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STRATEGIES FOR REDi7CING EARRIERS
TO REPRODUCTIVE HEALTH SER'VICES FOR DNERSE YOiJTH

Sumrnary of Site Monitoring
Key Findings

$etween November 1997 and early January 1948, staff canducted site visits to nine (9 )

reproductive health provider agencies . Faur sites from Baltimore, MD, fve sites in Houston, TX were

selected . Sites re£~ected four types of clinic delivery settings : Cornmu~aity-based faeility or clinic (e .g .,

private clinic or local health department), school-based or schoal-linked clinic, UniversitylHospital-based

clinic, and managed eare provider agency . The fifth site in Houston was a hybrid provider agency,

schooU~community facility .

Agencies were assessed according four service delivery content areas -- Administrative/

Organizational Philosophy, Staffing Patterns, 5taff Responsii~ility and Training ; Program Content and

Service Dalivery Strategies, and Community Linkages and Service Delivery Outreach . Agenoies were

also assessed for their capacity to serve adolescents and diverse youth (devetopmtental and cultural

eampetency) according to the prelimi~ary competency framework described in tlie previous section.

Infoz~mation regarding the four content areas and deveiopmental/cultural competency was determined via

interviews, observation and review of agency dacurnents and educational macerials .

In the following pages, we highlight key findings from da#a gathered during the site-monitorin g

phase of the project. Where appropriate, we note whether differences exist across content areas by

provider type. However, we caution that since site visits were conducted among agencies only in two

gec~graphic regions, agency differences may also reflect regional differences in the nature of service

delivary . Thus, differences across types of praviders should 6e interpreted with caution .

Key F indings -- Summary Paints

Administrative/Organizational Philasophy

Mission Statement & Assessmen#

• Six (6) out of nine (9) sites serve only ado~escents and exist for t~e sole purpose of servin g

' adolescents. The remai~ing three sites serve bath adult and teen clients . The sites providing services
to clients of alI ages include tl~e agencies with ties to managed care organizations and one

ca:nmunity-based, repraductive-health pravider .

~

r
• With respect to a mission statement about the irn~ortance of serving youth or a specific purpose of

serving youth, we find that roughly half (4 out of 9} of the sites have such a mission s~atement . The

~
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~ remaining sites have a more generic or institutional mission statement about the impartance of
prov~ding services to clients in need af care, and ensuring quality care and equity of care to clients .

~ • Agencies generalty have some type of process for regularly assessing their organizational mission an d
quality of services . Most sites report using client surveys and staff vbservations as the primary rnean s
for evaluating their services . Only three of the nine sites explicitly involve teens in their assessment

~ process and only three sites (primarily UniversitylHospital-based agencies) have a fortnal yout h
advisory board .

~

'

Plans to Tar~et Youth ar Increa .se #he Number af Youth Serue d

Most sites report~d having a desire to target youth or t~ increase the number of youth reached by
their services, or to target specific sub-groups af teens {e .g., males or out-of-schooi you#h) .
However, few had clear plans or strategies for how this outreach would take place . Only one site
reported having a specific, long-range goal for increasing the num~er of youth served .

' • Sites that served only teens demonstrated procedures and priorities that centered, naturally ,
around addressing ado~escent needs . Howeaer, clinic documents and educational materials were
not always found to be teen oriented, or teen friendly .

~ Fundin ,~g & Pro~ram Priorities to ~erve Youth

~ • The existence of specific funding, staffing or program priorities seemed to depend on w~Ether the
site has an explicit mission or commitment to serving teens . However, many sites were a pact o f
a larger umbrella organization . Thus, the individual site often had a desire or interr~al goal to
serve teens, but the larger agency which determines funding, staffng and pragram priorities, did

~ not always share the site's goals for serving teens or diverse youth .
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• Ttfe majority of srtes noted a 2aek of morsey as the pr~mary reason for not providing a braader
range of adolescent services, or the additional services they would like to provide . Staff resources
were also reported as limited, partic~larly for psycho-social secvices . Hqwever, some sites noted
the need for more cliniciaas or having clinical staff available at more times canvenient for teens .

• Staffing diversity generally reflected the diversity of the clier~t base (primarily European- or
African-American} . Hawever, staff from Hispanic and Asian heritage were not well represente d

• Seven (7) sites indicated either a desire ta imprave services specifically to ethnic minor~ty youth,
or that issues of culture and diversity were important factors in delivering aare to ethnic minority
youth. However, only two {2) of the seven (7} had a special service or program for youn g

minority clients . The remaining two sites served a client popu3ation that was predominaat3y
frorn ane ethnic minority sub-group.

• Thera were no sites that demonstrated organizational policies or a mission statement that
explicitly addressed the issue of culture, or that focussed on the provision of services to ethnic
minority youth as an organizational priority .

• E£forts to serve diverse clients wer~ often made on the basis af language . This was more
prevalent among sites w~ere tlie Hispanic popu(atian (or language minority clientele) was high or

reasonably high. However, two {2) sites had made explicit attempts to develop and/or implement
programs designed for particular e~hnic sub-groups of teens
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A~I sites ernployed s#aff tl~at were that were generaliy older (over 3Q), exeept for one community-
hased site that made an explicit effort to employ younger st.aff, with the belief that younger staff
could relate better to teens, develop better relationships with teens, and thus increase teens '

connfort with services .

StaFf inembers at all sites were primarily female . However, four sites hacl at least one male staff
member that was acti~ely involved in the delivery of services to adoiescent clients .

Staff'Training

• Al~ sites expressed a need for more training in working with teer~s, althaugh some sites believe d
~ the most important thing about working effectively with teens was "yau have to like them, an d

Iike w~rking with thern" . Furthermore, the best way to leam how to wortc effectively with teen s
is thr~ugh hands-on experience .

~

'

~

Formal training on how ta woric with adolescents was rare . Staff at the majority of sites reports
~ands-on experience as the primary source of their training on how to work with teens . Hawever,
clinical staff, particularly clinicians at the UniversitylHospital sites had some training on
adolescent issues through the agencies deparhnent of adolescent medicine . However, no site
indicated this training vvas fu~ly sufFcient for what was needed to work with effecti~ely with
teens . StafFat a]! sites expressed a need to understand the developmental and emotiona] stages of
aclolescence and the need to know how to comm~nicate with teens rnore effectively .

• Four (4) sites had same formal, organized in-service train~ng on adolescent issues . These sacrt e

~ sites also supported and encouraged co~tinuing education for staff on adolescent issues .
However, more cammon across sites was the use of sta .ff ineetings tfl present specific topics o n
either ado~escence or issues relevant to serving adolescent clients.
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Wit~ respect to staff training on issues vf culture and diversity, only twa sites expressed a desire
for staff training on how to wor ic effectively with elients from different culiures ar ethnie
minority sub-groups. In both instances, tlais training was referred to as training in "cult~ral
sensitivity", rather than training in issaes of cu2tural cam~etency.

Program Content, 5ervice DeliVery Strategies & Dutreac h

• Sevea (7) sites provided comprehensive services to teens . The remaining two sites offer either
exclusively 4b/Gyn and/or reproductive heatth services .

• All sites offered clinica3 as well as educationa~ services . However, six (6) sites also offered
psycho-social services either though a social worker or psycho~ogist {an site or througtt referral} ;

• Tha range of educational materials targeting teens was quite modest across al( sites . Much of the
infornnation disseminated to youth is generic and targeted prirnarily towards an adult audience .

• pnly one (I j community-#~ased site used peer edueatc~rs . Although seiera~ ather sites have
~ explored using peer educators, most have decided against it at this time . Sites who did not use

peer educators cite twa reasons for not using tl~em : I) the ~ndings about the effectiveness af peer
educators is mixed . Spec i fically, the impact of peer edueators on behavior may be greater for the
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peer educators than the teen clients exposed to peer educators; 2) teen clients are often more
concerned about issaes of eonfidentiality when peer educators, or youth clinic workers are
involved .

All sites provide one-on-ane educational and counseling services . Only one site ~school-based
agency} reports using group education as part of their ser~ices .

Community outreach varies across sites, but is generally limited . University/f~ospital-based
agencies demonstrated the greatest amount of ca►nrr►unity outreach, networking and coordination
wi#h other comrraunity agencies . The efforts of one, community-based site stood out among atl
sites we visited . However, this probably reflects tt~e fact that this site recently received a grant to
hire a staff person specifically to do community outreach .

Barriers to Service Delivery

Potential barriers for teen clients

• Staff may not be representative enough across gender, race/ethnicity, or age

• Issues of payrnent for services may be important at sorr ►e sites, particularly those that may have
rece~tly undergone ac#minist~ative changes (to managed care or other HMO-type structure )

• Hours of operation may be a problem at 6 of the nine sites, as most are only open during school
hours.

• The rnajority of sites have a lack of written or video information avai]able in waiting areas ; rnost
materials are no# teen oriented or written for a teen auc~ienee .

Barriers for staff in providing service s

• Each site has distinct barriers depending on the type of provider system . Sites that are subsumed
~ under a larger health system or healfh organization have unique barriers . Specifically, the larger

agency mission or philosop~y to service delivery dici not acknvw[edge the importance of
developmental issues unigue to teens, or stated the need to work with all clients, without any

~ distFnctions far age, gender or race . Thus, most sites did not receive sufficient support or
resources for adequate staff training or the development of special services or outreach aeti~itie s
to teens .

• Financial resources were a key issue for all sites, which limited staf#ing resources and the ability
to devetop special or additional service delivery strategies gr programs .

~ • The majority of sites expr~ssed a concem t~at teens they generally serve present a host o f
psychosacial and family problems ttsat go beyond the expertise ar capaeity of existing sta .ff and
resources . Thus, teens in need of such services may not be adequately served .

~

~

~

• Only a few sites had forma~ in-service training on adolescent issues, with tl~e majority of staff
getting training on the job . 5ites mentioned challenges working with parents and how to work
with teens to encourage ~arental involvement, while main#aining eonfidentiality of services .

• No sites ~ad any formaI training on cultural drversity, culturaE cotnpetei~cy, or how to work
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effectively with ethnic minority clients, a~though twa sites expressed a desire for some type of
cultural sensitivity training . The majority of sites indicated that learning how to work with
diverse youtt~ was ir~portant, but Qnly Two sites had made an explici# attempt to develop more
tailored pragrams ar services to ethnic nninority youth .

Developmental and Gultu~al Competency

According to the developmental and cultural competency framework, we found the follawing
capacities among provider sites :

Develapmental Comr~etence (Figure 1 )

~ Two sites demonstrated policies, priorities and ~ractices that were consistent with advaneed
(profeient) developmental competency . Both of these sites were University/Hospital based provider
agencies . Tttese sites were strang advocates for youth and ~t1~e provision of services ta youth, had
clear organizational policies and practices in place that addressed serving youth, along with supports
for staff to acyuire training and skills to wark effectively with you#h .

• Three (3 j sites were categorized as be ing developmentally competent , two (2) as developmentally
pre-competent, two (2) as being at the sta.ge of developmental blindne ss .

There wer~ no further distinctians across sites as to their ]evel of developmental competence .

Cultural ComQetence (~ 'iQUre 2)

• IVo sites emerged as being at the advanced sta.ge of cultural competency, as sites did not have explicit
organizational policies or practices that formalized either the ~mportance af culiural competency or
formalized systems of service delivery to address issues of cultural and diverse teen clients .

Most sites {6} were at the sta.ge of cultural pre-competence, of whzch two seemed to be rnoving cl~ser
to the stage of cultural cornpe#ence . Specifically, most sites spoke of the importance of culture and
understanding diversity, but did nat have formal approaches in place to address these issues . Two
sites that attempted to refine their program or services to be more appropriate to ethnic minority
clierns stil~ had no forcna! mechanism for keeping such service ~elivery practices on-going . However,
it was these two sites we perceived as m^ving eloser to cu~tural competence because of site efforts to
implement activities #o address the issue of culture .

~ • Two (2) sites could be defined as being at the stage of cuitural competence, although the lac[c of staf F
training ptaces them at the very early stages ofthis continuum. Although no formal organizational
mission or poliey was in place to insti#utionalize staff training or the development of certai n

~ approaches, thase two sites were act~vely involved in working closely with ethnic minority youth ,
addressed the issue of lan~uage differences, and were seeking ways to increase staff capacity in thi s
area.

, ~ One {1) site was deftned as be i ng at the stage of cultural blindness . Staff and administrative pol icies
at th i s site viewed clients and worked to serve clients in the same manner . Thus, equ ity in service
del ivery was viewed as most important for qual ity of care to clients .
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Figure 1 :
Stage ~f D~velopmenta~ Competence Among

Participa#ing Sites
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Figure Z:
Stage 4f Cultural Competence

Among Participating Sites
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