






43

amor youth clinic network in estonia



44 7. financing activities

Financing activities
FFrroomm  tthhee  ttiimmee  tthhee  ffiirrsstt  yyoouutthh  cclliinniicc  wwaass  eessttaabblliisshheedd  iinn  11999911  uunnttiill  22000022,,  cclliinniiccss  ddeeppeennddeedd  oonn  sshhoorrtt--
tteerrmm  pprroojjeeccttss  ffoorr  ffuunnddss  ––  uussuuaallllyy  ffoorreeiiggnn  aaiidd  ((ee..gg..  ssttaaffff  mmeemmbbeerrss  ttrraaiinniinngg  tthhrroouugghh  tthhee  NNoorrddiicc  FFuunndd))
oorr  ssppoorraaddiicc  llooccaall  oorr  nnaattiioonnaall  ggoovveerrnnmmeenntt  aaiidd..  DDuurriinngg  tthhee  11999900ss,,  llooccaall  ggoovveerrnnmmeennttss  llaacckkeedd  rreessoouurrcceess
ffoorr  hheeaalltthh  ccaarree  pprroommoottiioonn  aanndd  wweerree  oofftteenn  uunnaawwaarree  ooff  tthhee  ccoonntteenntt  ooff  aanndd  nneeeedd  ffoorr  yyoouutthh  cclliinniicc  sseerrvv--
iicceess..  IInn  oonnee  ccaassee  aa  hhiigghh--lleevveell  llooccaall  ggoovveerrnnmmeenntt  ooffffiicciiaall  ccoouulldd  nnoott  uunnddeerrssttaanndd  wwhhyy  ““aa  ggiirrll  nneeeeddss  ttoo
vviissiitt  aa  yyoouutthh  cclliinniicc  aa  sseeccoonndd  ttiimmee  iiff  sshhee’’ss  aallrreeaaddyy  bbeeeenn  tthheerree  oonnccee  aanndd  bbeeccaammee  aa  wwoommaann””..  

7.

From the very start, youth clinic workers were
convinced that services must be free of charge
for young people. Along with the formation of
the clinic network the search began for oppor-
tunities for consistent funding. The first
applications for joint national funding made by
the ESHA during 1996–1998 were not
approved. The search for options continued
along with efforts to influence key decision-
makers. Funds allocated from the health
insurance fund budget for disease prevention
gave the youth clinics the opportunity to apply
for financing of their services through the EHIF
under the “Measures for Disease Prevention
Action Plan” of the Ministry of Social Affairs.
The clinics themselves submitted health pro-
motion project applications to the health
insurance fund each year, of which some were
approved while others were not. The youth
clinics applied and competed for financing
along with all other health promotion projects.
The number of project applications grew yearly,
and the maximum were submitted in 2001. The
evaluation of projects was based foremost on
clear objectives, activities suitable to realizing
the objectives, and the project’s ability to
assess activity results. 

In 2000, the Estonian government approved
the “National Programme of Reproductive
Health, 2001–2009”, which included sexual and
reproductive health counselling, but it did not
receive financing. The national programme
prompted the ESHA to submit an application to
the EHIF for the financing of youth clinic med-
ical services as a prevention programme, called
“The Project for Reproductive Health Coun-
selling and STD Prevention in Young People for
2002 to 2006”, which was approved for fund-
ing disease prevention as a long-term project.

The project financed the medical activities of
the youth clinics as well as the ESHA network
management activities for the coordination of
the network. Each clinic has a written agree-
ment with the EHIF for the financing of medical
activities, the volume of which is approved by
the clinic network. Payment is based on the
services provided and derived from the official
register of health care services and the fee lim-
its approved yearly by the government. Figure
6 below shows the project’s projected budget
by year. Increases in the budget are due to an
increase in the number of prevention cases as
well as an increase in the cost of services.

Sexual health lectures did not receive funding
from the project, as they were not covered
by the health insurance fund as a health
care service.

In the past, sexual education activities were
financed by the health insurance fund as sin-
gle projects and more recently by the larger
local government authorities, a few county
administrations and private companies, but
clinic lectures still lack common national fund-
ing. Several clinics conduct telephone
counselling and the Tartu clinic, for example,
has succeeded in obtaining funding for this
service from the local government for several
years. This has allowed this clinic to increase
its volume of telephone counselling and con-
duct it separately from regular reception
services. Other clinics provide this service at
the same time as their regular reception.

Local governments, county administrations and
various funds aid the majority of new clinics,
during their establishment, financially or in
other ways (e.g. advertising). 
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Youth clinics have been cautious in their approach to financing offered by pharmaceutical com-
panies and hygienic product manufacturers, even though pressure from such companies has
been immense. The youth clinics have adhered to the ESHA’s policy of neutrality, under which
monetary aid is not accepted from companies manufacturing birth control devices or hygiene
products. This has ensured that clinic staff members have the independence that is necessary
when giving clients advice about contraceptive methods and specific medications. However,
samples of medications (including contraceptives) and personal hygiene products have been
accepted according to procedures provided by law. The ESHA has also accepted aid from com-
panies for the distribution of printed matter.

While the Open Estonia Foundation, EHIF, IPPF, United Nations Population Fund and the
National Programme for HIV/AIDS Prevention have variously supported online counselling,
since 2003 it has been financed by the EHIF.

Lessons learned from youth clinic financing
� The enthusiasm and will of the clinic initiators to work will not last forever without sys-

tematic (national or local) funding. Also, applying for national funding is very
time-consuming and applications for funding are required to be made repeatedly even
after several successive refusals. It is very important to gain the support of the key figures
involved with financing to ensure funding.

� Financing should be sought for clinics as service providers as a whole (centres providing
comprehensive sexual education and counselling as well as health care services) and not
as separate funding for each type of service. Also project-based financing should be
avoided if possible since the realization of objectives and activities may involve pressure
from funding agencies. In addition to the financing of medical services, it is just as impor-
tant to find support for network coordination and development activities.  

amor youth clinic network in estonia
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Summary and future plans
The first youth clinics in Estonia were established at the beginning of the 1990s on account
of the high rate of unwanted pregnancies and STIs among young people. The idea of youth
clinics was inspired by the experience of Sweden. The first clinics began their activities
without any regular funding but with enthusiasts and specialists who worked at the clin-
ics in addition to their full-time work. 

A priority of the ESHA was the promotion of youth sexual health through sexual education
and the promotion of youth counselling services because the roles of school and family in
the promotion of sexual health were insufficient. The ESHA organized training sessions for
youth counsellors (with teachers from Finland, the Netherlands and Sweden) and compiled
sexual education literature. Local enthusiasts established youth clinics independently in
various parts of Estonia but the ESHA soon became a unifying umbrella organization since
several youth clinic staff members were also members of the ESHA. The ESHA has played
a significant role in achieving the objectives that sustain youth clinics: preparing sexual
education materials for schools and counsellors, providing online counselling, and setting
up a sexual education web site (www.amor.ee). The creation of the ESHA and its
promotional work prompted the establishment of new youth clinics in various regions
across Estonia.

Over time it became apparent that the youth clinics needed regular long-term financing,
without which it would be difficult to maintain the motivation to offer a stable quality of
service. Several of the first attempts to secure funding failed, including applications to the
“National Programme of Reproductive Health, 2001–2009”. Continuous applications and
efforts to influence key figures resulted in an approval of a five-year funding from the EHIF
(approval of “The Project for Reproductive Health Counselling and STD Prevention in Young
People for 2002 to 2006”, providing funding for youth clinic medical services and clinic
network management by the ESHA). The youth clinics have demonstrated the results of
their activities, and therefore regular government financing has been assured from 2007
onwards. The youth clinics are a part of the “Estonian National HIV and AIDS Strategy,
2006�–2015” and these activities continue to be financed through the EHIF.

Financing for services as well as network management has considerably helped in the
development of youth clinics, i.e. the formulation of universal principles, ongoing adver-
tising, ongoing training of staff members, an assessment system and, most importantly,
sustainability.

The development of clinics has been prompted mainly from the grassroots level. The
process for the development of principles, systems for assessment and collection of sta-
tistics is democratic and transparent, and incorporates ideas and suggestions primarily
from young people and their experiences with the youth clinics.  

The biggest challenges have been the promotion and expansion of counselling services for
young males, the establishment and development of new clinics (cooperation on a local
level) and the management of clinics that do not adhere to the common principles. It has
been difficult for the clinics, as well as the ESHA, to find regular financing for sexual 

8.
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education seminars held at the clinics. Other challenges include the need to deal more
actively with school dropouts, young drug users, young homosexuals and other popula-
tion groups who are particularly at risk of HIV in Estonia. 

Future plans
Most important is an assurance of the quality and continuity of youth clinics in the future.
The need for youth clinics will always remain but continuous hard work provides the oppor-
tunity to promote sexual health and safe behaviour among future generations of young
people. The fight against the HIV epidemic is becoming more apparent at youth clinics with
predictions of a higher rate of HIV infection through sexual contact and an increase in its
detection at youth clinics. An increase in the proportion of young male youth clinic visitors
and regular, basic and continued training of staff members are important objectives in
progress. Youth clinic support of sexual education in schools is currently increasing in
response to the reorganization of the curriculum, which threatens to decrease the number
of sexual education classes. With 15 years of experience in the initiation of clinics and
development of a network, Estonia can share its knowledge with other nations, and visits
have already been made to Armenia, Belarus and Latvia to exchange experiences 18. 

In 2007, there were 18 Amor youth clinics in Estonia (only one county had no clinic). In
2006, the clinics had dealt with 28 000 prevention cases. The WHO Regional Office for
Europe advocates a minimum of one youth-friendly clinic offering sexual health counselling
for every 100 000, 10–24-year-olds 21. Estonia has at least one for every 35 000 persons in
that age group. It can be said that the accessibility to sexual and reproductive health coun-
selling services in Estonia is fairly good. Feedback from clients has been positive; the youth
clinics are trusted and popular among young people. The number of unwanted pregnancies
has declined remarkably over the past 10 years and contraception use has improved, clearly
due to the work of the youth clinics.  

In summary, the concept of youth counselling has developed successfully and taken hold
due to years of enthusiastic and sincere work by counsellors supported and sustained by
government financing.

amor youth clinic network in estonia



Appendix 1
Amor youth clinics: prerequisites for quality
Prerequisites for services
� Health care services:

Mandatory services: pregnancy and birth control counselling; STI prevention, testing
and treatment; pregnancy diagnosis, counselling in case of unwanted pregnancy and
after, genital examination and accompanying psycho-sexual counselling.

Recommended services: separate reception for young males, psychological counselling.

� Non-medical activities:

Mandatory activities: sexual education lectures.

Recommended activities: telephone counselling.

Prerequisites for staff members
� Staff members’ skills

Mandatory requirements: at larger clinics, a doctor (specialist, general practitioner, res-
ident) and midwife/nurse; at smaller clinics, a doctor (specialist, general practitioner,
resident).

Recommended requirements: specialist consultant, psychologist, social worker.

� Staff members’ training

Mandatory: completed (or in the process of completing) training for work with youth,
counselling training (preferably training course organized by the ESHA or its partners).

Prerequisites for administration
MMaannddaattoorryy  rreeqquuiirreemmeennttss::

• Reception for youths at separate and predetermined hours.

• Visits booked in advance as well those without appointments.

• Smaller clinics open at least two days a week with one open in the evening.

• Contact with staff members is available within three days.

• As certain and consistent visiting hours, location and staff members, as possible.

• Clear and visible information about youth clinic hours and location.

RReeccoommmmeennddeedd  rreeqquuiirreemmeennttss::

• Separate hours for young males (separate from general reception).

• Automated voice messaging on telephones providing information about location,
visiting hours and telephone counselling.

• Telephone counselling (counselling by telephone at specific times). 

• Registration for visits is by telephone to the youth clinic/office, i.e. apart from 
general registration of health care institutions.
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Prerequisites for location, rooms
MMaannddaattoorryy  rreeqquuiirreemmeennttss::

• Location in a place familiar to youth, such as the centre of town or village or any 
frequented place.

• Separate from rooms of other health care institutions.

• Rooms appropriate to activities (doctor’s cabinet, counselling rooms).

• Youth-friendly atmosphere – informal, friendly and private.

• Easy access for disabled people.

RReeccoommmmeennddeedd  rreeqquuiirreemmeennttss::

• Appropriate space for lectures.

Prerequisites for equipment
MMaannddaattoorryy  rreeqquuiirreemmeennttss::

• Necessary instruments and apparatus for gynaecological and male examinations; blood
pressure measurements. 

• Access to laboratories (STI tests).

• Necessary examples for sexual education activities and individual visits (such as 
menstrual cycle diagram, birth control samples and illustrations of their effect, personal 
hygiene product samples).

• Information materials for visitors: information pamphlets compiled by the ESHA in offices
and waiting room.

RReeccoommmmeennddeedd  rreeqquuiirreemmeennttss::

• Free or cheap condoms.

Prerequisites for documentation of activities and for reports
All activities (medical and non-medical) carried out by youth clinics are documented according
to data protection and other valid laws.

MMaannddaattoorryy  rreeqquuiirreemmeennttss::

• According to valid Estonian legislation (such as keeping outpatient records, infectious 
disease reports).

• Project requirements (quarterly reports).

RReeccoommmmeennddeedd  rreeqquuiirreemmeennttss::
• Collection of information on lecture and seminar participants.

Prerequisites for cooperation 
MMaannddaattoorryy  rreeqquuiirreemmeennttss::

• Cooperation with the ESHA, youth clinics in the same area, schools, local government.

RReeccoommmmeennddeedd  rreeqquuiirreemmeennttss::

• Cooperation with other youth organizations and specialists, AIDS clinics, local government.

amor youth clinic network in estonia
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This document describes an initiative for quality improvement
in adolescent-friendly services implemented in public sector
primary health care clinics in Estonia.
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Following aWHO review of initiatives demonstrating increased
use of health services by adolescents, policy-makers and
programme managers requested more detailed information on
what was being done to improve quality, including friendliness,
and scale up of service coverage. In response,WHO’s Child and
Adolescent Health and Development (CAH) department has
supported the documentation of three outstanding initiatives in
developing country settings.




