  The	
  simulated	
  

client	
  method	
  is	
  a	
  method	
  where	
  the	
  healthcare	
  provider	
  is	
  not	
  aware	
  that	
  a	
  given	
  client	
  is	
  

participating	
  in	
  a	
  research	
  study.	
  Direct	
  observation	
  of	
  client-­‐provider	
  interactions	
  raises	
  issues	
  

of	
  privacy	
  and	
  confidentiality	
  as	
  well	
  as	
  potentially	
  introducing	
  bias;	
  healthcare	
  providers	
  who	
  

know	
  their	
  performance	
  is	
  being	
  evaluated	
  may	
  perform	
  better	
  than	
  they	
  would	
  were	
  they	
  not	
  

aware	
  that	
  they	
  were	
  being	
  observed[20].	
  Even	
  where	
  the	
  provider	
  is	
  not	
  aware	
  that	
  an	
  observer	
  

is	
  evaluating	
  their	
  performance,	
  the	
  presence	
  of	
  an	
  additional	
  person	
  during	
  a	
  consultation	
  may	
  

change	
  aspects	
  of	
  the	
  interaction[21].	
  Direct	
  questions	
  asked	
  of	
  health	
  workers	
  test	
  whether	
  

healthcare	
  workers	
  know	
  what	
  they	
  are	
  meant	
  to	
  do,	
  rather	
  than	
  what	
  they	
  actually	
  do	
  in	
  

practice[22].	
  Patient	
  exit	
  interviews	
  remove	
  observation	
  bias	
  but	
  may	
  be	
  subject	
  to	
  recall	
  bias	
  as	
  

well	
  as	
  to	
  reluctance	
  to	
  report	
  poor	
  healthcare	
  provider	
  performance,	
  particularly	
  if	
  exit	
  

interviews	
  are	
  conducted	
  at	
  or	
  near	
  the	
  health	
  facility.	
  Exit	
  interviews	
  also	
  raise	
  issues	
  of	
  privacy	
  

and	
  confidentiality.	
  	
  

	
  

In	
  the	
  simulated	
  client	
  method	
  the	
  healthcare	
  provider	
  is	
  not	
  aware	
  that	
  a	
  given	
  client	
  is	
  

participating	
  in	
  a	
  research	
  study.	
  Simulated	
  clients	
  can	
  be	
  trained	
  to	
  visit	
  given	
  health	
  facilities,	
  

often	
  with	
  a	
  pre-­‐specified	
  request	
  and	
  standardised	
  symptoms	
  or	
  histories	
  where	
  appropriate.	
  

The	
  use	
  of	
  simulated	
  clients	
  removes	
  observation	
  bias	
  and	
  issues	
  of	
  client	
  privacy	
  and	
  

confidentiality.	
  In	
  a	
  study	
  comparing	
  three	
  methods	
  for	
  gathering	
  information	
  on	
  client-­‐

healthcare	
  provider	
  interactions,	
  more	
  thorough	
  consultations	
  were	
  reported	
  by	
  clinicians	
  or	
  

observed	
  by	
  researchers	
  than	
  were	
  reported	
  by	
  simulated	
  clients	
  visiting	
  the	
  same	
  clinicians	
  

without	
  the	
  presence	
  of	
  the	
  researchers[23].	
  

	
  

Sampling	
  

Young	
  people	
  were	
  recruited	
  from	
  the	
  Birth-­‐to-­‐Twenty	
  cohort	
  and	
  trained	
  to	
  visit	
  publicly	
  

funded	
  primary	
  healthcare	
  clinics	
  in	
  urban	
  Soweto	
  to	
  request	
  information	
  on	
  contraceptive	
  

methods	
  or	
  condom	
  reliability.	
  Full	
  details	
  of	
  the	
  cohort	
  study	
  design	
  are	
  described	
  

elsewhere[24,25].	
  Briefly,	
  during	
  the	
  cohort	
  enrolment	
  period	
  (23rd	
  April	
  to	
  8th	
  June	
  1990)	
  the	
  

aim	
  was	
  to	
  enrol	
  all	
  singleton	
  births	
  that	
  occurred	
  during	
  this	
  period	
  to	
  residents	
  of	
  the	
  Greater	
  

Johannesburg	
  metropolitan	
  area.	
  5449	
  singleton	
  births	
  were	
  registered	
  during	
  the	
  7-­‐week	
  

enrolment	
  period.	
  3273	
  of	
  these	
  mother-­‐child	
  pairs	
  met	
  the	
  inclusion	
  criteria	
  of	
  being	
  resident	
  in	
  

the	
  Greater	
  Johannesburg	
  metropolitan	
  area	
  for	
  at	
  least	
  6	
  months	
  after	
  the	
  birth	
  of	
  the	
  child	
  and	
  

were	
  enrolled	
  into	
  the	
  cohort.	
  Sixteen	
  rounds	
  of	
  follow	
  up	
  have	
  taken	
  place	
  between	
  birth	
  and	
  

age	
  20	
  years	
  and	
  assessments	
  have	
  been	
  made	
  of	
  young	
  people’s	
  growth	
  and	
  development,	
  

psychological	
  adjustment,	
  physiological	
  functioning,	
  school	
  performance,	
  and	
  sexual	
  and	
  

reproductive	
  health,	
  as	
  well	
  as	
  community	
  and	
  school	
  environments[24,25].	
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Fifteen	
  of	
  a	
  total	
  of	
  twenty-­‐nine	
  primary	
  healthcare	
  facilities	
  in	
  Soweto	
  were	
  randomly	
  sampled	
  

and	
  each	
  received	
  three	
  or	
  four	
  simulated	
  client	
  visits.	
  Simulated	
  clients	
  were	
  randomly	
  selected	
  

from	
  Birth-­‐to-­‐Twenty	
  cohort	
  participants	
  who	
  had	
  reported	
  sexual	
  intercourse	
  (debut)	
  at	
  <15	
  

years	
  of	
  age	
  or	
  had	
  a	
  positive	
  urinary	
  leukocyte	
  test	
  at	
  13	
  years	
  of	
  age.	
  These	
  criteria	
  were	
  used	
  

to	
  define	
  eligibility	
  for	
  this	
  study	
  because	
  they	
  are	
  two	
  indicators	
  (of	
  many	
  possible	
  indicators)	
  of	
  

a	
  potential	
  need	
  to	
  use	
  health	
  services	
  which	
  were	
  collected	
  by	
  the	
  cohort.	
  Three	
  male	
  and	
  four	
  

female	
  simulated	
  clients	
  (all	
  aged	
  22	
  years)	
  were	
  recruited.	
  Simulated	
  clients	
  were	
  not	
  asked	
  to	
  

visit	
  the	
  clinics	
  located	
  closest	
  to	
  their	
  homes	
  to	
  minimise	
  the	
  chance	
  of	
  them	
  being	
  recognised,	
  

both	
  for	
  the	
  integrity	
  of	
  the	
  method	
  and	
  to	
  minimise	
  potential	
  discomfort	
  for	
  simulated	
  clients	
  

which	
  might	
  have	
  resulted	
  from	
  visiting	
  the	
  clinics	
  nearest	
  to	
  where	
  they	
  lived.	
  Simulated	
  clients	
  

received	
  remuneration	
  of	
  100	
  Rand	
  for	
  each	
  clinic	
  visit	
  to	
  cover	
  travel	
  expenses.	
  

	
  

Informed	
  consent	
  was	
  obtained	
  from	
  all	
  simulated	
  clients	
  and	
  from	
  the	
  nurse-­‐in-­‐charge	
  at	
  each	
  

of	
  the	
  primary	
  healthcare	
  facilities.	
  Ethical	
  approval	
  was	
  obtained	
  from	
  the	
  ethics	
  committees	
  of	
  

the	
  London	
  School	
  of	
  Hygiene	
  and	
  Tropical	
  Medicine	
  and	
  The	
  University	
  of	
  the	
  Witwatersrand.	
  

Permission	
  to	
  work	
  with	
  the	
  health	
  facilities	
  was	
  granted	
  by	
  the	
  relevant	
  provincial,	
  and	
  district	
  

health	
  authorities	
  

	
  

Simulated	
  client	
  scenarios	
  

Pregnancy,	
  sexually	
  transmitted	
  infections	
  (STIs)	
  (including	
  HIV)	
  and	
  violence	
  (which	
  is	
  often	
  

sexual	
  or	
  gender	
  based)	
  were	
  the	
  key	
  areas	
  targeted	
  by	
  the	
  YFS	
  programme	
  service	
  package,	
  

agreed	
  upon	
  by	
  the	
  national	
  Department	
  of	
  Health,	
  the	
  NGO	
  loveLife,	
  and	
  other	
  stakeholders	
  with	
  

the	
  aim	
  of	
  improving	
  young	
  people’s	
  sexual	
  and	
  reproductive	
  health[26].	
  For	
  these	
  reasons	
  the	
  

scenarios	
  developed	
  for	
  this	
  study	
  focussed	
  on	
  sexual	
  and	
  reproductive	
  health.	
  The	
  simulated	
  

client	
  scenarios	
  focussed	
  on	
  requesting	
  information	
  rather	
  than	
  requesting	
  contraceptives	
  or	
  

HIV/STI	
  tests.	
  The	
  latter	
  had	
  already	
  been	
  explored	
  in	
  a	
  simulated	
  client	
  study	
  in	
  Cape	
  Town	
  and	
  

requesting	
  contraceptive	
  methods	
  (other	
  than	
  condoms)	
  would	
  have	
  limited	
  the	
  study	
  by	
  

including	
  only	
  female	
  simulated	
  clients	
  who	
  were	
  currently	
  using	
  or	
  desired	
  contraceptives.	
  

Including	
  the	
  experiences	
  of	
  young	
  men,	
  who	
  are	
  often	
  missed	
  from	
  research	
  on	
  young	
  people’s	
  

sexual	
  and	
  reproductive	
  health,	
  was	
  an	
  important	
  strength	
  of	
  this	
  study	
  design[27].	
  	
  

	
  

Female	
  simulated	
  clients	
  were	
  trained	
  to	
  request	
  information	
  on	
  contraceptive	
  methods.	
  If	
  asked	
  

which	
  method	
  of	
  pregnancy	
  prevention	
  they	
  were	
  currently	
  using,	
  female	
  simulated	
  clients	
  were	
  

trained	
  to	
  say	
  they	
  were	
  using	
  condoms	
  but	
  would	
  like	
  to	
  know	
  about	
  other	
  methods.	
  Female	
  

simulated	
  clients	
  were	
  also	
  trained	
  to	
  ask	
  what	
  the	
  next	
  steps	
  would	
  be	
  if	
  they	
  chose	
  to	
  start	
  

using	
  a	
  non-­‐barrier	
  method	
  of	
  pregnancy	
  prevention.	
  Male	
  simulated	
  clients	
  were	
  trained	
  to	
  ask	
  

how	
  safe	
  condoms	
  were,	
  saying	
  that	
  they	
  had	
  heard	
  that	
  condoms	
  can	
  break.	
  If	
  the	
  healthcare	
  

worker	
  did	
  not	
  offer	
  a	
  condom	
  demonstration,	
  male	
  simulated	
  clients	
  were	
  trained	
  to	
  request	
  

one,	
  if	
  they	
  felt	
  able	
  to	
  do	
  so.	
  If	
  asked,	
  both	
  male	
  and	
  female	
  simulated	
  clients	
  were	
  trained	
  to	
  

give	
  their	
  real	
  age	
  and	
  to	
  say:	
  they	
  couldn’t	
  afford	
  to	
  pay,	
  that	
  they	
  had	
  a	
  boyfriend	
  or	
  girlfriend,	
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that	
  they	
  were	
  having	
  sex	
  and	
  that	
  they	
  did	
  use	
  condoms.	
  Simulated	
  clients	
  were	
  trained	
  to	
  say	
  

that	
  they	
  were	
  using	
  condoms	
  to	
  avoid	
  putting	
  the	
  simulated	
  clients	
  and	
  the	
  healthcare	
  workers	
  

in	
  a	
  situation	
  where	
  the	
  young	
  person	
  identified	
  themselves	
  as	
  being	
  at	
  risk	
  of	
  HIV	
  or	
  STI	
  

transmission,	
  but	
  refused	
  an	
  HIV	
  test.	
  Although	
  healthcare	
  workers	
  providing	
  thorough	
  

consultations	
  would	
  be	
  likely	
  to	
  offer	
  an	
  HIV	
  test,	
  it	
  was	
  hypothesised	
  that	
  it	
  might	
  be	
  more	
  

difficult	
  for	
  a	
  simulated	
  client	
  who	
  has	
  reported	
  not	
  using	
  condoms	
  to	
  refuse	
  a	
  test	
  even	
  if	
  they	
  

did	
  not	
  wish	
  to	
  have	
  one.	
  In	
  practice,	
  few	
  simulated	
  clients	
  were	
  asked	
  about	
  their	
  current	
  

contraceptive	
  use,	
  including	
  their	
  condom	
  use.	
  	
  

	
  

In	
  conjunction	
  with	
  a	
  clinician	
  and	
  two	
  research	
  nurses,	
  the	
  authors	
  agreed	
  that	
  a	
  thorough	
  

response	
  to	
  either	
  of	
  these	
  scenarios	
  by	
  a	
  primary	
  healthcare	
  worker	
  should	
  include	
  a	
  discussion	
  

of	
  correct	
  and	
  consistent	
  condom	
  use,	
  including	
  the	
  offer	
  of	
  a	
  demonstration	
  of	
  correct	
  use,	
  

assessment	
  of	
  STI	
  exposure,	
  STI/HIV	
  counselling	
  and	
  the	
  offer	
  of	
  STI/HIV	
  testing,	
  or	
  the	
  offer	
  of	
  

referral	
  for	
  these	
  services.	
  Demonstrations	
  of	
  correct	
  condom	
  usage	
  should	
  be	
  offered	
  to	
  young	
  

women	
  as	
  well	
  as	
  young	
  men.	
  In	
  addition	
  to	
  the	
  discussion	
  and	
  demonstration	
  of	
  condom	
  use,	
  for	
  

female	
  simulated	
  clients,	
  a	
  thorough	
  consultation	
  would	
  include	
  discussion	
  of	
  injectable	
  

contraceptives,	
  oral	
  contraceptives	
  and	
  intra-­‐uterine	
  devices	
  (IUDs).	
  	
  

	
  

Simulated	
  client	
  training	
  comprised	
  explaining	
  the	
  rationale	
  for	
  the	
  study	
  and	
  the	
  role	
  of	
  the	
  

simulated	
  clients,	
  an	
  introduction	
  to	
  the	
  scenarios	
  for	
  the	
  clinic	
  visits	
  for	
  discussion	
  with	
  the	
  

simulated	
  clients,	
  discussion	
  of	
  the	
  debrief	
  questionnaire	
  to	
  establish	
  if	
  questions	
  were	
  correctly	
  

understood,	
  and	
  role-­‐plays	
  with	
  two	
  research	
  nurses.	
  	
  

	
  

Debrief	
  questionnaires	
  were	
  administered	
  to	
  simulated	
  clients	
  in	
  English	
  after	
  each	
  clinic	
  visit,	
  

on	
  the	
  same	
  day.	
  This	
  questionnaire	
  was	
  adapted	
  from	
  the	
  World	
  Health	
  Organisation’s	
  “Quality	
  

Assessment	
  Guidebook:	
  A	
  Guide	
  to	
  Assessing	
  Health	
  Services	
  for	
  Adolescent	
  Clients”	
  which	
  has	
  

been	
  trialled	
  in	
  a	
  number	
  of	
  studies[28,29].	
  This	
  tool	
  comprised	
  questions	
  relating	
  to	
  the	
  clinic	
  

environment,	
  the	
  simulated	
  client’s	
  interactions	
  with	
  staff,	
  including	
  non-­‐clinical	
  staff,	
  and	
  the	
  

content	
  of	
  the	
  consultations.	
  Closed	
  questions	
  from	
  this	
  tool,	
  were	
  combined	
  with	
  additional	
  

closed	
  questions	
  specific	
  to	
  the	
  simulated	
  client	
  scenarios,	
  and	
  open-­‐ended	
  questions	
  to	
  elicit	
  

more	
  information	
  on	
  the	
  simulated	
  clients’	
  experiences	
  in	
  general.	
  The	
  debrief	
  questionnaire	
  was	
  

piloted	
  with	
  two	
  research	
  nurses	
  and	
  with	
  all	
  seven	
  recruited	
  simulated	
  clients.	
  The	
  questions	
  

were	
  generally	
  well	
  understood	
  by	
  simulated	
  clients	
  but	
  some	
  small	
  changes	
  to	
  the	
  language	
  

used	
  to	
  phrase	
  the	
  questions	
  were	
  made	
  based	
  on	
  this	
  piloting.	
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Data	
  analyses	
  

Descriptive	
  statistics	
  were	
  generated	
  for	
  all	
  variables	
  at	
  the	
  clinic-­‐level	
  and	
  all	
  variables	
  at	
  the	
  

clinic	
  visit	
  level.	
  Clinic-­‐level	
  variables	
  were	
  clinic	
  size,	
  clinic	
  management	
  authority	
  and	
  presence	
  

of	
  a	
  peer	
  educator.	
  Variables	
  at	
  the	
  clinic	
  visit	
  level	
  included	
  those	
  relating	
  to	
  characteristics	
  of	
  

the	
  simulated	
  clients’	
  interactions	
  with	
  the	
  healthcare	
  worker	
  and	
  other	
  staff,	
  the	
  clinic	
  

environment,	
  healthcare	
  worker	
  characteristics	
  and	
  simulated	
  clients	
  perceptions.	
  Each	
  of	
  these	
  

variables	
  was	
  tabulated	
  against	
  YFS	
  provision	
  and	
  tests	
  of	
  association	
  conducted.	
  Where	
  any	
  cell	
  

values	
  were	
  less	
  than	
  five,	
  a	
  Fisher’s	
  exact	
  test	
  was	
  conducted,	
  otherwise	
  a	
  Pearson’s	
  chi-­‐squared	
  

test	
  was	
  conducted.	
  	
  

	
  

Because	
  there	
  were	
  a	
  large	
  number	
  of	
  individual	
  questions	
  or	
  potential	
  outcomes,	
  those	
  which	
  

between	
  them,	
  were	
  felt	
  to	
  capture	
  information	
  that	
  would	
  define	
  a	
  good	
  experience	
  overall	
  were	
  

combined	
  into	
  a	
  single	
  measure	
  of	
  the	
  simulated	
  client’s	
  overall	
  experience	
  during	
  each	
  clinic	
  

visit.	
  This	
  single	
  composite	
  measure	
  was	
  derived	
  through	
  principal	
  components	
  analysis	
  (PCA)	
  

using	
  variables	
  relating	
  to	
  the	
  simulated	
  client’s	
  interactions	
  with	
  staff	
  and	
  their	
  consultation	
  

with	
  the	
  healthcare	
  worker,	
  the	
  healthcare	
  worker’s	
  characteristics	
  and	
  the	
  clinic	
  environment	
  

where	
  there	
  was	
  evidence	
  of	
  correlation	
  (p≤0.1)	
  between	
  these	
  variables.	
  The	
  first	
  component	
  

from	
  the	
  PCA	
  showed	
  a	
  skewed	
  distribution	
  so	
  was	
  log	
  transformed	
  to	
  provide	
  a	
  normally	
  

distributed	
  variable	
  for	
  use	
  as	
  the	
  outcome	
  of	
  interest.	
  This	
  variable	
  is	
  referred	
  to	
  hereafter	
  as	
  

the	
  clinic	
  visit	
  score	
  .	
  	
  

	
  

A	
  clinic	
  visit	
  with	
  a	
  larger	
  clinic	
  visit	
  score	
  corresponded	
  to	
  a	
  worse	
  experience	
  than	
  a	
  clinic	
  visit	
  

which	
  had	
  a	
  smaller	
  clinic	
  visit	
  score.	
  The	
  clinic	
  visit	
  with	
  the	
  smallest	
  visit	
  score	
  of	
  -­‐4.71	
  had	
  

universally	
  positive	
  responses	
  to	
  the	
  questions	
  inputted	
  into	
  the	
  PCA,	
  whilst	
  the	
  clinic	
  visit	
  with	
  

the	
  largest	
  visit	
  score	
  of	
  2.47	
  had	
  only	
  three	
  positive	
  responses	
  which	
  related	
  to:	
  the	
  consultation	
  

room	
  being	
  clean	
  and	
  affording	
  privacy,	
  and	
  the	
  healthcare	
  worker	
  being	
  respectful.	
  	
  

	
  

Multiple	
  visits	
  were	
  conducted	
  by	
  each	
  simulated	
  client	
  conducted	
  and	
  received	
  by	
  each	
  clinic.	
  

Multivariable	
  multi-­‐level	
  linear	
  regression	
  models	
  that	
  accounted	
  for	
  clustering	
  at	
  both	
  the	
  

simulated	
  client	
  and	
  clinic	
  levels	
  were	
  therefore	
  used	
  to	
  examine	
  the	
  association	
  between	
  the	
  

provision	
  of	
  the	
  YFS	
  programme	
  and	
  the	
  clinic	
  visit	
  score.	
  Any	
  simulated	
  client	
  or	
  clinic	
  

characteristics	
  which	
  showed	
  a	
  crude	
  association	
  with	
  the	
  outcome	
  at	
  p<0.05	
  in	
  univariate,	
  

multi-­‐level	
  models	
  were	
  included	
  in	
  the	
  multivariable	
  multi-­‐level	
  model.	
  Multivariable	
  models	
  

accounting	
  for	
  clustering	
  at	
  either	
  the	
  clinic	
  or	
  the	
  simulated	
  client	
  level	
  were	
  compared	
  using	
  

the	
  Akaike	
  information	
  criterion	
  (AIC).	
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Responses	
  to	
  open-­‐ended	
  questions	
  were	
  transcribed	
  verbatim	
  into	
  transcripts	
  in	
  Microsoft	
  

Word.	
  Transcripts	
  were	
  coded	
  into	
  themes	
  and	
  sub-­‐themes	
  which	
  were	
  not	
  predefined	
  and	
  could	
  

emerge	
  from	
  the	
  data.	
  A	
  framework	
  analysis	
  matrix	
  was	
  constructed	
  in	
  Microsoft	
  Excel,	
  

comprising	
  all	
  data	
  relating	
  to	
  these	
  themes	
  and	
  their	
  sub-­‐themes	
  for	
  each	
  clinic	
  visit[30].	
  

Themes	
  were	
  examined	
  between	
  clinics	
  providing	
  a	
  more	
  and	
  a	
  less	
  positive	
  experience	
  by	
  

comparing	
  the	
  themes	
  from	
  the	
  15	
  best	
  and	
  worst	
  scoring	
  consultations	
  in	
  terms	
  of	
  their	
  clinic	
  

visit	
  score.	
  Themes	
  were	
  also	
  compared	
  between	
  male	
  and	
  female	
  simulated	
  clients	
  and	
  data	
  

saturation,	
  where	
  no	
  new	
  themes	
  emerged,	
  was	
  reached.	
  

	
  

Results	
  	
  

Fifty-­‐eight	
  clinic	
  visits	
  were	
  conducted,	
  30	
  by	
  female	
  simulated	
  clients	
  and	
  28	
  by	
  male	
  simulated	
  

clients.	
  The	
  study	
  design	
  was	
  that	
  each	
  of	
  the	
  fifteen	
  clinics	
  would	
  receive	
  four	
  simulated	
  client	
  

visits	
  and	
  this	
  was	
  achieved	
  for	
  thirteen	
  of	
  the	
  fifteen	
  clinics	
  sampled.	
  Two	
  clinics	
  however	
  only	
  

received	
  three	
  simulated	
  client	
  visits;	
  following	
  the	
  dropout	
  of	
  one	
  female	
  simulated	
  client	
  from	
  

the	
  study	
  due	
  to	
  illness,	
  and	
  the	
  limited	
  availability	
  of	
  one	
  male	
  simulated	
  client,	
  it	
  was	
  not	
  

possible	
  for	
  these	
  clinics	
  to	
  receive	
  four	
  visits	
  whilst	
  adhering	
  to	
  the	
  protocol	
  that	
  each	
  simulated	
  

client	
  would	
  only	
  visit	
  a	
  given	
  clinic	
  once	
  and	
  would	
  not	
  be	
  asked	
  to	
  visit	
  the	
  clinics	
  nearest	
  to	
  

where	
  they	
  lived.	
  	
  

	
  

Of	
  the	
  fifty-­‐eight	
  clinic	
  visits	
  conducted,	
  two	
  were	
  dropped	
  from	
  the	
  analyses	
  because	
  the	
  

simulated	
  client	
  did	
  not	
  follow	
  the	
  study	
  protocol;	
  in	
  both	
  of	
  these	
  cases	
  the	
  simulated	
  client	
  in	
  

question	
  received	
  refresher	
  training.	
  In	
  one	
  case	
  a	
  female	
  simulated	
  client	
  divulged	
  their	
  

participation	
  in	
  the	
  study	
  at	
  the	
  start	
  of	
  the	
  consultation	
  and	
  in	
  the	
  other	
  a	
  male	
  simulated	
  client	
  

reported	
  having	
  asked	
  “to	
  speak	
  to	
  someone	
  in	
  charge”	
  and	
  having	
  asked	
  the	
  healthcare	
  worker	
  

“how	
  do	
  you	
  handle	
  patients	
  if	
  they	
  are	
  unhappy”	
  when	
  asked	
  about	
  the	
  consultation,	
  rather	
  than	
  

asking	
  how	
  reliable	
  condoms	
  are.	
  	
  

	
  

Table	
  1	
  presents	
  the	
  clinic	
  and	
  simulated	
  client	
  characteristics	
  of	
  the	
  fifteen	
  clinics	
  and	
  seven	
  

simulated	
  clients.	
  Of	
  the	
  fifteen	
  clinics	
  sampled,	
  eight	
  were	
  small	
  (53%)	
  and	
  run	
  by	
  the	
  local	
  

health	
  authority	
  (City	
  of	
  Johannesburg	
  Department	
  of	
  Health).	
  Gauteng	
  Provincial	
  Department	
  of	
  

Health	
  ran	
  all	
  seven	
  large	
  clinics.	
  There	
  were	
  no	
  medium-­‐sized	
  clinics.	
  Approximately	
  half	
  (46%)	
  

of	
  clinics	
  provided	
  the	
  YFS	
  programme	
  (n=7)	
  of	
  which	
  5	
  (71%)	
  were	
  small,	
  local	
  authority	
  clinics.	
  

Approximately	
  a	
  quarter	
  of	
  clinics	
  had	
  a	
  peer	
  educator	
  working	
  with	
  them	
  and	
  in	
  the	
  community.	
  

Of	
  the	
  seven	
  simulated	
  clients	
  recruited,	
  four	
  were	
  female.	
  All	
  simulated	
  clients	
  were	
  black	
  and	
  

had	
  mothers	
  with	
  secondary	
  education.	
  Two	
  had	
  mothers	
  who	
  were	
  aged	
  below	
  25	
  years,	
  and	
  

one	
  whose	
  mother	
  was	
  aged	
  <19	
  years	
  at	
  the	
  birth	
  of	
  the	
  simulated	
  client.	
  The	
  simulated	
  clients	
  

were	
  not	
  purposively	
  sampled	
  based	
  on	
  household	
  socio-­‐economic	
  status	
  (SES)	
  and	
  none	
  of	
  the	
  

simulated	
  clients	
  lived	
  in	
  households	
  in	
  the	
  poorest	
  SES	
  quintile.	
  Information	
  on	
  the	
  household	
  

SES	
  of	
  one	
  simulated	
  client	
  was	
  missing	
  (Table	
  1).	
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Table	
  1:	
  Clinic	
  and	
  simulated	
  client	
  characteristics	
  

Clinic	
  Characteristics	
  (N=15)	
   %	
  (N)	
  
YFS	
  Provided	
   	
  
Yes	
   46.67	
  (7)	
  
No	
   53.33	
  (8)	
  
Clinic	
  Size	
   	
  
Small	
  (<6	
  nurses)	
   53.33	
  (8)	
  
Large	
  (>10	
  nurses)	
   46.67	
  (7)	
  
Clinic	
  Authority	
   	
  
Local	
   53.33	
  (8)	
  
Provincial	
   46.67	
  (7)	
  
groundBREAKER	
  Peer	
  Educator	
   	
  
Yes	
   26.67	
  (4)	
  
No	
   73.33	
  (11)	
  
Simulated	
  Client	
  Characteristics	
  (N=7)	
   	
  
Simulated	
  Client	
  Gender	
   	
  
Female	
   57.00	
  (4)	
  
Male	
   42.00	
  (3)	
  
Population	
  Group	
   	
  
Black	
   100.00	
  (7)	
  
Maternal	
  Education	
  at	
  Birth	
   	
  
Secondary	
   100.00	
  (7)	
  
Maternal	
  Age	
  at	
  Birth	
   	
  
<19	
   14.29	
  (1)	
  
20-­‐24	
   28.57	
  (2)	
  
25-­‐29	
   28.57	
  (2)	
  
30-­‐34	
   14.29	
  (1)	
  
≥35	
   14.29	
  (1)	
  
Household	
  SES	
   	
  
1	
   0.00	
  (0)	
  
2	
   28.57	
  (2)	
  
3	
   28.57	
  (2)	
  
4	
   0.00	
  (0)	
  
5	
   28.57	
  (2)	
  
Missing	
   14.29	
  (1)	
  
SES=Socio-­‐economic	
  status	
   	
  

	
  

More	
  than	
  70%	
  (n=43)	
  of	
  consultations	
  were	
  with	
  a	
  nurse	
  or	
  sister	
  and	
  more	
  than	
  85%	
  were	
  

with	
  a	
  female	
  healthcare	
  worker	
  (n=49).	
  Approximately	
  equal	
  numbers	
  of	
  the	
  consultations	
  that	
  

were	
  with	
  a	
  male	
  healthcare	
  worker	
  (n=7)	
  were	
  with	
  male	
  and	
  female	
  simulated	
  clients.	
  Almost	
  a	
  

quarter	
  of	
  consultations	
  were	
  interrupted	
  (23%,	
  n=13),	
  with	
  five	
  of	
  these	
  being	
  interrupted	
  on	
  

more	
  than	
  one	
  occasion.	
  In	
  75%	
  (n=42)	
  of	
  cases	
  there	
  was	
  a	
  separate	
  queue	
  for	
  family	
  planning	
  

services.	
  At	
  visits	
  conducted	
  by	
  female	
  simulated	
  clients,	
  injectable	
  contraceptives	
  were	
  the	
  most	
  

commonly	
  discussed	
  method	
  (86%),	
  followed	
  by	
  oral	
  contraceptive	
  pills	
  (82%).	
  Condoms	
  were	
  

discussed	
  in	
  only	
  41%	
  of	
  consultations	
  with	
  female	
  simulated	
  clients.	
  Condoms	
  were	
  discussed	
  

in	
  all	
  but	
  one	
  consultation	
  with	
  male	
  simulated	
  clients.	
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More	
  than	
  half	
  of	
  consultations	
  were	
  rated	
  as	
  excellent	
  by	
  simulated	
  clients	
  and	
  in	
  more	
  than	
  

80%	
  of	
  consultations	
  the	
  simulated	
  client	
  felt	
  comfortable	
  talking	
  to	
  the	
  healthcare	
  worker	
  and	
  

felt	
  that	
  the	
  healthcare	
  worker	
  treated	
  them	
  with	
  respect.	
  However,	
  at	
  more	
  than	
  20%	
  of	
  clinic	
  

visits	
  simulated	
  clients	
  felt	
  that	
  their	
  consultation	
  would	
  not	
  be	
  confidential	
  and	
  20%	
  of	
  

consultations	
  were	
  interrupted	
  at	
  least	
  once.	
  

	
  

Objective	
  one	
  

There	
  was	
  no	
  evidence	
  that	
  clinics	
  that	
  provided	
  the	
  YFS	
  programme	
  delivered	
  a	
  more	
  positive	
  

experience	
  to	
  simulated	
  clients,	
  than	
  clinics	
  that	
  did	
  not	
  provide	
  this	
  programme,	
  after	
  adjusting	
  

for	
  the	
  effect	
  of	
  simulated	
  client	
  gender	
  and	
  healthcare	
  worker	
  age	
  (which	
  showed	
  evidence	
  for	
  

an	
  association	
  with	
  clinic	
  visit	
  score	
  in	
  univariate	
  models),	
  and	
  for	
  the	
  effect	
  of	
  clustering	
  at	
  the	
  

simulated	
  client	
  and	
  the	
  clinic	
  level	
  (mean	
  difference	
  in	
  clinic	
  visit	
  score:	
  -­‐0.18,	
  95%	
  CI:	
  -­‐0.95,	
  

0.60,	
  p=0.656)	
  (Table	
  2).	
  However,	
  it	
  is	
  not	
  surprising	
  that	
  no	
  association	
  was	
  observed	
  here	
  as	
  

univariate	
  results	
  were	
  also	
  non-­‐significant	
  and	
  furthermore,	
  only	
  one	
  of	
  the	
  variables	
  from	
  

which	
  the	
  clinic	
  visit	
  score	
  was	
  derived	
  showed	
  a	
  statistically	
  significant	
  association	
  with	
  the	
  

provision	
  of	
  the	
  YFS	
  programme.	
  	
  

	
  

There	
  was	
  strong	
  evidence	
  that	
  male	
  simulated	
  clients	
  were	
  more	
  likely	
  to	
  give	
  responses	
  that	
  

resulted	
  in	
  a	
  smaller	
  clinic	
  visit	
  score,	
  with	
  a	
  mean	
  difference	
  of	
  -­‐1.52	
  in	
  clinic	
  visit	
  score	
  between	
  

consultations	
  conducted	
  by	
  male	
  simulated	
  clients	
  and	
  those	
  conducted	
  by	
  female	
  simulated	
  

clients.	
  Thus	
  male	
  simulated	
  clients	
  had	
  generally	
  more	
  positive	
  experiences	
  at	
  their	
  clinic	
  visits	
  

than	
  female	
  simulated	
  clients,	
  adjusting	
  for	
  the	
  effect	
  of	
  the	
  provision	
  of	
  the	
  YFS	
  programme	
  and	
  

healthcare	
  worker	
  age,	
  and	
  for	
  the	
  effect	
  of	
  clustering	
  at	
  the	
  simulated	
  client	
  and	
  clinic	
  level.	
  	
  

	
  

There	
  was	
  also	
  some	
  evidence	
  for	
  an	
  association	
  between	
  healthcare	
  worker	
  age	
  and	
  clinic	
  visit	
  

score	
  (p=0.041).	
  For	
  each	
  one-­‐unit	
  increase	
  in	
  healthcare	
  worker	
  age	
  the	
  mean	
  difference	
  in	
  

clinic	
  visit	
  score	
  was	
  -­‐0.59;	
  consultations	
  with	
  older	
  healthcare	
  workers	
  were	
  more	
  positive	
  

experiences	
  than	
  those	
  with	
  younger	
  healthcare	
  workers,	
  adjusting	
  for	
  the	
  effect	
  of	
  the	
  provision	
  

of	
  the	
  YFS	
  programme	
  and	
  simulated	
  client	
  gender,	
  and	
  for	
  the	
  effect	
  of	
  clustering.	
  	
  

	
  

The	
  AIC	
  values	
  indicated	
  that	
  there	
  was	
  little	
  difference	
  in	
  the	
  amount	
  of	
  information	
  lost	
  when	
  

adjusting	
  for	
  clustering	
  at	
  the	
  clinic	
  level	
  compared	
  to	
  adjusting	
  for	
  clustering	
  at	
  the	
  simulated	
  

client	
  level,	
  and	
  that	
  both	
  of	
  these	
  models	
  explained	
  similar	
  amounts	
  of	
  clustering.	
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Table	
  2:	
  Crude	
  and	
  adjusted	
  multi-­‐level	
  models	
  of	
  the	
  association	
  between	
  the	
  provision	
  of	
  the	
  

YFS	
  programme	
  and	
  clinic	
  visit	
  score	
  

	
   Clinic	
  Visit	
  Score	
  
	
   Mean	
  (SD)	
   Regression	
  Coefficient	
   95%	
  CI	
   P-­‐value	
  
Univariate	
  Multi-­‐Level	
  Model	
  
YFS	
  Provided	
  
No	
   0.06	
  (1.47)	
   Reference	
   	
   	
  
Yes	
   -­‐0.13	
  (1.82)	
   -­‐0.12	
   -­‐0.86,	
  0.62	
   0.748	
  
Multivariable	
  Multi-­‐Level	
  Model	
  
YFS	
  Provided	
  
No	
   0.06	
  (1.47)	
   Reference	
   	
   	
  
Yes	
   -­‐0.13	
  (1.82)	
   -­‐0.18	
   -­‐0.95,	
  0.60	
   0.656	
  
Simulated	
  Client	
  Gender	
  
Female	
   0.81	
  (1.06)	
   Reference	
   	
   	
  
Male	
   -­‐0.93	
  (1.68)	
   -­‐1.52	
   -­‐2.65,	
  -­‐0.38	
   0.009	
  
Healthcare	
  Worker	
  Age	
  
20-­‐29	
   1.38	
  (0.67)	
   	
   	
   	
  
30-­‐39	
   0.02	
  (1.37)	
   -­‐0.59	
   -­‐1.15,	
  -­‐0.02	
   0.041	
  40+	
   -­‐0.72	
  (2.01)	
  
	
  

Objective	
  two	
  

Five	
  overarching	
  themes	
  emerged	
  that	
  related	
  to:	
  staff	
  characteristics;	
  institutional	
  factors;	
  

thoroughness	
  of	
  the	
  consultation;	
  staff	
  behaviour	
  and	
  simulated	
  clients’	
  reactions.	
  The	
  themes	
  

can	
  be	
  grouped	
  into	
  two	
  categories;	
  those	
  relating	
  to	
  issues	
  reported	
  directly	
  by	
  simulated	
  client	
  

and	
  those	
  related	
  to	
  how	
  thorough	
  the	
  content	
  of	
  a	
  consultation	
  was,	
  from	
  a	
  medical	
  perspective.	
  

	
  

Comprehensive	
  information	
  and	
  counselling,	
  including	
  STI	
  counselling	
  and	
  the	
  offer	
  of	
  testing	
  for	
  

those	
  at	
  risk	
  or	
  desiring	
  it	
  were	
  not	
  provided	
  at	
  any	
  consultations.	
  Adequate	
  information	
  on	
  the	
  

full	
  range	
  of	
  contraceptive	
  methods	
  (including	
  condoms)	
  provided	
  by	
  publicly-­‐funded	
  primary	
  

healthcare	
  facilities	
  was	
  provided	
  at	
  less	
  than	
  a	
  third	
  of	
  clinic	
  visits	
  conducted	
  by	
  female	
  

simulated	
  clients	
  (28%,	
  n=8).	
  Some	
  information	
  was	
  given	
  to	
  male	
  and	
  female	
  simulated	
  clients	
  

in	
  more	
  than	
  two	
  thirds	
  of	
  consultations	
  (68%,	
  n=38);	
  however,	
  in	
  three	
  cases	
  incorrect	
  

information	
  was	
  given.	
  In	
  15	
  cases,	
  information	
  on	
  some	
  of	
  the	
  contraceptive	
  methods	
  that	
  the	
  

Department	
  of	
  Health	
  states	
  should	
  be	
  available	
  at	
  public	
  primary	
  healthcare	
  facilities	
  was	
  not	
  

provided.	
  In	
  one	
  of	
  these	
  cases	
  the	
  information	
  given	
  was	
  both	
  medically	
  incorrect	
  and	
  not	
  

provided	
  on	
  all	
  methods.	
  	
  

	
  

To	
  examine	
  the	
  characteristics	
  that	
  categorised	
  more	
  and	
  less	
  positive	
  experiences	
  for	
  simulated	
  

clients,	
  the	
  themes	
  from	
  the	
  15	
  best	
  and	
  15	
  worst	
  scoring	
  consultations	
  in	
  terms	
  of	
  the	
  clinic	
  visit	
  

score	
  were	
  compared.	
  In	
  the	
  less	
  positive	
  consultations	
  compared	
  to	
  the	
  more	
  positive	
  

consultations,	
  more	
  simulated	
  clients	
  experienced	
  unnecessary	
  questions	
  or	
  protocols,	
  had	
  

consultations	
  where	
  the	
  healthcare	
  worker	
  expressed	
  negative	
  opinions	
  about	
  the	
  simulated	
  

client	
  seeking	
  information,	
  were	
  not	
  given	
  adequate	
  information	
  and	
  experienced	
  lack	
  of	
  privacy.	
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A	
  common	
  example	
  of	
  a	
  medically	
  unnecessary	
  protocol	
  was	
  healthcare	
  workers	
  telling	
  female	
  

simulated	
  clients	
  that	
  they	
  would	
  have	
  to	
  wait	
  to	
  start	
  using	
  a	
  hormonal	
  contraceptive	
  method	
  

until	
  they	
  were	
  menstruating.	
  The	
  majority	
  of	
  female	
  simulated	
  clients	
  were	
  told	
  that	
  they	
  would	
  

be	
  required	
  to	
  return	
  to	
  the	
  clinic	
  and	
  show	
  their	
  soiled	
  sanitary	
  products	
  to	
  ‘prove’	
  that	
  they	
  

were	
  menstruating	
  and	
  therefore	
  unlikely	
  to	
  be	
  pregnant.	
  One	
  female	
  simulated	
  client	
  said:	
  “She	
  

said	
  I	
  must	
  come	
  immediately	
  I	
  have	
  my	
  period	
  and	
  that	
  I	
  will	
  have	
  to	
  show	
  them	
  the	
  pad	
  as	
  many	
  

girls	
  are	
  coming	
  when	
  they	
  are	
  not	
  on	
  their	
  period	
  and	
  are	
  lying.”	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  

12.	
  Another	
  female	
  simulated	
  client	
  reported	
  that	
  the	
  healthcare	
  worker	
  told	
  her	
  that	
  she	
  would	
  

have	
  to	
  “take	
  off	
  the	
  pad	
  to	
  show	
  you	
  are	
  bleeding”	
  in	
  order	
  to	
  obtain	
  contraceptives.	
  Simulated	
  

Client	
  7	
  (female),	
  Clinic	
  2.	
  This	
  is	
  in	
  spite	
  of	
  the	
  South	
  African	
  National	
  Contraception	
  and	
  Fertility	
  

Planning	
  Policy	
  and	
  Service	
  Delivery	
  Guidelines	
  making	
  it	
  clear	
  that	
  the	
  timing	
  of	
  initiation	
  of	
  

hormonal	
  contraceptives	
  should	
  not	
  be	
  restricted	
  to	
  menstruation,	
  and	
  that	
  doing	
  so	
  could	
  act	
  as	
  

a	
  barrier	
  to	
  contraceptive	
  use	
  and	
  would	
  not	
  terminate	
  an	
  existing	
  pregnancy[31].	
  One	
  female	
  

simulated	
  client	
  described	
  how	
  a	
  clinic	
  protocol	
  made	
  it	
  obvious	
  to	
  other	
  people	
  that	
  you	
  had	
  

come	
  to	
  the	
  clinic	
  for	
  family	
  planning	
  saying,	
  “when	
  you	
  come	
  in	
  you	
  have	
  to	
  put	
  your	
  card	
  in	
  the	
  

family	
  planning	
  box	
  and	
  it	
  even	
  says	
  ‘Family	
  Planning’	
  on	
  it	
  so	
  everyone	
  can	
  see.”	
  Simulated	
  Client	
  5,	
  

(female),	
  Clinic	
  9.	
  	
  

	
  

Simulated	
  clients	
  perceived	
  the	
  healthcare	
  worker	
  to	
  value	
  them	
  seeking	
  information	
  at	
  the	
  

majority	
  of	
  the	
  more	
  positive	
  consultations.	
  Seeking	
  information	
  did	
  not	
  appear	
  to	
  be	
  valued	
  at	
  

the	
  majority	
  of	
  the	
  less	
  positive	
  consultations.	
  A	
  female	
  simulated	
  client	
  described	
  an	
  interaction	
  

with	
  a	
  healthcare	
  worker	
  whose	
  behaviour	
  was	
  positive	
  and	
  who	
  appeared	
  to	
  value	
  young	
  

people	
  seeking	
  information	
  at	
  the	
  clinic.	
  “The	
  nurse	
  was	
  friendly	
  and	
  seemed	
  excited	
  I’d	
  come	
  to	
  

the	
  clinic	
  rather	
  than	
  asking	
  my	
  friends	
  and	
  maybe	
  getting	
  wrong	
  information.	
  She	
  had	
  a	
  smile	
  and	
  

was	
  asking	
  ‘do	
  you	
  understand?’	
  so	
  I	
  felt	
  comfortable.”	
  Simulated	
  Client	
  4	
  (female),	
  Clinic	
  6.	
  A	
  male	
  

simulated	
  client	
  reported	
  that	
  “She	
  told	
  me	
  how	
  to	
  use	
  them	
  (condoms),	
  what	
  to	
  do	
  if	
  they	
  blast	
  

(break)	
  and	
  said	
  that	
  other	
  young	
  people	
  should	
  come	
  to	
  the	
  clinic	
  for	
  information	
  about	
  condoms”	
  

Simulated	
  Client	
  2	
  (male),	
  Clinic	
  6.	
  

	
  

Negative	
  attitudes	
  towards	
  seeking	
  information	
  were	
  commonly	
  experienced	
  in	
  the	
  less	
  positive	
  

consultations;	
  simulated	
  clients	
  commonly	
  perceived	
  that	
  healthcare	
  workers	
  felt	
  they	
  were	
  

“wasting	
  time”	
  by	
  requesting	
  information.	
  Some	
  female	
  simulated	
  clients	
  were	
  told	
  to	
  look	
  at	
  

pamphlets	
  rather	
  than	
  take	
  up	
  the	
  time	
  of	
  the	
  healthcare	
  worker;	
  “When	
  I	
  told	
  her	
  I	
  wanted	
  

information	
  she	
  said	
  I	
  should	
  go	
  outside	
  and	
  look	
  at	
  pamphlets.”	
  Simulated	
  Client	
  7	
  (female),	
  Clinic	
  

15.	
  Another	
  said	
  “she	
  seemed	
  like	
  I	
  was	
  wasting	
  her	
  time	
  asking	
  questions	
  when	
  there	
  were	
  people	
  

waiting	
  to	
  be	
  injected.	
  I	
  felt	
  that	
  I	
  had	
  to	
  leave”	
  Simulated	
  Client	
  4	
  (female),	
  Clinic	
  10.	
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One	
  male	
  simulated	
  client	
  reported	
  being	
  turned	
  away	
  because	
  giving	
  contraceptive	
  injections	
  

was	
  prioritised	
  over	
  providing	
  information.	
  He	
  said:	
  “When	
  I	
  said	
  I	
  wanted	
  to	
  ask	
  about	
  condoms	
  

she	
  said	
  that	
  she	
  doesn’t	
  have	
  time	
  because	
  she	
  has	
  to	
  see	
  those	
  young	
  girls	
  for	
  injection.	
  Then	
  she	
  

just	
  called	
  to	
  the	
  other	
  lady	
  (patient)	
  to	
  come	
  in	
  so	
  she	
  can	
  do	
  pills	
  and	
  injections.”	
  Simulated	
  Client	
  

2	
  (male),	
  Clinic	
  12.	
  In	
  another	
  case	
  a	
  female	
  simulated	
  client	
  said	
  that	
  when	
  she	
  asked	
  the	
  

healthcare	
  worker	
  for	
  information	
  regarding	
  different	
  methods	
  of	
  contraception	
  “she	
  just	
  

watched	
  me…	
  then	
  told	
  me	
  to	
  wait	
  until	
  after	
  others	
  who	
  needed	
  pregnancy	
  tests”.	
  Simulated	
  Client	
  

5,	
  Clinic	
  4.	
  	
  

	
  

Both	
  female	
  and	
  male	
  simulated	
  clients	
  reported	
  that	
  healthcare	
  workers	
  expressed	
  surprise	
  at	
  a	
  

young	
  person	
  of	
  their	
  age	
  seeking	
  information	
  on	
  contraceptives	
  or	
  condom	
  reliability	
  and	
  the	
  

lack	
  of	
  knowledge	
  that	
  implied.	
  One	
  female	
  simulated	
  client	
  reported	
  that	
  the	
  healthcare	
  worker	
  

“looked	
  at	
  me	
  in	
  a	
  weird	
  way	
  when	
  I	
  said	
  I	
  was	
  21	
  and	
  wanted	
  information.”	
  Simulated	
  Client	
  5	
  

(female),	
  Clinic	
  5.	
  A	
  male	
  simulated	
  client	
  reported	
  that	
  when	
  he	
  asked	
  for	
  a	
  condom	
  

demonstration	
  the	
  healthcare	
  worker	
  was	
  surprised	
  and	
  asked	
  “’you	
  don’t	
  know	
  how	
  to	
  use	
  a	
  

condom?”	
  before	
  giving	
  a	
  demonstration.	
  Simulated	
  Client	
  1,	
  Clinic	
  2.	
  Female	
  simulated	
  clients	
  

who	
  had	
  a	
  child	
  also	
  reported	
  that	
  healthcare	
  workers	
  thought	
  they	
  should	
  already	
  know	
  about	
  

prevention.	
  One	
  female	
  simulated	
  client	
  described	
  the	
  healthcare	
  worker’s	
  reaction	
  to	
  her	
  

request	
  for	
  information	
  on	
  methods	
  of	
  contraception:	
  “She	
  said	
  that	
  I	
  have	
  a	
  baby	
  now,	
  I	
  should	
  

know	
  better	
  than	
  getting	
  information	
  on	
  prevention	
  from	
  here.”	
  Simulated	
  Client	
  5,	
  Clinic	
  3.	
  

	
  

In	
  addition	
  to	
  seeking	
  information	
  not	
  appearing	
  to	
  be	
  valued,	
  in	
  the	
  less	
  positive	
  consultations,	
  

information	
  was	
  sometimes	
  not	
  given	
  at	
  all,	
  or	
  the	
  information	
  given	
  was	
  incorrect.	
  In	
  several	
  

cases	
  simulated	
  clients	
  left	
  the	
  clinic	
  without	
  being	
  given	
  information	
  by	
  a	
  healthcare	
  worker,	
  

either	
  being	
  told	
  instead	
  to	
  look	
  at	
  the	
  pamphlets	
  outside	
  the	
  consultation	
  room,	
  or	
  being	
  told	
  

that	
  the	
  healthcare	
  worker	
  had	
  no	
  time	
  to	
  deal	
  with	
  people	
  only	
  seeking	
  information.	
  	
  

	
  

Tests	
  for	
  HIV	
  or	
  other	
  STIs	
  were	
  not	
  offered	
  in	
  any	
  of	
  the	
  consultations	
  (100%,	
  n=56)	
  and	
  HIV	
  or	
  

other	
  STIs	
  were	
  mentioned	
  in	
  just	
  ten	
  consultations.	
  The	
  simulated	
  client	
  scenarios	
  were	
  

designed	
  to	
  include	
  simulated	
  clients	
  reporting	
  condom	
  use	
  if	
  asked	
  in	
  order	
  to	
  avoid	
  putting	
  the	
  

healthcare	
  worker	
  and	
  the	
  simulated	
  client	
  in	
  a	
  situation	
  where	
  the	
  simulated	
  client	
  identified	
  

themselves	
  as	
  at	
  risk	
  but	
  then	
  refused	
  an	
  HIV	
  test.	
  However,	
  the	
  offer	
  of	
  an	
  STI	
  test	
  was	
  still	
  

regarded	
  as	
  forming	
  part	
  of	
  a	
  thorough	
  consultation	
  as	
  condom	
  use	
  may	
  not	
  be	
  consistent.	
  	
  

	
  

Judgmental	
  attitudes	
  were	
  often	
  linked	
  to	
  healthcare	
  workers	
  not	
  providing	
  information.	
  A	
  

common	
  theme	
  was	
  that	
  healthcare	
  workers	
  would	
  not	
  recommend	
  pills,	
  or	
  provide	
  information	
  

on	
  this	
  method,	
  for	
  young	
  women.	
  The	
  majority	
  of	
  healthcare	
  workers	
  who	
  emphasised	
  

injectable	
  contraceptives	
  did	
  not	
  provide	
  young	
  women	
  with	
  information	
  or	
  choice	
  relating	
  to	
  

other	
  methods.	
  One	
  female	
  simulated	
  client	
  described	
  the	
  following	
  interaction	
  with	
  a	
  healthcare	
  

worker.	
  “She	
  asked	
  if	
  I	
  had	
  a	
  child	
  and	
  when	
  I	
  said	
  yes	
  said	
  I	
  should	
  use	
  Petogen	
  as	
  it	
  stays	
  long	
  (in	
  



	
   12	
  

the	
  body).	
  When	
  I	
  said	
  I	
  would	
  like	
  to	
  use	
  the	
  pill	
  she	
  said	
  she	
  doesn’t	
  recommend	
  tablets	
  for	
  me	
  

because	
  ‘you	
  young	
  people	
  are	
  careless	
  and	
  do	
  sleepovers	
  at	
  boyfriends’	
  houses	
  and	
  then	
  it	
  will	
  be	
  

too	
  late.’”	
  	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  4.	
  At	
  another	
  clinic	
  this	
  simulated	
  client	
  had	
  the	
  

following	
  experience:	
  “When	
  I	
  came	
  in	
  she	
  just	
  stared	
  at	
  me.	
  I	
  said	
  I	
  wanted	
  to	
  ask	
  about	
  the	
  

different	
  methods	
  of	
  prevention	
  and	
  before	
  she	
  answered	
  she	
  asked	
  how	
  old	
  my	
  baby	
  is.	
  When	
  I	
  was	
  

surprised	
  and	
  asked	
  how	
  she	
  could	
  know	
  I	
  had	
  a	
  child	
  she	
  said	
  she	
  could	
  see	
  it	
  in	
  my	
  body.	
  She	
  said	
  I	
  

should	
  take	
  Petogen	
  and	
  that	
  we	
  shouldn't	
  go	
  into	
  the	
  other	
  methods.	
  When	
  I	
  asked	
  why	
  she	
  

recommends	
  Petogen	
  injection	
  she	
  asked	
  how	
  old	
  I	
  am	
  and	
  said	
  that	
  they	
  don't	
  recommend	
  pills	
  for	
  

young	
  people	
  because	
  they	
  are	
  careless.	
  I	
  said	
  I	
  am	
  not	
  a	
  party	
  person.”	
  Simulated	
  Client	
  5	
  (female),	
  

Clinic	
  3.	
  Despite	
  this	
  simulated	
  client’s	
  assurance	
  that	
  she	
  was	
  responsible	
  this	
  healthcare	
  worker	
  

refused	
  to	
  give	
  any	
  information	
  on	
  this	
  method.	
  

	
  

Lack	
  of	
  privacy	
  was	
  a	
  common	
  experience	
  in	
  the	
  less	
  positive	
  consultations.	
  Some	
  simulated	
  

clients	
  reported	
  that	
  other	
  staff	
  entering	
  the	
  consultation	
  room	
  interrupted	
  their	
  consultation	
  

with	
  the	
  healthcare	
  worker.	
  One	
  male	
  simulated	
  client	
  reported	
  that	
  “One	
  of	
  those	
  guys	
  from	
  

reception	
  was	
  busy	
  coming	
  in	
  and	
  out”.	
  Simulated	
  Client	
  2	
  (male),	
  Clinic	
  12.	
  A	
  female	
  simulated	
  

client	
  described	
  what	
  happened	
  when	
  another	
  healthcare	
  worker	
  entered	
  the	
  room	
  during	
  her	
  

consultation:	
  “The	
  other	
  person	
  didn’t	
  even	
  say	
  hello	
  to	
  me,	
  she	
  just	
  asked	
  the	
  sister	
  ‘what	
  does	
  this	
  

little	
  girl	
  want	
  here?’’	
  Simulated	
  Client	
  7	
  (female),	
  Clinic	
  15.	
  Another	
  female	
  simulated	
  client	
  

described	
  how,	
  during	
  her	
  consultation	
  with	
  one	
  healthcare	
  worker,	
  another	
  was	
  “just	
  there,	
  

leaning	
  on	
  the	
  table,	
  watching	
  you.”	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  11.	
  In	
  other	
  cases	
  multiple	
  

consultations	
  took	
  place	
  concurrently,	
  in	
  a	
  single	
  room.	
  “A	
  girl	
  came	
  back	
  with	
  her	
  urine	
  for	
  a	
  

pregnancy	
  test	
  so	
  the	
  nurse	
  called	
  a	
  male	
  nurse	
  to	
  help	
  that	
  girl	
  and	
  they	
  sat	
  in	
  the	
  same	
  room	
  as	
  

us.”	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  3.	
  Other	
  consultations	
  took	
  place	
  with	
  only	
  a	
  curtain	
  

separating	
  them	
  from	
  other	
  consultations	
  or	
  the	
  waiting	
  area.	
  One	
  female	
  simulated	
  client	
  

described	
  how	
  there	
  were	
  three	
  healthcare	
  workers	
  in	
  the	
  room	
  during	
  her	
  consultation,	
  one	
  of	
  

whom	
  “brought	
  the	
  next	
  girl	
  in	
  because	
  I	
  was	
  ‘just	
  asking	
  questions’	
  and	
  attended	
  to	
  her	
  with	
  a	
  

sheet	
  (curtain)	
  separating	
  us”.	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  4.	
  At	
  another	
  clinic	
  this	
  simulated	
  

client	
  reported:	
  “They	
  said	
  there	
  was	
  a	
  shortage	
  of	
  rooms	
  –	
  there	
  was	
  just	
  a	
  curtain	
  around	
  where	
  

you	
  see	
  the	
  person.	
  Because	
  of	
  the	
  curtain	
  people	
  can	
  hear	
  everything	
  that	
  is	
  happening.”	
  Simulated	
  

Client	
  5,	
  Clinic	
  6.	
  	
  

	
  

One	
  simulated	
  client	
  reported	
  that	
  a	
  healthcare	
  worker	
  interrupted	
  another	
  consultation	
  to	
  

express	
  judgmental	
  attitudes	
  “The	
  girl	
  in	
  the	
  other	
  cubicle	
  said	
  she	
  was	
  28	
  had	
  four	
  children	
  and	
  

all	
  five	
  nurses	
  exclaimed	
  ‘four!’	
  The	
  nurse	
  I	
  was	
  talking	
  to	
  pulled	
  back	
  the	
  curtain	
  and	
  said	
  ‘Four?	
  

You	
  should	
  have	
  started	
  with	
  prevention	
  not	
  babies!’	
  The	
  girl	
  was	
  just	
  looking	
  down.”	
  Simulated	
  

Client	
  5,	
  Clinic	
  11.	
  A	
  male	
  simulated	
  client	
  reported	
  being	
  ridiculed	
  when	
  having	
  to	
  state	
  the	
  

reason	
  for	
  his	
  visit	
  at	
  reception.	
  “	
  There	
  were	
  two	
  guys	
  (at	
  reception)	
  and	
  they	
  treated	
  me	
  like	
  a	
  

joke	
  when	
  I	
  said	
  I	
  wanted	
  to	
  see	
  someone	
  for	
  family	
  planning.	
  They	
  said	
  ‘you	
  must	
  be	
  joking?	
  When	
  I	
  

said	
  ‘No,	
  I	
  am	
  serious’	
  they	
  said	
  again,	
  ‘No,	
  you	
  must	
  be	
  joking!’”	
  Simulated	
  Client	
  2,	
  Clinic	
  12.	
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More	
  simulated	
  clients	
  at	
  the	
  more	
  positive	
  consultations	
  (compared	
  to	
  the	
  consultations	
  that	
  

scored	
  most	
  poorly)	
  reported	
  positive	
  healthcare	
  worker	
  behaviour	
  in	
  terms	
  of	
  the	
  healthcare	
  

worker	
  being	
  friendly	
  and	
  knowing	
  how	
  to	
  talk	
  to	
  young	
  people,	
  treating	
  them	
  with	
  respect	
  and	
  

appearing	
  to	
  value	
  the	
  simulated	
  client	
  seeking	
  information.	
  One	
  male	
  simulated	
  client	
  reported	
  

that	
  he	
  felt	
  comfortable	
  with	
  the	
  way	
  the	
  healthcare	
  worker	
  treated	
  him	
  because	
  of	
  “the	
  way	
  she	
  

talks,	
  she	
  is	
  so	
  open	
  and	
  talked	
  to	
  me	
  like	
  I	
  am	
  a	
  friend.”	
  Simulated	
  Client	
  2	
  (male),	
  Clinic	
  6.	
  In	
  

another	
  consultation	
  this	
  male	
  simulated	
  client	
  reported	
  that	
  the	
  healthcare	
  workers	
  “respect	
  you	
  

even	
  if	
  you	
  are	
  young	
  and	
  talk	
  to	
  you	
  with	
  a	
  smile.”	
  Simulated	
  Client	
  2	
  (male),	
  Clinic	
  7.	
  Another	
  

male	
  simulated	
  client	
  would	
  recommend	
  one	
  of	
  the	
  clinics	
  he	
  visited	
  because	
  he	
  “got	
  the	
  full	
  

attention	
  of	
  the	
  nurse	
  I	
  went	
  to	
  see”	
  and	
  felt	
  that	
  the	
  staff	
  at	
  that	
  clinic	
  had	
  been	
  trained	
  in	
  how	
  to	
  

provide	
  youth-­‐friendly	
  health	
  services	
  “because	
  of	
  the	
  way	
  they	
  spoke	
  to	
  me”.	
  Simulated	
  Client	
  1,	
  

Clinic	
  7.	
  A	
  female	
  simulated	
  client	
  reported	
  feeling	
  comfortable	
  with	
  the	
  way	
  the	
  healthcare	
  

worker	
  had	
  treated	
  her	
  “because,	
  when	
  I	
  went	
  in	
  she	
  had	
  a	
  smile	
  and	
  greeted	
  me	
  very	
  nicely.	
  She	
  

knew	
  how	
  to	
  talk	
  to	
  people	
  and	
  was	
  very	
  friendly.”	
  Simulated	
  Client	
  4	
  (female),	
  Clinic	
  7.	
  	
  

	
  

Being	
  treated	
  with	
  respect	
  was	
  another	
  characteristic	
  more	
  common	
  at	
  the	
  more	
  positive	
  than	
  

the	
  less	
  positive	
  consultations.	
  One	
  male	
  simulated	
  client	
  reported	
  that	
  he	
  felt	
  the	
  healthcare	
  

worker	
  had	
  treated	
  him	
  with	
  respect	
  because	
  “she	
  wasn’t	
  undermining	
  anything	
  I	
  was	
  saying.”	
  

Simulated	
  Client	
  2	
  (male),	
  Clinic	
  5.	
  A	
  female	
  simulated	
  client	
  said	
  she	
  would	
  recommend	
  one	
  of	
  

the	
  clinics	
  she	
  visited	
  (which	
  represented	
  one	
  of	
  the	
  more	
  positive	
  experiences)	
  because	
  “they	
  

aren’t	
  judgmental	
  and	
  you	
  get	
  what	
  you	
  need.”	
  Simulated	
  Client	
  4	
  (female),	
  Clinic	
  7.	
  	
  

	
  

The	
  quantitative	
  results	
  indicated	
  that	
  on	
  average,	
  young	
  men	
  had	
  more	
  positive	
  experiences	
  

than	
  young	
  women.	
  In	
  addition,	
  male	
  simulated	
  clients	
  conducted	
  four	
  fifths	
  of	
  the	
  15	
  clinic	
  visits	
  

that	
  scored	
  most	
  positively	
  in	
  terms	
  of	
  the	
  clinic	
  visit	
  score	
  and	
  just	
  a	
  tenth	
  of	
  the	
  15	
  clinic	
  visits	
  

that	
  scored	
  most	
  poorly.	
  Themes	
  were	
  examined	
  by	
  simulated	
  client	
  gender	
  to	
  explore	
  whether	
  

male	
  and	
  female	
  simulated	
  clients	
  had	
  different	
  experiences,	
  or	
  different	
  priorities,	
  in	
  relation	
  to	
  

seeking	
  information	
  from	
  primary	
  healthcare	
  facilities.	
  More	
  male	
  than	
  female	
  simulated	
  clients	
  

reported	
  that	
  the	
  healthcare	
  worker	
  they	
  consulted	
  knew	
  how	
  to	
  talk	
  to	
  young	
  people	
  and	
  

treated	
  them	
  respectfully.	
  This	
  may	
  reflect	
  different	
  experiences	
  by	
  male	
  and	
  female	
  simulated	
  

clients,	
  different	
  expectations	
  or	
  both.	
  	
  	
  

	
  

The	
  use	
  of	
  visual	
  aids	
  was	
  popular	
  with	
  both	
  male	
  and	
  female	
  simulated	
  clients.	
  One	
  male	
  

simulated	
  client	
  reported	
  being	
  show	
  visual	
  aids	
  relating	
  to	
  STI	
  symptoms	
  saying:	
  “first	
  she	
  gave	
  

me	
  a	
  demonstration	
  of	
  how	
  to	
  take	
  it	
  out	
  and	
  how	
  to	
  put	
  it	
  on	
  and	
  so,	
  how	
  to	
  avoid	
  tearing	
  it.	
  Then	
  

she	
  showed	
  me	
  some	
  pictures	
  of	
  symptoms	
  of	
  STIs.	
  Those	
  pictures	
  of	
  STIs	
  shocked	
  me.”	
  Simulated	
  

Client	
  2	
  (male),	
  Clinic	
  2.	
  The	
  use	
  of	
  visual	
  aids	
  was	
  popular	
  because	
  “she	
  wasn't	
  telling	
  me	
  about	
  

something	
  I	
  couldn't	
  see,	
  she	
  took	
  each	
  one	
  and	
  showed	
  it	
  to	
  me”.	
  Simulated	
  Client	
  4	
  (female),	
  Clinic	
  

14.	
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Judgmental	
  comments	
  or	
  attitudes	
  relating	
  to	
  healthcare	
  workers’	
  opinions	
  about	
  young	
  people	
  

and	
  their	
  behaviour	
  were	
  more	
  commonly	
  exhibited	
  towards	
  female	
  than	
  male	
  simulated	
  clients.	
  

One	
  healthcare	
  worker	
  “gave	
  herself	
  as	
  an	
  example;	
  she	
  said	
  she	
  uses	
  pills	
  as	
  she	
  is	
  older	
  than	
  me	
  

but	
  that	
  I	
  can't.”	
  Simulated	
  Client	
  6	
  (female),	
  Clinic	
  9.	
  Simulated	
  clients	
  were	
  happy	
  when	
  

healthcare	
  workers	
  did	
  not	
  express	
  judgmental	
  attitudes	
  relating	
  to	
  their	
  age.	
  One	
  simulated	
  

client	
  reported	
  that	
  “everything	
  I	
  asked	
  she	
  was	
  giving	
  to	
  me.	
  She	
  didn’t	
  say	
  ‘oh,	
  you	
  are	
  young,	
  

what	
  do	
  you	
  want	
  with	
  that?’”	
  Simulated	
  Client	
  6	
  (female),	
  Clinic	
  1.	
  	
  

	
  

More	
  female	
  than	
  male	
  simulated	
  clients	
  complained	
  that	
  family	
  planning	
  services	
  were	
  

combined	
  with	
  child-­‐related	
  services.	
  One	
  female	
  simulated	
  client	
  described	
  how	
  the	
  waiting	
  

situation	
  made	
  her	
  uncomfortable:	
  “I	
  had	
  to	
  sit	
  with	
  the	
  pregnant	
  women	
  which	
  made	
  me	
  

uncomfortable	
  when	
  I	
  had	
  come	
  for	
  prevention.	
  They	
  should	
  have	
  a	
  separate	
  queue	
  for	
  family	
  

planning.”	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  10.	
  

	
  

When	
  female	
  simulated	
  clients	
  were	
  given	
  choice,	
  or	
  offered	
  oral	
  contraceptive	
  pills	
  where	
  

previously	
  they	
  had	
  only	
  been	
  offered	
  injectable	
  contraceptives,	
  they	
  reported	
  being	
  satisfied	
  

with	
  the	
  consultation,	
  even	
  when	
  they	
  had	
  reported	
  negative	
  factors.	
  One	
  female	
  simulated	
  client	
  

reported	
  that	
  “when	
  I	
  said	
  I	
  wanted	
  to	
  know	
  about	
  prevention	
  she	
  sighed	
  and	
  said	
  ‘oh,	
  now	
  I	
  have	
  

to	
  become	
  a	
  teacher’	
  and	
  she	
  and	
  the	
  other	
  woman	
  (another	
  nurse)	
  laughed.	
  After	
  than	
  she	
  

explained	
  three	
  types	
  of	
  pills	
  and	
  two	
  injections	
  and	
  showed	
  them	
  to	
  me.	
  She	
  explained	
  how	
  I	
  should	
  

take	
  the	
  pills	
  and	
  gave	
  me	
  four	
  packets.	
  After	
  she	
  said	
  ‘ok,	
  now	
  I	
  have	
  to	
  become	
  a	
  teacher’	
  I	
  felt	
  

down	
  but	
  then	
  she	
  explained	
  everything	
  and	
  gave	
  me	
  the	
  pills	
  and	
  said	
  I	
  didn’t	
  have	
  to	
  wait	
  to	
  take	
  

them	
  so	
  then	
  I	
  felt	
  comfortable.”	
  	
  Simulated	
  Client	
  5	
  (female),	
  Clinic	
  7.	
  In	
  this	
  case,	
  lack	
  of	
  privacy	
  

and	
  an	
  initially	
  negative	
  attitude	
  from	
  the	
  healthcare	
  worker	
  were	
  offset	
  in	
  terms	
  of	
  the	
  

simulated	
  client’s	
  satisfaction	
  by	
  the	
  thorough	
  information	
  provided	
  and	
  the	
  oral	
  contraceptive	
  

pills	
  given.	
  This	
  simulated	
  client	
  reported	
  that	
  she	
  would	
  go	
  back	
  to	
  this	
  clinic	
  in	
  the	
  future	
  

because	
  they	
  had	
  given	
  her	
  pills	
  rather	
  than	
  the	
  injection.	
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Discussion	
  

Health	
  facilities	
  that	
  provided	
  the	
  YFS	
  programme	
  did	
  not	
  deliver	
  a	
  more	
  positive	
  experience	
  to	
  

young	
  people	
  than	
  those	
  that	
  did	
  not	
  (mean	
  difference	
  in	
  clinic	
  visit	
  score:	
  -­‐0.18,	
  95%	
  CI:	
  -­‐0.95,	
  

0.60,	
  p=0.656).	
  More	
  positive	
  experiences	
  were	
  categorised	
  by	
  healthcare	
  workers	
  being	
  

friendly,	
  knowing	
  how	
  to	
  talk	
  to	
  young	
  people,	
  treating	
  them	
  with	
  respect	
  and	
  appearing	
  to	
  value	
  

them	
  seeking	
  information.	
  Less	
  positive	
  experiences	
  were	
  categorised	
  by	
  unnecessary	
  protocols,	
  

healthcare	
  workers	
  who	
  expressed	
  negative	
  opinions	
  about	
  young	
  people	
  seeking	
  information,	
  

lack	
  of	
  privacy	
  and	
  inadequate	
  information.	
  	
  

	
  

The	
  findings	
  did	
  not	
  support	
  the	
  hypothesis;	
  health	
  facilities	
  that	
  provided	
  the	
  YFS	
  programme	
  

did	
  not	
  deliver	
  a	
  more	
  positive	
  experience	
  to	
  young	
  people	
  than	
  primary	
  healthcare	
  facilities	
  that	
  

did	
  not	
  provide	
  this	
  programme.	
  However,	
  at	
  six	
  of	
  the	
  seven	
  clinics	
  classed	
  as	
  providing	
  the	
  YFS	
  

programme	
  by	
  the	
  Department	
  of	
  Health,	
  the	
  nurse-­‐in-­‐charge	
  reported	
  that	
  the	
  clinic	
  had	
  not	
  

been	
  involved	
  with	
  either	
  the	
  NAFCI	
  or	
  YFS	
  programmes.	
  This	
  discrepancy	
  may	
  explain	
  the	
  lack	
  

of	
  evidence	
  for	
  an	
  association	
  between	
  the	
  provision	
  of	
  the	
  YFS	
  programme	
  and	
  these	
  outcomes.	
  	
  

	
  

The	
  behaviour	
  and	
  attitudes	
  of	
  healthcare	
  workers	
  were	
  the	
  most	
  important	
  characteristics	
  in	
  

terms	
  of	
  whether	
  young	
  people	
  experienced	
  a	
  consultation	
  as	
  more	
  or	
  less	
  positive.	
  These	
  results	
  

are	
  in	
  line	
  with	
  the	
  findings	
  of	
  the	
  World	
  Health	
  Organisation’s	
  Global	
  Consultation	
  on	
  

Adolescent	
  Friendly	
  Health	
  Services	
  and	
  other	
  studies	
  about	
  young	
  people’s	
  ideas	
  about	
  how	
  to	
  

make	
  health	
  services	
  more	
  youth-­‐friendly.	
  Young	
  people	
  put	
  more	
  emphasis	
  on	
  the	
  ethos	
  of	
  the	
  

health	
  service	
  and	
  the	
  friendliness	
  of	
  the	
  staff	
  than	
  on	
  technical	
  competence	
  or	
  the	
  age	
  of	
  

healthcare	
  workers,	
  and	
  the	
  two	
  most	
  valued	
  characteristics	
  are	
  attitudes	
  of	
  staff	
  and	
  

confidentiality[32,33].	
  	
  

	
  

That	
  improving	
  services	
  for	
  young	
  people	
  should	
  focus	
  on	
  changing	
  attitudes	
  rather	
  than	
  

addressing	
  more	
  structural	
  issues	
  has	
  been	
  reported	
  in	
  other	
  studies	
  in	
  sub-­‐Saharan	
  

Africa[33,34].	
  However,	
  these	
  findings	
  represent	
  an	
  important	
  addition	
  to	
  knowledge	
  because	
  

the	
  YFS	
  programme	
  is	
  one	
  of	
  the	
  few	
  youth-­‐friendly	
  health	
  services	
  interventions	
  worldwide	
  to	
  

have	
  been	
  scaled-­‐up.	
  Although	
  this	
  programme	
  does	
  focus	
  on	
  training	
  healthcare	
  workers	
  to	
  

provide	
  youth-­‐friendly	
  health	
  services,	
  the	
  results	
  presented	
  here	
  indicate	
  that	
  there	
  remains	
  a	
  

need	
  for	
  improvements	
  in	
  healthcare	
  workers’	
  capacity	
  to	
  deliver	
  positive	
  healthcare	
  seeking	
  

experiences	
  to	
  young	
  people.	
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Strengths	
  and	
  limitations	
  

A	
  strength	
  of	
  this	
  study	
  was	
  the	
  use	
  of	
  the	
  simulated	
  client	
  method	
  which	
  allowed	
  the	
  realities	
  of	
  

young	
  people’s	
  experiences	
  of	
  seeking	
  information	
  at	
  clinics	
  that	
  provided	
  and	
  did	
  not	
  provide	
  

the	
  YFS	
  programme	
  to	
  be	
  captured.	
  Using	
  simulated	
  clients	
  also	
  reduces	
  social	
  desirability	
  bias	
  

that	
  may	
  occur	
  when	
  providers	
  know	
  they	
  are	
  being	
  evaluated,	
  and	
  avoids	
  issues	
  of	
  privacy	
  and	
  

confidentiality	
  that	
  would	
  arise	
  when	
  interviewing	
  real	
  clients.	
  Covert	
  audio	
  recording	
  of	
  

consultations	
  by	
  simulated	
  clients	
  has	
  been	
  shown	
  to	
  be	
  feasible	
  in	
  Tanzania[35].	
  This	
  would	
  

allow	
  triangulation	
  of	
  results	
  and	
  would	
  facilitate	
  evaluation	
  of	
  the	
  simulated	
  client	
  method.	
  

However,	
  it	
  would	
  also	
  raise	
  further	
  ethical	
  issues	
  around	
  the	
  privacy	
  and	
  confidentiality	
  of	
  

healthcare	
  workers	
  and	
  was	
  beyond	
  the	
  financial	
  means	
  of	
  this	
  work.	
  In	
  addition,	
  whilst	
  the	
  

validity	
  of	
  results	
  from	
  the	
  simulated	
  client	
  method	
  may	
  be	
  enhanced	
  by	
  triangulating	
  self-­‐

reported	
  measures	
  with	
  data	
  from	
  covert	
  audio	
  recordings	
  of	
  consultations,	
  what	
  young	
  people	
  

remember	
  about	
  consultations	
  with	
  healthcare	
  workers	
  is	
  arguably	
  more	
  important	
  than	
  what	
  

actually	
  happened,	
  as	
  it	
  is	
  this	
  that	
  will	
  influence	
  whether	
  they	
  are	
  willing	
  to	
  use	
  these	
  services	
  

again	
  in	
  the	
  future[22,36].	
  Including	
  the	
  experiences	
  of	
  young	
  men,	
  who	
  are	
  often	
  missed	
  from	
  

research	
  on	
  young	
  people’s	
  sexual	
  and	
  reproductive	
  health,	
  was	
  another	
  strength[27].	
  

	
  

The	
  Birth-­‐to-­‐Twenty	
  cohort	
  database	
  provided	
  a	
  practical	
  sampling	
  frame	
  for	
  the	
  identification	
  

of	
  potential	
  simulated	
  clients.	
  However,	
  there	
  were	
  several	
  limitations	
  relating	
  to	
  the	
  selection	
  of	
  

the	
  simulated	
  clients.	
  One	
  limitation	
  was	
  that,	
  due	
  to	
  their	
  recruitment	
  through	
  the	
  Birth-­‐to-­‐

Twenty	
  cohort,	
  simulated	
  clients	
  were	
  all	
  the	
  same	
  age	
  (22	
  years)	
  and	
  towards	
  the	
  older	
  end	
  of	
  

the	
  target	
  age	
  group	
  of	
  the	
  YFS	
  programme	
  (age	
  10-­‐24	
  years).	
  Ethical	
  approval	
  was	
  not	
  granted	
  

to	
  recruit	
  adolescents	
  below	
  18	
  years	
  of	
  age	
  to	
  act	
  as	
  simulated	
  clients.	
  However,	
  the	
  experiences	
  

of	
  younger	
  adolescents,	
  and	
  the	
  relative	
  importance	
  of	
  the	
  characteristics	
  that	
  categorise	
  a	
  more	
  

or	
  less	
  positive	
  experience,	
  may	
  differ	
  from	
  those	
  of	
  older	
  youth.	
  Simulated	
  clients	
  were	
  also	
  not	
  

selected	
  based	
  on	
  their	
  household’s	
  SES	
  and	
  no	
  simulated	
  clients	
  lived	
  in	
  households	
  in	
  the	
  

poorest	
  household	
  SES	
  quintile.	
  These	
  results	
  therefore	
  may	
  not	
  be	
  generalisable	
  to	
  the	
  

experiences	
  of	
  younger	
  adolescents	
  or	
  young	
  people	
  living	
  in	
  the	
  poorest	
  households	
  who	
  may	
  

experience	
  more	
  negative	
  attitudes	
  from	
  healthcare	
  workers.	
  	
  

	
  

In	
  addition,	
  given	
  their	
  long-­‐standing	
  involvement	
  with	
  the	
  Birth-­‐to-­‐Twenty	
  cohort,	
  which	
  has	
  

involved	
  repeated	
  interactions	
  with	
  research	
  nurses,	
  simulated	
  clients	
  may	
  represent	
  a	
  more	
  

confident	
  sub-­‐group	
  of	
  young	
  people	
  in	
  terms	
  of	
  interacting	
  with	
  healthcare	
  workers.	
  This	
  may	
  

have	
  introduced	
  bias;	
  simulated	
  clients	
  may	
  potentially	
  have	
  had	
  more	
  positive	
  experiences	
  than	
  

young	
  people	
  who	
  had	
  not	
  been	
  involved	
  with	
  a	
  birth	
  cohort	
  would	
  have	
  had.	
  However,	
  a	
  wide	
  

range	
  of	
  experiences	
  were	
  described	
  by	
  the	
  simulated	
  clients,	
  the	
  characteristics	
  of	
  more	
  and	
  less	
  

positive	
  experiences	
  are	
  in	
  line	
  with	
  other	
  studies,	
  and	
  data	
  saturation,	
  where	
  no	
  new	
  themes	
  

emerged,	
  was	
  reached,	
  lending	
  confidence	
  in	
  these	
  results.	
  Finally,	
  given	
  the	
  small	
  number	
  of	
  

simulated	
  clients	
  (n=7)	
  they	
  may,	
  just	
  by	
  chance,	
  not	
  have	
  been	
  representative	
  of	
  the	
  population	
  

from	
  which	
  they	
  were	
  drawn.	
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Recommendations	
  

The	
  factors	
  identified	
  as	
  categorising	
  more	
  or	
  less	
  positive	
  experiences	
  for	
  young	
  people	
  could	
  

help	
  inform	
  the	
  development	
  of	
  the	
  YFS	
  programme.	
  In	
  this	
  study,	
  more	
  positive	
  experiences	
  

were	
  categorised	
  by	
  positive	
  healthcare	
  worker	
  behaviour.	
  Less	
  positive	
  experiences	
  were	
  

characterised	
  by	
  unnecessary	
  protocols,	
  lack	
  of	
  privacy,	
  inadequate	
  information	
  and	
  healthcare	
  

workers	
  not	
  appearing	
  to	
  value	
  young	
  people	
  seeking	
  information.	
  The	
  need	
  to	
  promote	
  

integrated	
  STI	
  and	
  contraceptive	
  services	
  can	
  be	
  seen	
  from	
  the	
  finding	
  that	
  tests	
  for	
  HIV	
  or	
  other	
  

STIs	
  were	
  not	
  offered	
  in	
  any	
  consultations	
  and	
  that	
  HIV	
  or	
  other	
  STIs	
  were	
  mentioned	
  in	
  just	
  ten	
  

consultations.	
  	
  

	
  

Improving	
  interactions	
  between	
  healthcare	
  workers	
  and	
  young	
  people,	
  removing	
  barriers	
  to	
  

obtaining	
  complete	
  information	
  and	
  choice	
  in	
  relation	
  to	
  contraceptive	
  methods,	
  and	
  ensuring	
  

STI	
  services	
  are	
  integrated	
  into	
  contraceptive	
  consultations	
  will	
  be	
  important	
  areas	
  to	
  focus	
  on	
  in	
  

the	
  future	
  to	
  improve	
  health	
  services	
  for	
  young	
  people.	
  Where	
  healthcare	
  workers	
  were	
  friendly,	
  

respectful,	
  knew	
  how	
  to	
  talk	
  to	
  young	
  people	
  and	
  appeared	
  to	
  value	
  them	
  seeking	
  information,	
  

young	
  peoples’	
  experiences	
  were	
  more	
  positive,	
  suggesting	
  that	
  where	
  training	
  results	
  in	
  

positive	
  changes	
  to	
  healthcare	
  workers’	
  attitudes	
  and	
  behaviours,	
  young	
  people’s	
  experiences	
  of	
  

health	
  services	
  could	
  be	
  improved.	
  

	
  

A	
  key	
  issue	
  will	
  be	
  providing	
  effective	
  training	
  to	
  all	
  healthcare	
  workers	
  given	
  resource	
  

constraints.	
  In	
  estimating	
  the	
  resource	
  needs	
  for	
  scaling	
  up	
  youth-­‐friendly	
  health	
  services	
  in	
  74	
  

low-­‐	
  and	
  middle-­‐income	
  countries,	
  including	
  South	
  Africa,	
  Deogan	
  et	
  al.	
  estimated	
  that	
  training	
  

alone	
  would	
  account	
  for	
  more	
  than	
  13%	
  of	
  the	
  total	
  costs	
  of	
  scaling	
  up	
  youth-­‐friendly	
  health	
  

services[37].	
  

	
  

Studies	
  from	
  high-­‐	
  and	
  low-­‐income	
  countries	
  have	
  identified	
  some	
  health	
  services	
  as	
  being	
  less	
  

friendly	
  to	
  young	
  men	
  than	
  young	
  women,	
  including	
  those	
  designated	
  as	
  adolescent	
  or	
  youth-­‐

friendly[38].	
  However,	
  in	
  these	
  results	
  young	
  men	
  were	
  more	
  likely	
  to	
  experience	
  more	
  positive	
  

consultations	
  than	
  young	
  women.	
  It	
  may	
  be	
  that	
  young	
  men	
  had	
  lower	
  expectations	
  than	
  young	
  

women	
  in	
  relation	
  to	
  their	
  consultations,	
  or	
  that,	
  given	
  the	
  small	
  sample	
  size	
  (n=7),	
  the	
  young	
  

men	
  sampled	
  were	
  generally	
  more	
  positive	
  than	
  the	
  young	
  women	
  sampled,	
  but	
  this	
  finding	
  

warrants	
  further	
  investigation.	
  	
  

	
  

The	
  commitment	
  to	
  the	
  provision	
  of	
  health	
  services	
  to	
  young	
  people	
  that	
  the	
  YFS	
  programme	
  

policy	
  reflects	
  is	
  positive.	
  However,	
  further	
  research	
  in	
  the	
  form	
  of	
  process	
  evaluations	
  will	
  be	
  

required	
  to	
  help	
  to	
  establish	
  whether	
  a	
  lack	
  of	
  observed	
  impact	
  represents	
  the	
  YFS	
  programme	
  

as	
  an	
  ineffective	
  intervention,	
  or	
  an	
  intervention	
  that	
  has	
  not	
  been	
  well	
  implemented[39].	
  Based	
  

on	
  the	
  high	
  proportion	
  of	
  facilities	
  classed	
  as	
  providing	
  the	
  YFS	
  programme	
  by	
  the	
  Department	
  of	
  

Health	
  but	
  where	
  the	
  nurse-­‐in-­‐charge	
  reported	
  that	
  this	
  programme	
  was	
  not	
  provided,	
  a	
  lack	
  of	
  

implementation	
  of	
  the	
  YFS	
  programme	
  seems	
  to	
  be	
  a	
  likely	
  explanation	
  in	
  this	
  setting,	
  although	
  



	
   18	
  

this	
  does	
  not	
  preclude	
  the	
  possibility	
  that	
  even	
  with	
  adequate	
  implementation,	
  this	
  programme	
  

may	
  prove	
  to	
  be	
  ineffective.	
  

	
  

Conclusion	
  	
  

The	
  opportunities	
  presented	
  by	
  the	
  progressive	
  Youth	
  Friendly	
  Services	
  policy	
  are	
  not	
  being	
  

capitalised	
  upon;	
  the	
  impact	
  of	
  this	
  programme	
  on	
  young	
  people’s	
  experiences	
  of	
  using	
  health	
  

services	
  is	
  limited.	
  Approaches	
  to	
  increase	
  the	
  provision	
  and	
  impact	
  of	
  this	
  programme	
  should	
  be	
  

considered.	
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