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This report reviews literature on the two interventions applied by Child Care And Youth Empowerment Foundation (CCAYEF) for the primary prevention of adolescent pregnancy. Using the outcomes from research studies and reviews of several documents and reports, it documents the good practices that CCAYEF has employed since 2014 to date. The results shown in this report, hopefully will guide all those interested in fighting early child bearing within Uganda, Africa and beyond. These strategies are discussed together with theircurricula. The interventions discussed include the School-based Teenage Pregnancy Prevention Intervention (STPPI), and the Second Pregnancy Prevention and Mitigation (TSPPM).
Introduction:
Preventing unintended births to adolescents is politically and socially appealing to everyone, but each time the issue is discussed, people voice these puzzling questions: "Which interventions work?" "Which programs are the most effective in preventing unintended teenage pregnancies?" "How effective is each program?" "Given different levels of effectiveness and different costs, which programs will give the biggest bang for the buck?" Scientific inquiry in Uganda has so far been very brief and has not yet provided definitive answers to many of these questions. However, we in CCAYEF have learned much in the 5 years from the experiences of our own Pregnancy Prevention Strategy Programs that has been designed and` implemented with some scientific evaluation component. It may be useful to look closely at what we have already learned from this Intervention Program to enable it work as the first or second step as you try to modify and develop other interventions to reduce the nation's unacceptably high rates of teenage pregnancy and childbearing. Uganda ranks among the top 10 countries with high maternal, newborn and child mortality rates despite attempts in improving health of children, adolescents, women and men in the country.The health ministry’s HIV/AIDS report of 2011 showed that children are exposed to sex very early. About 71% of teenagers have risky sex, yet, according to the report, less than half use condoms. The earlier 2006 Uganda demographic and Health Survey (UDHS) put the teenage pregnancy rate at 25% and yet Mukono district-East Central region is rated at 33.3 (DHIS Report 2014). Data from the education Ministry shows that dropouts are highest among girls than boys due to early pregnancies.

Back Ground
Premarital pregnancy is considered as a taboo in Ugandan families and this count for the mistreatment and abuse faced by majority of the girls after getting pregnant. Most pregnant teen girls in Uganda and in Mukono district in particular undergo stigmatization, abandonment and rejection by their families, which compels them to carry out abortions, drop out of school, engage in forced/early marriages, and spend the rest of their lives in abject poverty subject to child labor, abuse and neglect. 
Children of child mothers are often rejected by their fathers, lack parental love and acceptance; failure to breastfeed, by their parents, financial support hence missing the opportunity of going school since their mothers are children as well with no source of income to support them entirely.
Children of child mothers in Mukono district have been discovered to be growing through a vicious cycle of child motherhood, juvenile delinquency, and high rates of HIV infections, chronic poverty and malnutrition. The young mothers and their babies die due to difficult labor coupled with the general inadequate health services in Uganda but particularly to handle young mothers. 

The two CCAYEF evaluated adolescent pregnancy prevention Intervention programsi.e the School-based Teenage Pregnancy Prevention Intervention (STPPI) and the Teenage Second Pregnancy Prevention and Mitigation (TSPPM), incorporate an emphasis on abstinence or delay of sexual initiation, training in Life skills, education on Sexual Reproductive Health Rights and Services; Livelihood support, Economic Strengthening, Psychosocial Support and Counseling and male involvement. The TSPPM also incorporates provision of contraception while the STPPI involves information giving and referrals on Family planning Services. The overall Intervention programs’ objectives are;
· Supporting pregnant adolescents have health pregnancies/deliveries; become better parents, postpone second pregnancies and take steps to self-sufficiency in Mukono District.
· Empower Child brides into resilient, powerful, determined and self-sufficient individuals, who can adequately fight for their rights and improve on their health service seeking behaviors with safe motherhood.
· Creating awareness within school and outside communities about girl child sexual reproductive rights and keeping girls in school.
· Advocating for policy change for inclusion of teenage girls’ rights, especially for victims of sexual violence.

The School Based Teenage Pregnancy Prevention interventions (STPPI) directly targets students and indirectly target teachers, school administrators, support/ teaching staff and parents. The major goal of this approach is“Enhancing Adolescent Sexual and Reproductive Health services in secondary schools in Mukono District to improve on young people’s Sexual Reproductive Health behaviors, attitudes and knowledge in prevention of Teenage pregnancy by December 2016.”
The intervention addresses issues of in school young people’s reproductive health demands promotion of sexuality education in school communities; provision of Life skills training and behavior change communication programs;and psychosocial support to students by all stakeholders. These stakeholders include well trained school teachers, support staff, parents, Peers through Peer Health Clubs (PHC), and School Administrators.

Interventions are implemented in 4 secondary schools each year from MukonoDistrict selected randomly on basisof interest they show in the intervention. An inception meeting with respective head teachers of selected schools is held to orient them about the program;level their expectation as well as showing them their roles and responsibilities throughout the intervention life. All intervention activities are preceded by a Pre- test studies are conducted on both the club members and the non- club member to assess their level of understanding on teenage pregnancy, HIV/AIDs and other Sexual Reproductive Health related issues for gap identification as well as assessing the impact of the intervention at the end of the intervention. Pre-tests are also conducted on teachers, parents and any other stakeholders participating in the intervention program to assess the content and quality of intervention implementation.

Through the School Management Committee (SMCs), selected school teachers and support staff are trained for two days in basic counseling skills, life skills, Adolescent Sexual Reproductive Health Rights/Services (ASRHR/S) to build their capacity in working with adolescents.

Upon accomplishment of the teacher training, a contact person referred to as “Club Patron” for each of the school health club (SHC) and mediator of the School Based Intervention is identified and given training manuals and assignments to implement in school so as to ensure continued support to the club while conducting peer-to-peer programs and dissemination of information in the school environment. 
CCAYEF through the School Management and teachers works with SHC comprising of 25- 35 members both boys and girls who are randomly selected from all classes to be trained as Peer Health Educators in issues pertaining Keeping safe-Shunning Teenage Pregnancies, Health Promotion, Effects of drugs, offering psychosocial support and counseling, Life skills, giving information on SRHS/R and handling referrals. All these are aimed at empowering them pass on rightful information to their peers. This is done through role-plays, team building activities, discussions, creative thinking and writing, and the sharing of personal experiences.   The Peer a Health Clubs (PHC) usually meet twice a month for lessons as well as sharing experiences from the club and to discuss about the effective strategies that have been employed/need to be employed to disseminate information. 

IEC Materials in form of fliers and posters with information on ASRH and other health issues are also designed and distributed to the peer educators to use while disseminating information.Continuous monitoring and support supervision is also done by CCAYEF staff to the PHC, teachers, and school administrators to ensure that activities and objectives of the program are realized.
Close to the end of the year, a Wrap-up meeting is conducted where all Peer Health Club members from all 4 current school clubs and leaders from the pioneer clubs get together with the Club Patrons to plan and share best practices in their respective schools. Post-test studies are also conducted to test the effectiveness of our interventions.
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This intervention has significantly decreased the proportion of in school adolescents who became pregnant in all school of implementation, the knowledge gaps on SRHS/R were bridged and attitudes of students towards contraception positively changed. Comparisons between the pre and post tests show that the School Based Teenage Pregnancy Prevention Intervention (STPPI) measured positive changes in rates of sexual initiation among adolescents had a significant effect on that outcome, reducing the proportion of adolescents who initiated sexual activity by as much as 10 percentage points.

Teenage Second Pregnancy Prevention and Mitigation (TSPPM),the major goal of this intervention is to Support pregnant adolescents have health pregnancies/deliveries; become better parents, postpone second pregnancies and take steps to self-sufficiency in Mukono District. It directly targets out of school pregnant adolescents and child brides; and indirectly targets their families of origin; communities, men and adolescent out of school boys, church and cultural leaders in a bid to empower them support these vulnerableadolescents in Mukono District.
The intervention addresses issues of Pregnant Adolescents’ and child brides’ Sexual reproductive health rights and service demands; economic development and empowerment, HIV prevention and care, Life skills training, positive parenting skills, health and nutrition, behavior change communication programs; and psychosocial support to girls and their families. It also puts into account community mobilization against teenage pregnancy and early marriages. 

In the past 3 years presented in this report, 360 teenage mothers and child brides have so far been recruited and rehabilitated through this intervention. The implementation methodology of this strategy is based on reaching out to child mothers and child brides 10-18years through partnerships with the Health Centers in the district. Some are also referred for service through community referrals, peer referrals, from Mukono District Gender Office and the Police Child and Family Protection Unit. Once registered, they are assessed demographically; their vulnerability is also assessed and a visit is made to their homes for psychosocial support and to ascertain the validity of information provided. It is at this point that a treatment plan is developed for each girl. This is because their individual challenges are peculiar. These new recruits are taken through several topics through the cognitive restructuring classes for one and a half months. It is at this point-life goal re-setting; that they are assessed to know their future plans. Some prefer to re-join school, others prefer to join vocational skills training classes, others may need livelihoods to go through their pregnancy successfully; and whatever choice they make, CCAYEF together with their care takers support them to achieve it. The communities, male partners, men, boys and families of these girls are mobilized towards support of the interventions given to them and also to lead campaigns against teenage pregnancies and early marriages. The program intervention lasts approximately one and a half years and eventually the girls are launched out but with very close follow-up sessions and supervision.
The Teenage Second Pregnancy Prevention and Mitigation (TSPPM)implementation cycle:

 (
Home visits 
/ Psychosocial Support and counseling
) (
Recruitment/Assessment of Pregnant girls from Health C
enters and community 
)


 (
Economic empowerment:
 Vocational training, VSLA methodology training, Re-integration into formal sch.
)


 (
Risk Reduction Teen classes: SRHR/S, Life skills Training, Nutrition and positive parenting education
) (
Assessment/ Support for 
Safe motherhood
/ Livelihood support
) (
Vulnerability Assessment 
)


	

 (
Community Mobilization, Male involvement, 
)


This intervention has significantly aided a large proportion of out of school pregnant adolescents and child brides to delay the second unintended pregnancies and child bearing. Its implementation has seen reduction in cases of Gender Based Sexual violence; more girls have been economically empowered to support themselves and their babies which has significantly saved them from the harsh ties to their abusive early marriages. More girls have chosen to return into formal school hence, having hope in leading better lives.



PROGRAMS AND THEIR EVALUATION
In this report we have considered reporting the results of the above two adolescent pregnancy prevention program interventions that Child Care And youth Empowerment Foundation has employed in since 2014 up to date.  The outcomes of these two interventions have been scientifically evaluated. These programs are conducted in Uganda, and Mukonodistrict in particular have as a primary goal the prevention of unintended first and second pregnancies among adolescents. 
All interventions have activities that intend to intend toascertain program impact on adolescent behavior in relation to their sexual activity; the initiation of sexual activity, the use of SRHS, and the reduction on the rate of pregnancy and childbearing.
All interventions embedded in these two presented interventions used either education or training of adolescents, or both, as a way of producing modifications in behavior.Because more adolescents’ sexual behavior in Mukono is influenced by the knowledge gaps in sexuality education that greatly lacks in schools and homes; and also the negative attitude of adolescents, teachers and parents about Sexual Reproductive Health Information and services- particularly contraception, we employed interventions that imparted knowledge and worked upon attitudes. And Pre- and post- tests were employed to measure all these parameters at the start and at the end of each intervention. Interviews and observations were also used since we were measuring behavioral change.
 Adolescent behavior is also highly influenced by the environment around them hence these strategies used a lot of stakeholders in their environment to pass on knowledge to the adolescents. These included; teachers, parents, peers, men and boys. 

PROGRAM COMPONENTS
Since teenage pregnancy and child marriages are results of multiple causes, our prevention interventions too are made up of more than one component, and this makes it very difficult to determine which components make a difference, which make the biggest difference, or whether all components are necessary. In addition, comparisons between programs are problematic because the number of sessions and the length of the intervention period vary from program to program. For example, Cognitive restructuring and Risk Reduction classes consists of 10sessions distributed in one and a half monthsperiod, and Life skills are taught in eight -week period. Table 1 provides information on the important components of each program, the characteristics of the participants, and the duration of each component. All programs incorporate an emphasis on abstinence or delay of sexual initiation, life skills training, sexuality education and contraceptive education, economic strengthening and involvement of all key stakeholders.
Table 1: Table 1: Information on the important components of each Intervention, the characteristics of the participants and duration
	Important Program Components
	Intervention Category
	Participant Characteristics
	Duration
	No of sessions

	Risk Reduction Teen Classes
	STPPI
	Pregnant Adolescents & child brides
	6 weeks
	10

	SRHR/S Education including abstinence
	TSPPM &STPPI
	In school adolescents 12-18years
	10 weeks
	10

	Contraception & Family Planning Service Provision
	STPPI
	Pregnant Adolescents & child brides
	On going
	

	Life Skills Training
	TSPPM & STPPI
	Both In school and out of sch. Pregnant adolescents/child brides
	6 weeks
	10 

	Psychosocial support &counseling
	TSPPM & STPPI
	Both In school and out of sch. Pregnant adolescents/child brides
	On-going through the intervention period
	-

	Economic Strengthening (VSLA Methodology) training
	STPPI
	Pregnant Adolescents & child brides and their families
	5 days
	5

	Vocational Skills Training/ Re-integration into formal school
	STPPI
	Pregnant Adolescents & child brides and their families
	1 to 2 years
	-

	Community mobilization and advocacy
	STPPI
	Men, families, adolescent boys, religious and cultuaral leaders and all stakeholders
	On-going
	-

	Peer to peer activities
	TSPPM
	On-going
	-
	-



The programs described in Table 1 presents the following intervention components discussed below:
a. SRHR/Abstinence: This is one of our strongest components used in supporting adolescents to avoid unintended pregnancy and sexually transmitted diseases (STDs), whereadolescents are urged to delay intercourse until they are older. It places emphasis on abstinence, teaching that adolescents younger than 18 are not yet mature enough to handle the consequences of sexual activity. This component employs provision of information or education on benefits of postponing Sexual Involvement, life skills and sexual education to drive its point home. Sex education broadly covers a variety of sexuality-related issues, from the growth and development of the human body and reproductive physiology to the development of healthy sexual attitudes and values.
b. Life skills: This component is considered very critical to the success of our pregnancy prevention strategies. It consists of activities that help students and pregnant adolescents build decision-making skills, set goals for their lives, learn how to say no to sex and to negotiate within relationships. They are trained to both in school and out of school pregnant adolescent and child brides.
c. Contraception & Family Planning Service Provision: Contraceptive education is specific to curricula that discuss methods of contraception, how such methods are used and the effectiveness of each in preventing pregnancy or sexually transmitted infections. In addition, such curricula may include information on where adolescents can obtain different contraceptive methods. Within the in STPPI (out of school based intervention), this component puts emphasis on creating access to contraceptive services among sexually active participants. Life Skills Training
d. Psychosocial support &counseling: This component includes home visits, family counseling, one-on-one counseling sessions to the pregnant adolescents; sessions to reconcile teenagers with their families, re-settlement and education sessions on positive parenting to the families and care-takers. Since in Uganda when most of the girls get pregnant they are kicked out of their homes and forced into early marriages, this component is so crucial that girls are supported to remain under their parents’ care and support as other intervention empower them into self-reliance.
e. Economic Strengthening (VSLA Methodology) training; This components helps pregnant adolescents and child brides to learn the Village Saving and Loan Association methodology such that they can nurture their saving culture and have access to loan services to start-up Income Generating Activities after acquiring Vocational skills. They are also taken through Financial literacy sessions to enable them manage their businesses well.
f. Vocational Skills Training/ Re-integration into formal school: The out of school pregnant adolescent girls and child brides are given opportunity to either choose to either acquire skills in vocational studies like Tailoring and fashion, Hair dressing and salon, jewelry making, making of bags and crafts, Flower arrangement and decoration and so many others; or to re-join formal school and acquire a profession after. This component does not only keep them busy, but empowers them with skills to earn a living and in the long run, they will not need to depend on men for a living and hence prevention of more unwanted pregnancies.
g. Community mobilization and advocacy: This component involves men, adolescent boys and all stakeholders in engaging communities to reduce the incidences of teenage pregnancies and child marriages. CCAYEF strongly believes that the involvement of men who are culprits into the teenage pregnancy is a very strong prevention strategy towards solving the latter, according to the assessment business men, builders, bodaboda cyclists, students are the major culprits when it comes to impregnating teens. Therefore as focus group discussions go on among teen girls the same is done. Men are also reached through sports activities and religious places. It is from such engagements that advocacy issues are identified and pushed through the local government for consideration.
h. Peer-to-Peer activities: It is all known that adolescents listen to their peers more than they listen to other person when it comes to sexuality issues and hence, the reason our strategy use peers to reach out to their fellow peers with rightful information on SRHR/S. This component has seen great success in behavioral change activities since peer educators are first trained and given facts about all issues of concern to their peers. They are also provided with IEC materials that aid their teaching and sensitization of fellow students.

PARTICIPANT CHARACTERISTICS
The participants of these two interventions were Adolescent Pregnant girls and child brides between 12-19 years from all walks of life; the very poor, the under privileged, orphans, and those from very stable families.The other category was secondary school students from 11 secondary schools located in Mukono District, Uganda in which the STPPI was implemented between January 2014 and September 2016. Of these schools, 7 were private and 4 were public/government. There were a total of 505 participants/ students and 13 teachers/ school administrators with 41% (n=207) being male and 59% (n=298) being female. The average age of participants was 16.2 with a range from 12-20 years. The most common age was 15 (n=154, 17%). No other descriptive data were collected.

EVALUATION DESIGN AND METHODOLOGY
To measure the effectiveness of our pregnancy prevention strategies, all of the evaluations were done using the experimental design in which the results of behavior evaluation of participating adolescents before implementation of these strategic activities were compared to those evaluated after the implementation. The sources of data were primary sources and secondary sources including questionnaire for pre- and post- tests for the in school adolescents; and structured interviews and observations for the out of school pregnant girls.These tools were used for the out of school adolescents because most of them could not effectively express themselves through writing and reading. The secondary data used to evaluate these intervention, especially for the out of school adolescents was extracted from analysis of Data usually entered at the recruitment process of the pregnant adolescents called; CCAYEF ASSESSMENT FORM ‘A’ 2014-2017 which was coined in a report called;Teen Mothers Assessment Report 2014-2017. The data collected was both quantitative and qualitative. Most of the data from the school base intervention was quantitative but also qualitative. The Statistical package for the Social Sciences (SPSS) wasused to analyze the data and to interpret the results presented in this evaluation report. Data for out of school adolescents was documented during the monitoring activities of the project during and after project implementation.

EVALUATION RESULTS
The findings discussed below will cover the key outcomes of the two interventions geared towards prevention of teenage pregnancies and early marriages. The findings suggest that, the School-based Teenage Pregnancy Prevention Intervention (STPPI) and the Teenage Second Pregnancy Prevention and Mitigation (TSPPM) seem to have strongly contributed to the reduction of pregnancies among teenagers of Mukono district and to have enhanced the SRH knowledge and changed attitudes of adolescent boys and girls towards SRH education and services as described by the data presentation and analyses below:
[bookmark: _Toc432380108]Bridging the knowlegde gap on SRH and HIV/STIs to Prevention Teenage Pregnancy
Knowledge on HIV Transimition
Before CCAYEF intervention, data from the Pre-test evaluation indicated that only 51% of the adolescent participants had accurate knowledge on HIV/ AIDS and other STIs, however, from the post-test evaluation study result after our intervention, it was found out that, up to n=374 (74%) of the young people have accurate information regarding HIV/ Aids. It further reveals that 87% (n=439) believes that one cannot tell by looking that another person has a HIV/ sexually transmitted infection, while only 13% (n=66) did not know. Another 84% (n=424) were aware that even for the first sexual contact one can get HIV, 56 (11%) don’t know, while 5% (n=25) still believes that you can’t get HIV on the first sexual contact. When explored further, from the 5% (n=25) who argued that you can’t get HIV on the first sexual contact, 80% (n=20) believes that chances are much higher only among those who play sex regularly. When the young people were asked about the options for protection against HIV transmission up to 79% (n=399) could identify at most 3 out of the 5 correct answers as opposed to 30% (n=152) before the program inception. 
[bookmark: _Toc432380254]
Figure 1: Knowledge of HIV transmission for first sex



[bookmark: _Toc432380109]Imparting knowledge to Address negative Attitudes and perceptions towards SRHR 
From the findings, these indicators above point to prevalence of safe sexual behaviors and practices among young people as well as increased access to SRH and HIV information and services. The study also sought to understand the attitudes and perceptions of the young people in regard to the risk of getting an STI. Over half of the respondents 338 (67%) as opposed to the 49% could acknowledge that they are likely to get HIV if they had unprotected sex at pre-test. The rest; 18% (n=91) disagreed with that fact and 15% (n=76) did not know. This revealed a significant increase in awareness of 18 percentage points who could not acknowledge a risk from unprotected sex from the pre-test evaluations.
Participants were asked if they felt they would be at risk of getting an STI if they did not use 
a condom for sex. The majority 62% stated that they would be at risk while a significant proportion (about 4 out of 10) is not aware of the risk. Evidently the perception of risk of the 3 other is very poor. However when CCAYEF intervened and towards the end of project implementation 82% of all the participants could tell that they would be at risk of acquiring HIV or STI if they had unprotected sex.
Abstinence and delay of sexual Debut to Prevent Teenage Pregnancy
Before the intervention a significant (64%) proportion of the participants expressed positive sentiments in regard to abstinence from sex. However from further analysis of the data, about 10% of these 64% did not believe that it is possible for young people to abstain from sex if they have partners/ boy lovers.
[bookmark: _Toc432380255]Figure 2: Perceptions of ability to abstain from sex.
. 
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However, after the intervention, 72% would confess to having the ability to delay sex until they are of age. This indicates a great increment of 8 percentage points of those promising and committing themselves to delay sex and resort to abstinence.
Knowledge on how to avoid pregnancies
In terms of knowledge on ways to avoid pregnancy, majority 8 in 7 of the participants had knowledge of contraceptives compared to previously before the intervention, although some, especially the male participants (3 in every 7)  had inadequate knowledge.When the participants were asked what safer sex options they were more likely to adopt. Most 364 (72%) of the young people said they would advise a friend who wants to have sex to use a condom while a considerable number could advise them to wait until they are old enough. 379 (75%) of the girls and 354 (70%) of the boys favored this option. There was a greater increase in the number of students who encourage their friends to abstain during post-test evaluation of 68% (n=343) compared to those who voulcherd for abstainance during a pre-test of 23% girls and 16% boys. That suggested that they would discourage their peers form having sex because of the fear of getting pregnant or a STI. On the whole they felt that they would advance the reason of age to discourage their peer from having sex. 
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Life skillsdeveloped to reduce Teenage Pregnancies
Behavior is the evidence of the predictor of the presence of a Life skill. The study examined the presence of Life skills among the young people. The students were asked whether they would be able to confidently refuse to have undesired sex with their current or future partners. 
Ability to say ‘NO’ to undesired sex
[bookmark: _Toc432380258]Figure 3Proportion with ability to refuse undesired sex


The pre-test results show that 65% (n=328) of the students said  they were able to confidently refuse undesired sex while 27% (n=136) stated that they could not. When the same students where re-tested, 81% could say yes they could refuse engagement into unwanted sex; only another 8% (n=40) were not sure. This shows an increament of 19 percentage points of those who could previousely fail to refuse undesired sex who could presently refuse it.
[bookmark: _Toc432380282]Economic Strengthening/ VSLA Methodology Training/ Education to Prevent Second Pregnancies 
Occupation of the teen before pregnancy 
The assessment results have indicated students (53%) and sitting home teens (31%) as the most vulnerable girl children to teen pregnancy, as detailed in Figure 6 below:
Figure 6 showing the occupation of teen before pregnancy

Source: CCAYEF ASSESSMENT FORM ‘A’ 2014-2017
The STPPT Intervention intended at reaching out to the53% (288) students who had dropped out of school due to pregnancy, and pregnant adolescents 31%(169) who are jobless; and the other 16% (87); totaling 544(100%)to equip them with skills in Vocation, re-integrate 3.7% (20) into formal school and involve others in Village Saving and Loan Associations to have access to financial opportunities as they start income generating activities. All the 524who were not put into formal school received even other services to prohibit them from getting unintended second pregnancies at tender ages. Out of the 20 girls who were taken back to school in 20, 12 (60%) of these girls have not conceived again and are still in school studying while the 8(40%) dropped out of school again due to conception of second unwanted pregnancies.The girls that went into Vocational skills training 524 (96%), 65(31%) have jobs and are earning money. During an interview session one Olivia now 18years had this to say;
Me Olivia, a total orphan; at 13 years my uncle defiled and wanted to marry me. Since I was not happy with the marriage, I reported him to my auntie who in turn reported to police. He was arrested and jailed but I was already pregnant. I was operated on under the support of CCAYEF in 2015 But ever since I learnt skills in tailoring,  I am better, with this  small job I started, I can take care of my baby and myself. This will keep me empowered and will be able to wait until am ready to go into marriage, hopefully will get married at 25years.
Another young teenage 17 who is now married should be quoted:

… I had a desire to continue school, and my performance was not bad, but during my primary seven vacation I was deceived by my boyfriend, and we engaged into an act of sex, realizing after some time that I was pregnant, telling it to my parents, the father swore not to educate me more and advised me to get married.My husband has been very abusive in terms of financial support, but now that I am empowered with skills in hairdressing; I already earn money and I no longer depend on him financially.I can save money and also have where to get a loan if I need it!
Improved age at first pregnancy
Based on the results from the teen assessment tool, there is improvement in the ages of the teen mothers at first pregnancy. On average, teenage girls conceived their first pregnancy at age 16 in 2014 as opposed to 17 years in 2015, 2016 and 2017. This is a step ahead in CCAYEF’s strategy to improve on the age of first conception for teens.  The results also show that among all teens that were recruited in 2015 the majority were 19years old yet for those recruited in 2016-2017; the oldest was 17 years and the youngest in all the period under review was 12 as indicated in figure 1 below: 

Source: CCAYEF ASSESSMENT FORM ‘A’ 2014-2017
Provision of SRH information and Contraception in prevention of unintended second Pregnancies
Knowledge and usage of Family Planning methods
Before the pregnant adolescents and child brides are recruited in the TSPPM intervention, only 44%(239) of the teen mothers reported that by the time of conception were aware of existing family planning methods, while 51% (277) were not aware of any family planning method; and only 5% (27) of the teens had an intension and interest of getting pregnant at the time of conception of the pregnancy. By the end of the intervention, when the same girls were interviewed, 100% (544) reported knowledge of the existing contraceptive methods and 62% (337) were using at least one method the rest were either using condoms or were abstaining to avoid second unwanted pregnancies before they are financially stable.

Provision of Psychosocial Support and Counseling to prevent Second unwanted Pregnancies
From the CCAYEF Assessment Form ‘A’ 2014-2017 Report,  80% of the teen mothers and child brides had plans and interests of staying with their children, only 1% of teens had plans of abandoning their children as detailed in figure 11 below.
Figure 11 showing teen mothers plans for children care 

Source: CCAYEF ASSESSMENT FORM ‘A’ 2014-2017
i) Ways through which teen mothers plan to care for their babies were;
· Give the Baby to her Sister
· Give the Baby to her Aunt
· Her Mother Would Make the Decision
· Leave It with the Grandmother
· The Baby Will Stay With the Father
· To Leave The Child With her Relatives
This decision is always hampered by the fact that most of their care takers and parents kick them out of homes the moment they conceive, and as they go round looking for a home, other men pick them from the streets, in the name of accommodating them and eventually give them second pregnancies. This known to us from experience, hence, the need for psychosocial support to reconcile families with their daughters and to iron out all those reasons that can hinder a pregnant girl to be cared for by her parents and later support her baby. Out of the 544 girls we had in our program 82 were reconciled with their parents and as a result for 1, 2, 3, 4 years they have spent in the program only 12 have had second pregnancies, and at older ages like 21, 20 years. During the post interview, one young woman echoed this;
Ever since my mother (20)allowed me to stay with her, am very secure an assured of food; there would therefore be no reason for me to look for a sexual relationship before I am financially stable!
Additionally, one 18 year old girl confessed that, “I used to be very rude to my husband and used to disrespect him thus having no peace in their home and relationship turned into a violence ground. My neighbors also disliked me because of being quarrelsome. Additionally, lacked rightful information on SexualReproductive health and proper child nutrition, but after attending the SRH classes and session of family counseling, i acquired communication and assertive skills that have improved on her relationship with her husband and other people thus becoming a respectable person and now days I am the most respectful and respectable person among all neighbors.”
Reduction of numbers of girls who conceive first pregnancies
As shown in Figure 5 below, the main referral point of pregnant teenagers and child brides is are the health facilities; they are the pronounced referral point.
Figure 5 Shows referral points for teenage mothers and child brides

Source: CCAYEF VULNERABILITY ASSESSMENT FORM ‘A’ 2014-2017
It is for this reason that CCAYEF collects data from the Maternal and Child Health departments every year to ascertain the prevalence of teenage pregnancies in the district. The table below show the data collected from the three Health Centers of Mukono Municipality. The trends of the data reveal that there was a considerable reduction in the number of pregnancies among adolescents reported in the 3 major health centers of Mukono Municipality. 
TOTAL NUMBER OF DELIVERIES FROM THE 3 HEALTH CENTRES FOR THE FINANCIAL YEARS; 2010/2011; 2011/2012; 2012/2013; 2013/2014; AND 2014/2015
	Financial Year
	Total Deliveries
	Deliveries to > 18
	%
	Deliveries to < 18
	%

	July 2010/June 2011
	5,015
	4,820
	96.1
	195
	3.9

	July 2011/June 2012
	6,015
	5,811
	96.6
	204
	3.5

	July 2012/June 2013
	5,880
	5,623
	95.6
	257
	4.4

	July 2013/June 2014
	6,719
	6,470
	96.3
	249
	3.7

	July 2014/June 2015
	74,216
	74071
	99.8
	145
	0.1

	Total
	30,845
	96795
	
	1050
	


Source: MCH Registes; Mukono HC IV, Mukon Church of Uganda HC IV, and Goma HC III
The table above shows a great reduction in incidences of teenage pregnancy of 3.6 percentage points in 2015 as compare to the previous four years. This may basically be attributed to our TSPPM intervention since we were the only ones implementing this program in the entire district.

Conclusions
The review of two evaluated pregnancy prevention interventions use in Child Care And Youth Empowerment Foundation CCAYEF leads us to several conclusions. First, these interventions significantly changed the behavior of participating adolescents. The evaluations show that all two of the interventions all changed the adolescent behavior, and that of their caretakers and all stakeholders-towards supporting adolescents into positive behavior;  and delayed the initiation of sexual activity among many teenagers to avoid first and second unwanted pregnancies. Some components of the two interventions also increased the proportion of sexually active teenagers using contraceptives and addressed the knowledge gap on Sexual Reproductive Health Information.
Recommendations
Civil Society like Child Care And Youth Empowerment Foundations need all partners interested in what we are doing to come up and fund this nobel work.
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Conclusion;
The study provided evidence of the applicability of the stake holder/ evidence based model to community participation in teenage pregnancy prevention. The model focuses on the school and community as a whole and partnering with the stakeholders is an important aspect of working in the community. The main function of the teachers is to assist the community to reach, maintain and promote health issues with the aim of acting as a health advocate or facilitator so that adolescents can have the necessary power that will help to control its reaction to the high prevalence of unplanned teenage pregnancy within the community. Peers time and again have been found to be a reliable source of information young people and programs target peers as mentors have proved to be effective in changing ASRH behaviors and attitudes among young people.
Recommendations.
Based on the findings of the study, the following are recommended:
1. Cultural myths/beliefs that encourage teenage pregnancy should be corrected by the registered nurses. This could be done through the provision of health 
education to parents and the community at large, where the disadvantages of teenage pregnancy are properly emphasised.
2. School administrations and teachers should organise regular sexuality education campaigns and life skills workshops for peers in, schools on regular basis to enhance young people’s ASRH. 
3. Early sex education at home by parents and other adults should be encouraged.
4. Parents and guidance should be encouraged by the teachers and other community stakeholders to participate adequately in their children’s education as well as in all other aspects of life. Parents should attend parent-teachers meeting and do regular follow-up on their children performances and behaviors in the school.
5. Health professionals need to work together with the government and other non-governmental organizations that are providing youth-friendly services and campaigns to inform teenagers and the community at large about teenage sexual and reproductive health.
6. The community at large should be made to understand the importance of open communication between parents and their children. This could be done through the use of campaigns, workshops and rallies in the health centers/ clinics, community centers, social, cultural and religious groups.
7. Contraceptive use amongst sexually active teenagers should be encouraged by all stakeholders in the community, especially the practice of dual protection, which involves safe and protected sex. The Municipal Departments of Health together with Education should provide extended clinical services in schools in order to provide accessible confidential services to teenagers.
8. Safe and conducive school environments that are able to monitor learners’ movements, prevent sexual harassment specifically by the teachers and provision of adequate security should be guaranteed by the school authority. Appropriate punishment of teachers found guilty of abusing their students’ sexual reproductive health rights must be ensured.
9. And conclusively, community awareness campaigns about the possible consequences of teenage pregnancy and childbirths should be undertaken.
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