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Abstract

This thesis presents an evaluation of a theory-based HIV prevention intervention designed for
grade 8 high school students. The intervention was delivered by teachers over a 6-month
period. The objectives of the research were (i) to conduct a systematic review of evaluation
studies of international and South African school-based interventions aimed at postponing
sexual intercourse and increasing condom use; (ii) to conduct a process evaluation
documenting implementation of the intervention; and (iii) to conduct an outcome evaluation
to assess the intervention effects on the delay of sexual intercourse and condom use. The
study was conducted over a period of 15 months, using a cluster randomised controlled trial
design. A multi-stage sampling strategy was employed in selecting the participating schools.
Twenty-six schools located in various parts of Cape Town participated in the research, 13 in
the experimental group and 13 in the control group. Process evaluation data were collected
during and after implementation of the intervention. Interviews, focus group discussions,
classroom observations and educator lesson logs were the methodologies employed in the
process evaluation. Quantitative outcome evaluation data were collected at baseline 6- and

15-months follow-up, using a self administered questionnaire.

The systematic literature review showed that few evaluation studies of school-based
HIV/AIDS and sexuality interventions have been conducted internationally. Only a few of
the South African studies have employed rigorous evaluation designs to establish intervention
effectiveness. Further, many school-based studies have not paid attention to process
evaluation. The process evaluation findings showed that the implementation of the
intervention was varied within and across the schools. The factors that aided implementation

included the intervention’s compliance with the current outcomes-based education approach



used in South African public schools; provision of teacher training; provision of teacher
manuals with detailed information and instructions about the lessons and activities; and
ongoing support to the teacher during implementation. Proper implementation was hindered
by factors such as large class sizes, and teacher resistance to and inexperience in using
participatory methods. The outcome evaluation results from a cohort of 3625 students are
presented in this thesis. The results showed that the intervention was not effective in delaying
sexual intercourse or increasing condom use as there were no differences between the
intervention and control groups at 15-month follow-up. Based on the results of the research,
recommendations are made for the future development, implementation and evaluation of

school-based HIV prevention interventions in South African schools.

Some of the key recommendations at the level of the education system include: pre- and in-
service training of teachers specializing in implementing Life Orientation and HIV/AIDS
interventions; training should focus not only on increasing teachers’ knowledge of HIV/AIDS
but also increasing their self efficacy in protecting themselves from HIV, and in
implementing the interventions; schools and the Department of Education should formally
credit teachers for the skills gained from training on HIV/AIDS education, which should be
seen as career development; the resource inequalities existent between schools need to be
addressed as this has implications for the (non)delivery of HIV/AIDS interventions; making
LO an examination subject at grade 12 is an option that requires some exploration. At the
level of interventions, recommendations are made that these be rigorously developed by
drawing on local research regarding sexual behaviour of adolescents; school-based
interventions should make links with the community so as to reinforce in the home

environment what is learnt in school and to reach out of school youth; interventions must be

ii



possible to implement within the practical constraints in schools; teachers and students should
be involved in developing the interventions; interventions should be designed so that they
render themselves to evaluation. With regard to evaluation, recommendations from this study
are: there is need not only to evaluate school-based HIV/AIDS interventions, but also to
employ rigorous evaluation designs; studies should employ triangulation of different
evaluation research methodologies; evaluation studies should also include a process

evaluation component.

iii



Acknowledgements

This study was conducted as part of a broader project titled: “Promoting sexual and
reproductive health. School-based HIV/AIDS prevention in sub-Saharan Africa”. The
acronym for the project is "SATZ", which stands for South Africa Tanzania. The project
design was developed by a team of principal investigators at European and African
Universities'. The project was broadly divided into three interlinked phases, namely the
situation analysis phase, the intervention design and implementation phase, and the
evaluation phase. The project was implemented at three intervention sites, namely, Cape
Town and Mankweng in South Africa, and Dar es Salaam in Tanzania. Each of the three
African Universities designed, implemented and evaluated the interventions in their local
sites. The European partners were involved in aspects of the design and evaluation of the
intervention, as well as data management. I conducted the evaluation in Cape Town but also
played a role in the situation analysis and intervention design phases. I am therefore indebted

to many individuals and educational institutions for the successful completion of this thesis.

Firstly I should like to thank my supervisor Prof Alan J. Flisher for his guidance, support and
constructive criticism. Thank you to my colleagues Nazeema Ahmed and Shahieda Jansen for
their work on the intervention development and implementation, many stimulating
discussions, but most of all for sharing the difficulties and the laughter. Thanks to Dr.
Catherine Mathews for her contribution to the evaluation, Clive Seebregts and Michael

Ndlokovane for assistance with the HAPI software, and Annegreet Wubs for help with data

! The partners and principal investigators were: University of Cape Town (Alan J. Flisher), Muhimbili
University College of Health Sciences, (Sylvia Kaaya), University of the North (Hans Onya), Karolinska
institute (Minou Fuglesang), University of Maastricht (Herman Schaalma), University of Oslo (Knut-Inge
Klepp), World Population Foundation and Youth Incentives (Jo Reinders) and University of Bergen (Leif

Edvard Aarps — coordinator).

v



management. Many thanks to Dr. Landon Myer for his patience in providing me with
statistical assistance. Thanks to Dr. Terry Selikow for the insightful comments and interesting
intellectual conversations about evaluation research and the value of randomised controlled

trials, and to Dr. Edna Rooth for encouragement and useful insights on the Life Orientation

curriculum.

This study was partly made possible by a generous grant from the European Commission -
INCO research programme (Fifth Framework Programme - Contract number ICA4-CT-2002-
10038). For this, I am grateful to Prof Leif Aarg the project coordinator and the project
steering committee. The study was also immensely enriched by the contributions, comments,
criticisms and opportunities afforded to me by colleagues in the SATZ Project, in particular
Prof. Knut Inge-Klepp and Prof Herman Schaalma. Thanks to the Children’s Institute,
University of Cape Town, in particular Dr. Maylene ShungKing for granting me the time to
complete the writing of this thesis. My appreciation also goes to the fieldworkers that assisted
me with data collection and the Western Cape Education Department and school principals
for their allowing me to conduct this research. Most of all, I owe special thanks to all the

teachers, the participating students and their parents for giving their time to this research.

To my friends Ndirangu wa Kibata, Shamillah Wilson and Menaka Jayakody, thank you for
the never ending encouragement. Finally many thanks to my parents, to my nieces and
nephews who are a constant source of inspiration. Special thanks to my siblings to whom I

dedicate this thesis, “our” thesis.



Table of contents

ADSITACE oot eee e steeeee e sae s b e see et ara e e s aseraeeesatesaneeseseeabbaesaeeesae be b baae e bt ehtereb eeaeee s nsn e rneaer st rean i

ACKNOWIEAZEIMENLS .....ecneiniininiireriirenectecesestss et et e s satsasatsbe st st e s s st sa st shess saba s e sssnesesssnastsusrssssnsaseoreanarsenessan iv

TADIE OF CONLENLS ...veeeeereeireereieeiieieaeeeieesaesteestenessaessessasssasssssssssseesssessesssssssessnensesssessressesssessesserssessessanessesnaessnenes vi

ADDIEVIALIONS oovvveieeeireciecciteeiiteseseessee s s e rssneesses s sseonasassasssssassstaassntssassrnesssssessssassssassssasnsssnsessesssnssesnense esnon ix

LASEOFFIGUIES  ceveecirceiieretccreeessent et s e s s se s esc st es e sassasts st eaesbeseo e st se saens sussesaansssesssaeosenssnasaoasnes e sanatesvassssenen X

LISt OFtADIES ceeeeeeeeiiriceecieir e e e e ceeseee e s eesasessatessas s baesbbesessnessssassaeessasessnsarssssrsbesssssannresseanssaessnsasesnssernranns xi

LSt OF APPENAICES. .....eovrueeerrrreeeritisreriiese s sreseseseesessuestsssssesssesansssssssssssasasssssserastassssssssessressrtasssessssnssssnssnaseesasens xiii

Chapter 1: Introduction 1

1.1 INEPOAUCLION ....ocvveerririereereeseerreereesaeseesrsssesnesssseesasssesssessesssesssenssoraseraessasssessesssaerssessressssesnersee 1

1.2 Background t0 the StUAY ........ccouieiiiniineiineiniieiinsensaiessestoeress oermenssssssesssens sesesssonaressseesansnns 1
1.2.1 The social context of HIV Prevention............ccveeeeeveereercerensunsensnsniosonsssnsssssssssssesssessesssssasesessees 1
1.2.2 HIV prevention ffOrts.........ooeeviieeciniinicneciinteesrccsenneese e st esessese et sessenssaessssesssssaseanaen 5

1.3 The SATZ INEEIVENLION....cccuccciirrerreecreeieeerireresssesssssssesssssssssssrssassassssssssssnssessstssassessnsessssessassasens 9
1.3.1 Intervention deVelOPMENL .......c.ccoieecrciiinivieniirinscenesssisnnsessesessessssseenesaensonessassessassasssasnassaaes 10
1.3.2 THE INLETVENLION .c..vcerurirereeneireieecreerssresssersssessssesssansssesrssssensesssseesssesssenssssssserssssssssessasessnessssnnns 14
1.3.3 Teacher TTAINING........c.cociviiririeiereenerienesstereesecsrerareees e secesnessassarsensesanatssessessansassassvassanae 18
134 IMPIEMENTALION......cccevereneer et st sess e e s es st s et sesae st ssas s e sesseesasss sussnssarasssensene 18

1.4 The conceptual frAMEWOTK .........cccourirririeneiieerrnerennesenrescrasseseesssecrersesssrsenesesssssessanesssssessens 19
1.4.1 The Theory of Reasoned ACHON........cccceveriremrnsiecisisiiinisseesensustossssssseessssssssesessssssasassssssessases 20
1.4.2 The Theory of Planned Behaviour..........ccceeeeeveceireerentincnrinnenentcncnesnecssses e sessesesnssssssenns 23
1.43 Conceptual framework for this StUAY.........c.ccceiuiirvminiiiiii e e sesaes 25

1.5 The Problem ........coevveeviceeenennnn.

1.6 Research Aim ...........ccceeeee.

1.7 Objectives of the study

1.8 Study design ......ccocevennenns

1.9 The evaluation approach
1.9.1 Process eVAIUALION ........ccecvieiieieeeee e recerceresrer et s stessstesseesessessssansstasssaesnsessessnssessanessssasssnen
1.9.2 OULCOME EVAIUALION ....ceevereeeerrierieereeeiirrererstereessntesesssessssnarseesssnasssssssssssnsesssnsanerssassnsosnnnsesossen

1.10 Significance of the study

1.11 Conclusion..................

1.12 Overview of thesis

Chapter 2: Literature review 40

2.1 INETOQUCTION ....eeeeerireeviriercteceeeee s rasee s eee e aaeeerssreeesssssessssaessssssassessaseassssssessnsssssnsanensenseneens 40

2.2 REVIEW OF RCTS ..oiuieericiieeeieineiesrireernreseesseessesssesssesssessesrsasssessasssesssessesssensesssssessssressesssessnsns 41
2.2.1 INCIUSION CIILETIA ......eeeeeeereecreiieerreesiteeesseneeceareseesesseessssneesssssasesssnsseensssesssssessssseressssassassnnnnee 41
222 SEAICh SITALEEY ....cocvirirriiriciirire ittt csb s b erssrts e esseshesassassas s sesassanasasane 42
223 ReSults and diSCUSSION .....covcuvveiirrireeeeirereeresiiesteeerssseeersssesessersaeesssssesssensssseaesssssesesasaesssssnsnens 43
224 Geographical region of included StUdies..........c.covereveneeriniecneniinneereercnnriecreserraressassesseranssenses 51
225 Intervention ChAraCLErISTICS ......vccevvieererereerieiserresrerssssesrersesressaeessaeennessaneessesssnesssneesnnesssneresnnnes 51
226 The EVAIUALIONS .....c.vveeeieriiiierieieceeereresiiesssecesseressseesseesserssssesssseasseessaseesserssasrsssesasessss ansnsasens 55

vi



23
23.1
23.2
233
234
235
236
24
25
Chapter 3:
3.1
3.2
3.2.1
322
3.23
3.24
3.25
3.26
3.2.7
33
33.1
33.2
34
3.4.1
342
3.5
36
Chapter 4:
4.1
4.2
4.2.1
422
4.2.3
424
4.2.5
426
4.2.7
4.2.8
43
4.3.1
432
433
434
44
44.1
442

Review of South African studies

INCIUSION CIIEIIA ....ccveeerreeirsstessreesaecseesssessasesssassssesaessssesssessatssssssesssssassssesssasnsaseesssassssssassases
Search strategy
Results and discussion..........ccceenvveereeernenes

Intervention characteristics..........ccccoueuneeee

The evaluations.........ccceeveereeerveeseenerenennne

Key evaluation findings

Limitations Of the FEVIEWS .......coiiiiiriiiieciesreneeree e cssressssssesessstssnsessnsesssasssessssansasansananns 101
Discussion and CONCIUSION. .......coveirreeeerreesreerssersseesersssuessessssssssssssssssssssssesssessssesessssasssnassnse 101
Methods 106
INETOAUCLHION ....oeeeeeeeecieecee e cnesreeesseaeereesseessee evnassseerssessne snsanersesnsnasnnsanssss sssansssnssssnnssnssans 106
StUAY dESIEN ....evevereiiierierrererisrreneeresserecressnesscressessassessassesssstscssonss seeesssssssmesssateseeassnasssssns
RALIONAIL........eeereiirreneeeeieesrieaiereresesessaessesssessessaessssssesssessessessesssssssesseessanssessesssesessasssansnenses
Population........c.ccceeevcrenrecreeresrenseneennes

Sampling procedures ..........ccccecenuneee

Ethical procedures ........ccouurveninnenns

Access to SChoOIS......coveeeereenerneineens

Parental/Guardian consent

Access to 1earners .....oveeevvveeeenineenne

MELhOAOIOZY c...eveecett ittt sttt sassissesassesesesissstssbsstsassesssssssbenssssasssresersssases
Process EVAIUALION ..........oooiieieiiieeieiiieeteeinieesenesrneessessssesssesssssssnessnsessssesssosssasssssssssenernnsesssnes
OULCOME EVAIUALION ......ccoveereeeiiiieeeiiieeeteserteerinartesssseesasessaesssesstesssssssasasssessssssasasssesessessnsasans
DAt ANALYSIS.....ceeriereererenrieressarereressesesseeseesessessssansssstesessessassessasessassanssssassessansessassansessasssessanss 157
ProCess EVAIUALION .........ceceeeiveeressnreersereesessessassesesssassssassessssessassarsnssessassessersssaessessesassssessessanes 157
OULCOME EVAIUALION ........ccveieeeiieeiierieeeecesresnecetssbeessesssessesssesssrassasesssasssenseratesasansenssessansasns 158
SUmMmMAry Of the rESEAICH .......ccevuvuiirerierene ettt eessere s eessesasaesanseesisnes e esessassees 159
CONCIUSION.....cueeeiiecceeicec et neaee s eesenssssneeas . eerereeeeeeeesaeeneesensenarenennns 159
Results 161
INETOAUCLION ...ttt et seeeesas e s e esestestasss s testassasrnssssssasessassensssssnsrnassasssaessasnsas 161
PrOCESS EVAIUALION ......ccvivuveeirerrieiseerrerriisissseessneesssesssessssessssasssosssnssssesssanssssssssssassssssesssnsess 161
THE SCROOL COMLEXLS ...t eeeeeraeeeseere e e sese e sessessseessesssesesssesssesssssosesorsasssssransersnne 162
Fidelity of Implementation........c.cccvemivinminiininieiniieiesicsesssa s sessnssens 166
Acceptability of the intervention and teachers’ views on implementation ...........c.coceccounennee 174
Implementation SrAteies........cccvuemsrerenenisentiseneetsisssssesiseesnsesir et ssssssesssesssus s sssasassssasensns
Parental involvement ...........occceveniienicnvnenneennnces

Learners’ experiences of the intervention............

Teachers’ views on impact of the intervention....

Additional INEIVENLIONS ....coveiiriiieiiieirreieeireestesireessessraeessessssssssssrssesessaesssssssssssessnsesssnsssees
What was done at the cOntrol SChOOIS?........oveviiieririnreieieertrereeeeenesrecsmssssssessosseessssssesssns 194
THE SCROOL COMLEXLS .....veivireererenrerererrercrersresseessnesrseessanesseessussssessenssssnesssssssnsssssessssssssssssssssnee
The interventions implemented

Implementation StrAtEIES.........ceeviiniemrieimnininiiteietns sttt se s s sas s s sasaene
Knowledge of the SATZ iNtErVENtiON.......ccceverrereirccrinreceninsesenseresersssnssssscsesensesssnassessssoresseaen 198
OULCOME EVAIUALION ......cevieereviieeeiirrreiiiseeeseiessseesssessesessesssnssssesssssssssassesassassssssnsassssassssessnns 199
StUAY SAMPIE....couceirciiiecccn et et ree et sebebe st e s a s s a st bbb sae et 199
Preliminary AnalySES........coceererrerisesseresessesessssesseressssssessesasessosssassasasssnsosassssssesaentasansssansasssnes 203



45
4.5.1
452
453
454
45.5
45.6
4.5.7
4.6
4.7
Chapter 5:
5.1
52
5.2.1
522
523
524
52.5
53
53.1
5.3.2
533
534
5.4
54.1
542
543
55
551
5.5.2
553
5.6
References
Appendices

Results of the outcome evaluation

Baseline comparisons between intervention and control schools

Comparison of theoretical constructs at FUL and FU2...........ccccevierueeevcrierrerneenrnencnnneeseseenens

Intervention effects on sexual intercourse ..........c.ccovuunee

Sexual intercourse at first follow-up........ccccceeeuence.

Intervention effects on condom use............cccoeeuenne.

Subgroup analysis for the outcome condom use

Intervention effects on secONdary OULCOMIES........ccccceereeeererrcrenerennetesearerassesnesassessassssasesaenaas

Regression ANAlYSis..........cceceereneerecereerenteressestessssesesssssssessasascescasesessasesaensesesesssssnsssassrsansessares

CONCIUSION ...t eerterte e ettt caee e ser e s esaasastsatassaesasesaeasansaasasasssrassns sssasassseannsansensnsnns

Discussion 236

INEPOQUCLION ...vecvveevereeeeceectrctee e ereeereesraesaeaesseesnaransnsssass ssesseesstassnessessassssesssesssnssens sessessnsannone 236

Strengths OF the STUAY ....cccceeeeerecrencriiriiireeereer e enaeaetrtsssnsesasssarsssanesusaressssasessessssesssnansansses 237

USE Of RCT dESIZ....coeeuieierrieseeseinerceesninseaesarasassaesseasssssessssssssassssssssesasasessssrasssesaarassassasssesans 238

Questionnaire development and psychometric properties .............cccceveneiecniscnsecinencsneccenes 240

Use of two evaluation approaches

Methodological triangulation............cc.ceceuee...

The use Of PDAS.......cccovrieerrincinineeenresancraeraesnnes

Limitations of the study ......c...ccccererueeaerrene

Reliance on self reported data.............

FOIIOW-UP Of ATOPOULS ......covereerereencceenristesesiessanienestnaseasnsesesenssenmsststsessessasesasosssssasassensanas

Absence of good measures of student attendance..............cecvveereersevensnsernneessrseneeseeessenenenns 249

Data from CONLIOl SCROOIS.........ccciieriiirrisieeerreiensesiestrearesssresseraesssnessessaesssssnrensssssassasssessssas 250

DisCUSSION OFf fINAINES ..-.eoceueeeeereeereriiterrersrariesesseseretssecsececensasstssssssssssessasssasssssassssassesassenaens 250

IMplementation ISSUES ........ccccccereininiiiiieciniiie s et et ssssse st sresessassas st srenanasssans 252

Programme ISSUES .........coeeiemremieccsiniieiseesrintiensseesnsstsreseeeaessssastsesesssassesesssesssssensassseasessasessnene 261

EVAIUALION ISSUES ....cveiereieicieiiesiteirrisaeseeesessssesssoassarassesssassasssesasassaessassnssssssasesssasssasssssanases 270

ReECOMMENAALIONS. ... .cocueeruiereiirresreecteneaernrearrsstarsssassesasesotessasasaestassessessnsartesssasssnsasssassssassses 276

Recommendations at the level of the education SyStem..........cvcvtrvuerenersenniineneescssenssessennsens 277

Recommendations at the intervention level.............coveeieeieeceece e sree s e naas 285

Recommendations at the level of evaluation ............cc..occuvveeiveeiiiinerenirecse e 291

CONCIUSTON ....coeeeeeeeceeeiieee e eereetecte st eresteeste e essaesesaseas s aesssaesesssasssaassessansnsansennssestanssessasssases 295
299
316

viii



Abbreviations

HIV

AIDS

LO:

NGO:

WCED

STD

STI

RCT

PLHA

UNICEF

WHO

Human Immunodeficiency Virus
Acquired Immune Deficiency Syndrome
Intervention Mapping

United Nations

Life orientation

Non-governmental Organisation
Western Cape Department of education
Sexually transmitted Disease

Sexually transmitted Infection
Randomised Controlled Trial

People Living with HIV or AIDS

The United Nations Children’s Fund

The World Health Organisation

ix



List of Figures

Figure 1.1 Steps of INtErvention MAPPING .......ccccecererecrercnerintrenresrecssssesesesserensstsssssessonssoseossssasossasesasens 11
Figure 1.2 Theory 0f ReaSONed ACLION .........cccvecneirieerersrenierssecsiecsesssssncssasssssssassssssssssssesssssesssssassessssessons 21
Figure 1.3 The Theory of Planned Behaviour ...t nencsesesesessasssesssssassnse 24
Figure 1.4 The study conceptual frameEWOTK. ..o et sss s seneses 25
Figure 1.5 A comprehensive evaluation frAMEWOIK .........ccceevvieierereeercieniennienesneseesenecessessses s esseseses 33
Figure 3.1 The evaluation deSigN..........coovivirmiiniiiiiiinirii s s sa s s 108
Figure 3.2 Multi-stage SAMPIING SLIALEZY .........covereerrrueereesinteiecreeteneeeenersenet s stsss e sestst st ssstasssesesensnes 117
Figure 4.1 Description of the study sample baseline to 15-months follow-up..........ccccceeeevvcrerinicncnnnnne 201



List of tables

Table 1.1
Table 2.1
Table 2.2
Table 2.3

Table 3.1
Table 3.2
Table 3.3
Table 3.4
Table 3.5
Table 3.6
Table 3.7

Table 3.8
Table 3.9
Table 3.10
Table 3.11
Table 4.1
Table 4.2
Table 4.3
Table 4.4
Table 4.5
Table 4.6
Table 4.7
Table 4.8
Table 4.9
Table 4.10
Table 4.11
Table 4.12
Table 4.13
Table 4.14
Table 4.15
Table 4.16
Table 4.17
Table 4.18
Table 4.19

The SATZ INtEIVENTION....c.cvevrererrereeesetseraesersssesesesesesssssssstssssssereraressessssssessassssassssessessasssensasssns 17
Characteristics Of RCT INtEIVENLIONS.........oceerenenirnisisnsisiinieesirsesese st sstesssssssnssesssnessassens 45
Summary of RCT eValUtioNS.........cccouiiuceinimeieninenninineesisssensesessecrensesnsmsseessnssossussens 56
Evaluations of school-based reproductive health promotion and HIV prevention programmes
TN SOULH ATICA. ....c.everieieieieeeereeceneencsaenr e ee et sasatsasat b s s s sbs et s sr s e bss e sesnesesaonnsusrasaasesn 96
SAMPUNG FTAME......cceveiruereerecrerrniinint sttt stsr e esesee s e nenersssates s ssare s sasasanassassasasencassnesaneacn 111
Number of SChOOIS SEIECED .......cecvueeerrerereceeterrrcie st ettt ss s ssarasees 114
Process evaluation data SOUTCES.........ceerreruirrerimmrinisiisintiiesinsisssesssesessssaesssessssnssesaessssssaseasanss 129
Test-retest reliability of psychosocial variables for palm and paper questionnaires.............. 136
Comparison of electronic and Paper questionnaire inter-item correlation............ccceueevreunne 138
Test-retest reliability of self-reported risk behaviour N=300 ..........c.cccevvrrrrrernrcrniererereenrenens 140
Student reports regarding the validity of their responses to the questions about sexual
behaviour: Comparison between electronic and paper questionnaires: N= 200 .................... 141
2" test-retest reliability StUAY SAMPLE.............oevveereerrinernssesssessssssessesessscssssessssssessesssossasesass 144
Internal consistency and test —retest reliability (second test-retest reliability study): N=194 154
Prevalence rates and test retest reliability of sexual behaviour: N=194 ...........cccccoorvrnnneee. 156
Summary of the reSEArCh ........c.vcevueceeiereire s ettt et s e assens 159
Number of lessons implemented at each SChOOL ...........cccovrrrimiiirniciinic s 167
Mean scores on fidelity of lesson implementation.............coocceceeeericenrivirnsnansseninenesnnecnns 169
Teachers’ ratings of lesson implementation............ccecoeurevmmreeercsnierrensenerccrsesessescsisnssessannes 170
Teachers’ overall assessment of implementation: N=12........ccccceveemerernccecrnecreernnraensecaneens 171
Additional INTETVENLIONS .......ccvviriirircrurecriienine et setereseseesseeesteste e snstesaeserassestesssassssssanses 194
Sociodemographic characteristics of the study sample at baseline: N=3625...........c.ccocenur.. 206
Theoretical cOnStructs at FU2........cooccceiivcicenrcnerrccnneseesccencreeeserassssissesasssassesssesessessssssssns 207
Sexually active respondents at baseline: N=3625...........ccceervenmrenenrnaerrensreneeeesessesseessseans 209
Number of lifetime sexual partners at baseline..........oviiriereerveniiiineniineccneeeenn. 210
Condom use at Baseline for sexually active students: N=256 ............ccceeeermreecreccrrvnrencreennnes 211
Comparison of theoretical constructs at FU1: N=3625.........ccccornvivenincenenenrerecsessensnenennnnes 212
Comparison of theoretical constructs at FU2: N=3625........ccceveirvrreerecnemnreneneesresaessesennns 213
Sexual activity at FUL: N=3625 ....o.iccencieciniiiicecinenresnessstsessescseneserenesronsssuesessassenes 214
Sexual activity at second follow-up: N=3625........cccovrrniinincreremecnreescrcnescsesseneesassennne 215
Transition to sexual intercourse BL t0 FU2 : N=2918........cccouincienncreneneneeenneeseensenes 216
Sexual activity among boys at FU2: N=1668.............cccovmrmecminrnrencneeennseesnarennseseeseessorees 217
Sexual activity among girls at FU2: N=1957 ...ttt creseeense e sasecseenas 218
Comparison of sexual activity by home language at FU2 ..........ccccocovminnnrcnenerenienrerensenenes 219
Comparison of sexual activity in the low SES category: N=1245..........cccoruvirmccenrnvunnunns 220

xi



Table 4.20
Table 4.21
Table 4.22
Table 4.23
Table 4.24
Table 4.25
Table 4.26
Table 4.27
Table 4.28
Table 4.29
Table 4.30
Table 4.31

Table 4.32

Comparison of sexual activity in the middle SES category: N=1188.......c...ceccerrrrverurrererunennn 221

Comparison of sexual activity in the high SES category: N=1152........ccccocermrrerrrerrccrrrerennne. 222
Condom use at last seX FUL: N=521 .....evinininiirinest s sseeneseescsastsisessssessssassssssnssses 223
Condom use at last 3ex FU2: N=884 .........occcoimcnenreniiecnceeescete et ssesseressananssansens 224
Condom use at last sex among boys at FU2IN=606 .................ccccourrmmrnrirerninnerireseveresenns 225
Condom use at last sex among sexually active girls at FU2: N=278...........ccocouvvvrrerrennans 226
Comparison of condom use amongst sexually active students for each language group....... 227
Comparison of condom use among learners in the low SES category.........c.ccoceevnvevenirennenens 228
Comparison of condom use amongst sexually active learners in middle SES category ........ 229
Comparison of condom use among sexually active learners in the high SES category......... 230
Number of lifetime sexual partners............cococvee i s 231
Condom use at first sex among students that became sexually active between BL and FU2:
438 ..ot srsea et st e e eb s R s ab e Shen SR RS boRb e eSS SRS s Sh SR RS R e b s s st n R 233
Consistent condom use at FU2: N=850 ..ot ssceeessssnsnsssessaes 234

Xii



List of appendices

Appendix A

Appendix B

Appendix C

Appendix D

Appendix E

Appendix F

Appendix G

Appendix H

Appendix I

Appendix J

Appendix K

Appendix L

Appendix M

Educator lesson log

Classsroom observation form

Educator interviews intervention schools

Focus group discussion guide

Teacher interviews control schools

Questionnaire administration observation

Visual of PDA

Evaluation questionnaire, Xhosa-Girls

Pairwise comparison demographic characteristics

Pairwise comparison of theoretical constructs

Sample lesson, learner workbook

Sample lesson, educator manual

Logistic regression

xiii



Wanjiri Kabii Mitkoma
Chapter 1: Introduction

1.1 Introduction

This thesis reports a study that aimed to evaluate a theory-based Human
Immunodeficiency Virus (HIV) prevention intervention implemented in thirteen high
schools in Cape Town. The evaluation consisted of process and outcome evaluations.
In this chapter, I will present a brief discussion of the HIV/AIDS problem in South
Africa and globally, the objectives of the study, the conceptual framework on which
the intervention was based, and a description of the intervention. In the final part of

the chapter, I will provide a synopsis of the rest of the thesis.

1.2 Background to the study

In this section, I will provide a brief background of the current South African
HIV/AIDS situation by looking at some of the common indicators of HIV prevalence
and incidence with a specific focus on adolescents. I will also discuss briefly the
current situation as far as HIV prevention is concerned. This background is important
in order to understand the ideological, social, economic, political and evidence-base

context within which this research was conducted.

1.2.1 The social context of HIV prevention

According to the United Nations (UN), every day 1800 children under the age of 15
years are infected with HIV globally (Joint UN Programme on HIV/AIDS et al,
2004). The majority of these children are in poorer countries in Africa, Asia and parts
of Eastern Europe. The UNAIDS 2006 Report on the Global AIDS epidemic estimated

that about 43% (more than 800 000) of all children (underl5 years) living with HIV
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are in Southern Africa (UNAIDS, 2006). Young people aged 15-24 years account for

nearly one third of people living with HIV/AIDS (PLHA) globally (UNICEF, 2006).

In South Africa, it was estimated that a total 5.4 million people were living with HIV
infection by 2005 (Department of Health, 2005). The 2005 South African national
antenatal seroprevalence survey’ reported a 29.5% (one in three women) HIV/AIDS
prevalence among pregnant women aged 1549 years. In pregnant girls under 20
years, the prevalence was 20.2%, up from 19.5% in 2004. HIV prevalence among
teenagers included in the surveys was estimated at 15.9%, a slight but not statistically
significant decrease from 16.1% in 2004 (Department of Health, 2005). The
Department of Health (2005) estimates that 235,060 children aged 0-14 years are
living with HIV. It is important to state at the outset that disaggregated national
HIV/AIDS prevalence data on children and adolescents under the age of 18 years are
hard to come by as there are no surveillance data for this age group. The antenatal
data from pregnant clinic attendees are reported for the age group 15 years and older.
The surveys have in the last ten years provided the best available estimates of HIV
infection, and the results are used to obtain estimates for the general population. The
UNAIDS concludes in their 2006 global report that the South African epidemic is

“one of the worst in the world, and shows no evidence of a decline” (UNAIDS, 2006).

In the last few years, population-based and household survey data have also become

available. Two national household surveys that included children were conducted by

2 These prevalence rates are derived from annual data on blood samples from pregnant women
attending antenatal clinics of the public health system. The cross-sectional anonymous surveys have

been conducted annually since 1990.



Wanjirii Kabii Miikoma

the Human Sciences Research Council in the last 4 years (Shisana et al, 2002, 2005).
The 2005 household survey reported a prevalence of 3.3% in children aged 2-14
years. For the age group 15-19 years, the prevalence was 3.2% for boys and 9.4% for
girls (Shisana et al, 2005). Another national survey of sexual behaviour among
adolescents 15-24 years conducted by the Reproductive Health Research Unit at the
University of the Witwatersrand also reported higher HIV prevalence rates among
females (7.3%) aged 15-19 years compared to males (2.5%) of the same age group
(Pettifor et al, 2004a). According to the burden of disease estimates for 2000, AIDS
accounts for 40% of mortality in children under the age of S years, and 33% for girls
14 years and younger (Bradshaw et al, 2004). Among boys, the highest cause of
mortality in adolescents is homicide or unnatural causes (Matzopoulos et al, 2003).
Given an incubation period of about 2-8 years in the current context in which
antiretroviral treatment is not accessible to everyone living with HIV, it appears that

many of the young people aged 15-24 years are infected during adolescence.

These data have their limitations, but they are reliable and provide the best available
estimates of HIV prevalence and AIDS-related mortality. They demonstrate the
magnitude of the HIV epidemic in the country. They also suggest different risk
patterns. The majority of children under the age of 14 years that are HIV positive are
infected through vertical transmission from mother to child during pregnancy,
delivery or in early infancy through breastfeeding. Among adolescents however,
sexual behaviour is a risk factor as evident in the reported 20.2% prevalence rate
among antenatal clinic attendees aged under 20 years in 2005 (Department of Health,
2005). HIV transmission through intravenous drug use on the other hand has received
less attention as it is less prevalent among young people in South Africa compared to

countries in Europe or Asia. If the tide of HIV is to be turned, effective prevention
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interventions and mitigation efforts must continue to be targeted at adolescents before

they become sexually active.

The majority of South African adolescents have had sex at least once by the time they
are 16 years old, and the majority of those that are sexually active have had more than
one partner by the age of 20 years (Eaton et al, 2001; Flisher et al, 1993; 2003;
Pettifor et al, 2004a; Reddy et al, 2002). A youth risk behaviour survey conducted in
public high schools in all 9 provinces reported that 41.1% of learners had ever had
sex, with significantly more males than females reporting ever having had sex (Reddy
et al, 2002). A recent study at high schools in Cape Town reported a significant
increase in the proportion of school-going adolescents that have experienced
intercourse for both boys and girls compared to findings reported in 1990 (Flisher et
al, 2003). In a study of young men in rural South Africa, Harrison et al (2005) found
that those that experienced sexual debut before the age of 15 were more likely to
report risk behaviours at first sexual experience. The national household survey by
Shisana et al (2005) found that overall, few children in the 12-14 year age group
reported having had sex. The median age at first sex in the national survey by Pettifor
et al (2004a) was 17 years, and only 8% of the youth had their first sexual encounter
at the age 14 years or younger. Interventions must therefore aim to influence
adolescents’ sexual behaviours before they become entrenched as early sexual
intercourse debut has been shown to be a risk factor for HIV infection (Pettifor et al,
2004b, 2005). Delaying sexual intercourse and/or promoting condom use have been
shown to be effective in HIV prevention (Hearst and Chen, 2003; UNAIDS, 2004). In
Zambia, success in reducing HIV infection among young girls has been attributed to
delaying their first sexual experience (Fylkesnes et al, 2001). Declines in HIV

prevalence rates amongst adolescents in parts of Uganda have also recently been
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associated with behaviour change (Hallet et al, 2006). However, factors beyond the
individual such as interpersonal violence and poverty also have implications for the
delay of intercourse or condom use. For example, 10% of girls and 6% of sexually
experienced boys in the South African survey by Pettifor et al (2004a) reported that

they had ever been forced to have sex.

1.2.2 HIV prevention efforts

HIV prevention in South Africa has been characterised by tensions of opposing
positions, such as that between ideology versus science, and questions about the will
of the higher political leadership of the country to intervene in the AIDS epidemic.
The prevention efforts have been based to a great extent on the Abstain, Be faithful,
Condomise (ABC) approach that was promoted on the continent largely by
international donor organizations. While the “A” is a risk avoidance model, the “B”
and “C” are risk reduction approaches. For higher risk populations such as
commercial sex workers, the focus has been on risk-reduction, specifically condom
use. This approach is deemed most appropriate to protect populations considered to be
at higher risk from infection, and has indeed resulted in some success stories. For
example, infection rates in gay populations in the USA were brought down through
condom use in the 1980s, although new infections are on the rise again (Joint UN
Programme et al, 2004). In Thailand, the “100% condom use campaign” directed at
commercial sex workers and brothels reduced the number of new infections in the
period 1991 to 2001 as a result of increased condom use and a reduction in the
number of men visiting sex workers (Hearst and Chen, 2003; UNAIDS, 2004). The
ABC model has thus somewhat been endorsed as the unchallenged paradigm for
global HIV prevention, despite the different cultural contexts and epidemiology of the

AIDS epidemic in Africa compared to the West, but there is growing debate about its
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appropriateness in the sub-Saharan context (Barnett and Parkhurst, 2005; Green,

2003).

Uganda and Senegal are often cited as success stories of the ABC model in Africa. In
the rest of SSA, prevention programmes have not had as much success as HIV
seroprevalence rates in general populations have continued to rise. Some arguments
suggest that the success in Uganda was due to the initial homegrown responses to
HIV prevention that emphasized strongly on delay of sexual debut, abstinence, and
reduction in number of sex partners, also called “zero grazing”, as opposed to the
donor organisations-driven ABC campaigns (Hearst and Chen, 2003; Green, 2003).
This homegrown approach was also rooted within the ABC model but with greater
focus on ‘abstain’ and ‘be faithful’. However, the success in Uganda is also attributed
to leadership from the highest levels of government, an enabling environment, and a
multisectoral approach. This approach included nu:ﬁerous community- and faith-
based organizations and delivered different messages to different groups of people
according to their needs and responses to the messages (Hearst and Chen, 2003;
Green, 2003; Mohiddin and Johnston, 2006; Parkhurst, 2002). Thus, communities
became largely agents of their change as opposed to objects of change as is often the
case in many externally designed interventions. The debate about Uganda’s success is
more complicated and bigger than discussed here. However, the important point for
the present discussion is that the Ugandan approach broadened the response to HIV
beyond the individual behaviour change factors characteristic of the ABC model, to
address factors in the social and political environment with involvement of multiple

role-players.
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Part of the debate regarding the ABC model to HIV prevention regards its simplistic
approach to the complexity of sexual behaviour. Eaton et al (2003) suggest that the
factors that influence behaviour fall into three interacting categories: (i) personal
factors; (ii) the proximal environment (including interpersonal factors, and the
immediate living environment); and (iii) the broader social context that includes
structural factors like poverty and cultural factors. One of the main shortcomings with
the ABC model is that interventions using this approach fail to adequately address the
proximal environment and the broader social context within which behaviour is
formed. For example, in their review of unsafe sexual behaviour amongst young
people in South Africa, Eaton et al (2003) reported that personal, proximal and distal
factors interact closely to encourage HIV risk behaviour. In many SSA countries,
poverty has been found to be one of the factors that contribute to HIV transmission
and AIDS mortality (Nyindo, 2005). Children growing up in poverty are more likely
to adopt HIV risk behaviours, and poor people have less capacity to cope with HIV
morbidity. This in turn deepens further the poverty of the poor through factors such as
loss of income and livelihood. The ABC strategies have an important role in HIV
prevention, because sexual behaviour has to change in order to prevent infection.
However, in isolation, ABC cannot address these complex relationships between

individual behaviour and the broader social context.

In South Africa, school-based and other interventions aimed at young people are to a
large extent designed within the ABC model. The interventions have placed emphasis
either on abstinence or condoms, or integrating all three strategies. Emphasis on
abstinence only is a highly contested approach that is viewed by ‘liberal’ HIV
activists as a judgmental approach to HIV prevention. On the other hand, there is no

evidence that the ‘be faithful’ message has been effective amongst adolescents. In
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reality, there are few programme impact indicators that have measured A or B. With
the ‘condomise’ approach, there is also little evidence that condoms alone have
resulted in reduced rates of HIV infection in the general African populations. On the
contrary, levels of HIV infection have continued to rise even in countries such as
South Africa that have high condom availability (UNAIDS, 2004). Condom
availability of course does not necessarily result in condom use, but it is an important
prerequisite. In South Africa for example, policy does not allow schools to distribute
condoms, but free condoms are widely available in the public sector (Shisana et al,
2005). Yet, HIV prevalence rate has increased annually for the last 10 years as
evidenced in the antenatal surveillance data and population estimates. Some studies
have reported that éondom and contraceptive use amongst young people is influenced
by factors such as attitude of service providers, confidentiality of clinic staff, societal
attitudes about premarital sex and support structures for youth within the community
and educational institutions (Karim et al, 1992; Abdool Karim et al, 1992; MacPhail
and Campbell, 2001; Makiwane, 1998; Peltzer, 1999; Petersen et al, 2001; Reddy et
al, 2000; Richter, 1996; Wood et al, 1997). An HIV prevention approach that focuses
only on increasing condom use would therefore be less effective if these contextual
factors that hinder access to condoms are not addressed. A comprehensive approach to
HIV prevention would probably be more effective as neither one of the ABC
strategies on its own can sufficiently address HIV prevention. However, even an
approach that encompasses all three of the ABC strategies may not succeed if the

other factors at broader socio-political level are not addressed.

Given this context, it is crucial to evaluate interventions so that HIV prevention is not
driven by ideology and political interests but rather by evidence of feasibility and

effectiveness. School continues to be an attractive setting for HIV prevention
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interventions. It provides the opportunity to reach large numbers of adolescents and to
influence group norms. School-based interventions have also been shown to be
relatively low cost (World Bank, 2003). However, while greater attention is being
paid to implementing HIV prevention in South African schools, only a few of the
interventions have been evaluated. Where evaluations have been conducted, the study
designs were weak, making it difficult to ascertain the effective intervention
characteristics and to link the results to the interventions. I will return to this
discussion in greater detail in Chapter 2, which is a review of evaluation studies

conducted in South Africa and elsewhere.

As summed up by Mukoma and Flisher (in press), “there is an urgent need for
evaluated AIDS prevention programmes in South African schools. ... The evaluations
should be of sufficient methodological sophistication to enable confident conclusions
about whether the programmes have achieved their desired objectives both
immediately after the programme and thereafter”. The research presented in this
thesis responded to this need by evaluating a school-based HIV prevention
intervention. I describe the development and content of the intervention below, and

later the conceptual model on which it was based.

1.3 The SATZ Intervention

The SATZ intervention was developed and implemented as part of a broader project
called the SATZ Project (See Aare et al, 2005). The SATZ project aimed at
implementing and evaluating HIV/AIDS prevention interventions for adolescents in
South Africa and Tanzania. Local teams at each of the project sites designed
interventions specific to the needs of their settings. Here I describe only the

intervention conducted in Cape Town, which aimed at delaying sexual debut or



Wanjirit Kabii Miikoma

postponing subsequent sexual intercourse; and increasing condom use among the

sexually active adolescents.

1.3.1 Intervention development

The SATZ intervention was a theory-based-teacher-delivered HIV/AIDS intervention
for grade 8 learners® at public (state) high schools in Cape Town. The average age of
grade 8 learners in Cape Town is 14 years. Research shows that most adolescents in
South Africa are not yet sexually active at 14 years of age. A national survey by
Simbayi et al (2004) found the median age of sexual debut to be 16.5 years. Thus the
intervention aimed to reach the majority of the students before they became sexually

active.

The development of the intervention was based on the Intervention Mapping (IM)
approach, a framework for health promotion programme design on the basis of (1)
needs assessments and capacity analysis, (2) theory about behavior and behavior
change, (3) collaborative planning (Bartholomew et al, 1998, 2001; Schaalma et al,
2004). Intervention Mapping has been used in several studies to develop school-based
HIV/sexuality programmes (Schaalma et al, 1994, 1996, Wight and Abraham, 2000).
The approach consists of the six fundamental steps represented in Figure 1.4 below
(Bartholomew et al, 2006). As shown in the diagram, each step of IM comprises
specific tasks that inform the subsequent steps. This is an iterative and cumulative
process during which intervention developers move back and forth the between the
steps as they gather more information about each step. Some examples from the
application of the IM process in developing the SATZ intervention are used in the

diagram. The strengths of IM lie in its systematic approach to intervention

* The terms ‘learner’ and ‘student’ are used interchangeably in this thesis. The former is the most
commonly used term in South Africa. ‘Educator’ is also the more commonly used term for ‘teacher’.

10
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development, its theoretical grounding and involvement of various stakeholders

including the users of the intervention in both its development and evaluation.

Figure 1.1 Steps of intervention mapping (adapted from Bartholomew et al,

2006)

Step 1

Needs assessment

Plan a needs assessment — e.g. focus group discussions with grade 8
adolescents

Assess behaviour and environment
Assess capacity
Establish programme outcomes

Step 2

Matrices

State expected behavioural changes — e.g. increase in condom use

Specify performance objectives (PO) - e.g. use condoms correctly and
consistently

Specify determinants —€.g. express a positive attitude towards using a condom
(personal determinant attitude); or .... (external determinant

Create matrices for change objectives. These are tables that are formed by
entering the PO on the left side, determinants along the top and change
objectives into the cells formed at the intersection of each PO and determinant.

Evaluation Step3

Theory-based
methods and practical
strategies

Review programme ideas with interested participants — e.g. adolescents,
teachers

Identify theoretical methods e.g. by reviewing existing materials
Choose programme objectives

Select or design strategies

Ensure that strategies match change objectives

Step 4

Intervention

Consult with intended participants and implementers

Create programme scope, sequence, theme and materials list

Develop design documents and protocols €.g. teacher training protocols
Review available materials

Develop programme materials e.g. posters, student workbooks

Pretest programme materials with target groups and implementers and oversee
materials production

Step §
Adoption and

implementation plan

Identify adopters and uses

Specify adoption, implementation and sustainability performance objectives
Specify determinants and create matrix

Select methods and strategies

Design interventions to affect programme use

Step 6

Evaluation plan

Describe the programme

Describe programme outcomes and effect questions
Write questions based on matrix

Write process questions

Develop indicators and measures

Specify evaluation designs

v .
¢ Implementation

11
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1.3.1.1 Application of the IM protocol to the SATZ intervention

In the first step of intervention development, understanding the determinants of
postponement of sexual intercourse and condom use amongst adolescents, and the
current state of HIV and sexuality education at schools in Cape Town was viewed to
be a prerequisite for an effective intervention. This information was obtained through
a situation analysis involving a review of relevant literature and primary data
collected using interviews with principals and educators, and focus group discussions
with learners. Findings of the situation analysis showed that there is need for HIV
interventions at Cape Town high schools, for well trained teachers to deliver the
interventions, and for support networks for the teachers. The situation analysis was
conducted at schools that were not in the sampling frame for the present study, but
typical of the schools in Cape Town, representing the existing demographic and socio-

economic diversity.

Using the results from the situation analysis, a matrix of programme objectives was
developed. With the constructs of the theoretical model as a guideline, the matrix
stated in very specific terms the targeted risk behaviours and the determinants thereof,
which included knowledge, attitudes, self-efficacy, social or peer influence,
behavioural intentions, behaviour, skills and barriers. The matrix also identified the
learning objectives and performance objectives that were a prerequisite for each

behaviour of interest to occur.

As the intention was not to reinvent the wheel in developing the programme, existing
materials aimed at adolescents in South Africa were systematically reviewed to see
how they fitted into each of the objectives of interest. If the material (activities and

lessons) met the theoretical and practical criteria identified, these were incorporated

12



Wanjirii Kabii Mitkoma

into the development of the programme. Where relevant existing material could not be
found, these were developed based on findings from the situation analysis, available
literature and drawing from teachers and other experts in the field of HIV/AIDS
education. Theory-based methods that were likely to be effective in changing
behaviour or correlates of behavior were identified (Schaalma et al, 2004). These
methods were then translated into educational delivery strategies. In particular,
student centered participatory strategies that have been identified as one of the

characteristics for effective programmes were preferred (Kirby, 2001).

An important principle of the IM process is bridging the gap between programme
development and evaluation on the one hand, and planning of diffusion and adoption
of the programme on the other (Orlandi et al, 1990; Schaalma et al, 1994). As the
SATZ team comprised of researchers, collaborative partnerships were created with
life orientation (LO) teachers, curriculum developers, representatives from the
Western Cape Education Department (WCED), representatives from non-
governmental organisations (NGO) and students. These stakeholders participated in
the development of the curriculum either as expert panels or in an advisory capacity.
This brought a wealth of experience to the intervention development from people who
were very familiar with the education system, experts in curriculum development, as
well as teachers and students who have the day-to-day practical experience of
implementing and receiving HIV/AIDS interventions in a classroom setting. For
example, the teachers and curriculum developer brought into the design their
knowledge of curriculum transformations in the education sector, and the Outcomes-
Based Education (OBE) philosophy currently used in South African schools
(Department of Education, 2002). OBE is a learer-centered approach that focuses on

activity-based education, learner participation, free discussions, and the

13
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encouragement of critical thinking (Department of Education, 2002). This approach
was therefore in line with requirements for sexuality education, for which
participatory rather than didactic methods are recommended (Paulussen et al, 1994,
Kirby et al, 1994). As evident in the discussion above, the application of the IM
process was not neatly linear but iterative as the steps informed and refined each
other. For example the review of existing materials presented in step 4 in Figure 1.1
occurred almost simultaneously with the needs assessment in step 1, while the
evaluation design (step 6) was decided upon during the project conceptualization
before the intervention had been developed. The decision was made early in the
project to use teachers as implementers One of the strengths of the SATZ intervention
lied in the rigorous application of the IM protocol in its design, development and
evaluation. The result of these procedures was the SATZ intervention as described in

greater detail in the sections below.

1.3.2 The intervention

The result of the IM process described above was a learner workbook and a teacher
manual in English, consisting of 16 lessons which are presented in Table 1.1. A
sample lesson from the leamer workbook and teacher manual are presented in
appendices K and L. As shown in appendix L, each SATZ lesson was linked to the
critical and specific outcomes as required in the LO curriculum, as well as knowledge,
skills and values/attitude outcomes (see appendix L). Life Orientation is a compulsory
subject taught up to grade 12 at all public high schools in South Africa (Department of
Education, 2002). It encompasses five focus areas, namely: (1) Health Promotion; (2)
Social Development; (3) Personal Development, (4) Physical development and
Movement; (5) and The World of Work (Department of Education, 2002). Sexuality

and HIV/AIDS education are incorporated into each of these five areas, but in

14
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practice, many of the teachers delivered HIV/AIDS education under the focus on
Health Promotion. The lessons focused both on the individual and interpersonal

relations with significant others.

The student workbook was translated into Afrikaans and Xhosa by professional
translators with input from the teachers. A 16-year old student interpreted his
understanding of the text into drawings and illustrations used in the learner workbook.
The workbooks in English and Afrikaans were pre-tested by the teachers in the expert
panel and revised appropriately. This process served as a formative evaluation of the
intervention. It helped to assess whether the programme could be implemented within
different schools taking into account the different school circumstances and
philosophical positions of the educators about sexuality and HIV/AIDS education.
Xhosa is widely spoken in Cape Town and sometimes used in teaching. However, the
educators did not find it necessary to produce learner workbooks in Xhosa as English
is the preferred language of instruction at the schools with predominantly Xhosa

speaking learners. Thus, the Xhosa workbook was not pre-tested.

The intervention schools were provided with learner workbooks for each learner in
either Afrikaans or English, the two media of instruction at high schools in Cape
Town. A copy of the Xhosa learner workbook was provided only as a reference to all
schools that required it. Teachers recommended that their manual be produced in
English only. Each teacher was provided with an educator manual that contained
detailed information and instructions about each lesson and activity. Additional
material included posters, a dildo, condoms, material for use in various activities and
a booklet on substance use. The intervention was multifaceted in medium of delivery,

with great emphasis on skills training through modeling and discussion. A variety of

15
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interactive exercises were utilized, including role-plays, small group activities and

discussions.

16
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Table 1.1 The SATZ intervention
Lesson
number  Lesson title Methods/strategies
1. Values clarification with regard to adolescent Student developed questionnaire for parents/guardians;

10.

11.

12.

13.

14.

15.

16.

sexuality

Self-esteem and sexual decision-making

How our bodies function reproductively
Dimensions of sexuality

Boys don’t cry! Girls are soft!

Responsible decisions for sexual safety
Promoting the sexual health of young people
How do I handle this?

Situations that carry the risk of sexual intercourse
Coercion and violence in romantic relationships
Not for me, not now!

How to use condoms

Negative consequences of sexual intercourse
HIV and AIDS and the future

Substance use and sexual decision-making
Self-esteem

Additional sections

Glossary

Sexual and reproductive rights of young people
Sexually Transmitted Infections

HIV/AIDS: The facts and myths

Resource directory

homework; Role plays; whole class discussion
Small group activity; individual activity

Lecture; single sex small group activity; homework
Small group discussion

Role play; small mixed group discussion
Individual activity

Individual, small group and whole class discussion
Single sex small group activity; role plays

small group and whole class discussion; role play
Small group discussion

Individual activity

Role play; condom demonstration

Role play

Individual activity; small group discussion
Individual or small group activity; role play

Small group activity

17
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1.3.3 Teacher Training

The intervention schools were requested to send at least two grade 8 LO teachers to
the training workshops. Where schools had only one grade 8 LO teacher, they could
also send any other teacher enthusiastic about HIV prevention and willing to attend
the training and to provide implementation support. Twenty-four teachers aged 20-59
years attended the first 4-day training workshop conducted over two consecutive
weekends. Several more attended additional training workshops that had to be
organized due to teacher turnover, as well as two refresher sessions. A fuller
description of the training and evaluation thereof is published by Ahmed et al (2006).
There was no monetary cost to the school for attending training but teachers were
reimbursed for travel costs to the training venue. The intervention was revised further
with the input that the teachers provided at the training. At the end of the training, all

the teachers received a certificate of participation.

In summary, the principles underlying the development of the SATZ intervention
were: (i) it had to be theoretically based; (ii) avoid reinventing the wheel by utilizing
existing material; (iii) to ensure adoption and implementation, be acceptable to the
educators and learners; (iv) fit into rather than be in conflict with the current LO
requirements and OBE (v) be possible to replicate and implement within the diverse

school contexts in Cape Town; and (v) render itself to rigorous evaluation.

1.3.4 TImplementation

Implementation took place over a 6-month period, March — August 2004, with a
booster in February 2005. The booster was delivered by student volunteers from the
University of Cape Town’s Students HIV/AIDS Resistance Programme and was

conducted in the form of a once-off workshop. The control schools implemented their
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usual LO curriculum and whatever other additional interventions they had planned for

the year.

The SATZ intervention replaced the HIV/AIDS and sexuality component of the Life
Orientation (LO) curriculum at the intervention schools. As with other subjects at
grade 8, assessments are not through examinations but tasks and activities that go into
each student’s portfolio. The focus of the SATZ intervention was HIV prevention, but
it was designed to be compatible with these five areas of LO. The choice of LO
teachers as implementers seemed an obvious choice given that they were already
teaching a subject that encompassed sexuality and HIV/AIDS. The intervention
therefore had to fit into the existing school LO timetables without requiring extra
teaching time. The stakeholder inclusion processes described earlier facilitated

adoption and implementation of the intervention.

In the previous sections, I have presented a background to the study in a discussion of
the social context of HIV prevalence and prevention in South Africa. I have also
presented a detailed description of the design and development of the SATZ
intervention that I evaluated. In the following sections, I will discuss the conceptual

framework on which the intervention and the evaluation were based.

1.4 The conceptual framework

The conceptual framework on which the intervention was based is a modification of
the Theory of Reasoned Action (Ajzen and Fishbein, 1980), and its revised version
the Theory of Planned behaviour (Fishbein and Ajzen, 1975; Ajzen, 1988). I will first

present these two theories before presenting the modified version.
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1.4.1 The Theory of Reasoned Action

The theory of reasoned action (Fishbein and Ajzen, 1975) is based on an expectancy-
value model, whose proposition is the principle of maximization. Expectancy-value
theories hold that people are goal-oriented beings whose behaviours, performed in
response to their beliefs and values, are aimed to achieve some goal. The premise of
the theory is that people are not spontaneous actors. They make behavioural decisions
on the basis of a rational analysis of the consequences of performing a specific
behaviour and what they think other people expect them to do (Eagley and Chaiken,
1993). Thus, behaviour is determined by an individual’s volitional control. According
to this theory, (a) behaviour is the result of a specific intention to engage in the
behaviour; (b) intention on the other hand is determined by attitude toward a
behaviour and subjective norm regarding that behaviour, and therefore intentions are a
function of certain beliefs; (c) attitude is determined by an individual’s belief that a
given outcome will occur if the behaviour is performed, and the evaluation of the
outcome; and (d) subjective norm is determined by a person’s normative beliefs of
what salient others think he or she should do, and the motivation to comply (Carter,
1990; Eagley and Chaiken, 1993). Thus, for example, a person’s intention to use
condoms is a function of their attitude (beliefs that using a condom will lead to certain
positive or negative outcomes) towards using a condom. It is also a function of an
individual’s subjective norms (salient beliefs of what significant others, like parents,
think) regarding the use of condoms. This theory is diagrammatically represented

below.
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Figure 1.2 Theory of Reasoned Action (Fishbein and Ajzen, 1975)
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Criticism has been leveled at this theory for its view of behaviour as a rational
process. It has been challenged for the assumption that individuals cognitively
consider their beliefs toward a behaviour, formulate specific attitudes toward the
behaviour, and behave in a manner that results in favourable outcomes and meets the
perceived expectations of significant others (Eagley and Chaiken, 1993). Applied to
certain behaviours such as criminal behaviour, this theory does not provide a complete

picture of the causes of behaviour (Eagley and Chaiken, 1993).

Fishbein and Ajzen (1975) maintain that external variables do not directly influence
behaviour except through their impact on the proximal determinants of behaviour.
This assumption that individuals can or are always in control of their behaviour has
been challenged, particularly in the context of behaviours that do not depend entirely
on one individual but require cooperation of others, and behaviours that require skills,
abilities and opportunities (Liska, 1984). In sexual relationships, for example,

gendered power relations come into play and the behavioural outcome is not always
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an individual decision. Using a condom for example requires cooperation of a
partner(s). Several South African studies have shown that sexual intercourse in
adolescent relationships is often unplanned and does not always occur within a
consensual context in which the individual can make rational personal decisions
(George, 2001; Jewkes et al, 2001; MacPhail and Campbell, 2001; Richter, 1996;
Reddy et al, 2003; Rutenberg et al, 2001; Wood et al, 1998; Varga and Makhubalo,

1997). The model does not take into account the variables external to the individual.

Although it has been found to successfully predict actual behaviour when the
behaviour under consideration is one that is fully under the subject’s control (Glanz et
al, 1990), those who have challenged this theory argue that it is insufficient as a model
for predicting behaviour, as intention is determined by a larger set of variables than
attitudé toward the behaviour and subjective norms. Factors such as perceived moral
obligation (Eagley and Chaiken, 1993) and past behaviour (Bagozzi, 1981; Kashima
et al, 1993; Schaalma et al, 1993) have also been found to determine intention. In
adolescent relationships, power relations, peer pressure, and socio-economic status are
independent factors that may affect intention. Some of these ecological variables

could in some circumstances improve the theory’s predictive power.

Ajzen and Fishbein (1980) however argue that this model does not assume that people
scrutinize the determinants of their behaviour before every behavioural act. Rather,
beople form their intentions by thinking about their attitudes and subjective norms,
form their attitudes by thinking about the consequences of their behaviour, and form
their subjective norms by thinking about significant others’ approval or disapproval of
the behaviour. Therefore, all the processes of the model need not be activated for a

behaviour to occur. An individual may retrieve only an intention, or a norm, which

22



Wanjirii Kabii Mitkoma

then produces an intention (Ajzen and Fishbein, 1980; Fishbein, 2000). According to
Ajzen and Fishbein (1980), external variables do not necessitate a change to the
model as these only produce changes in intention. Nevertheless, attentive to some of
these criticisms, Ajzen (1991) presented a revised version of the model, the Theory of

Planned Behaviour.

1.4.2 The Theory of Planned Behaviour

In this model, Ajzen (1988, 1991) introduces the concept of control beliefs, to account
for the situational context in which the individual does not have complete control over
a behaviour. Control beliefs are beliefs about the presence of factors that may
facilitate or impede performance of the behaviour (Ajzen, 1991). Control beliefs and
the perceived power of the facilitating or impeding factors give rise to perceived
behavioural control, which is understood as an individual’s perception of how easy or
difficult it is to perform a behaviour (Eagley and Chaiken, 1993). Perceived
behavioural control is similar to the notion of self-efficacy in Bandura’s (1986) Social
Cognitive theory. It is determined by beliefs concerning whether a person has the
necessary resources and opportunities to perform the behaviour successfully. It is thus
the extent to which a person perceives internal and external factors that are likely to

constrain or interfere with performance of a behaviour.

Intention is still an important construct in this model as the immediate antecedent of
behaviour. All other factors that influence behaviour are mediated through intention
(Carter, 1990). Thus, in situations of complete volitional control, the intention-
behaviour relationship should be optimal (Armitage and Conner, 2001). On the other
hand, given behaviours that limit volitional control, Ajzen (1991) suggests that
perceived behavioural control can serve as a proxy for actual control and directly

contribute to the prediction of behaviour. The relative importance of intentions and
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perceived behavioural control in predicting actual behaviour may therefore vary for
different situations and different behaviours. Nevertheless, Ajzen (1991) maintains
that it is actual (volitional) control that is most relevant in the link between control
and behaviour. Actual control is however difficult to measure as it is influenced by
external factors, and an individual’s perception of control may not be accurate (Eagley

and Chaiken, 1993). The theory is depicted in Figure 1.3 below.

Figure 1.3 The Theory of Planned Behaviour(o] (Ajzen, 1991)
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The theories of reasoned action and planned behaviour have been tested in many
studies with regard to sexual behaviour with both adolescents and older populations,
and their performance presented in meta-analyses (Albarracin, 2001; Jemmott and
Jemmott, 1991; Sheeran and Orbell, 1998) As is evident from the discussion above,
the models could be improved by taking into account other variables. Ajzen (1991), in
further discussion of this theory suggests that adding other predictors of behaviour
could expand the model. Many researchers while using this as the basic model have
included other potential behaviour predictor variables. The conceptual framework
employed in this study, which suggests the inclusion of self-efficacy, skills and

barriers, is one such modification of the theory of planned behaviour.
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1.4.3 Conceptual framework for this study

The conceptual framework employed in the development and evaluation of the SATZ
intervention is a general model for behavioural determinants, which, like most social-
psychological theories for behavioural determinants, includes four general categories
for predicting sexual behaviour: attitude, social influence, intentions and self-efficacy.
This model postulates that the influence of intentions on health behaviours as
described in the two theories above depends on two additional factors: skills and

barriers. A diagram representing this model is presented in Figure 1.4 below.

Figure 1.4 The study conceptual framework

The additional constructs introduced in this model are not new. Self-efficacy is
derived from Bandura’s (1986) Social Cognitive theory. It refers to an individual’s
belief or expectation that he/she can successfully complete a behaviour such as using
a condom or persuading a partner to do so in a sexual encounter. It is the perception of
mastery that is relevant here; whether they will in fact be able to carry out the
behaviour is another matter. Ajzen (1991) suggests that perceived behavioural control

is synonymous with self-efficacy. Some researchers have however examined these
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two concepts and provided evidence that the two are separate concepts that act
independently as predictors of behaviour (Armitage and Conner, 1999; White et al,
1994). White et al (1994) reported study findings that for safer sexual behaviours,
self-efficacy had a strong effect on intentions to discuss and to use condoms while
perceived behavioural control only produced an effect on the behavioural measure
discussing the use of a condom with a new partner. This evidence possibly explains
why in this revised model, perceived behavioural control is substituted with self-

efficacy.

The role of skills and barriers is also not new. It has been raised in criticisms to the
theory of reasoned action and theory of planned behaviour, perhaps most eloquently
by Liska (1984). What this revised model does is put forth these constructs as
important moderators of intention. Thus, in addition to attitude toward the behaviour,
subjective norms and self-efficacy, the extent to which the intention to perform a
behaviour is carried out, depends on: (a) whether the individual has the necessary
skill(s) or ability to perform the behaviour; and (b) the presence of constraints,
personal and environmental, to the performance of the behaviour. With regard to
sexual behaviour, an example would be whether the individual has the skill to put on a
condom correctly, and whether there is cooperation from a sexual partner to perform

the behaviour putting on a condom.

The model, however, does not imply a unidirectional influence of attitudes, social
influence and self-efficacy on behaviour. There are possible interaction effects
between the variables, so that these determinants can also be consequences, and

behaviour can influence the determinants. Positive experiences with behaviour, for
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example, can influence psychosocial determinants of behaviour, creating what

Bandura calls a reciprocal determinism (Bandura, 1986).

The inclusion of barriers in this model is particularly important for the South African
context. Studies have shown that condom use amongst young people is influenced by
community level factors such as attitude of service providers, confidentiality of clinic
staff, access to condoms, societal attitudes about premarital sex and support structures
for youth within the community and educational institutions (Karim et al, 1992;
MacPhail and Campbell, 2001; Makiwane, 1998; Miles, 1993; Peltzer, 1999; Petersen
et al, 2001; Richter, 1996; Wood et al, 1997). Thus, for example, an adolescent’s
positive intentions to use condoms may not materialise to this action if a condom
cannot be obtained because health clinics are not adolescent-friendly. Postponement
of sexual intercourse or abstinence on the other hand is hindered by factors such as
peer pressure and group culture (Wood et al, 1998). Also as mentioned earlier, many
adolescent sexual relationships do not occur within a consensual context (Jewkes et al,
2001; Richter, 1996). There is well-documented research in Cape Town showing that
violence pervades many adolescent girls’ first sexual encounters (Reddy et al, 2003;
Wood et al, 1998). This is a potentially important constraint to either abstaining from

sex or using a condom.

There is also growing discussion about the cultural relativity of theory. The debate
centers on the applicability of individual psychological theories developed in the
West, considered individualistic cultures, to particularly African and Asian cultures
that are more collectivist (Airhihenbuwa, 1999; Airhihenbuwa and Obregon 2000;
Eaton and Flisher, 2003; Triandis, 1999). It is critical that health promotion addresses

the specific cultural context within which behaviour occurs. However, an important

27



Wanyjirii Kabii Miikoma

question is whether African cultures, for example, are indeed so strictly collectivist as
to render these models irrelevant to these cultural contexts, or whether the issue lies in
the application of the theories. This question is beyond the scope of this study, but is
one that requires further investigation. The applicability of the model in its totality, in
the South African context is not fully known. Some aspects of the model have been
applied to samples of adolescents in Cape Town and found to be important predictors
of sexual behaviour (Vergnani, 2003). With regard to unsafe sexual behaviour
amongst South African youth, Eaton et al (2003) concluded that social-cognitive
models do not adequately capture the interaction between personal and contextual
factors that influence unsafe sexual behaviour. Inspite of Ajzen’s argument, a single
theory cannot comprehensively explain complex behaviour such as sexual behaviour.
However, the application of this conceptual framework in this study provided insight
as to how variables of the model are manifest (or not) in the population of interest.
The constructs of the model were operationalized and included in the development of

the outcome evaluation instrument.

In the following sections I will present the research and evidence gap that this study
fills, the objectives of the research and a brief description of the evaluation

approaches that were employed.

1.5 The Problem

In the early years of the epidemic, HIV/AIDS was perceived (and still is) as an
emergency. Hence, many interventions were rapidly implemented with little planning,
and even less thought about evaluation of their effectiveness (Padayachee, 1991). It
was taken for granted the interventions would have positive results. As global

surveillance data became more available and reliable, it became apparent that more
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infections were occurring in some developing countries compared to the more -
developed countries, and particularly amongst young people. In response, prevention
interventions have continued to focus intensively on the youth. School-based

interventions have increasingly been at the forefront of this focus on young people.

Despite the increased focus on school as a setting for HIV prevention, to date, little is
known of the effectiveness of these interventions as many, particularly in sub-Saharan
Africa (SSA), have not been subjected to systematic evaluation (Gallant and Maticka-
Tyndale, 2004; Kirby, 1997; Kaaya et al, 2002; Mukoma and Flisher, in press; Oakley
et al, 1995). Increasingly, researchers, governments and funding organisations are
amongst those calling for evidence of the effectiveness of interventions that are
implemented. Despite its social and economic consequences, HIV prevention is
competing with other priorities for scarce resources. Within this context, it is
important to evaluate interventions, particularly those that are implemented at large
scale regional or national levels. Evidence for effectiveness can be a bargaining tool
for more time, effort and resources to be spent on effective prevention programmes.
As the HIV/AIDS epidemic enters its third decade, and as new information emerges,
there is general consensus of the need for evidence-based interventions. This term has
its origins in clinical medicine, but is now widely used with reference to social
interventions. Evaluation is thus important not only for directing current programmes
and assessing their effectiveness, but also to inform the design and implementation of
new innovative, effective and cost-effective interventions (Coleman and Ford, 1996).
It is also important in providing evidence upon which policy decisions about
HIV/AIDS can be made. But evidence of effectiveness of school-based HIV

prevention interventions in South Africa is scarce and in many cases inconclusive due
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to limitations in study designs and lack of contextual data. This study responded to the

need for evaluating school-based HIV/AIDS interventions in South African schools.

1.6 Research Aim

The aim of the study was to conduct process and outcome evaluations of the SATZ

intervention.

1.7 Objectives of the study
The objectives were:

1. To conduct a systematic review of evaluations of school-based HIV

interventions conducted internationally and in South Africa.

2. To document the implementation process (process evaluation) so as to

e assess whether the intervention was implemented as planned;
e assess the quality of the implementation;
e understand the impeding and enabling factors;

e assess acceptability and evaluation of the intervention amongst the

students and educators; and

e provide information that could assist in interpretation of the observed

behavioural outcomes.
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e to determine the effectiveness of the intervention in delaying sexual
intercourse; and increasing consistent condom use* (outcome

evaluation).

1.8 Study design

The literature review was conducted by systematically appraising each study using a
number of pre-defined study inclusion and appraisal criteria which are described in
greater detail in chapter 2. The evaluation research employed a cluster RCT design
which will be described in greater detail in chapter 3. Embedded in this was the
process evaluation design in which participants were selected using convenience

sampling.

1.9 The evaluation approach

There are many definitions of evaluation, and the term is used in many different
contexts. Whatever the use of the word, one thing in common is the notion of passing
judgment or establishing merit, often with the aim of improving effectiveness.
Chelimsky, cited by Boyle and Lemaire defines evaluation as “the application of
systematic research methods to the assessment of program design, implementation,
and effectiveness” (1999: 5). This is the broad sense in which evaluation was
understood and practiced in this study. Thus, the research was concerned not only
with the benefits of the intervention, but also with the program itself, hence the

process evaluation component.

4 The term condom use as employed in this thesis refers to the use of the male latex condom.
Although the female condom is now widely available in South Africa, it has received little research
attention. Anecdotal evidence indicates that it is not frequently used, and less so by adolescents.
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A comprehensive evaluation study would include the components depicted in Figure

1.5 below.
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Figure 1.5 A comprehensive evaluation framework
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Input evaluation is an account of the type and amount of inputs, i.e. monetary,
infrastructural, human and other resources that go into developing and delivering a

[13

programme. It answers the questions “what”, “how many” and “how much”. For
example, with input evaluation of a school-based intervention, the questions would
include: “How many teachers were required?”’; “How many hours were required of
each teacher implementing the evaluation?”; “What type of materials were
required?” This type of evaluation is important because it provides information upon

which others wanting to implement a similar programme can assess whether they

have the capacity and resources to do so.

Output evaluation as the word implies refers to what is produced from the inputs.
Outputs can include, for example, a photo novella or a computer based programme, or
programme coverage. Input and output evaluations are often referred to as input-
output evaluation (Chen, 2005). Input-output evaluation is an assessment of the
relationship between what goes into developing the intervention, and the form that the
programme took, that is, the kind of intervention that resulted from the inputs. Output
evaluation is often implicit in process evaluation, which describes the actual

implementation of a programme.
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Cost-effectiveness evaluation is a measure of programme costs (Coyle et al, 1991). It
involves a valuation of the costs of the intervention against the associated outcomes,
and comparing this to an alternative. It assesses whether the observed outcomes
justify the cost of the intervention, thus answering the questions “Is the programme a
worthwhile expenditure of scarce resources?” Implementing an intervention just
because it is useful or effective may still be a wasteful use of resources if the
alternative would have had higher value at less cost. Cost-effectiveness evaluation is
particularly important where programme replication is one of the goals. Others
wanting to implement the same programme can weigh the costs of the intervention

against the outcomes and compare this to an alternative programme.

Although an evaluation approach that encompasses all these 5 components is
preferable, it is seldom possible, due to practical considerations such as financial
budgets, availability of time and expertise. In this study, I conducted process and
outcome evaluations. Qualitative and quantitative methodologies were employed as
were appropriate for each evaluation type. The procedures and methodologies
employed for each evaluation are discussed in greater detail in chapter 3. Below, I

will describe briefly each of the evaluations conducted.

1.9.1 Process evaluation

Process evaluation is an important evaluation in its own right, but can also serve as an
important complement for outcome evaluation (Patton, 1987). It is a useful backdrop
against which reported statistical outcomes can be assessed, as it provides data that
can explain why change did or did not occur, and how the outcomes and the context
of implementation are linked (Oakley et al, 2004). In this study, process evaluation
was conducted to present a trustworthy account of the implementation. What was

attempted or done? how?, with whom and why? It involved documenting
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characteristics of the intervention, descriptions of how it was delivered, and
acceptability of the programme amongst students and teachers. Thus, besides being
some measure of the quality of the implementation, process evaluation also provided
information on the assumptions that were made in developing the intervention, and

how these impacted on its delivery and the observed outcomes.

1.9.2 Outcome evaluation

While process evaluation is about the programme implementation, outcome
evaluation measures the benefits/effects (intended or not) of the intervention. It refers
to measurements and documentation of the programme and compares these to the
objectives of the intervention (Coyle et al, 1991). This part of the research answered
the “What” question. “What behavioural outcomes were observed and what do they
mean?” Thus, the primary outcomes delay of intercourse and condom use were
measured. I hypothesized that students who received the SATZ intervention would
have lower rates of initiating sexual intercourse compared to those in the comparison
schools. I also hypothesized that among those who had sex, students in the

intervention group would have higher post-intervention levels of condom use.

1.10 Significance of the study

This study contributes to the available small body of evidence on effectiveness of
school-based HIV/AIDS interventions. By combining process and outcome
evaluation, the study provides not only evidence of the intervention effect on
behaviour, but also contextual data on the implementation of school-based HIV
prevention interventions. The findings may have important implications for policy and
further development and evaluation of school-based HIV interventions in South

Africa and the SSA region. By employing a randomised controlled trial (RCT) design
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that is generally considered the ‘gold standard’ in evaluation research, the study
makes an important contribution to the advancement of evaluation design of school-
based interventions in the region. While the design and methods employed are not
new, no other South African study to my knowledge has employed a RCT design in
evaluating a teacher-delivered HIV/AIDS intervention, and combined both process

and outcome evaluation within this design.

1.11 Conclusion

In this introductory chapter, I have located my research within the current context of
HIV/AIDS in South Africa. I have done this by presenting a brief overview of the
magnitude of the HIV and the current situation regarding prevention and evaluation of
school-based interventions. I have also described in some detail the development and
content of the SATZ intervention, and the conceptual model on which it was based.
Further, I have outlined the aims and objectives of the study and the research gap that
it fills. The aim of the study was to evaluate the SATZ intervention, by assessing the
implementation, as well as its effect on delay of sexual intercourse and condom use. I
have briefly described the process and outcome evaluations that were conducted to
achieve this aim. The evaluations will be discussed in greater detail in the subsequent
chapters. The discussions in this chapter therefore permeate the rest of the thesis, a

synopsis of which is presented below.

1.12 Overview of thesis

There are four further chapters in this thesis, each of which is summarised below.
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Chapter 2: Literature review

In this chapter I present two systematic literature reviews of evaluations of school-
based interventions. The first review focused on studies that employed a RCT design
to measure delay of intercourse and condom use. This review included published
studies in English, conducted anywhere in the world. The aim was to provide a
narrative synthesis of the effectiveness of the interventions in delaying intercourse and
increasing condom use. The review also includes a discussion of process evaluations
conducted within the RCTs. The review of RCTs was also aimed at establishing the
feasibility of applying RCTs designs to social interventions, an area around which
there is much dispute. The second review was of evaluations of school-based
interventions conducted in South Africa. Stringent inclusion criteria were not
employed to this review so as to amass as much relevant literature as possible, in
order to extract implications for the development and evaluation of school-based HIV
interventions in South Africa. The review documented the evaluation methodologies,
as well as findings of the studies to assess whether the programmes are meeting their
aims. The chapter thus presents the most current findings of evaluations of school-
based studies, the methodological debates therein, and puts forth the case for
employing a RCT design in my research. The chapter serves as a prelude to the

following chapter, in which I present the design employed in the current study.

Chapter 3: Methods

Chapter 3 is a discussion of the research design and methodologies employed in this
study. Having made the case for using RCTs in chapter 2, in this chapter I describe in
detail how the cluster RCT design was employed in the current research, the

sampling, data collection and analysis procedures. I also discuss how the research
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addressed some of the limitations identified in the review of existing literature. As
two evaluation approaches were conducted, it was necessary to use various
methodologies as were appropriate for the process and outcome evaluations. Thus a
combination of quantitative and qualitative data collection methodologies was
employed. These included face-to-face interviews, focus group discussions, classroom
observation and a self administered questionnaire. Each of the methodologies is
discussed in detail in this chapter. This chapter also discusses in detail the
development of the questionnaire that was used to assess the behavioural outcomes,
including the test-retest reliability studies, and practical data collection issues such as

ethics and access to schools and learners.

Chapter 4: Results

In Chapter 4, I present the findings of the study. These are presented sequentially,
starting with process evaluation findings then outcome evaluation results but I also
cross-reference between the two. Process evaluation data assessed the intervention
implementation, including the context within which this occurred. It thus presents
findings from my observations, as well as subjective interpretations from the teachers
and students, and data from interviews with teachers at the control schools. The
outcome evaluation yielded a large volume of data that cannot all be presented within
the length limitations of this thesis. In this chapter I therefore report on a subset of the
outcome data that met the objectives of the study. These include primary outcomes:
delay of initiation of sexual intercourse; condom use at last sex; condom use at first
sex among those who reported sexual activity at follow-up; and secondary outcomes:
number of lifetime sexual partners; condom use at first sex; and consistent condom

use.
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Chapter S: Discussion

In the final chapter of the thesis, I answer the question ‘so whar?’ This question is
answered in a discussion that draws together all the previous chapters of the thesis to
arrive at conclusions and provide some recommendations. In the first part of the
chapter, I will present some limitations and strengths of this study, to provide the
context within which to understand the discussion. I will then discuss the results of
the process and outcome evaluation. Finally, I will provide some recommendations
for the development, implementation and evaluation of school-based HIV/AIDS

interventions.
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Chapter 2: Literature review
2.1 Introduction

In this chapter, I will present two systematic reviews of evaluation studies that were
relevant to my research. The reviews were important in order to locate my research
within the current local and international thinking on evaluating school-based sexual
risk prevention interventions. In particular, I will review studies that focused on the
primary outcomes in the current study, which were promoting abstinence or delay of
subsequent sexual intercourse and increasing condom use. Emphasis in the reviews
was therefore on findings of the evaluations to establish whether school-based
interventions are effective in changing behaviour, as well as the study designs, the use
of theory, descriptions of the interventions and process evaluation. The objectives of

the chapter were:

e to describe studies evaluating school-based sexual risk and HIV prevention

interventions.

e to provide a narrative summary of the findings of these interventions

This chapter has two main sections. The first (2.2) is a systematic review of
evaluations of school-based HIV/AIDS interventions that used RCT designs. This
section includes published studies in English conducted anywhere in the world. The
second (2.3) is a systematic review of evaluation studies of school-based interventions
conducted in South Africa. In order to obtain as much evidence as possible regarding
evaluation of school-based HIV interventions in South Africa, methodological

restrictions were not employed in the latter review. Published and unpublished
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literature were therefore included. The review also includes formative, process and

outcome evaluations.

There are several previous reviews of HIV or sexual risk-reduction interventions
aimed at adolescents (DiCenso et al, 2002; Flay & Collins, 2005; Gallant & Maticka-
Tyndale, 2004; Johnson et al, 2003; Kim et al, 1997; Kirby et al, 1994; Mullen et al,
2002; Pedlow & Carey, 2003; Speizer et al, 2003). The reviews in this chapter include
some of the studies included in the previous reviews. However, in addition to these
studies, the reviews also include the most current published studies, and focus on a
broad range of issues, including study design, methodology and analysis, some of
which are not addressed in the previous reviews. The review of RCTs also includes
findings of process evaluations, which is not addressed in any of the previous reviews

cited above.

2.2 Review of RCTs

The objective of the review of RCTs was to provide a narrative synthesis of RCTs
evaluating school-based HIV interventions aimed at (i) delay of sexual debut amongst
adolescents that have never had sex or postponement of subsequent sexual intercourse
among those that have had sex; (ii) increasing condom use amongst sexually active

adolescents.

2.2.1 Inclusion criteria

I selected evaluation studies for inclusion in the review if they complied with the

following criteria:

1. They measured intervention effects on either delay/postponement of sexual

intercourse, or condom use, or both.
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2. The unit of randomisation was individual students or clusters such as
classrooms or schools.

3. The comparison group received a different intervention (in either medium or
content) or no intervention.

4. The school was the primary setting in which the intervention was
implemented. Interventions that had associated extensions to the family or

community were included.
5. The interventions evaluated had the following characteristics:

e They aimed at delaying or postponing sexual intercourse and/or increasing
the frequency of condom use. These included interventions that directly
targeted individual behaviour without any intended attempts to change the

school norms or the broader school or community environment.

e They were delivered in the classroom during school hours as separate
programmes or part of existing curricula and may or may not have been

combined with other out-of-class activities.
e They were delivered by teachers, and /or other facilitators
o They were implicitly or explicitly based on behaviour change model(s).

e They were aimed at adolescents (11-18 years). Studies with participants
younger or older than 18 years were included if adolescents were part of

the intervention sample.

2.2.2 Search strategy
I searched for studies published in English between 1985 and 2006. Geographical

limitations were not applied in the search. The following electronic databases were

searched:
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e The Cochrane Central Register of Controlled Trials (CENTRAL)

e Behavioural Prevention Register of the Cochrane Collaborative Review Group

on HIV infection and AIDS

e Online databases PubMed, AIDSLINE, MEDLINE, ERIC, EMBASE,
PsychINFO, Psychlit, NHS centre for Reviews and Dissemination (CRD);
BiblioMap; the evidence for Policy and Practice Information Co-ordinating
Centre (EPPI) database of health promotion research; HealthPromise;

CINAHL, Biblioline

I also searched libraries of local and international universities, as well as relevant
institutions, organisations and agencies, including Centers for Disease Control and
Prevention (CDC), UNAIDS, UNICEF and World Health Organization (WHO).
Reference lists of all relevant papers obtained, including published reviews were hand
searched to identify other studies. In addition, I contacted colleagues in various parts

of the world to request further references.

I used the following keywords, singly or in combination: sexuality, evaluation, sex
education, sexuality education, HIV/AIDS, school, adolescent, youth, teenagers,
health promotion, condom use, abstinence, randomised controlled trial, experimental,

AIDS education.

2.2.3 Results and discussion

I identified forty abstracts for possible inclusion in the review. The majority of these
were obtained through a search of PubMed. I excluded three of the abstracts: one was
not published in English, one did not measure behaviour, and the third was not
classroom-based. I obtained full texts of the remaining thirty seven articles, most of

which were available on the internet or at universities in South Africa. Seventeen of
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the studies fitted the inclusion criteria and were included in the review. These were
published between 1992 and 2006. Where several studies reporting on the same
intervention were found, I reviewed the study that most comprehensively addressed
the intervention outcomes but referred to the other articles for additional details. The
studies are summarised in Tables 2.1. and 2.2. Table 2.1 below, summarises
characteristics of the interventions while Table 2.2 presented later in the chapter

summaries the evaluations.
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Table 2.1 Characteristics of RCT interventions
Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
1. Aaronsetal, Washingt Infervention: Postponing Sexual Involvement, and the Self Centre ~ Regular school social cognitive  health 3 classroom Yes
2000 on DC, sexuality education theory professionals;
USA Objective: Delay of sexual intercourse. programme sessions by health
peer educators
Content: Reproductive health, abstinence, contraceptive professionals,
knowledge, health risk screening, referral to appropriate services
S by peer educators.
Strategies: individual and small group method 45 minute sessions
2. Borgiaetal, Rome, Intervention: one teacher led intervention; one peer-led Compared teacher led  Social learning  Teachers; peers Median duration 10 NR
2005 Italy intervention. vs. peer-led theory hours for peer-led; 8
intervention Training: 5 days hours for teacher —led
Objectives: to increase knowledge of HIV transmission & for peer educators;  Intervention
prevention; to address social influences and group norms 6 days for teachers
regarding sexual behaviour; to improve decision-making,
communication & negotiation skills & self efficacy; to place risks
related to specific contexts and behaviour in proper dimension; to
abolish stigma and prejudice towards PLHA
Content. not clear
Strategies: interactive methods
3. Coyleetal, Texas & Intervention: Safer Choices. Standard knowledge  Social cognitive  Teachers and 2 10 sessions, 8-10
1999 based prevention theory; social hours
California  Objectives: to postpone sexual intercourse; increase condom use. curriculum. influence peer leaders
USA theory; theory
’ f ed
Content: HIV, STDs and pregnancy prevention :ctrif)?ns;ol:]ealth
belief model;
focus on schoo! wide change and influence of school environment models of

of sudden behaviour

Strategies: role plays; peer facilitation; homework

school change
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Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
4. Coyleetal, Texasand  Intervention: Safer Choices. Objectives: to postpone sexual Standard knowledge  Social leamning  Teachers and 10 sessions in 9" NR
2001 intercourse; increase condom use. based prevention theory; social
curriculum influence Peers grade; 10 sessions
California  Content: knowledge of HIV and STD; self efficacy to refuse sex, theory; theory
,USA use condoms and communicate about safer sex; attitudes about of feafolilea‘}m Training: NR in 10® grade
sexual behaviour and condom use; perceived risk of HIV and STD actidingalth
infection; communication with partners about abstinence and HIV belief model,
prevention; Focus on school wide change and influence of school models of
environment on student behaviour. Parent and community school change
component of social
Strategies: role plays; peer facilitation; homework
5. Coyleetal, California  Intervention: Draw the Line/Respect the Line. Usual classroom Social cognitive  Health educators; 3 year programme. NR
2004 , activities on HIV, theory; social
Objectives: Reduce no. of students who initiate or have sexual STDs and pregnancy  inoculation trained Total 20 sessions; 5,
USA intercourse; increase condom use. theory 8 and 7 lessons in 6™
, T and 8" grades
Content:: limit setting, refusal skills, intra and interpersonal skills respectively
regarding sex; consequences of unplanned sex;
Strategies: small & large group discussions; paired & small group
skills practice; individual activities; stories speaker with HIV,
condom demonstration
6. Flayetal, Chicago, Intervention: Abayn aya Youth Project. 2 interventions, one Health enhancernent Theories of University based 16-21 lessons per NR
2004 USA classroom-based and one with a community component. curriculum on behaviour health educators. year of classroom
nutrition, health care  change; Theory curriculum in grades
Objective: to test the efficacy of 2 programs designed to reduce and physical activity.  of triadic Training: 2 5-8.
Equal no. of lessons influence

high-risk behaviours. ) .
as intervention

Content:: violence, provoking behaviour, substance use, school
delinquency, sexual practices; social competence skills; school
climate

Strategies: storytelling; proverbs; role plays; homework

training lessons
before each lesson.

4 hr workshop for
teachers yearly
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Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
7. Kirby,etal, California  Intervention: Postponing Sexual Involvement, and existing Existing sexuality NR. Implies Professional adult S sessions, NR
1997a , USA sexuality curriculum, curriculum social cognitive  educators; teenage
theory youth le;lde:s; 45-60 minutes
Objectives: delay of onset of sexual intercourse. coliege intems.
Content: risks of early intercourse; resistance of social & peer Training: provided
pressure; assertiveness. Parent component
Strategies: class discussions; group activities; role plays; video &
slides; flyers; assemblies; rallies; fairs; media campaign; referral
information
8. Kirbyetal, Los Intervention: Project SNAPP and existing curriculum. Regular didactic Social learning  Peer educators 8 sessions over No
1997b Angeles, school sexuality theory; health
USA. 6 Objectives: pregnancy & HIV prevention through delay onset of curriculum or no belief model Training: 50 hours 2 weeks; 45-60
middle intercourse and increase condom use. intervention
schools .
over 10 weeks minutes each
Content: knowledge of HIV & pregnancy risk; negotiation skills; professional adults
legal rights to healthcare; self efficacy regarding skills,
community resources; contraception; talk by peer living with HIV
Strategies: interactive; large or small group activities; role plays,
games; discussion; question-answer sessions, HIV positive
speakers
Intervention: Safer Choices. . . .
9. Kirbyetal, Texas and Standard 5-session Social cognitive  Teachers; peers Implemented over 2 NR
2004 Objectives: Reduce no. of students who initiate sex during high knowledge-based theory; social ygars; 10 lessons in
e school years; increase condom use. curriculum and a influence P 9" grade, 10 lessons
C'jlét:mm small number of theory; models Training: in 10" grade
’ Content: knowledge of HIV and STD; self efficacy to refuse sex, other school of school
use condoms and communicate about safer sex; attitudes about activities change NR

sexual behaviour and condom use; perceived risk of HIV and STD
infection; communication with partners about abstinence and HIV
prevention, STD and pregnancy; Focus on school wide change and
influence of school environment on student behaviour. Parent
component parent and community component

Strategies: role plays; peer facilitation; homework
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Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
10. Levy,etal, Chicago, Intervention: Youth AIDS Prevention Project. Basic AIDS Social cognitive  Health educator 10 1 hour sessions in 1 hour
1995 USA education that was theory; social 7" grade; 5 in 8" bgoster in
Objectives: to prevent STDs, HIV/AIDS, and substance abuse ~ CUrfent practicein  influences grade 8" grade
their respective model
districts .
Content: Decision making skills; sexual resistance & negotiation Dosage: 15 hours
skills.
Strategies: active learning; class discussions; video; group
exercises; homework; parent component
11. Mitchell- Ontario, Intervention: McMaster Teen Program. Conventional Cognitive Public health 10 1-hour sessions No
DiCenso et Canada didactic sex behavioural nurses; teachers,
al, 1997 objectives: decreasing rates of sexual intercourse; improvinguse  cducation programme  theory; theory  community
of birth control; decrease incidence of pregnancy of t:easoned professionals.
action
Content: accurate information about male and female reproductive Training: 40 hours
systems; responsible relationships, problem solving, decision
making, and communication skills related to sexual activity.
Strategies: films; small group discussion
12. O’Donnellet New Intervention: Reach for Health Community Service. 2 Same classroom NR Teachers, training 3 hours per weekof  NR
al, 2002 York, components: community field placements and classroom health health curriculum as provided. community service
USA curriculum. Developed with teachers and community * intervention group Training. 4 over 30 weeks (app
sessions 90 hrs); 40 classroom

Objective: Increase knowledge, attitudes and skills to avoid risky
behaviours and make healthy choices.

Classroom Strategies: interactive group discussions; artwork;
meetings with teachers; writing

lessons in 7™ grade,
34 lessons in grade 8
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Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
13.  Stephenson England Intervention: Randomised Intervention of Pupil-Peer-Led sex teacher-led sex and Designed on 16 -17 year old 3 classroom sessions ~ NR
et al, 2004 Education (RIPPLE). relationships pragmatic peer educators of 1 hour each
education rather than
Objectives: to reduce the incidence of unwanted pregnancy, explicitly
termination of pregnancy, unprotected sexual intercourse & STIs; theoretical lines
to improve the quality of sexual relationships
Content. relationships, contraception, STIs
Strategies. games, role-plays, small group work, discussions,
brainstorming, condom demonstration
14. Thomas et Ontario, Intervention: McMaster Teen Program conventional board of  theories of adult tutors 10 one-hour sessions  NR
al, 1992 Canada education sex social influence over 6-8 weeks
objectives: decreasing rates of sexual intercourse; improving use education program training: 40hours
of birth control
15. Walkeretal, Morelos, Intervention: 2 groups: 1) promoted condom use; 2) condom use existing sex Health belief Teachers. 15 weeks (30 hours);
2006 Mexico & emergency contraception use. Lifeskills-based curriculum education model, 16 weeks (32 hours)
sociocognitive Training: 40 for contraception arm
Objectives: to promote condom use with emergency contraception Fheory; social hours, =2 hours
influence more for teachers
Content: Lifeskills training: consequences of unprotected sex & In emergency
how to avoid it; social pressure; peer pressure; cultural values contraception
communication, negotiation & refusal skills group
Strategies: not clear
16. Walter and New Intervention: special AIDS-preventive curriculum No intervention Health belief Teachers 6 50-minute sessions NR
Vaughan, York, model; social
1993 USA Content: Facts about AIDS; cognitive skills; appraisal of AIDS cogmtfve . Training: 8hours  Dosage: app 5 hours
risk; correcting misperceptions regarding risk behaviours among theory; social
peers; negotiation skills to delay sex & use condoms; personal influence theory

values

Strategies: Role play; rehearsal; skills training
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Study region Intervention characteristics Comparison group Theory Facilitators Duration Booster
/country intervention
17. WightDet Scotland Intervention: Sexual Health and Relationships: Safe, Happy and Existing sex Social cognitive  Teachers. 20 sessions: 10 10 lessons
al, 2002 Responsible (SHARE Programme). education theory sessions each in 3" to 3" year
Training:5 days and 4™ year of school  students
Objective: To reduce unsafe sexual behaviours and unwanted respectively and 10
pregnancies; improve the quality of sexual relationships 1::5;“5 to

Content: understanding of attitudes and sexual experiences of the
opposite sex; communication about sex

Strategies: Active learning, information leaflets, skills
development, interactive video.

Abbreviations: NR: Not reported; STD: Sexually Transmitted Disease
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2.2.4 Geographical region of included studies

The included studies were conducted in Europe (3 studies), United States of America
(11 studies), Mexico (1 study) and Canada (2 studies). Of the American studies, three
(Coyle et al, 1999; Coyle et al, 2001; Kirby et al, 2004) were evaluations of the same
intervention, called Safer Choices, and two (Aarons et al, 2000; Kirby et al, 1997a)
were replications of the Postponing Sexual Involvement intervention previously
evaluated by Howard and McCabe (1990). The study by Howard and McCabe (1990)
was not included in the review because it did not involve random assignment of
students to intervention and control groups. The two Canadian studies were
evaluations of the McMaster Teen Program (Thomas et al, 1992; Mitchell-DiCenso et
al, 1997) while the European studies were conducted in Scotland (Wight et al, 2002),

Italy (Borgia et al, 2005) and England (Stephenson et al, 2004).

2.2.5 Intervention characteristics

In a review of educational programmes to reduce sexual risk-taking behaviours aﬁmng
school-aged youth in the USA, Kirby et al (1994) suggested that effective
programmes have certain common elements: they are at least 14 hours long, focus on
changing sexual risk-taking behaviours, have a theory base, use interactive teaching
methods that help students to personalize information, focus on social pressures,
reinforce clear messages about unprotected sex, provide basic accurate information,
teach refusal skills, and select teachers, educators or peers who believe in the
programme and provide them with training to implement the intervention. The studies
in this review all included at least 3 or more of these characteristics, with varying
degrees of depth, intensity and scope. They all focused on reducing or preventing one

or more sexual behaviours that could lead to HIV infection, STIs or unintended
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pregnancy; fifteen were based on widely used theories of behaviour change; all the
studies included interactive teaching methods; and eight of the interventions had a
dosage of at least 14 or more hours. Twelve of the studies also reported that training

was provided to the people implementing the programmes.

A further strength of the studies was the broad focus on schools and large sample
sizes in many of them. This broad focus allowed for inclusion of younger adolescents
that are probably not yet sexually active as well as those who are sexually active or at
higher risk. Some of the interventions also focused on both individual risk factors
such as attitudes and behavioural skills, as well as social and environmental factors.
Some of the interventions were pilot tested prior to implementation, while others were

replications or adaptations of interventions conducted elsewhere.

2.2.5.1 Content and delivery

The main objectives across the interventions were prevention of pregnancy, STIs and
HIV infection by encouraging abstinence and postponement of sexual intercourse and
preventing or reducing unsafe sexual behaviours such as unprotected sexual
intercourse. The interventions addressed a range of sexuality topics, including dating
and relationships, knowledge and attitudes towards HIV, contraceptive use, substance
use, condom use, decision-making, communication and negotiation skills regarding

sex and condoms.

The programme delivery strategies varied across the studies and ranged from the use
of simple approaches of providing information leaflets and awareness rallies to more
complex strategies that involved interactive learning, such as video discussions,
paired or group discussions, and skills building activities like role plays, poetry,

drama, games and storytelling. The interventions therefore employed a variety of
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theory-based activities that had components of observation, rehearsal, modeling or

practice of desirable behaviours.

The majority of interventions were delivered in whole class or small group format.
Pedlow and Carey (2003) suggest that individualized interventions can better
personalize risk information to the individual, but have not been widely used. The
greater use of group-based activities may be based on the assumption that this would
impact on group norms rather than address only individual level factors.
Individualized approaches also pose logistical challenges, particularly where class
sizes are large. While most of the studies reported the use of interactive teaching
methods, it is unclear, how much opportunity each of the students got to participate in
the small group activities, or to practice the skills included in the programmes, hence
personalising their risk. It is also not clear in any of the studies what the differences
were in levels of exposure to the interventions within and across schools. Aarons et al
(2000) mentioned that the level of participation varied from student to student in their
programme. They attempted to measure individual exposure using attendance records

and recall questions, but this is not discussed further in the analysis.

All the interventions were primarily delivered within a classroom setting during
school hours. Some of the interventions also included a school-wide approach, a
parent or community component (Coyle 1999, 2001; Kirby et al, 1997a, 2004; Flay et
al, 2004; Klepp et al, 1994; Levy, 1995; O’Donnell et al, 2002). The interventions
were delivered either by teachers, adult educators, peer educators, or a combination of
these. For most of the programmes, the facilitators were trained but little or no
information is provided about the content of the training. The facilitator training

duration ranged from 2 hours to 5 days. The duration over which the interventions
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were implemented ranged from 3 hours to 40 sessions. In 7 of the studies, the
interventions were implemented over a period of 2-4 school years. The most intensive
dosage appears to be in the intervention reported by O’Donnell et al (2002) in which
there were approximately 90 hours of community work over 30 weeks, 40 lessons in
7" grade and 34 lessons in 8™ grade. Some articles were not specific about how many

minutes or hours made a session making it difficult to tell the exact dosage.

2.2.5.2 The use of theory

Fifteen of the studies reported explicitly on the theoretical framework employed in the
interventions. These included social cognitive theories of behaviour, social learning
theories, community influence theories, and theories of change. Social cognitive
theory (Bandura, 1986) was the most commonly applied theory. Other theories used
in the studies included social influence theory (Fisher, 1988, 1990), health belief
model (Rosenstock et al, 1994) and theory of reasoned action (Fishbein and Ajzen,
1975), all of which have been widely used in sexual behaviour change interventions
and are described in great detail in previous literature (Fisher & Fisher, 2000). Kok et
al (1996) provide examples of risk perception theory and attribution theory to
demonstrate how a mono-theoretical perspective can be counterproductive or lead to
suggestions that may not contribute to a reduction in a practical problem. They
suggest the use of multiple theories. Ten of the reviewed studies cited the use of more

than one theory.

The use of theory is strength of these studies as it provides an opportunity to
demonstrate the application of these theories to school-based HIV and sexual risk-
reduction interventions. The limitation though is that many of the studies did not

describe the process by which the theoretical ideas were operationalised, how for
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example, the theoretical determinants of risk behaviour were identified for each
theory, or how the intervention strategies employed were consistent with the
theoretical method. Identifying optimal strategies for implementing interventions and
topics covered is essential to designing interventions (Bartholomew et al, 2001;
Pedlow & Carey, 2003), but it is not a simple process. In a separate article, Wight and
Abraham (2000) discuss in detail the development of the theoretically-based SHARE
programme which they evaluated. While the authors conclude that theoretical ideas
must be carefully embedded in the lessons, they also acknowledge that
operationalising theoretical ideas for a specific context was a complex process (Wight
and Abraham, 2000). It is important however that in order to properly use the
theoretical determinants, interventions make the link between theory and methods so
that the practical implementation strategies are in accordance with the theory.
Reporting this information can assist other researchers in the development of future

theory-based interventions.

None of the studies used the theoretical approach that was employed in the current
research, which was a revised version of the Theory of Planned behaviour (Ajzen,
1988, 1991) described in chapter 1. However, 3 studies employed the theory of
Reasoned Action (Fishbein & Ajzen, 1975), and in addition to behaviour, most
included the constructs that were measured in the current study, such as behavioural

intentions, attitudes, social influence and self efficacy.

2.2.6 The Evaluations

The evaluations are summarised in the next table.
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Table 2.2 Summary of RCT evaluations
Study baseline Baseline N unit of Process Primary outcomes instruments FU duration Findings
Sample /FU randomisation & evaluation measured
characteristics  [attrition] analysis
1. Aarons et 6 schools, 3 522/503/564/5  Unit of No Virginity status; birth SAQ Baseline; 3 Significantly higher virginity rates and less intention to have
al, 2000 intervention, 3 10 [NR] randomisation: control use at last sex; months; 8 sex among intervention group females than control group
control; school self efficacy; secondary: months; 14 females at all points of measurement. Higher use of birth
attitude toward delay of months. control; higher knowledge & self efficacy among
mean age 12.8; Analysis: Individual intercourse; health intervention females. More intervention youth believed
52% female service utilisation; youth their age were not having sex compared to control;
smoking and alcohol more positive aftitude toward delayed childbearing among
use intervention boys, and significantly higher knowledge of
birth control. No change of attitudes toward abstinence and
self efficacy to refuse sex. Abstinence only message had
short-term effects.
2, Borgiaetal, 18 schools 1697/1295 Unit of Yes Sexual behaviours: SAQ Baseline; post-  No changes in sexual behaviour in either intervention group.
2005 [20% in peer randomisation: condom use at last sex, test No difference in changes in attitudes, risk perception and
Median age 18;  8TOUP; 27%in  school. Analysis: frequency of condom preventiqn skills in eitly:r group. Signiflcant‘ly greater
mean age: 18.1 teacher group]  Adjusted use, no. sexual partners, increase in knowledge in .peer-led group. Slight decrease in
years; 49.2% knowledge; prevention condom use always, and in the most recent sex both groups,
female skills; risk perception; but increase in proportion using condoms often or
attitudes sometimes. Increase in proportion never using condoms in
the peer-led group. Decrease in abstinence in teacher led
group, but increase in peer-led group.
3. Coyleetal, 10 intervention; 3869 [5%] Unit of NR Frequency of sexual Baseline, 1 year  Intervention reduced frequency of unprotected sex, increased
1999 10 control randomisation: intercourse; condom use condom and contraceptive use at last sex. Increase in
schools. 9% school. Analysis: knowledge, self efficacy, normative beliefs and attitudes
grade; age Adjusted regarding condom use, perceptions, parent-child
range: 14-18 communication.
yrs; 53%
female
4. Coyleetal, 20 schools; 10 3869/3058 Unit of NR Delay of intercourse; SAQ baseline, 7 Increased condom use and reduced unprotected sex in
2001 intervention, 10 [5%; 17]% randomisation: frequency of intercourse months, 19 intervention group. Intervention group was more likely to
control. 50.3% school. Analysis: without a condom in the months, 31 use condoms at last sex that control group students. Higher
&53.6% female Adjusted last 3 months; no sexual months knowledge of HIV and STD in intervention group. No
in intervention partners in the last 3 significant differences between the 2 groups on attitudes
and control months. regarding intercourse. Significant intervention effects on
groups most psychosocial variables.

Secondary: condom use
at first sex; frequency of
sex; alcohol & drug use;
HIV and STD testing
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Study baseline Baseline N unit of Process Primary outcomes instruments FU duration Findings
Sample /FU randomisation & evaluation measured
characteristics  [attrition] analysis
5. Coyleetal, 10 intervention 2829 [9%; Unit of NR Sexual activity in the SAQ Baseline and 3 Boys in intervention significantly less likely to report having
2004 and 9 control 12%; 36% | randomisation: last 12 months annual follow- had sex than those in control. Significant group-by-time
schools; 6™, 7%, school. Analysis: ups. interaction indicating boys in intervention group less likely
8" grade. Adjusted Condom use at fast sex to report sexual activity from 6-9™ grade. No statistically
Cohort of 36 months; significant treatment group-by-time effects among sexually
predominantly ) active students for condom use at last sex. Positive impact
Latino students secondary: no. sexual on most psycho-social scales. Program was effective for
episodes and partners boys but not for girls
fast 12 months; coercive
mean age: behaviours
11.5yrs
50.1% female
6. Flay et al, 12 metropolitan  93.2% Cluster RCT. Some, Violence; provocative SAQ Baseline Increased rate of condom use in intervention group
2004 schools; 5™ [ between Randomised block focusing on behaviour; school (beginning of compared to control. Programme effects for boys significant
grade students; 19 5o and design. Unit of fidelity of delinquency; substance grade 5), end of  for all 6 behaviours in the school community intervention,
mean age: 10.8; 7.3%] randomisation: implementati  use; sexual intercourse; each marginally so in the classroom curriculum except for
50.5% female school on and issues  condom use subsequent year  condom use. Increase in negative behaviours less in
affecting intervention boys compared to control. Significant reduction
implementati in the rate of increase in recent sexual intercourse, drug use
on violent and provocative behaviour in intervention boys
compared to control. No significant effect on girls
7. Kirbyetal, 56 schools; 17 10 600 [25%)] 3 designs. Unit of NR Occurrence of first SAQ For design 1, No positive impact on delay of sexual intercourse at either
1997a community randomisation: 1) sexual intercourse. baseline, 3 FU. No short-term impact on beliefs, attitudes, intentions to
organisations classrooms to youth Secondary: beliefs, months, 17 have sex or sexual behaviour. Small but statistically
mean age: 12.8 led, adult led or no attitudes, and intentions months significant changes in fewer than half of the measured
years. 48-55% intervention; 2) about sex; frequency of attitudes, behaviours and intentions related to sexual activity
female schools to adult-led intercourse, no. sexual For designs 2 & at 3 months. At 17 months, none of these positive effects had
intervention or partners; contraceptive 3, baseline, 17 been sustained. Control group less likely to report a
sexuality education use months pregnancy or STD. No significant differences between the
control group; 3) groups in frequency of intercourse, pregnancy rates and no.
individuals from impact of school- and sexual partners. Higher confidence in saying no to sex
community based community-wide among adult-led intervention youth. No differences and no
agencies to either activities significant positive effects on behavioural outcomes at 17
adult-led month FU. No effect on outcomes by gender.
intervention or no
intervention group.

Analysis: individual
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Study baseline Baseline N unit of Process Primary outcomes instruments FU duration Findings
Sample /FU randomisation & evaluation measured
characteristics  |[attrition] analysis
Kirbyetal, 6 schools. 102 1657 [27%at  Unit of NR Delay of sexual SAQ Baseline; 5 At 5 & 17 months, no significant difference between the 2
1997b 7" grade 5 months, randomisation: intercourse; frequency months; 17 groups in proportion of either boys or girls that initiated sex;
classes. Age 23%at 17 classroom. Analysis. of intercourse; no. months in frequency of intercourse; number of sexual partners; or
range: NR; months] individual sexual partners; condom condom and contraceptive use. At 5 months, significant
Mean age 12..3; and contraceptive use increase in knowledge and 2 out of 21 attitudes items in
54% female intervention group than control.
Kirby etal, 20 schools; 10 Cohort Unit of NR Initiation of sex, SAQ Baseline, 7,19  Programme did not significantly reduce the onset of sex.
2004 intervention, 10 sample N= randomisation: frequency of and31 months  Reduced the frequency of sex without a condom, no. of
control. 52% 3869/ 95%, schools. unprotected sex; no of partners in the last 3 months with whom a condom was not
female 83%, 79% sex partners in Cohort data used. Increased condom use during last sex and marginally
Analysis: Adjusted unprotected sex; increased contraceptive use. Greater impact on males than
condom and females on condom use measures
contraceptive use at last
sex;
10. Levyetal, 7" and 8" grade N=2392 Unit of NR Condom use; intention SAQ Baseline; 12 At 1 year FU, intervention group significantly more likely to
1995 15 school [30%]; randomisation: to use condoms months report using condoms with foam (p=0.01) than control group
districts (10 school districts students. Among students sexually active in the past month,
intervention; 5 intervention group more likely to have practiced protective
control). Age behaviours compared to control group. Gender and race
range: Tt were significant predictors of condom with foam use in the
grade; 51% past year. Gender and race were significant predictors of
female condom with foam use
11.  Mitchell- 21 schools, 11 3289 [1%; Multi-stage. Unit of NR sexual intercourse; SAQ; private baseline, More sexually active boys in intervention group reported
DiCensoet  intervention, 10 1.1%;6.1%; randomisation: physical intimacy; ballot immediately always using birth control. Improvement in birth control use
al, 1997 control; Grades  44.1%)] schools. Analysis: contraceptive use; after in both groups but no statistically significant differences at
7&8;272 individual but pregnancy programme; each FU in the proportion of sexually active boys or girls
small group. adjusted for annually for 4 who reported always using birth control. No short- or long-
Mean age: clustering years term programme effect on rates of intercourse for both boys
12.6years; and girls and on pregnancy rates for girls.
50.9% female
12 O’Donnell I school. Mean 18 classrooms  Unit of NR Initiation of intercourse; SAQ Baseline in 7* Among virgins at baseline, 43.5% of boys and 57.1% of girls
et al, 2002 age: 12.4 yrs, [23.5%] randomisation: recent sex grade, FU at in intervention group remained sexually uninitiated at FU,
age range: NR; classrooms. end of 10" compared to 26.9% of boys and 46.9% of girls in control
gender % NR Analysis: Adjusted grade (2 years group. More boys and girls in control group reported recent
after sex compared to intervention group.
intervention)
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Study baseline Baseline N unit of Process Primary outcomes instruments FU duration Findings
Sample /FU randomisation & evaluation measured
characteristics  [attrition| analysis
13.  Stephenson 29 schools, 14 8766 (4837 Unit of yes unprotected sex before SAQ; anonym 6 & 18 months Significantly fewer girls in intervention group reported
et al, 2004 intervention; 13 intervention, randomisation: age 16 zed pregnancy post sexual intercourse but similar proportions of boys in both
control (n=) 4671 control) school. Analysis: and abortion intervention groups reported intercourse. Fewer unintended pregnancies
Adjusted Secondary: regretted data in intervention_ group. No diffmr_lqe between the groups on
Age range: 13- sex; satisfaction with regretted first intercourse, availability of contraception or
14 years sex education; use of common STIs, knowledge of emergency contraception. Both
sexual health services; boys and girls expressed preference for sex education in
pregnancy; abortion single-sex groups
14. Thomas et 23 schools. 11 90% in both Unit of No SAQ Baseline, 3 At pre-test, males in the experimental group had higher rates
al, 1992 intervention, 12 groups at 1* randomisation: months and of sexual intercourse than control schools. At 4th posttest,
control. Grades & 2™ posttest;  schools. yearly for 4 males in both groups reported significantly higher rates of
7& 8; age /80% & 88% years sexual intercourse. Steadily increasing frequency rate of
range 12-16 yrs  at 3 and 4* sexual intercourse, consistent use of birth control and
posttests pregnancy for all students in both groups by fourth posttest.
i.e. no improvement in use of birth control, no increase in
abstinence for both groups No difference between groups at
any point of FU
15. Walkeret 40 schools, 15 10954/9372/7  Unitof NR Reported condomuse at ~ SAQ Baseline; 4 Intervention did not affect condom use. Increase in
al, 2006 in each 308 [14%/ randomisation. first sex months; 16 knowledge of emergency contraception in both intervention
intervention 22%)] school months groups. Sexual behaviour similar in intervention and control
arm, 10 control; Secondary: sexual groups
52% female Analysis: adjusted activity; knowledge &
attitudes of HIV;
emergency
contraception; attitudes
and confidence
regarding condoms
16. Walterand 4 schools; 9th N=1316[28%] Unit of NR AIDS-related SAQ Baseline; 3 At FU, intervention group reported consistent condom use,
Vaughan, & 11™ grade. randomisation: knowledge; beliefs; self months practicing sex with only one partner; reduction in frequency
1993 mean age: 15.7, classrooms. efficacy; sexual of intercourse with a high risk partner. Significant but

age range 12-
20 years; 58%
female

Analysis: Adjusted

intercourse; condom
use.

Secondary: emergency
contraception; sexual
experience; substance
use

modest effects. Intervention was associated with favourable
trends in STD incidence. Significant effects on knowledge,
self efficacy, beliefs, norms and behaviour.
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Study baseline Baseline N unit of Process Primary outcomes instruments FU duration Findings
Sample /FU randomisation & evaluation measured
characteristics  |attrition] analysis

17.  WightDet  25schools. 13 7616/5854 Unit of Yes condom and SAQ Baseline, 6 No reduction in sexual risk taking. Similar proportions in

al, 2002 intervention, 12 randomisation: contraceptive use at first months, 2 years  both groups became sexually active during programme. No
control. age schools or most recent sexual difference in condom use at first intercourse, contraceptive
range 13-15 intercourse use. Intervention group more knowledgeable about sexual
years health than control group. Males less knowledgeable than

Analysis: Adjusted

secondary: unwanted
pregnancy; Exposure to
STis

women in both groups.

Abbreviations: FU- Follow-up; SAQ: Self-administered questionnaire; NR: Not reported
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2.2.6.1 Evaluation design

All the studies relied on voluntary participation of both schools and students.
Randomization was conducted prior to the baseline survey in most of the studies. As
shown in Table 2.2, randomisation was employed either at the cluster level or
individual level. Thirteen studies used schools as the unit of randomization. Two
randomised classrooms, one randomised a combination of individual, classrooms and
schools, while another randomised school districts. The general recommendation is
that randomization should be conducted at the smallest unit possible that does not
contaminate across conditions. In most cases, for school based interventions this is at
the school level. Basen-Engquist et al (1997) recommend that when the intervention is
school wide, the unit of randomisation should be schools not classrooms or individual
students and a method of random assignment that minimises the differences between
schools in the two groups should be used. Randomising clusters raises the issue of
possibility of post randomisation selection bias because once clusters have been
randomised, individuals in clusters can no longer be asked for their consent to be
randomised to either group but can only consent to receiving the intervention to which
their group has been assigned (Puffer et al, 2003). It also has implications for analysis
as will be discussed later in this chapter in the discussion of the analyses conducted in

the studies.

Random assignment to conditions minimizes selection biases as it controls for known
or unknown and measured or unmeasured confounders, and generates unbiased
comparable groups. Flay and Collins (2005) refer to randomization as the cornerstone
of scientific inference and an indispensable part of school based trials. While most of

the studies conducted appropriate randomization, the quality of this process differed
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and was reported with varying degrees of detail across the studies. For the Safer
Choices intervention for example, a separate article by Basen-Engquist et al (1997)
provides a detailed account of the randomization procedure. Several possible
confounding variables were identified at the school level, and combined into a single
index. The relative influence of potentially confounding variables was assessed by
principal component analysis. After varimax rotation, the importance of each of the
factors was then evaluated and weighted accordingly. Schools were ranked according
to their composite scores and then paired. One school from each pair was randomly
assigned to the intervention group and the other to the control. The authors reported
no significant differences between the control and intervention schools on any of the
variables used in the randomization. They concluded that this equivalence of the
groups and the multilevel analysis enhanced the utility of the study findings,
addressed the issue of proper unit of analysis and enabled greater detection of school-

wide effects (Basen-Engquist et al, 1997).

In comparison, some of the other studies provided little detail of how the random
allocation accounted for minimizing potential confounding variables. In the study by
O’Donnell et al (2002) for example, the authors only mention that students at the
participating school were randomised by classroom to either the intervention or
control group. Although analyses were conducted to adjust for clustering, there is no
description of measures that were taken to reduce contamination of the experimental
conditions within the school and therefore reducing the possibility of a positive
intraclass correlation (ICC). Individuals within a cluster are non-independent as they
tend to respond in a similar manner. Studies therefore have to be designed to minimise
ICC. The potential for contamination of the experimental conditions is higher where

classrooms within one school are randomised to either intervention or control group
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as in the study by O’Donnell et al (2002). Kirby et al (1997b) mentioned possible
communication between the intervention and control group students, and
incorporation of aspects of the intervention by teachers into their control classes as
potential limitations to their study. However, even where measures have been taken to
reduce contamination by randomizing schools, other factors may cause contamination
as in the study by Mitchell-DiCenso et al (1997). The intervention was conducted in
7" and 8" grade. However, once students completed grade 8, they moved on to high
schools that drew students from a variety of schools thereby bringing together

experimental and control group students, hence possibility of contamination.

2.2.6.2 Control groups

The comparison group in one of the studies was offered a classroom intervention
similar to that of experimental group, but not the other additional community
components offered to the intervention group (O’Donnell et al, 2002). In another
study (Walter and Vaughan, 1993), the comparison group was not offered any
intervention, while in all the other studies the comparison group received a different
intervention to that of the experimental group. To optimally measure intervention
effects, randomisation to a no-intervention comparison group would be preferable.
This however raises ethical and scientific concerns. It would be unethical, given the
epidemic levels of HIV withhold an intervention to the comparison group. On the
other hand, it would be even more unethical to provide an intervention that has
unknown or possibly negative effects than it would be to raqdonlly assign schools to
experimental and control conditions to find out which programmes are most effective
(Flay and Collins, 2005). The scientific argument against no-intervention conditions is

that they do not control for the amount of attention received or respondents’

63



Wanjirii Kabii Miikoma

knowledge that they were being observed, also known as the Hawthorne effect, and
the perceived value of an intervention (Flay & Collins, 2005). The arguments for
randomisation are nevertheless stronger than those against (Cook, 2003; Nutbeam,
1998; Oakley et al, 1995; Oakley & Fullerton, 1996; Oakley, 1998; Stephenson &
Imrie, 1998; Victoria et al, 2004). With the current HIV prevalence rates and the
increased global focus on schools as settings for combating HIV infection, it is

generally the case that the control schools will receive some form of intervention.

2.2.6.3 Sample characteristics

The target population of the included studies consisted of adolescents (10-18 years
old) attending school at the time of the intervention. The age of the samples ranged
from 10.8 to 20.0 years. Only one study included participants older than 18 years
(Walter & Vaughan, 1993). Of the studies that provided the sample size at baseline,
these ranged from 522 (Aarons et al, 2000) to 10,954 (Walker et al, 2006). The
number of schools involved in the interventions ranged from 1 (O’Donnell et al, 2002)
to 56 (Kirby et al, 1997a). Thirteen of the studies involved 10 or more schools. One of
the advantages in involving several schools is that the interventions broadly target
adolescents with varying degrees of risk (Pedlow and Carey, 2003). In all but one of
the studies that reported the gender proportions at baseline, more than fifty percent of

the sample was female.

2.2.6.4 Duration of follow-up

The follow-up measurement points ranged from immediately after the intervention to
four years. Four studies (Coyle et al, 1999; Levy et al, 1995; Borgia et al, 2005;
Walter and Vaughan, 1993) conducted one follow-up, while the rest of the studies

conducted two or more follow-ups, thus had results for short- and longer-term effect.
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It was not clear from many of the studies how soon after the baseline survey the
intervention begun, or how soon after the intervention the posttest occurred. With
short follow-up durations such as three months in the study by Walter and Vaughan
(1993), it was difficult to tell whether the reported positive effects were sustainable
over a longer period. It takes time to change behaviour as is evident in the continued
rise in HIV infection, so a follow-up duration of 3 months may be insufficient to make

conclusions regarding the sustainability of the observed behavioural effects.

2.2.6.5 Attrition

Some of the studies provided rates of attrition of individuals or schools at follow-up
while for others I derived the attrition rates from the information provided on response
rates. One of the 6 schools in the study by Aarons et al (2000) closed and relocated. It
is not clear from the article whether the school was replaced or if the relocated
students were included in the evaluation. The evaluation by Stephenson et al (2004)
lost one control school following parental objections, and some questions had to be
removed from the questionnaire at 2 schools due to objections from school governors
and a head teacher. None of the other studies reported losing whole clusters, but two
intervention schools in the study by Walker et al (2006) did not implement the

intervention even though the teachers had been trained.

Like other social structures, schools are not fixed in time, and therefore attrition due
to dropout, change of class or school is not uncommon. It is important that authors
report the loss of clusters as this has implications for randomization conditions and a
possible “fall back” into a quasi éxperimental design (Flay and Collins, 2005). Only a
few of the studies reported attrition rates for both the intervention and control groups.

Some studies reported differences in individual-level attrition rates between
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intervention and control groups (Aarons et al, 2000; Coyle et al, 2001; Mitchell-
DiCenso et al, 1997; Kirby et al, 1997a, 1997b). Attrition rates ranged from 1.1% to
44.1%. Studies with longer term follow-ups experienced greater attrition at each
subsequent follow-up. In the study by Coyle (2004) for example, the attrition rates
were 9% at the first follow-up and 36 % at the 36 month follow-up, while Mitchell-
DiCenso et al (1997) had a 1.1% attrition rate at the first posttest 6.1% at the fourth,
and a 44.1% loss at the fifth posttest. Boys in the study by O’Donnell et al (2002)
were more likely than girls to drop out. The studies provided possible reasons for
attrition, which included absenteeism, truancy, dropout, and transfer to another school

or opting out.

At the individual level, attrition due to dropout has important implications for
interventions targeted at high risk behaviour as students that dropout are also more
likely to engage in the risky behaviour than those that remain in school (Townsend et
al, 2004; Odum and Drolet, 1997). At the study design level, attrition may
compromise the external and internal validity of the study and bias intervention
findings. In the analysis, it is important to consider attrition as it may reduce statistical
power of the study. If attrition rates are differential between intervention and control
groups, careful analysis should be conducted to account for the differences and
maintain validity (Flay and Collins, 2005). Intention-to-treat analysis should be
conducted, in which data are analysed for all participants regardless of whether they
received the entire intervention or not, thus including noncompliant participants.
Intention-to-treat analyses were conducted in a number of the studies (Aarons et al,
2000; O’Donnell et al, 2002; Walker et al, 2006; Wight et al, 2002). Walker et al
(2006) provided results on the primary outcomes for both intention-to-treat and

analysis of the actually treated group. On the other hand, Kirby et al (1997b) removed
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cases lost to follow-up and then compared the two groups at pretest on all background
characteristics, mediating variables and outcome variables. When an intention-to-treat
approach is not used, bias is introduced into the results that may favour either the

intervention or control group.

2.2.6.6 Outcome measures

The included studies reported behavioural measures of one or more primary outcomes
of interest in the current research, that is, (i) delay of sexual debut or postponement of
subsequent sexual intercourse; (ii) condom use. The range of behavioural outcome
measures reported included frequency of sexual intercourse; pregnancy; age of sexual
debut; delay of sexual intercourse; number of sexual partners; initiation of sexual
intercourse; condom and contraceptive use. Some studies also reported secondary
outcomes such as knowledge, attitudes and communication about sex. Although the
majority of the studies employed a theoretical framework, some did not report any
analysis on the theoretical mediators of behaviour change (Mitchell-DiCenso et al,

1997, Flay et al, 2004; Kirby et al, 2004; Walker et al, 2006).

2.2.6.7 Measurement

All the studies primarily used a self administered questionnaire to measure changes in
the outcomes of interest. Some of the studies used adaptations of evaluation
instruments whose validity and test-retest reliability was known from their application
in previous studies (Aarons et al, 2000; Mitchell-DiCenso et al, 1997; Kirby et al,
1997a). Others, like the Safer Choices Project, provided a detailed description of the
questionnaire development process (Basen-Engquist et al, 1999). The instrument
employed in the evaluation of the Safer Choices intervention was developed using

empirical research and findings from previous literature supporting an association
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between the variables of interest and intercourse involvement or condom use;
operationalising the constructs of the theoretical models employed; using the variables
addressed in the intervention; conducting various analysis to determine construct and
concurrent validity of the instrument; as well as conducting focus groups to test and

revise the instrument (Basen-Engquist et al, 1999).

Most research on effectiveness of sexual behaviour interventions relies heavily on
self-reported data. Self-reported data can however be subject to biases such as poor
recall, honesty, and over- and under-reporting and therefore reach potentially false
conclusions (DiClemente and Petersen, 1994; Harrington et al, 2001; Rosenthal et al,
1996). Some previous studies provide mixed results about the reliability of
adolescents’ self-reported data. Plummer et al (2004) in a study on sexual behaviour
of adolescents in rural Tanzania used in-depth interviews, self-administered
questionnaire, participant observation and biological markers to assess the validity of
the data. The researchers found inconsistencies in each method, but in-depth
interviews seemed to provide the most valid responses. In a study that used both self-
reports and biological indicators among female adolescents, Harrington et al (2001)
found substantial under-reporting of STD incidence, while Williams and Nowatzki
(2005) in an adolescent self-report substance use study corroborated with urine
sample tests, reported fair validity. On the other hand, a number of other studies on a
range of risk behaviours have concluded that adolescents do provide valid and reliable
self-reported questionnaire data (Flisher et al, 2003; Hearn et al, 2003; Klepp et al,
1994; Lintonen et al, 2004; Sheeran & Abraham, 1994). In studies involving large
samples of adolescents, self-administered questionnaires are a practical way to collect
data, but pilot and test-retest reliability studies are necessary to test the instruments

and enhance reliability and validity.
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2.2.6.8 Analysis

Most of the studies employed a cluster RCT design. In a cluster RCT, the students
cannot be assumed to be independent of each other, as is the case where the unit of
randomisation is the individual. This potential intra-cluster homogeneity has
implications for the study design and analysis. The statistical power of a cluster
randomised trial is reduced in comparison with an individually randomised trial with

the same number of individuals (Bennett et al, 2002).

As shown in Table 2.2, most of the studies conducted analysis to adjust for clustering
or baseline differences between the experimental and control groups. The majority of
the studies also reported no significant differences on the outcome measures between
the intervention and control groups at baseline, suggesting that the groups were fairly
well matched. For some studies however, there were baseline differences favouring
either the control or the intervention group. Coyle et al (2004) found baseline
differences in reports of ever having had sex. To control for these differences, they
included the baseline peer norm covariate, which diminished the differences and

separate analysis for males and females were conducted on some outcomes.

The Safer Choices evaluations (Coyle et al, 1999; Coyle et al, 2001; Kirby et al, 2004)
conducted multilevel analysis that included school in the models as a random effect to
account for ICC that resulted from the clustering of students within schools. The study
by Mitchell-DiCenso et al (1997) also accounted for clustering by including the
variables in which the 2 groups differed as covariates whenever a statistically p value
was found. Some studies however conducted analysis at the individual level (Aarons
et al, 2000; Kirby et al, 1997a, 1997b). Thus, the unit of randomisation (school), in the

study by Kirby et al (1997a) did not match the unit of analysis (individual). This is
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referred to as a ‘unit of analysis error’ (Bland and Kerry, 1997). When the analysis is
done as though the unit of allocation had been individual participants without
accounting for clustering, this can result in false positive conclusion that the
intervention had an effect (Marinacci et al, 2001). Previous reviews have shown that
many published articles of cluster RCTs do not report having accounted for clustering

in their analysis (Campbell et al, 2004).

The degree of clustering can be measured by two equivalent approaches, either the
ICC or the between-cluster variance (Hayes and Bennett, 1999). Several methods
which take into account the ICC have been developed for analysis of cluster RCTs
(Bennett et al, 2002; Donner and Klar, 2000; Koepsell et al, 1991). These include the
use of regression models as applied in some of the reviewed studies, in which terms
are introduced to represent each of the clusters. Multilevel analysis can also be
conducted, so that effect is defined at various levels, such as individual, school, or an
interaction between the individual and school level characteristics (Flay and Collins,
2005). Some authors have also specifically addressed the design and analysis issues in
matched-pair cluster randomization trials, and approaches for analysis of continuous
or dichotomous data in RCTs (Koepsell et al, 1991; Donner and Klar, 1994). Donner
and Klar (1994) reviewed the strengths and weaknesses of various approaches,
including two-sample ¢ test, nonparametric approach, and approaches based on
adjusting the standard chi-square test that may be taken to test the hypothesis of
equality of event rates in randomized designs. Whatever the appropriate approach one
takes in analysing data from cluster RCTs, the Consolidated Standards of Reporting
Trials (CONSORT) statement to which many journals expect that reports conform to,
suggests that data from individuals in the cluster should be used to provide some

information on the extent of clustering, and to adjust for imbalances. The reports
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should include design and analysis information that allows readers to accurately
interpret the results (Campbell et al, 2004). Many studies however do not conduct
appropriate analysis. A review of 51 cluster RCTs conducted in SSA in the last 30
years for example reported that only 10 trials conducted appropriate analyses that took

clustering into account (Isaakidis and Ioannidis, 2003).

2.2.6.9 Intervention effects

Five studies reported positive intervention outcomes on abstinence or postponement
of intercourse. In one of these, the effects were evident only for girls (Stephenson et
al, 2004), and only for boys in two studies (Coyle et al, 2004; Flay et al, 2006). Three
studies reported either a reduction in frequency of sexual intercourse, or higher
virginity rates among the intervention group (Aarons et al, 2000; Coyle et al, 2004;
Flay et al, 2004). Six studies reported no intervention impact on this outcome (Kirby
et al, 1997a, 1997b; Mitchell-DiCenso et al, 1997; Thomas et al, 1992; Walker et al,
2006; Wight et al, 2002). These studies all had short- and longer-term follow-ups,
ranging from 16 months to 4 years. The intervention evaluated by Kirby et al (1997a)
was previously implemented in Atlanta and evaluated by Howard and McCabe (1990)
who reported a positive impact on sexual intercourse. Kirby et al (1997a) did not
however find similar positive effects on delay of intercourse. The authors attribute this
partly to the fact that the intervention was originally developed, tested and
implemented in an African American community and had been adapted in their study
for Latino and white students. The study by Borgia et al (2005) reported a negative
effect on this outcome, with a decrease in abstinence in the teacher led group, but

increase in the peer-led group.
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Some of the studies in which negative or no effects were reported in abstinence or
delay of intercourse found some positive effects on condom use. Positive condom use
effects among sexually active respondents were reported in six studies (Coyle et al,
1999, 2001; Flay et al, 2004; Kirby et al, 2004; Levy et al, 1995; Walter and Vaughan,
1993). One study however only found an increase in proportion of students using
condoms often or sometimes, and a decrease in condom use at the most recent sex and
in always using condoms (Borgia et al, 2005). Another negative effect in this study
was an increase in the proportion of students never using condoms in the peer-led
intervention group. Three studies reported no significant effects on condom or
contraceptive use (Thomas et al, 1992; Walker et al, 2006; Wight D et al,, 2002).
Wight et al (2002) found no difference in the proportion of students in either group
that used condoms at first sex. Condom use among participants in this intervention
was however already high at baseline, with only 10% of students reporting first
intercourse without a condom (Graham et al, 2002). The studies by Coyle et al (2004)
and Kirby et al (1997b) also reported no difference in condom use between the
groups. Three studies (Kirby et al, 1997b; Mitchell-DiCenso et al, 1997; Wight et al,
2002) also found no differences between the groups for all the other behavioural
outcomes which were measured, which included contraceptive use, frequency of
intercourse and number of sexual partners. The short duration of the interventions and
non-fidelity of implementation were possible reasons for this. Three studies found the
interventions to be effective for boys and little or no effect for girls (Coyle et al, 2004;

Flay et al, 2004; Kirby et al, 2004).

Most of the studies that assessed mediating variables found positive effects on these.

Increases in knowledge, and/or positive changes in attitudes, self efficacy, beliefs
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about sex and communication with parents or partners were reported in most studies,

including those for which no behavioural effects were found.

As the present and previous reviews have shown, school-based interventions aimed at
adolescents can have positive results on delay of intercourse, condom use and practice
of other safer sexual behaviour, although not all reviews have found this to be the
case. In a research synthesis of 44 HIV interventions, Johnson et al, (2003) found that
the included studies achieved positive effects on condom use, onset of sexual
intercourse and number of sexual partners. Some reviews on delay of intercourse
however, have not reported similar positive findings (Silva, 2002; DiCenso et al,
2002). A metanalysis of RCTs by DiCenso et al (2002) concluded that the
interventions were not effective in delaying sexual intercourse. In the current review,
the effects on delay of sexual intercourse in particular are varied and modest, but
encouraging nevertheless as there was no evidence of increased sexual risk-taking
behaviours as a result of the interventions, except for one study (Borgia et al, 2005).
The studies present useful lessons for future design of interventions, and raise
questions for further evaluation research on effective interventions. The relative
impact of interventions on subgroups of adolescents for example, such as
interventions increasing condom use for sexually active students but having no impact
on delay of intercourse are important to take into account in the design of future
interventions. In addition to conclusions on intervention effectiveness, it would be
useful if authors provided information on dosage of the interventions, and the dose-
response relationship between the intervention and the outcomes so that the findings

can be understood in this context.
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2.2.6.10 Process evaluations

The four evaluations that included process evaluation provided little or no details of
the findings. However, for two of these (Stephenson et al, 2004; Wight et al, 2002) I
located separate articles (Oakely et al, 2004, 2006; Wight et al, 2002) in which the
process evaluations that were conducted as part of the RCTs were reported. The
process evaluation by Oakley et al (2004, 2006) aimed to document the
implementation; compare the programme delivery between control and intervention
schools; document participants’ experiences; assess the effect of school contexts on
the research; and describe characteristics and experiences of the peer educators. Wight
et al (2002) aimed to understand enabling and confounding influences on programme
delivery; impact on students; general school context; extent and quality of delivery;
and student responses to the programme. These two studies are part of a new move
towards embedding detailed process evaluations in the design of RCTs to help

understand why and how interventions and outcomes may be related.

The studies found certain common factors that enhanced implementation, including
teacher commitment, motivation, faith in the value of the intervention and willingness
to implement the programme. However, the interventions were not implemented with
fidelity in either of the two studies. In the study by Wight et al (2002), there was
variation in implementation across the schools. Most students in three schools did not
receive the minimum package while in six schools the lessons were delivered by non-
trained teachers due to timetabling constraints and teacher mobility. At one school in
the evaluation by Oakley et al (2004) the intervention was not implemented because it
was not possible to recruit enough peer educators, while one of the control schools

dropped out of the study due to parents’ objections to the survey questions. Both
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studies found that skills-based lessons such as practicing how to use a condom were a

challenge for the teachers and peer educators.

As far as the student experiences of the interventions, levels of participation were
influenced by factors such as embarrassment. The majority of students also did not
view teachers as their first choice of sex education facilitators. Some girls in the study
by Oakley et al (2004) found it difficult to participate in mixed sex classes and
students in both experimental and control groups felt that the needs of some students
would have been better met in single- rather than mixed sex groups. The students also
expressed a preference for interventions offered in single-sex groups (Stephenson et
al, 2004). This is an important finding, given the gender differences in intervention
effects discussed earlier and the lack of intervention effects on girls in several of the

studies.

These process evaluations demonstrate the complexities inherent in social settings,
and therefore the complexity of conducting process evaluation. As evident in this
review however, very few of the RCTs conducted process evaluation and besides the
two included here, the rest provided little or no details of the methodologies or
findings of process evaluations. As Oakley et al (2004) concluded, the difficulties
experienced in the studies reflect the underlying objective of ‘real world’ evaluation
that reflects the complex interrelationships between processes and outcomes. Thus,
process evaluation is necessary if we are to better understand the linkages between
intervention contexts, processes and programme outcomes. In multi-site studies for
example, process evaluation provides information on variation between sites as shown
in these two studies. Conducted as an integral part of outcome evaluations, process

evaluation also has the capacity to address some of the current objections to the use of
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RCTs for social and health promotion interventions such as the use of poorly designed
interventions, lack of attention to |contextual factors and narrow definition of

outcomes (Oakley et al, 2004).

In section 2.2 above I have reviewed RCTs of school-based interventions that
assessed abstinence or postponement|of sexual intercourse, condom use, as well as
process evaluations that have been copducted as part of these studies. I will return to
this discussion further in the concluhing section of this chapter. In the following
section (2.3) I review evaluations of school-based HIV and sexual health promotion

interventions conducted in South Afrid;a.

23 Review of South African studies

The aims of this review were:

e to document selected methodo]_ogical aspects of the evaluations;

e to investigate whether the exisﬂing programmes are meeting their aims as

reported in the key findings, and, if not, why not; and

e To extract implications for the bevelopment of school-based HIV/AIDS

prevention programmes in South Africa.

2.3.1 Inclusion criteria

All published and unpublished evaﬂlations were included in this review if they
evaluated school-based HIV/AIDS I?revention or sexual and reproductive health
promotion interventions implemente# in South Africa. Methodological limitations
were not applied to this review as I wLanted to include all the studies that I could find
to demonstrate the current state of e;[valuation of school-based interventions in the

country, and to highlight methodological limitations, challenges and evaluation
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developments. For the review of RCTs above, it would not have been possible to
include the grey literature as it would not have been possible to access the bulk of
such literature owing to the many countries involved. However, for this review, which
focuses on South Africa, it was possible to locate the available grey literature. For
these reasons, the review was also not limited to studies that measured behaviour, but

included those that measured other variables such as knowledge and attitudes.

2.3.2 Search strategy

I conducted searches for articles in English on the same databases listed earlier in the
search for RCTs. I also searched Social Sciences Index, Index to South African
Periodicals, UCTD (Theses and Dissertations at South African Universities), and The
Adolescent Reproductive Health Network (ARHNe) database, which is a database of
grey literature on adolescent sexual and reproductive health from Southern and
Eastern Africa. I also obtained unpublished literature through searches on library
catalogues of South African universities, visits to resource centers within my reach,
telephone, email or fax communication with researchers and organisations. I used the
same keywords as listed in the review of RCTs, as well as "South Africa", sub-

Saharan Africa, and "Africa".

2.3.3 Results and discussion

The search yielded fourteen South African evaluation studies of school-based
interventions. These are summarised in Table 2.3. In the light of the extent of the
public health and human development challenge posed by the HIV epidemic among
South African adolescents, it is certainly a cause for concern that such a small number
of evaluations of school-based HIV prevention programmes were located. This could
reflect the fact that a small proportion of programmes have been evaluated, but it is

unlikely to be the case that only a few programmes have been implemented because
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South Africa has experienced a great increase in school-based sexuality education

focused on HIV/AIDS prevention in tﬂe last few years.

There are three other factors that ifamplify concern about the low number of

evaluations of school-based HIV preantion programmes in South Africa. First, only
1
four of the evaluations were publisded in the past five years (James et al, 2005;

Magnani et al, 2005; Reddy et al, 200#; Visser et al, 2004). Second, a relatively small
number of schools and students were; included in the evaluations, which limits the
statistical power associated with schc#ol-level effects. Eight of the fourteen studies
involved three or fewer schools, a f%ew with sample sizes of less than a hundred
students. Third, five of the evaluatioﬁils were carried out at schools in the Western
Cape, and four in KwaZulu Natal. Nq evaluations of school-based AIDS prevention
programmes were located for some provinces. Only two studies drew their samples of

schools from different provinces, incl{xding rural and urban regions, representing the

different language and population groq[ps (Visser, 1996; Visser et al, 2004).

2.3.4 Intervention characteristics

In the following sections I will discusé; the design, delivery strategies and duration of

the interventions.

2.3.4.1 Design and delivery

There were considerable differences| between the programmes in terms of who
designed and implemented them. Six studies evaluated programmes that were
designed and implemented by govemment departments, namely Departments of
Health and Education (Baillie, 1991, Magnanj et al, 2005; Meyer, 1989; Reddy et al,
2005; Visser, 1996; Visser et al, 2004); These programmes were developed nationally

or provincially for inclusion in the schiool LO curriculum, but schools were at liberty
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as far as implementation was concerned. Three programmes were designed using a
participatory method which involved students, parents and teachers (Kuhn et al, 1994;
Mathews et al, 1995, 1996). One of these (Mathews, 1995), was a formative
evaluation undertaken to develop a socially and culturally appropriate classroom HIV
education resource. Two programmes were designed by independent proféssionals
(Mitchell, 1994; Page, 1990). In one of these, the intervention was in the form of a
Drama Approach to AIDS Education ("DramAide"), delivered by qualified actors,
teachers and nurses, with participation from students (Harvey et al, 2000). The
programme consisted of drama, song, poetry, dance and posters, while comparison
" schools were provided with a booklet in Zulu containing information about
HIV/AIDS. James et al (2005) evaluated an ‘intervention in the form of a photo
novella, while the remaining study did not evéiuate any specific pfogramme but

inquired about sex education received at school (Seydel, 1992).

2.3.4.2 Duration of the interventions

There were large differences in the duration and ‘intensity of the programmes. The
programme with the shortest duration was that evaluated by James et al (2005), in
" which the intervention students read the photo novella once..‘Thel progra.mme with the
greatest intensity was implemented for ten hours over two teaching days (Mitchell,
1994). At the other extreme in terms of duration was the programme evaluated by
Mathews et al (1996) that was implemented over a period of nine months. For
programmes implemented by facilitators other than teachers, the least intensity was
the programme described by Baillie (1991) which consisted of only one or two
lessons per year. Three studies (Harvey et al, 2000; Seydel, 1992; Meyer, 1989) did

not provide any details of intensity or duration of the programmes they evaluated. The
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duration and intensity of the progMes evaluated by Magnani et al (2005), Reddy et

al (2005) and Visser et al (2004) is no* clear as there was variation in implementation

across the schools.

The fact that these variations betwee*x the programmes exist implies that there are
limitations in the extent to which ﬁndings from the evaluations can be generalised to
other existing programmes. If, for exai;'nple, it was found that a particular programme
failed to demonstrate a positive eﬁ'eict on an outcome of interest, this could be
ascribed to a number of factors. Such‘ factors could include the way the programme
was designed, and the duration and intiensity of the programme. Conversely, if all the
programmes shared certain characterisiics, and some differed from the others in terms
of effect on outcome variables, it would be possible to attribute differences in the

effect on outcome variables to non-shafed programme characteristics.

2.3.5 The evaluations

In the preceding section I have discuss#d the characteristics of the intervention. In the

sections below, I will address the charaf:tmistics of the evaluations.

2.3.5.1 Type of evaluation

Two studies presented formative eva1|.1ations aimed at documenting the development
of the programmes (Bailie, 1991; Mathews et al, 1995). The study by Baﬁie (1991)
aimed at gaining greater understandibg of pupils' attitudes to sexuality and the
sexuality education programme they were receiving. Mathews et al (1995) reported c;n

a formative evaluation of a programme developed in partnership with students,

teachers and parents in a predominant‘y working class Muslim community in Cape

Town. This was followed by an outco*ne evaluation study to determine whether the

programme was appropriate for a different cultural setting. Thus, they examined the
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effect of the programme on factors such as knowledge, attitudes, and communication
with significant others (Mathews et al, 1996). Although Visser et al (2004) conducted
outcome evaluation to investigate programme effectiveness theirs was mainly a
detailed process evaluation to assess the implementation of the programme and
barriers to implementation. The remaining studies were all outcome evaluations.
However, some studies included aspects of formative (Kuhn et al, 1994; Mitchell,
1994) or process (Visser, 1996; Reddy et al, 2005) evaluations as a secondary

component.

2.3.5.2 Study design

One study relied exclusively on qualitative methods (Baillie, 1991). Mathews et al
(1996) undertook a quantitative survey in the first phase of the study, followed by
qualitative methods, while Seydel (1992) baéed he;' report on a once-off kmestion’naife
administered to female adolescents attending a reproductivé ‘health clinic. Harvey et al
(2000) undertook a randomized community intervention tnal, and Magnam et al
(2005) conducted 2 panel surveys, one in 1999 and the other in 2001. The evaluation
by Magnani et al (2005) also employed econometric‘ approaches to address the
potential bias emanating from non-random exposure to the life skills education. The
remaining six studies employed pre- and post-test designs. Of these, the studies by
James et al (2005) and Reddy et al (2005) had the most rigorous pre- and post-test
designs with a control group and two follow-up surveys. Three other studies
employed a control group (Kuhn et al, 1994; Meyer, 1989; Mitchell, 1994). One
would attach greater importance to the results of these studies compared to the studies
that did not employ control groups. For the studies without comparison groups, one is

not able to attribute any changes that are detected to the programme. Other factors,

81



Wanjirit Kabil Miikoma

such as passage of time or oompletkon of the assessment instruments, may have

contributed to any observed changes. ‘In order to be able to attribute changes to the

programme with greater confidence, control groups are necessary. Clearly, there have

been some advancements in evaluatk{n designs as demonstrated by the more recent
|

studies (Harvey et al, 2000; James et al, 2005; Magnani et al, 2005; Reddy et al, 2005)

which employed more rigorous design# compared to earlier studies.

For studies that employed a pre- and p#ﬁ-teﬁ design, there was variation in the period
between completion of the intervention and the post-test evaluation. Two studies
conducted the post-test immediately aifter the programme (Kuhx}) et al, 1994; Visser,
1996); three studies both immediatelir after the programme, and again at 5 weeks
(Page, 1990), 6 weeks (James et al, 2005), 6.5 weeks (Mitchell, 1994) and 10 months
after baseline (Reddy et al, 2005); three studies did not test subjects immediately after

the intervention, but 2 weeks, 6 months and 1 year later respectively (Mathews et al,

1996; Harvey et al, 2000; Visser et al, 2004);, while another conducted daily

assessments (Meyer, 1989). Clearly, t*ne longer after the programme the post-test is

conducted the more confident one can|be that any positive effects of the programme

will have a meaningful influence on sexual behaviour. This is exemplified by
Mitchell's (1994) study. A significant fncrease in knowledge and understanding was
observed in the intervention group rela#ive to the control group immédiately after the
programme. However, at delayed follox{]v-up, these differences between the t§vo groups
had disappeared. It is thus a source df concern that most of the studies had short
follow-up periods. This can be attribuqed partly to the demands of funding agencies
for rapid completion of projects, and p#tly to the tight time frames under which many
students conduct their dissertation and Jhesis studies. It could however also be due to

poor designs of the studies.
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2.3.5.3 Evaluation instruments

The majority of evaluations were conducted principally by self-administered
questionnaires. Focus group discussions were the only source of data in the evaluation
by Bailie (1991). Although a quantitative survey was conducted in an earlier phase of
the study reported by Mathews et al (1995), the formative evaluation was conducted
using focus groups and free attitude interviews. Face-to-face interviews were the
principal data collection method in the evaluation by Magnani et al (2004). Only one
study combined both qualitative and quantitative methodologies in the form of

interviews, focus group discussion and self administered questionnaires (Visser et al,

2004).

The studies used questionnaires comprising either closed-ended questions or both
closed- and open-ended questions. The fact that each study used a questionnaire that
was not used by any of the other studies makes it difficult to compare the results of
the different evaluation studies. Even though three of the most recent studies I located,
(Magnani et al, 2005; Reddy et al, 2005; Visser et al, 2004) evaluated programmes
developed under the auspices of the National departments of Education, Health and

Welfare, there is no suggestion that a similar questionnaire was employed.

2.3.6 Key evaluation findings

As this review did not include only studies assessing sexual intercourse and condom
use, the headings used in presenting the findings below are not similar to those used in
the review of RCTs. The headings in this section represent some of the key findings
on the determinants of behaviour that were reported in the studies. In the sections

below I will discuss each of these evaluation findings.
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2.3.6.1 Knowledge and attitudes

With the exception of the studies by BFiﬂie (1991) and Mathews et al (1995), all the
studies investigated the effects of thL: programmes on knowledge. This included
knowledge of HIV/AIDS, other sexually transmitted infections (STIs), knowledge of
condoms and other methods of preventllng STI or pregnancy. For studies that assessed

attitudes, they looked at attitudes towards people living with HIV/AIDS (PLHA)

(James et al, 2005; Kuhn et al, 1994; Mitchell, 1994; Reddy et al, 2005; Visser, 1996),
attitudes towards the use of condoms ?r contraceptive methods (Meyer, 1989; Visser
et al, 2004), premarital sex and STI% (Page, 1990) or HIV preventive behaviour

(Harvey et al, 2000; Mathews et al, 1946; Reddy et al, 2005).

Some of the studies that had pre-tests found that levels. of knowledge were low and

attitudes unfavourable before the programme (Harvey et.al, 2000; Kuhn et al, 1994;

Meyer, 1989; Mitchell, 1994; Page, 1990; Visser et al, 2004). Marked improvements
were noted after the intervention. A ical finding regarding knowledge is that the
number of respondents who knew that HIV cannot be transmitted through touching
increased from 44.0% at pre-test to 7 1.?% at post-test, whilst for the control group the
corresponding figures were 46.1% 4nd 45.1% respectively (Kuhn et al, 1994).
Likewise, a typical finding regarding 4ttitudes is that 48.0% of the students were not
afraid of a person with AIDS before khe programme, compared to 68.0% afier the
programme (Visser, 1996). Visser et al (2004) reported statistically significant
changes in knowledge and attitude tf)wards HIV/AIDS and preventive behavio‘ur

while modest gains in knowledge were reported in the study by Magnani et al (2005).

Providing literature only as an interTention did not seem to have any effect on

attitudes (Harvey et al, 2000).
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It is encouraging that the programmes were able to increase levels of knowledge, even
though many of the studies had methodological shortcomings as described earlier.
Negative findings would have been a cause for concern. If, for example, a study
without a control group had failed to detect a positive effect following the
programme, a study with a control group among the same population would be most

unlikely to demonstrate a positive effect.

Besides the evaluations by Reddy et al (2005) and Visser et al (2004) which were
conducted 10 and 12 months after the intervention respectively, the other studies had
short follow-up durations, thus it is not possible to tell whether the short-term effects
of the programme dissipated or not. These two studies however, show that
programmes can have longer-term effects. Visser et al (2004) reported modest but

significant increases in knowledge a year after the intervention.

There were two studies where the expected positive changes did not occur. Seydel
(1992) did not detect changes in attitudes or knowledge after exposure to intervention
programmes. However, she asked respondents to indicate whether or not they
received sex education at school. If they had, they were asked whether, in their
opinion, it had any effect on knowledge or attitudes. Thus, there were no objective
data about the impact of the programmes. The second exception was the study by
Mathews et al (1996). Their respondents, who attended a suburban, middle-class
school in Cape Town, had very high knowledge levels before the programme. Over
90%, for example, knew that AIDS could be transmitted vertically and that sex
without a condom is risky. There was no increase in knowledge for those items for
which the students had a high level of knowledge before the programme. For other

items for which the levels of knowledge were low at baseline, there was an increase in
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levels of knowledge after the programme. For example, the percentage who knew
why people with a sexually transmitte#ii infection have a higher risk of getting infected
\
with HIV increased significantly froi#n 6.4% to 20.8%. Attitudes were also very
positive before the programme hence no post-intervention effect, again suggesting
that programmes have less potential *o exert a positive impact when conditions are
favourable prior to the intervention. dﬁs suggests that the level of knowledge and the
extent to which attitudes are positive #eeds to be taken into account when planning a

programme. It would not be a sensib’e use of resources to attempt to increase very

high levels of knowledge even furtheq or to induce already favourable attitudes to be
even more favourable. Rather, one sHould focus on areas where the pre-programme

knowledge levels or attitudes are iunfavourable, where there is the scope to

demonstrate positive effects.

2.3.6.2 Susceptibility to HIV infect#on

A person’s perception of their peranal risk for contracting HIV is an important
determinant of their sexual behaviom?. People who believe that they could contract
HIV and who feel anxious about the ﬁsk, are more likely to change their behaviour
than those who feel immune or who ido not perceive a personal risk (Flisher et al,
1999). Whilst improvements were repc*rted on most icnowledge scales by a majority of
the studies, only Harvey et al (200&) reported an increase (49% to 54%) in the
proportion of sexually active student% in the intervention group who thought they
could contract HIV. No signjﬁcan* differences were reported with regard to
susceptibility in the other studies that addressed this issue (Kuhn et al, 1994; Visser,
1996). The majority of respondents inithe study by Kuhn et al (1994) considered that

only particular groups were at risk of i;ontracting HIV infection, such as "prostitutes”
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and "women who sell their bodies". Furthermore, AIDS was characterised as a "white
disease". Only 16% of the students in this study stated explicitly after the programme
that AIDS could affect anyone. This study was however conducted at a time when
there was less public discussion about HIV and less visibility of PLHA in the country.
It is likely that with increased visibility of people of diverse backgrounds living with
HIV/AIDS the perceptions may have changed since. In Visser's (1996) study, there
was a non-significant increase in the proportion of students who believed that AIDS
did not only affect only certain population groups, but more students were sure that
they were not at risk of contracting HIV after the intervention. The four most recent
evaluations (James et al, 2005; Magnani et al, 2005; Reddy et al, 2005; Visser et al,

2004) did not address the issue of perceived susceptibility to HIV infection.

These results suggest that programmes should prioritise increasing the insight of the
programme participants into their susceptibility to HIV infection if they practice
behaviour likely to put them at risk. Of course, this challenge may be easier to meet
since the incidence rates have increased among South African adolescents, as
indicated in the introduction chapter. Not only has this led to increased media
coverage of the HIV epidemic, but it is becoming increasingly more likely that
adolescents participating in programmes may themselves be living with HIV or likely
to know of people their own age who are living with HIV or people who have died
from AIDS. It is reasonable to assume that these factors will result in an increase in

the perceived susceptibility of South African adolescents to HIV.

2.3.6.3 Self-efficacy

Five studies included this variable in their evaluations and reported positive effects.

Mitchell (1994) investigated self-efficacy with respect to avoiding HIV infection and
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reducing sexual transmission of HIV, ]and found no evidence of an increase in self
efficacy immediately after the prograljnme. However, at follow-up 6.5 weeks later,
there was a trend for improvement in Hgoth domains. Thus, a failure to demonstrate an
impact immediately after the progMne does not imply that longer term effects are
absent. Harvey et al (2000) found an i;hcrease in percentage of students in the drama
intervention schools who thought theyiwould be able to tell their girlfriend/boyfriend
to use a condom during intercourse. P}:mentage decreases were found in the booklet
intervention group. As was the case f$r knowledge and attitudes, the students in the
study by Mathews et al (1996) d*splayed favourable self-efficacy before the

programme in some respects; for example, over 85% of the students believed that they

would be able to show their partner love without having sex, and that they would be

able to insist on using a condom duriné sex even if their partner did not want to do so.
The programme did not increase the ]’evels of self-efficacy for those behaviours for
which self- efficacy was high befor}: the programme. However, where low self
efficacy was reported before the irrtervention, there were positive effects. For
example, more than half of the sexualli' active students believed that it was difficult to
refuse when their partner wanted sex. 'f['hls proportion decreased after the programme.
Even though this difference was not| statistically significant, it was in the desired
direction. Magnani et al (2005) investigated perceived self-efficacy to obtain and use
condoms. At the second wave of the study, a larger proportion of respondents were
confident in their ability to obtain concﬂoms when needed. Gender and age differences
were observed, with younger femajes displaying lower levels of self-efficacy
compared to males and older youth }(Magnani et al, 2005). Again, these findings

underline the importance of tailoring the programme to fit the characteristics of the

students at baseline.
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2.3.6.4 Communication about sex/sexuality

Five studies investigated whether communication with family, friends and/or girl- or
boyfriends about sexuality changed as a result of the interventions (Kuhn et al, 1994;
Meyer, 1989; Page, 1990; Reddy et al, 2005; Seydel, 1992). In general, the
programmes had a positive effect on the amount of communication about sexuality.
An exception is the study by Page (1990), which found that there was an increase in
communication with friends, no change in communication with girl- or boyfriends,
and a decrease in communication with parents. However, this study was conducted at
a boarding school, where one would expect that there would in any case be minimal

contact with parents.

Although the amount of communication increased, none of the studies discussed the
content of the communication. An increase in communication is not necessarily a
good thing. It is possible, for example, that there was an increase in communication
about sexuality with (say) parents, but the communication was characterised by
conflict and recrimination. In this case, an increased amount of communication would

be unlikely to exert a positive effect on sexual behaviour.

2.3.6.5 Behaviour

Only one study that investigated behavioural intention reported a positive effect on
intention to have sex (Reddy et al, 2005). The other studies did not find positive effect
on behavioural intention to use condoms (Kuhn et al, 1994), change sexual behaviour
except use of condoms more frequently (Page, 1990) or to undergo a HIV blood test

or have sexual relationships (Visser, 1996).
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Five studies (Harvey et al, 2000; Magtilani et al, 2005; Mathews et al, 1996; Reddy et
al, 2005; Visser et al, 2004) asked aﬂbout actual behaviour, but this was measured
appropriately in three of them (Harvey et al, 2000; Magnani et al, 2005; Reddy et al,
2005). Harvey et al (2000) reported an increase in condom use amongst intervention
students. There was no evidence of| an increase of sexual activity following the
intervention, but the proportion of sh'udents under the age of 18 years that were
sexually active fell slightly in both #roups. Mathews et al (1996), Magnani et al
(2005), Reddy et al (2005) and Vis%er et al (2004) found that significantly more
students became sexually active at d1e second point of assessment. This is not a
surprising finding, particularly in the s@dies by Magnani et al (2005) and Visser et al
(2004) given that the youth were one|and two years older at the time of the second
survey. Visser et al (2005) also attri*)uted this to more honesty in completing the
questionnaire at posttest. The practicei of secondary abstinence (delay of subsequent

sexual intercourse by those that havér had sex) also increased, especially amongst

females (Magnani et al, 2005; Reddy e{y al, 2005; Visser, 1996).

The programme evaluated by Mathew% et al (1996) had no effect on the prevalence of
condom use at last intercourse, and a %igniﬁcantly negative change on the proportion
that had a condom. Reddy et al (2005j) reported a reduction in the number of sexual
partners. The behaviour changes that v#j'ere observed were modest, and as Mathews et
al (1996) concede, the absence of cont:}ol groups in these studies makes it impossible
to distinguish changes that can be a "buted to the programmes from changes that
would have occurred in the absence of|a programme. Seydel’s (1992) study, in which
attendees at a reproductive health cliniL were asked about their experience of school-

based sex education programmes, indic*:ated that there were differences between those
|

who has received “some” and “much” %ex education. Those that had received “much”
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sex education were more likely to choose condoms and less likely to use the pill as
their preferred contraceptive method. Among those who had “no” sex education, a
much smaller proportion chose the condom as their preferred method of
contraception, with a bigger proportion choosing the injection. It is difficult to
interpret these results as they refer to a number of sex education programmes and it is
unclear whether choice of contraception reflects behavioural intention or actual
behaviour. Also, the focus was on contraception as opposed to HIV prevention, which
has a bearing on the reasons that a particular method of contraception is chosen. The
once-off reading of a photo novella in the study by James et al (2005) increased

condom use.

Some of these findings are disappointing, and underline the importance of conducting
evaluations of intervention programmes. There are several possible explanations for
the failures of the programmes to affect behaviour or behavioural intention, such as
the limited duration of the programmes, the fact that they were not embedded in a
theoretical framework, did not address skills such as decision-making and
assertiveness or the interventions were not properly implemented. This last point is
well illustrated in the process evaluation by Visser et al (2004). The study found that
the HIV/AIDS programme was not successfully implemented in the majority of the
schools to facilitate change in the behaviour patterns of learners. The main barrier to
implementation was structural and organisational factors within the school system,
such as lack of resources and relationship dynamics like lack of support from
principals and other staff members who did not view LO as important (Visser et al,
2004). In schools where principals were willing to support the programme they were
overwhelmed by organizational, financial and structural problems, as well as a myriad

of changes that were occurring within the national school system. However, even in
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|

schools where some implementation ’occurred, the teachers failed to build learners’
life skills and capacity, focusing rat"ler on facts about HIV/AIDS, awareness and

education (Reddy et al, 2005; Vis#er et al, 2004). There are some interesting
similarities in these findings and thoie reported by Oakley et al (2004) discussed in
the review of RCTs. Even thougl# these studies were conducted in different
continents, they both found that as a #on—examination subject, sex or HIV education
had a low status compared to other s|ubjects, which hindered implementation of the

interventions. The schools were undeT pressure to raise academic standards and sex

education was not a priority on this ag#nda hence was allocated fewer lessons.
|

In the book “Letting Them Die’: Why HIV/AIDS Prevention Programmes Fail,
Catherine Campbell strongly illustraiTes these points about the complex nature of
social contexts, the relationship dyr*amics therein and their influence on sexual
behaviours (Campbell, 2003). Usi&g a case study of an intervention aimed at
mineworkers, commercial sex workers and young people in a mining town in South
Africa, the book discusses in detail 4he difficulties and powerlessness that each of
these three groups experienced in pr+ticing healthy behaviours in a complex social
context that was unsupportive to health enhancing behaviours. Mine workers for
example considered themselves likely ho die from their dangerous jobs anyway, hence
reluctance to use condoms. Thus #lthough well-meaning and well-funded, the
intervention failed to change behavi{)urs, not due to ignorance of the individuals
engaging in high risk behaviours, but mainly due to social and community structures
characterized by the interrelated facto;i“s of high unemployment rates, distrust, lack of
personal intimacy, migrant labour system, poverty sex inequality and cultural taboos

that undermined any intentions to perform safer sexual behaviours (Campbell, 2003).

The relationship and organisational bynamics in a school setting may not be as
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complicated, but they exist nevertheless and have implications for the implementation

of interventions and therefore the behavioural outcomes.

2.3.6.6 Involving communities in developing HIV/AIDS education programmes

Two studies reported the involvement of school communities in developing the
intervention (Kuhn et al, 1994; Mathews et al, 1995). The programme by Kuhn et al
(1994) was initiated through a process of consultation and training Qith teachers,
parents, school nurses, students and the educational authorities. The aim was to utilise
existing resources, and give primary responsibility of the programme to the school
community. Mathews et al (1995) conducted a formative evaluation aimed at
exploring religious and cultural beliefs, and understanding students' sexual
experiences and sexual health needs so as to develop culturally and socially
appropriate classroom AIDS resources. By involving the school community, the
researchers realised that their assumptions about AIDS education were not shared by
the community and were challenged. What they thought to be public health
imperatives were in conflict with the acceptable religious and cultural values of the
community. For example, during the piloting stage of the intervention, teachers were
faced with the question of whether precautions against HIV should include safer sex
and acceptance of all PLHA, in a community in which Muslim religious teaching
forbade premarital sex and homosexuality. The teachers' concern was that the
program should respect and uphold religious values of the community. On the other
hand, students were experimenting with sex, and many spoke of experiencing desire
and pressure to have sex. The essential conflict between the parents and teachers'

needs to promote religious values, and students' needs to cope with experiences of
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sexuality and to protect themselves in high risk situations was evident in the

discussions.

'
|

These studies suggest strongly the ne%:d for researchers and programme designers to
undertake formative evaluation to 1inform programme development. It is also
important that the school community is involved in the development of the evaluation.
Some of the implementation barriers}reported by Visser et al (2004), for example,
may have been minimised if principa.‘s were involved in developing the programme
and supporting its implementation. THe study by Mathews et al (1995) highlights the
moral, religious, cultural and perq;onal conflicts facing HIV education in a
multicultural context. The researchers conceded that they had failed by not taking
sufficient heed of the reservations anc% uneasiness voiced by teachers in the first few
discussions. Findings from this form%tive evaluation were used to develop a photo
novella using the students' experienc‘%s, and also to inform the development of the
AIDS education programme in partn%rship with teachers. Qualitative methods were

shown to be useful in understanding iﬁ—depth the social and cultural factors related to

adolescent sexuality.

2.3.6.7 Respondents' Evaluations o#‘ the programmes

In general, respondents provided posi!tive evaluations of the programmes. This was
manifest, for example, in requests foﬂ more information on HIV and AIDS (Baillie,
1991; Kuhn et al, 1994; Mitchell, 1994; Mathews et al, 1996; Seydel, 1992; Visser,
1996). However, in some studies respo!ndents indicated that they would have preferred
a greater emphasis on visual and pan\ticipatory methods as opposed to lectures and

other passive methods (Baillie, 1991; Mathews et al, 1996; Visser, 1996). For
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example, Bailie's (1991) formative evaluation of a programme offered by the National

Health Department reported that the programme should:

¢ include more imaginative and stimulating teaching methods;

e promote more trusting relationships between programme facilitator and

students;
e increase the use of small discussion groups and role plays;
e address issues of concern to the adolescents;
e involve parents and the community members to a greater extent; and

o offer easier access to the students for individual counseling.

The suggestion for more visual and participatory methods is supported by evidence
from the study by Harvey et al (2000) in which longer-term positive effects were
reported. The "DramAide" intervention schools in the study had higher scores of
improvement in knowledge and attitude compared to the schools receiving

information literature only.
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Table 2.3 Evaluations of school-based reproductive health promotion and HIV prevention programmes in South Africa
Author  Description of programme and Sample Details of evaluation Factors investigated Summary of results
region
1. Bailie, Developed by National Health 3 high schools Formative evaluation Knowledge of STIs & Higher levels of knowledge reported amongst std 9-12 compared
1991 Department. oducti tomy; tol ades.
pacimen Grades 6 - 12 6 focus groups with learners Feproductive ansiog o lower &t
Presented by trained advisors. Knowledge & attitude to Superficial knowledge of contraceptive methods; fear of negative
Age 12 - 19 years. contraception effects of contraception.
| or 2 lessons per year. . i
Purposive sampling Sexual attitudes Students expressed dislike for lectures; issues addressed are not of
Cape Town N=60 N concern to respondents. Need for more visual and creative
Students' opinions of the presentations
programme
-2, Harvey . i = 2 pairs of schools from 5. . _Qutcome evaluation _Knowledge of HIV/AIDS b
etal, programme; Phase I: a play districts (4 rural, 1 urban) in drama intervention schools. No change in booklet intervention
2000 presented by qualified actors, Randomized community Attitude towards schools
teachers & nurses; Phase II: drama  gyg 8 pupis intervention trial
workshol?s f'°' teachers & St"’d"m& HIV/AIDS and PWA Statistically significant higher knowledge in intervention group.
Phase m(i : school open day’ N=1080 at pre-test; 699 at  Pre- & Post intervention SAQ Increase in attitude and behaviour score in intervention group, no
presented by students. post-test with closed questions Behaviour change in control. Np evidence tha} non-se)fually active gtudents
became sexually active due to the intervention. Increase in condom
For control group, a 10- _ use in intervention group.
pagebooklet information in Zulu Mean age =17.6 years at
pretest; 18.3 at posttest
KwaZulu Natal.
3. James systematically developed photo- 19 schools, rural & urban; Experimental pre-post test knowledge, attitudes, Increase in knowledge on the spread of STls.
etal, novella (Laduma) on accurate 10 intervention,n=599; 9  design communication and
2005 factual information to increase control schools, n=569 behavioural intentions with

knowledge and reduce
misperceptions about STIs,
increase positive attitude towards
safe sexual practices, enhance self-
efficacy and adoption of skills

KwaZulu Natal

SAQ
2 classes randomly
selected from all the grade
I1classes at each school

N=1168; Age range 15-22
years

respect to STIs,

communication about STIs

sexual behaviour

condom use.

Improved change in attitude to condom use and towards PLHA &
STIs increased intention to practice safe sex behaviours in
intervention group.

male learners in intervention group reported a more positive
attitude towards PLHA and people with STIs
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Author  Description of programme and Sample Details of evaluation Factors investigated Summary of results
region
4. Kuhn Developed through brainstorming A high school in a socio- Formative and outcome Knowledge Significantly higher increase in knowledge in programme group
et al, with staff & students economically is evaluations . . .
1994 advantaged urban area Attitudes to PWA Low but increased acceptance of PWA in programme group.
Attempted to reach out to parents SAQ with closed & open - e R .
2 classes from each grade.  ended questions Susceptibility No increase in % of students who thought AIDS was everyone’s
Presented by trained teachers . . problem.
Control school, N= 336 at Communication with parents,
Intense high-profile focus on AIDS pre-test, 276 at post-test peers, teachers, sexual Dramatic impact on communication with parents, friends, teachers,
for 2 weeks partners and nurses nurses & sexual partners.
Programme school, N = L. " - .
Cape Town 23 lgrat pre-tess‘:, 206 at Condom use Small, statistically significant change in intention to use condoms.
post-test A range of negative attitudes towards condoms were reported.
Mean age = 18 ( range 12
-30)
. a ife skills curriculum overseen = panel surveys, ubstantial increase in exposure to life skills education from -
5. Magn A life skill icul by N=2222 2 1 1999 & Substantial i i life skills education from1999
nietal, the National Project Committee of . 2001. SAQ . . 2001
2005 the Departments of health and Probability sample of Exposure to life skills
Education households in 2 magisterial Impact measure: net dose- education. Impact on: Significant but modest gains in knowledge of aspects of reproductive
districts. Multi-stage response relationship between Sexual d health, STIs, HIV/AIDS, and perceived condom efficacy.
Each province followed committee  cluster sampling of life skills exposure and exual debut .
tghuidelines to design and implement lztguseholds with youth 14-  outcomes Secondary abstinence Larger effects on condom use at first and last sex
€ programme years. Interviews with youth and Number of sexual partners ::;t ﬁ:ﬁfewm effects on age at first sex; Increase in secondary
KwaZulu Natal adults
Interviews with principals Condom behaviour Increase in proportion of sexually active youth; No significant change
with regard to number of sexual partners in the last 4 weeks.
Increase in self-efficacy to obtain and use condoms
6. Mathe  Designed by students, teachers and 1 high-school in an Pre-tests and post-tests Knowledge of HIV & AIDS. High accurate knowledge levels at pretest. No change at follow-up.
gned by
t ts ffluent Gr: 10
;\]'s ¢ paren affiucnt arca ORge Direct observation Attitude towards PWA No significant changes in attitude towards PWA
) Cl -based activities, video, N =232. . . . - . . .
1996 phzstzrgzﬁicase activities, video 2 interviews with guidance Self-efficacy Significant increase in the proportions that would use a condom.
M =15 teach
Taught by two guidance teachers o 6 cachers Behaviour More students became sexually active during the intervention
Females - 49% 2 focus groups L. . R . ..
9 months duration Student opinions of the Request for more m-.dgpth information on Catholicism,
Christians - 84%,; Students' diaries programme homosexuality and living with HIV. Teachers found the programme

Cape Town

Moslems - 7%.

79.2% never had sex.

manual easy to use.
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Author

Description of programme and
region

Sample

Details of evaluation

Factors investigated

Summary of results

7. Mathe  Qualitative research aimed at Teachers and studentsina  Formative evaluation using The cultural meaning and Researchers’ assumptions about AIDS education were in conflict
ws et developing culturally appropriate high school in a Muslim focus groups and free attitude  social context of sexuality with cultural and religious values. Students experienced conflict
al, resources for AIDS education with  community interviews and sexual behaviour between their sexual desires and societal and religious values.
1995 input from teachers and students
Purposive selection of Findings informed the AIDS education programme later developed.
Cape Town students
8. Meyer, Developed by National Health 2 high-schools Pre-test — post-test with Knowledge of STDs, Improvements in knowledge of STDs, physiological development &
. 1989 Department ) i control group physiological development contraceptive methods in programme group
intervention N=30; .
L ! . and contraceptive methods . Lo .
Use of flashcards, audio-visual comparison group N=30 Daily assessment Improvement in communication with parents & friends
equipmen up discussions, role ) Int al communication . ) L
p?:wpnn; L, group Random selection SAQ e persona’ communicat Students requested further information on topics discussed
Respondents’ evaluation
Soshanguve
9. "Mitchel Professionally designed and Private multiracial Pre-test (1 experimental 1 Knowledge & under-standing  Significant increase in knowledge and understanding relative to the
1,1994  delivered . control). of HIV & AIDS comparison group at immediate follow-up
Anglican boys secondary
10 hrs over 2 full teaching days school Post-test (4 groups). Attitude towards PWA At delayed follow-up — no significant changes in knowledge
Cape Town intervention N = 60; Post-test immediately & 6/, Perceived social norms Self-efficacy improved at 6 * weeks follow-up. No details of changes
control group N=30 weeks later. in other s in outcomes at follow-up.
Self efficacy
Ages 16— 18 SAQ
Random sampling
10 Page, Presented by 5 trained volunteer Private boarding school Pre-test- post-test Knowledge of contraception,  Significant increase in knowledge
1990 counselors

1 hour weekly for 4 weeks.
Midrand

Convenience sampling
35 male, 18 female

Mean age 17.7, range 16 —
18 years

61% of males and 22% of
females had had sexual
intercourse.

Repeated measures

Subjective/outcome
evaluation

STDs and sexual knowledge.

Attitude towards pre-marital
sex

Behaviour

Communication

No change in attitudes towards pre marital sex
Clearer sexual values

Students would be more comfortable with using contraception after
the intervention.

No effect on sexual behaviour

Increase in communication with friends. Less communication with
parents. No change in communication with boy/gitlfriend.
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Author  Description of programme and Sample Details of evaluation Factors investigated Summary of results
region
Attendees at reproductive .
11 Seydel, No specific programme health clinic P SAQ Knowledge of Contraception  37.3% had “comprehensive” sex education at school
1992 and biological facts about
Western Cape N = 67 English speaking, No control group. reproduction No increases in knowledge
sexually active females
Ages 12-19 Attitude towards No changes in attitude
N ducation N=21; i . .
so(:nsemlili;l": n:z::)h N=25 abortion and No differences in the “no sex education”, “some sex education” &
’ “much sex education groups
sexual abuse
12 Reddy  The KwaZulu Natal Department of 22 schools 11 intervention,  pre-test, multiple post-test, knowledge, attitudes toward More students in both the control group had had sexual intercourse at
etal, Education’s Life Skills Programme 11 control. 2 grade 9 control group design. Semi- condom use and people living  posttest No change in intention o have sex. Greater proportion in
2005 aimed at reducing classes at each school structured SAQ Measurement  with PLHA, perceptions intervention males decreased number of sexual partners. Increase in

prevalence of HIV among students.
16-hour intervention, once a week
for two school terms. Implemented
by trained teachers

Pietermaritzburg

randomly selected.
baseline n= 513 in control,
628 in intervention group.
mean age =15.6 years; age
range 12-21 years

at baseline; posttest (6 months
after baseline; 4 months after
the post-test.

Process and outcome
evaluation

about sexual behaviour,
communication about safer
sex, social support, self-
efficacy

knowledge. Positive attitudes towards PLHA, Greater confidence in
communicating about sex with siblings, friends, parents, and partners.
The differences between the groups were small and most were not
statistically significant.

13 Visser,

1996

Developed by the National Health
Department

Presented by counselling teachers
8 - 18 periods over 6 weeks

different provinces

11 urban and rural schools

N=339

Grades 8-11

All races

Process and outcome
evaluation.

Before-and-after design

SAQ; 2 focus groups per
school

Interviews with presenters

Process evaluation with
teachers, assessing
implementation

Knowledge of STDs, HIV
transmission and prevention
against AIDS

Attitude towards PWA
Perception of condom use

Behavioural intentions

Significant increase in all knowledge scales except susceptibility;
e.g. knowledge that: AIDS could not be cured - pretest 69%,
posttest 82%; condoms prevent AIDS - pretest 48%, posttest 59%
Increase in positive attitude towards PWA

No significant difference in perceptions of condom use

No significant differences on behavioural intention
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Author  Description of programme and Sample Details of evaluation Factors investigated Summary of results
region
14 Visser, Developed by the National 24 high schools in 2 urban  Conducted over 2 years. Outcomes: Knowledge of Statistically significant changes in knowledge of HIV/AIDS Amongst
etal, Departments of Education, Health educational districts HIV/AIDS and learners and teachers.
2004 and Welfare, and helping Process evaluation:
organisations. Convenient sampling interviews with teachersand ~ Attitude towards HIV/AIDS  No significant changes in learners’ attitudes toward condom use,

Implemented by trained teachers

different provinces

of classes in 5 schools
N=873 at pretest; 794
at posttest

Age range-19

__47% male, 53% females

principals; focus groups with
learners.

Outcome evaluation: self
administered questionnaire

Pre- and posttest design with
one year duration.

and condom use
Sexual behaviour

Psychological wellbeing;
Feelings of personal control

Process: impact of training on
teachers ability to present
HIV/AIDS education;

implementation; perceived
outcomes

psychological wellbeing and feelings of personal control.
Increased high risk behaviour
No implementation of the programme in the majority of the schools

In most schools, no time allocated to HIV/AIDS education

SAQ: Self-administered questionnaire
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24 Limitations of the reviews

These reviews have several limitations. The benefit of limiting the first review to
RCTs of school-based targeted behaviour change interventions was that I reviewed
relatively well written and well conducted studies that provided the most robust
evidence. The limitation however is that in doing so, I excluded some rigorous RCTs
of targeted behaviour change programmes aimed at adolescents but conducted in
settings other than schools. By using the study design as the primary inclusion criteria,
I also excluded studies that employed other designs such as quasi-experimental and
non-randomized controlled studies, some of which may have provided additional
evidence in the review. In the review of South African studies, I searched only for
studies in English, thereby excluding studies in Afrikaans. The evidence of overall
effectiveness of school-based studies aimed at abstinence or delay of intercourse or
condom use would have been strengthened by conducting a meta-analysis. However,
many of the studies included in the review did not provide sufficient details to

conduct a meta-analysis.

2.5 Discussion and conclusion

In this chapter I have presented two reviews of school-based interventions; one of
RCTs aimed at promoting abstinence or delay of intercourse, and condom use; the
other of evaluation studies conducted in South Africa. The review of RCTs was
limited to studies assessing these two behaviours, while the review of South African
studies included any evaluation studies of school-based HIV/AIDS, sexuality or
reproductive health interventions that addressed behaviour and other attributes that are

crucial to HIV prevention among adolescents.
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Some general conclusions can be drawn regarding school-based interventions and
evaluations from the two reviews pre%ented above. Firstly, the number of evaluation
studies located was surprisingly small, given the direct relationship between sexual
behaviour and HIV infection or prevention amongst young people. Secondly, because
the studies employed different evaluption questionnaires, this poses challenges in
comparing the results. Thirdly, most &f the studies provided scanty details regarding
the intervention content and students’ ¢xposure to the intervention. Fourthly, the small
number of and little detail on process}evaluation makes it difficult to understand the
contexts in which the interventions #vere implemented, the fidelity and quality of
implementation, difficulties that werg encountered and how these impacted on the
intervention implementation. This is pLu’ticularly important as process evaluation data
could shed some light for example oh why some interventions had negative or no

effect.

Overall, the review of RCTs showed considerable evidence for the effectiveness of
school-based HIV prevention programmes. Encouraging positive findings were
reported on condom use, but negativq, small or no effects on abstinence or delay of
intercourse. This highlights the need to implement and evaluate rigorously
interventions that promote the delay of sexual intercourse, particularly among younger
non-sexually active adolescents. Whjl% there is general consensus regarding the need
for evidence-based interventions, the dse of RCTs in the evaluation of educational and
social interventions is a contested issue that has been debated extensively (Cook,

2003; Macintyre and Petticrew, 2000; Nutbeam, 1998; Oakley et al, 1995; Oakley &

Fullerton, 1996; Oakley, 1998; Stephebson and Imrie, 1998; Victoria et al, 2004). The
debates centre on the ethical and pragtical factors associated with the experimental

designs associated with clinical res%:arch to evaluate complex behaviour hence
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oversimplifying causation and real-world situations; and the costs of undertaking
large RCTs in complex institutional settings such as schools. The studies reviewed
here demonstrated that while applying RCT designs to school-based interventions
may be complex, it is not unfeasible and many of the challenges can be overcome.
Other study designs, including non-randomised controlled trials are valuable in
detecting associations between an intervention and an outcome, and probably pose
fewer of the ethical and feasibility dilemmas. However, they cannot rule out the
possibility that the association was caused by a third factor linked to both intervention
and outcome. One would therefore attach greater importance to the results of studies
employing RCT designs. This, as identified in the review is one of the shortcomings
of the South African evaluations as only a few employed designs that enable one to be
confident that changes that were manifest were caused by the intervention. However,
some of the studies provide important data on the development and implementation of
the interventions which demonstrate how processes both inside and outside the school
can influence the implementation of school-based HIV and sex education

interventions.

The scarcity of rigorous studies in South Africa may be due to the complexities
associated with RCTs, scarcity of resources and evaluation capacity. However, while
school remains an attractive setting for preventive health promotion interventions, the
very capacity of children to access HIV interventions through the school is threatened
by the AIDS epidemic, making it even more crucial to establish effective

interventions as a matter of priority.

One of the emergent questions from this review is why some interventions had

different gender effects. One of the challenges of implementing school-based
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interventions is that besides the gender differences, the students may be at different
levels in terms of cognitive development, maturity and sexual experience. A universal
programme may have different effect§ for subgroups of students as evidenced in some

of the reviewed studies.

The reviews also identified some wj:aknesses in the studies, including randomising

too few units; analytic limitations suc% as not controlling for differences between the

groups in the analyses, and the unit of randomization not matching the unit of
\

analysis; short follow-up durations; little information on operationalisation of the
theoretical frameworks, intervention ciFontent, and data analysis. The major limitation
in the South African studies was tlilat most of them employed non-experimental
designs that made it difficult to link 1}4«: outcomes directly to the intervention. Some of
these limitations should be seen w1thl the context that journal articles allow for only
a limited amount of space. It is possi ‘1e that some of the detail was available but not

reported in the articles. However, puﬁ)lished articles should provide sufficient detail
!

and clarity so that readers can underst#md the conduct and findings of the studies.
|

In conclusion, the reviews point to tﬂe need to improve the quality and reporting of
evaluation of school-based interventiops. In most of the RCT studies, for example, the
control groups were offered an inter\/pntion, but this is not discussed or described in
detail. It is possible that this may hav% had an effect on the observed outcomes, if for
example, the control group receiveh an intervention similar to that offered the
intervention group. Also, statistical ariz]yses must be appropriate for the data, and the
conclusions must match the statis i al analyses conducted. Although RCTs are
desirable compared to uncontrolled experimentation, poorly conducted RCTs can lead

to erroneous conclusions. However, Father than dismiss RCTs as inappropriate, or
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process evaluation and qualitative methods as having no place in evaluation,
researchers should select the evaluation design(s) most appropriate for their particular
research question, whilst maintaining the highest possible scientific standards. The
measures for determining effect should also reflect the aim of the intervention. The
challenge then is how to properly apply RCTs to behaviour change interventions that
occur in complex multi level, multi-dimensional and very diverse contexts such as
schools. In meeting this challenge, the science, ethics and feasibility issues inherent in
RCTs should be applicable to social interventions just as they are in clinical trials

(Oakley et al, 2003).

The current study attempted to build on the strengths of the evaluation studies
reviewed, and to address some of the limitations. As discussed further in the following
chapter, the study in particular addressed the evaluation design limitations identified
in the South African studies, shortcomings in the analysis of RCT data, and the
scarcity of contextual data. A cluster RCT design was employed which combined both
process and outcome evaluations. The design and methodologies are discussed in

Chapter 3.
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Chapter 3: Methods

3.1 Introduction

In chapter one, I described briefly th}a RCT design and methodologies employed in
this study. In Chapter 2, I explored qﬁs further by reviewing evaluation studies that
have employed RCT designs to evah#ate school-based HIV interventions; as well as
studies conducted in South Africal As mentioned in Chapter 2, the debates

surrounding the suitability of RCT de@igns to social interventions cannot be exhausted

in this thesis. There are no straightforward solutions as the debates are rooted in

competition between paradigms. Suffice it to say that RCT designs are feasible and

can be ethically and successfully empﬂoyed in social interventions as they are in other

research domains. In the current chaéter, I draw on the review to present the design
|

that was employed in the study, andl the attempts that were made to overcome the

!
limitations identified in the literature.

A cluster RCT design was employeci and a variety of evaluation methodologies as
were appropriate for the process and qutcome evaluations. The core component of the
study is the outcome evaluation asses{:sing the abstinence or delay of intercourse; and
condom use. To this end, a quantitat?ve approach was employed, with the use of a
self-administered questionnaire. For process evaluation, qualitative methodologies
were employed, namely, educator les%on logs, interviews with educators, classroom

observations and focus group discussiFns with learners. Combining both quantitative

and qualitative approaches and div#rse data collection strategies created greater
|

potential of providing the most convipcing evidence of effectiveness, and contextual

data that were not available using ouﬁcome evaluation questionnaire only, as well as
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those contextual factors that could not be easily quantified. Further discussion of the

study design and methodologies follows in the sections below.

For ease of presentation, this chapter has three main headings, namely study design
(3.2); methodology (3.3); and Data analysis (3.4). In section 3.2, I present the study
design, sampling and consent procedures employed in the study. Section 3.2 is a
discussion of the various. methodologies employed for each of the evaluations, namely
process and outcome. The final section, 3.4, describes the analyses conducted for each

of the evaluations.

As is often the case with research projects, the processes in this project did not always
flow in a neat linear manner as presented here. Practical considerations sometimes
dictated that the evaluation plans be revised. However, the quality of the study was
not compromised by the changes to the processes of developing and evaluating the

intervention.

32 Study design

3.2.1 Rationale

The study design was a cluster RCT with matched pairs of schools, and school as the
unit of randomisation. One of the rationales for randomizing at the cluster level was
that the desired sexual behaviour change would be greater in magnitude, permanence
and generalization if achieved through group- rather than individual-processes (Cook,
2005). When larger groups such as schools are targeted, changes in norms and
networks can emerge. With regard to feasibility, randomising individual students
would have been unethical as all students were entitled to receiving HIV/AIDS
education as part of their LO curriculum. To randomise individual students within a

classroom would also have been practically impossible and unlikely to be accepted by
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the schools. Potential for contamination of the treatment group would also have been

higher.

Process evaluation was conducted during programme implementation and in the
period between the 1% and 2™ follow-ups. Interviews were also conducted with LO
teachers at the control schools after éirnplementation of the SATZ intervention was
completed. Outcome evaluation was conducted at the intervention and control schools

at three points of measurement: immediately preceding the intervention (baseline),

immediately after completion of the |intervention (first follow-up), and 6-8 months
after the intervention (second fqllow-up). The study design is illustrated
diagrammatically below (Fig. 3.1), wimere 04, Oz, and Os represent baseline, 1st, and
2n follow-up surveys respectively. 'Ij[he evaluation was conducted over a 15-month

period (February 2004 to May 2005).

Figure 3.1 The evaluation desigd
|

’ L
(o} 47 Intervention —| 0 )E—ﬂ 0,

—P 6 months ﬂ— P 6-9 months E——

# Process evaluation <€—

3.2.2 Population
The target population was grade eigﬁt learners attending public high schools in the

Cape Town Metropole.
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3.2.3 Sampling procedures

The sampling was conducted in a series of steps which are discussed in greater detail

in the sections below.
Step 1: Stratification by postal code

In the first stage of the sampling procedure, all high schools in the Cape Town
Metropole were stratified by postal (zip) code groupings. Each postal code grouping
contains areas that are similar in terms of key demographic factors such as socio-
economic level, race and language. Each stratum is thus relatively homogenous. This
is partly because the postal code groupings were to a significant extent informed by
the Group Areas Act’. According to this Apartheid era legislation, each residential
area was designated for occupation by members of a single race group. The postal
code groupings therefore included several areas that were designated for occupation
by the same race group. Although this Act was repealed in 1991, it continues to
influence the schools that learners attend, not so much by virtue of “racial”
classification, but because of the economic situation and geographical area within
which learners reside. Admittedly, there has been some, albeit slow, integration in the
schools. The integration has occurred particularly (and probably only) in the
previously coloured and white public schools, some of which are now predominantly
black. Thus the extent of integration is minimal and evident only in a few suburbs.
The use of racial categories in post-apartheid health-related research has been debated
in detail in previous literature (Ellison & de Wet, 1998) and will not be repeated here.

Suffice it to say that for the most part, the racial segregation created under apartheid

>The apartheid government’s Population Registration Act of 1950 officially classified the South
African population along racial lines as ‘Black’, ‘Coloured’, Indian’ and ‘White’. In the Group Areas
Act, the geographical location in which one lived was determined along these racial categories.
Accordingly, the racial group to which one belonged determined an individual’s access to everything,
including the schools they attended.
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prevails making these categories revaant today. Although this is changing more
rapidly in some areas of Cape Town tﬁan others, the postal area groupings still remain
relevant in developing sampling strategies to generate samples that are representative
of all of Cape Town in terms of variables such as socio-economic level and language.

This stratification approach ensured a wide range of strata from which to sample

schools that were representative not only of the population of interest, but also that the
level of risk in the sexual behaviouxJF of interest would be equivalent between the

intervention and control groups.
Step 2: selection of sampling fr#me

In the second stage of the samplin% procedure, schools were selected so that the
proportion of the selected schools inia selected stratum was directly proportional to
the number of students in that stlatlJm as shown in Table 3.1 below. Within each
stratum, the selection probability oq a school was proportional to the number of

students in that school. Larger scho‘L)ls therefore had a higher probability of being

selected. :
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Table 3.1

Postal code

Sampling frame

Total students No. of schools

No. of schools

Racial breakdown

grouping in the postal selected of selected schools
code grouping
N % C w B
15 32,091 17.7 38 7 5 1 1
16 34,205 18.9 38 7 6 1 0
18 6,086 34 9 1 0 1 0
19 7,275 4.0 5 2 0 0 2
20 8,809 4.9 7 2 0 0 2
22 23,917 13.2 30 5 5 0 0
23 17,359 9.6 9 4 0 0 4
24 20,640 11.4 36 4 4 0 0
25 6,726 3.7 9 2 1 1 0
26 3,516 1.9 6 0 0 0 0
27 15,304 8.5 18 3 2 1 0
28 5,090 28 9 2 2 0 0
Total 181,018 100.0 214 39 25 5 9

Abbreviations: C= coloured; W= White; B= Black

Thirty-nine schools were selected using this procedure. These selection procedures

were employed in previous studies conducted by researchers at the Department of

Psychiatry and Mental Health, University of Cape Town. The 39 schools had

participated in a 1997 survey addressing prevalence rates and correlates of sexual and

other risk behaviour among learners in Grades 8 and 11 (N = 2,930) (Flisher et al,

2003). This cohort study was followed up in 1999 and 2001. The same sample was

also used in a 1999 study in which correlates of condom usage among Grade 11

students were documented (N = 2,000) (Vergnani, 2002, 2003). Thus, selection of

schools for this study from these 39 schools had the following advantages: (a) on the
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basis of previous work, there was conhdence that the sample was representative of all
high-schools in Cape Town in terms Ff socio-economic level, race and language; (b)
Through previous work in these s%:hools, the researchers had established good
collaboration relationships with the pr;incipals and other key personnel, making access
to some of the schools a little easier; (c) there was confidence that based on previous
work, large projects such as this one could be successfully implemented at these
particular schools; and (d) in the previous epidemiological projects, it was mentioned

to the schools that intervention studies would follow in future. The current study

contributed to fulfilling this ethical obligation.

Step 3: Sample size calculation ‘and selection of schools

Using data from a cohort study conducted with school-going adolescents in Cape
Town (Flisher et al, 2003), the Haye: [ & Bennett formula (Hayes and Bennett, 1999)
for pair-matched samples was used to‘calculate the necessary sample sizes appropriate
for each of the 2 outcomes of interes# (Lombard et al, 2002). Using this formula, the

required number of schools for a mat(ihed pair design is given by:
2 . 2
c=2+ (22 +25)" [mo(1 “’:0)/"’“{’"41(! —m)/n +I (75 +73)] /(o —m1)

where z, /2, zp are the standard normal distribution values; Jly, JI, are the ‘‘annual”’

incidence in the control and intervention schools; » is the number of students per

school; and ky, is the coefficient of variation within the matched pairs.
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The sample size calculation took into account the power of the study (0.80), loss to
follow-up (20%), non-consenting (20%), effects of intervention (5.5 percentage
points) and significance level (p<0.05). The number of schools required was

calculated for each outcome as follows:®

Outcome 1: Delay of onset of sexual activity

Based on the cohort study by Flisher et al (2003), it was assumed that the background
annual incidence of initiating sexual activity is 15%. Using the Hayes and Bennett

(1999) formula,

¢ to detect a 50% reduction in the annual incidence (to 7.5% annual incidence) 6
pairs of schools were required, with 100 students who have never had sex per

school.

e to detect a 33% reduction in the annual incidence (to 10% annual incidence)
10 pairs of schools were required, with 100 students who have never had sex

at each school.

QOutcome 2: Condom use

Assuming a background prevalence of 38% of condom use at last sex among sexually
active Grade 8 students (this is a weighted estimate across gender, using the data from

the same cohort study by Flisher et al, 2003), the following calculation was made

e To detect an increase in the prevalence of condom use at last sex from 38% to
50%, 26 schools (13 pairs) were required, with 30 sexually active students per

school.

¢ I should like to thank Carl Lombard for the sample size calculations
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e Based on previous sample size %:alculations (Lombeard et al, 2002), it was also
|
|
estimated that 200 students wogﬁld be needed in each of the intervention and

control schools. |

Although 13 schools were required 14 each arm (control and intervention), 15 were
selected from the 39 thus increasing the sample size to take care of possible attrition
and maintain statistical power at the cluster-level in the event that clusters were lost.
A random numbers table was used fo; this procedure. The selected 15 schools were
located in various areas of Cape Town, some in high-density- high-poverty townships,
and others in relatively affluent suburls. The schools selected from each postal code

grouping were as shown in Table 3.2 b}slow.

Table 3.2 Number of schools sel Icted

Postal Code grouping (total no. No. schools selected No. schools selected for SATZ
schools in postal code) fo‘ sampling frame project

15(38) 7 3

16 (38) T 3

18(9) : 1 0

19(5) | 2 0

20(7) ! 2 1

|

22(30) ‘ 5 2

23(9) | 4 2

24(36) l 4 3

25(9) } 2 0

26(6) 0 0

27(18) 3 1

28(9) 2 0
Total (214) : 39 15
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Step 4: Matching schools in pairs

I phoned the 15 schools to inform them of their random selection to participate in the
project. The principal at each of these schools was then asked to identify a similar
school based on characteristics such as student population size, learner demographics,
language of instruction, geographical area in v’vhich the school was located and socio-
economic background of the learners. Where the principals had difficulty determjning
the latter, the amount of school fees was used as a proxy for the socio-economic
background. One of the design problems associated with school-based trials is the
control of contamination of intervention conditions which could mitigate the
intervention effects (Peterson et al, 2000). To reduce this possibility of contamination,

the principals were also requested to suggest schools that were not located too close to

their own. Fifteen pairs of schools were matched using this procedure.

I sent an introductory letter to each of the 30 schools, requesting them to participate in
the study. The letter explained the objectives of the project, the selection process, and
that the school would be randomly selected to be either in the intervention group or
the delayed intervention control group. Attached to this was the letter of permission to
conduct the study received from the WCED. Meetings were held at each school with
the principal or the LO teacher(s) or both. At this meeting the contents of the letter
were further explained, and principals were informed that there would be no financial
incentives for participating in the project. The principals had to give consent to
participate before randomisation. The researcher had no fore knowledge of the group

to which any school would be assigned.

Of the original 30, 2 schools were replaced, as there was another lifeskills project due

to begin with grade 8s. I informed the principals telephonically of the decision to
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exclude their schools from the projecﬂ. A further three schools were not interested in
participating in the study. These schlools were replaced with similar schools. The

random selection and matching proced'uxes described earlier were employed.

Step 5: Randomisation to the in*ervention or control group

Within each pair, one school was randti)mly selected to become an intervention school.
The random selection was done by p\hﬂing the school names in a box, one pair at a
time, and drawing one to be the inte+ention school. The risk of losing clusters was
minimal as allocation was conducted pair wise. This method of random assignment of

schools rather than individual learners or classrooms, and the stratification conducted

before randomisation also minimised differences between intervention and control
groups at baseline to produce groups !that were comparable and reduce the threat to

internal validity. Using this procedureL the unknown characteristics and measures are
likely to be equally distributed. To Ajpinimize the possibility of selection bias, this

procedure was conducted by someone [in the SATZ Project team who was not directly

involved in the evaluation and in the sample selection. The multi-stage sampling

strategy employed in the study is summarised in the Figure below.
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Figure 3.2  Multi-stage sampling strategy

[ All Cape Town high schools stratified by postal code ]

v

l Sampling frame 39 schools ]

!
' :

15 schools randomly ] [ Pair-wise matching of the ]

selected 15 selected

[ 3 schools declined” L ““““““““ ’[ 2 schools excluded® ]

\ 4 Y
Pairwise Randomization n=30 schools ]

I
| :

15 intervention schools ] 15 delaved intervention schools
[ 2 schools declined ® ]‘w ~>[ 2 matching schools dropped ]
\ 4
[ 13 intervention schools l [ 13 delaved intervention schools ]

l

SATZ
intervention

Usual LO
curriculum

* The schools said they had too much work to participate in the research and were replaced with similar
schools randomly selected from the same strata. SA lifeskills (including HIV/AIDS) intervention and
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research project was taking place with grade|8 leamers at the schools. At one school, teachers were
not available to attend the training workshops, while the other school was not interested. The two
matching schools were excluded.

3.2.4 Ethical procedures
The study was approved by the West%m Cape Education Department, and the Ethics
|

Committee Faculty of Health Sciencdjs, University of Cape Town. Ethical clearance
for the broader SATZ project was als<+ provided by the relevant ethical committee for
medical and health research in Norw#y (since the SATZ Project was coordinated by

the University of Bergen, Norway).

3.2.5 Access to schools

In addition to the intervention, the study design, method of intervention, validity and

reliability of measures used to judge q&’fectiveness, evidence of success is inextricably

linked to issues of access to the |intervention setting and to the programme

participants. Schools in Cape Town;j are inundated with requests to participate in
|

interventions and research. Educatorsi feel already overburdened by their daily work
without the added effort involved i'P facilitating research studies. Access to the
schools therefore had to be carefully ‘negotiated with the principals and educators. I

sent a letter to the 30 schools inf#)rming them of their selection to either the

intervention or delayed intervention gToup. In the letter the intervention schools were
informed that they would need to sen&ll at least two grade 8 LO teachers to a four day
training taking place on two consecuti*‘/e weekends. They were also informed that they

would implement the SATZ cun'icuiium in place of their planned LO lessons on
|
sexuality and HIV/AIDS. The conﬁrol schools were informed that they would

participate in the research but contipue implementing their usual life orientation
curriculum or whatever other life skilis and HIV/AIDS prevention activities they had
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planned for the year. Having an intervention in the control schools reduced the

likelihood that the SATZ intervention effects could be attributed to group interaction.

Two schools having been randomised into the intervention group refused to
participate. One of the schools cited educator unavailability for the training
workshops, while the other was not interested. The two control schools matched to the
declining intervention schools were dropped from the sample. The final sample of
SATZ participating schools was 26, 13 in the intervention and 13 in the delayed
intervention group, thus meeting the number of schools required in the sample size
calculation. Meetings were held at each of the schools with the LO teacher designated
by the principal as the contact person at the school. The meetings involved planning
the data collection, procedures for getting consent letters to parents and getting buy-in
and support for the study from the other teachers at the school in a manner that
furthered the needs of the research but was also sensitive to the needs and specific

circumstances of each school and the teaching burden that teachers already bore.

3.2.6 Parental/Guardian consent

I sent an information letter seeking passive consent to guardians/parents of all grade
eight learners participating in any of the research phases of this study, namely the
pilot phase, test retest studies, process evaluation group discussions and the baseline,
Ist and 2nd follow-up surveys. The letter outlined the aims of the project, ethical
considerations as well as what would be expected of the learners. Parents were
informed that they could turn down their children’s participation and could withdraw
them at any point of the research. Attached to the letter was a form that declining
parents had to return either to me or to the school. If this form was not returned, it was
assumed that the parents had understood the contents of the letter and consented to

their child/children’s participation. Parents could only decline their children’s
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participation in the research but not d:w intervention as LO is a compulsory subject.
Some parents did not send back the t:ITorm but sent oral declinations through the LO
educators or their children. One hun‘ ed and sixty-four parent refusal forms were
received from 11 schools before the| baseline survey, with more refusals in some
schools than others. Some parents hac# erroneously returned the forms as consent for
their children to participate in whicﬂ case they were contacted for clarity on the
matter. The decision to use passiveirather than active consent was informed by
findings from a study in Cape Town i’hich challenged assumptions of active consent
and its potential for introducing volunteer bias (Mathews et al, 2005).

At the 11 schools where declinatior# forms were received prior to baseline data

collection, I phoned all the parents that provided a contact number. At one school, 17

of the 19 parents that had objected to their children’s participation changed their

minds and allowed them to do so. Further explanation had helped clarify the
objectives of the research. The most cbmmon reasons for refusal included “my child
is too young to be exposed to the topiL: of sex”; “my child is struggling to settle into
high school and this would be another issue to deal with”; “In my religion it’s not
right to talk about sex”. Several parents did not want to give any reason for refusal
and were not pressed to do so. In total parents of 126 students declined participation,

and 17 learners at 5 schools refused to participate in the baseline.

3.2.7 Access to learners

There was no exclusion criteria empl{oyed at the individual level. All grade eight
learners that were on the school register and present at the school on the day of the
survey were eligible to participate in tlLe study. Prior to completing the questionnaire

at baseline, each learner was provided with an assent form which described the SATZ

project, explained the objectives Pf the research, assured anonymity and
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confidentiality, gave a brief of what would be done with the information and
emphasised that there would be no penalty for refusing to participate. On the day of
each survey, the fieldworkers also read these forms aloud. Each learner signed the
assent form agreeing to participate in the research at all points of data collection. The
learners were also informed that they could withdraw from the study at any point even
if their parents had consented, and could omit questions they did not wish to answer.
At most schools all the learners agreed to participate. Prior to each sﬁrvey, the
fieldworkers checked with the educators and learners that there were no additional
parent objection forms other than those that I had received. Learners that were willing
to participate but whose parents had declined were excluded from the research unless
their parents informed me otherwise. These consent and access procedures were

applied to all schools and learners participating in the various phases of the research.

In the section above, I have discussed the research design and consent procedures
employed in the study. Section 3.3 below is a discussion of the evaluation methods

employed in the study for each evaluation type.

33 Methodology

3.3.1 Process evaluation

The aims of the process evaluation were:
e To assess whether the intervention was implemented as planned
e To assess the quality of the implementation

e To explore the context and understand the within-school and external
impeding and enabling factors which might impact on both the

implementation and effectiveness of the intervention

121



Wanjirii Kabii Miikoma

e To assess acceptability and sul#jective evaluations of the intervention amongst
|

the students and teachers; and

e To provide contextual informaLion that could assist in the interpretation of the

behavioural outcomes.

Besides being an evaluation in its jown right, process evaluation provided vital
contextual data to better understand and interpret the behavioural outcomes. The

process evaluation was conducted| at intervention schools during and after

implementation using the following four methods: (i) educator lesson log; (ii)

classroom observations; (iii) interviev#s with educators; (iv) focus group discussions
|

with learners. Interviews were also ]conducted with LO educators at the control
schools to establish what interventio+s had occurred during the SATZ intervention
implementation period. Depicting the 'mplementation required detailed descriptions in

order to understand the extent to which the intervention was implemented, and the

dynamics of how the intervention, thT schools and the relationships therein operated

(Patton, 1990). Qualitative methodolokies were therefore the most appropriate for the

process evaluation as they allowed ITor in-depth exploration of the implementation

process. Each of the process evaluatio% methods is discussed in greater detail below.

'
I
'

3.3.1.1 Educator lesson log
This was a diary-like process evalua#ion document that each educator completed at

the end of each lesson (Appendix A)| It was a means for assessing the integrity and

quality of implementation by getting the educators to document the implementation

I

process. This method is rooted in d strategy of concientization that engaged the

teachers in participatory processes of reflection, action and reflection, thereby

identifying shortcomings in their delivery and seeking strategies for improvement.
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The log allowed educators to do this on a regular basis hence also giving them an

active role in the evaluation and in shaping their delivery of subsequent lessons.

In discussions with the educators, it was agreed that the log should be completed in
two parts. Part one consisted questions relating to lessons 1-8, with 6 questions each
for lessons 2, 4-8; and 9 and 7 questions each for lessons 1 and 3. It contained
questions on activities implemented, whether or not the activities were implemented
as planned, enabling factors, and reasons for not implementing certain lessons or
activities, the educators’ assessment of the curriculum, the implementation process,
learners’ response as well as suggestions for improvement. There was also a section
on educators’ overall rating of the intervention, barriers and enabling factors. At the
training, the educators expressed support for the log and committed to completing it at
the end of each lesson. Each educator received part I of the log at the start of

implementation.

Part II of the log was given to the educators after they had completed the first part. In
response to educators’ feedback that Part 1 of the log was too long, in'Part II I did not
ask detailed questions about each activity. Rather than have them not complete the log
sufficiently, I shortened it and asked questions about the lessons and not for each
activity. Educators were however not restricted to these questions but were
encouraged to provide general comments, suggestions and any other information they
considered useful. Getting teachers to complete the log had to be carefully negotiated
as it implied extra work. They were encouraged to use it as a form of self-assessment

about the manner in which they were delivering the intervention.

One advantage of using this method was that educators could record their thoughts,

experiences and suggestions about each lesson immediately after delivering it, or at
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least a few days later while it was still fresh in memory. The lesson log also made it
possible to obtain specific process evaluation indicators about each lesson, such as the
time spent on the lesson and the particular activities implemented. These repetitive
questions about each lesson would be rather monotonous to ask in a face-to-face

interview. Of the 30 lesson logs issued, I received back 18 completed logs from 12

schools.

3.3.1.2 Classroom observations

I
The purpose of classroom observatior{s was to obtain a first hand experience of how

each teacher was implementing the intervention, as well as a general view of the

classroom contexts, interactions and ?ynamics at the different schools. I negotiated
classroom observation with the educa#ors during the first refresher training. Only one
teacher immediately objected to being’observed in the classroom. My assumption was

i
that the educator’s discomfort stemmed from the fact that she had only attended the

refresher training and not all the previous trainings and was probably uncomfortable

with implementing the curriculum. However, following further discussion with the

educator, she agreed to the observatioﬂ.
|

It would be practically impossible |to observe each educator during the entire
intervention, as this would not only re*quire more researchers, but would also interfere
with the normal classroom dynamicF. Each implementing educator was therefore
observed during one lesson. The lesst) observed was dependent upon the time-tabling
of LO periods at each school and the availability of the observing researchers.

Although not an entirely accurate representation how each teacher implemented the

whole intervention, observing one lesson provided insights into the classroom context

which could not be obtained from| the other process evaluation methodologies
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employed in the study. The observations were conducted by myself and two other

researchers on the SATZ team.

This method involved observing without interruption everything that was taking place
in the classroom and recording this on a standard observation form for each lesson
observed (Appendix B). However, the observers were not restricted to this
information because the implementation of each lesson would vary depending on a
number of factors, such as the educator’s knowledge of the subject matter, the
relationship between the educator and learners, the classroom context and the
learners’ response to the content. Observation is also a very subjective process and the
observers’ interpretations may not fit neatly into pre-defined categories of events. The
observers also recorded everything else they considered relevant to the process

evaluation.

We observed 26 teachers at the 13 schools during one lesson each. As all the teachers
were aware in advance that they would be observed during a particular lesson, the
possibility that some planned the lessons to impress the observers could not be ruled

out.

3.3.1.3 Interviews with educators

I interviewed all educators that implemented the SATZ curriculum and were still at
the schools at the end of the 6-month implementation period. The interviews were
aimed at understanding the educators’ impressions of the intervention, their views on
the implementation, as well as their perceived impact of the intervention on the
learners and the school environment. I used an interview guide to keep the
conversation focused on the intervention (Appendix C). However, the questions also

arose from the information the educators provided in the course of the interview. I
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also used the interviews to further explore some of the information provided in the
logs, which I had received before the; interviews. The interviews were conducted at
the end of the intervention, when the e%iucators could provide feedback from the entire
implementation period and therefore 3ad a better impression of the programme as a

whole. The teachers were informed that their names would not be mentioned in the

research report.

At each school the teachers were interjiviewed either together (maximum 3 teachers at
a time) or individually. This was depeyl)dent on the teachers’ availability and time they
could allocate to the interview. Elever%a teachers were interviewed individually, while
14 teachers were interviewed either ¢ pairs or triplets. Fifteen female and 10 male
teachers at 12 schools participated inLthe 40-60 minute interviews. Teachers at one

school could not avail themselves for the interview due to other commitments.
|

3.3.1.4 Group discussions with learﬁlers

A group discussion was conducted !w1th learners at each intervention school to
\

|
investigate their impressions and qxperiences of the intervention, the content,

materials employed, and the implenLentation process. Focus groups are typically

involve bringing together a small grouha of people to participate in a carefully planned

discussion on a defined topic, with tFIC aim of making use of group interaction to
produce data and insights (Morgan, 1?88). Focus group discussions are a useful and
widely used method for simultaneou.%ly obtaining various viewpoints and therefore

group rather than individual data.

i
It is often suggested in the literatuwi'e that participants of a focus group should
generally be selected so that theJ are homogeneous through sharing certain

characteristics that are of interest to tbe researcher (Morgan, 1988). In this instance,
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participants were all grade eight learners who had been exposed to the SATZ
intervention. Each group consisted of learners from the same school. By virtue of this,
the participants also often shared other characteristics such as socio-economic status

and language.

At each school, two to four learners were selected from each class depending on the
number of grade eight classes. Convenience sampling was employed. Each group
comprised 7-12 learners. Twelve mixed-sex focus groups were conducted, one at each
school. At the remaining school, numerous attempts were made to hold a discussion,
but the teachers were unable to organize a time or group of students due to other

commitments and institutional factors such as examinations.

As the discussions were aimed at gathering process evaluation data, there was no need
to have separate groups for girls and boys. Rather, emphasis was on encouraging
group interaction and in-depth inclusive discussions about all aspects of the
programme and its implementation. Data from the focus group discussions
complemented other process evaluation data collected through interviews and
classroom observations. It also provided students’ opinions, which could be examined

against the educators’ opinions of the programme and the implementation.

The discussions were facilitated by myself and/or moderators experienced in
conducting group discussions with adolescents. The moderator role is important
because if discussions are not well facilitated a few participants can dominate the
discussions, losing the value of group interaction. On the other hand, some
participants may be hesitant to raise differing views in order to maintain group
consensus. The facilitators’ role was therefore to guide the discussion, ensuring that

everybody participated and the participants did not stray off topic, but there was also
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sufficient flexibility so as not to inhibit some useful discussions. A similar discussion
guide (Appendix D) was used by all the facilitators. The questions on the discussion
guide were merely to steer the discu%sion and keep it on topic. For the most part,
questions flowed from the interactioﬁ;l amongst the learners. The facilitators began
each group with explaining the purpos?e of the discussion. Together with the learners,
some ground rules were established jto guide the discussion. The moderators then
introduced the various issues of discu#sion by asking the questions in the discussion
guide, moving from the general to mc#re specific issues. The structure of discussions
was fairly similar in all groups, with some differences based upon characteristics of
the participants and the facilitator. Dis'&:ussions were held either in Afrikaans, English,
Xhosa or a combination of these langpages whichever the learners were comfortable
with. Learners were encouraged not to be inhibited by language. The discussions

lasted an hour to an hour and a half ea#h and were held at the schools.

3.3.1.5 Interviews at control school{‘s

At each of the control schools, two isenior medical students who had background
knowledge of the SATZ intervention d;onducted interviews with either the grade 8 LO
educator, or the head of LO, or both.’ I!The objective was to document what had taken
place at the control schools during tl}b 6-month period when the SATZ programme
was implemented. It was particularly i#nportant to establish whether and what teachers
at these schools knew of the SATZ ibtervention. Twenty three teachers (17 female
and 6 male) participated in the inter\;ﬁews, which were conducted at the schools. I

developed an interview guide which Tthe interviewers used to guide the interviews

71 would like to thank Rianne Falkena and l.+1ge van de Oever from Vrije Universiteit for conducting
the interviews !
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(Appendix E). The interviews lasted approximately one hour and were conducted in

English.

A summary of the process evaluation data collection is presented in Table 3.3 below.

Table 3.3 Process evaluation data sources

Method No. completed

Educator interviews

= intervention schools 17
#  delayed intervention schools 13
Educator logs 18
Observation forms 26
Student FGDs 12

3.3.2 OQOutcome evaluation

The aim of outcome evaluation was to assess the effect of the intervention on the two
behaviours of interest, delay or postponement of sexual intercourse; and condom use.
Outcome evaluation relied on self-reported data collected by use of a self
administered questionnaire. This was a practical method of collecting data from the
large sample of adolescents involved in this study. In Chapter 2, I discussed the
potential reliability and validity limitations of using self-administered questionnaires.
I also provided evidence from various studies indicating that adolescents do provide
reliable data using self-administered questionnaires (Flisher et al, 2004; Hearn et al,
2003; Klepp et al, 1994; Lintonen et al, 2004; Sheeran & Abraham, 1994). Several
measures were taken in order to increase the validity and reliability of the responses.
These included testing and retesting the instrument, as well as using a data collection

methodology that increased students self-assurance that their responses would be
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treated as confidential and accessible }only to the researchers without any identifying

link to each individual learner. The stt#dents were informed that their responses would
|

be useful in developing interventions #o prevent HIV infection amongst young people

in South Africa, and that honesty was Fmportant as they would be making contribution

to this important endeavour.

3.3.2.1 Developing the questionnaife
|

The questionnaire employed in this sbdy was developed in a series of steps. These
involved a review of existing questiqnnaires; data from the situation analysis; input
from expert groups and students; coxisideration for the theoretical model employed,
the objectives of the intervention a.¢d practical issues such as time available for
questionnaire administration, languagF and age appropriateness of the questions. To
enhance reliability and validity, two tést—retest reliability studies were also conducted.

These questionnaire development step% are described in greater detail below.

Step 1: Review of existing instr+ments

A catalogue of 7 relevant self- or int?rviewer—admixﬁstered questionnaires in English
used in previous studies with young people particularly in African settings was
compiled. From this catalogue, items ithat were relevant to the conceptual framework
of the study and the intervention !objectives were selected. This resulted in a
questionnaire containing 208 items covering a broad range of variables including
attitude towards delay of sexual in'tercourse and condom use, knowledge about
HIV/AIDS, relationship with par%pnts, behavioural intentions, beliefs about
HIV/AIDS, health seeking behaviourJ social influence, exposure to HIV information,

self efficacy, subjective norms, behaixdour and exposure to HIV/AIDS information.

Emphasis at this stage was on incluﬁing all items and scales relevant to the broad
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objectives of the study. The reliability and validity of some of the scales were known
as they had been tested either with school-going adolescents in Cape Town (Vergnani,

2003), or with youth samples elsewhere in South Africa (Kelly, 2000).

Step 2: matching items to theory and study objectives.

The questionnaire was examined against the six determinants of behaviour described
in the theoretical model in Chapter I. These included attitude, self efficacy, social
influence, intention, skills and barriers. It was also examined against the learning and
performance objectives identified during the intervention mapping process. Scales
that were not part of these determinants or did not measure any of the intervention
objectives were excluded. This resulted in scales for knowledge, attitudes, skills,
subjective norms, perception of risk, sexual behaviour, exposure to HIV/AIDS
information and communication with parents and significant others. In addition,
scales for demographic characteristics and exposure to gender and sexual violence

were included.

Step 3: Reviewing the instrument with stakeholders: face and content

validity

To establish face and content validity, the questionnaire was discussed with a group of
7 researchers within the SATZ project, and the project’s advisory board which
included students and teachers. The questions and response options were examined
against the backdrop of the learning and performance objectives identified in the
intervention development, as well as the theoretical framework, vocabulary, language
and age appropriateness. For each determinant of behaviour, items that fulfilled these

criterions were retained. All other items were discarded.
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During this process, it soon emerged t’pat whilst most psychosocial models have been

used in the investigation of condom u#e amongst young people, there is less research

on the influence of these determinarts on postponement of sexual intercourse. A

critical question here is whether, for example, the intention not to use condoms may
be related to the adoption of other sa%er sexual behaviours such as abstinence. Thus,
where questions were not available for a particular learning objective, these were

developed based on the specific learning and behavioural objective and using

available literature and data from the situation analysis. The questions were then
i

discussed with the relevant stakeholde+s mentioned above. Suggestions were made for

I

changes to terminology and wording ?f some items. It was also decided through this

group process that separate versions 41' the questionnaire should be administered for

males and females, as items that werj gender specific (for example Q177-184) were

cumbersome and some required skip irLstructions.

Step 4: translation and back- tr%nslation

The resulting questionnaire with 188 [items was translated into Afrikaans and Xhosa

then back translated into English. Although Cape Town is culturally diverse, English,

Xhosa and Afrikaans are the main [languages used singularly or together as the

medium of instruction in schools. Two contractors that were not part of the project
and were not involved in developing tFe questionnaire did the translations. Two other

people that were not involved in the pJoject or in the Xhosa and Afrikaans translations

i

did the back translations into English} I checked the back-translations to ensure that
1

the Xhosa and Afrikaans versions we*e accurate. Where the back translation differed

from the English version, a second t*anslation was sought and the back translation

\
procedure repeated. The ordering of it%ms was consistent in the three languages.

I
{
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Step 5: Piloting the instrument

The questionnaire was piloted in paper-pencil version in Afrikaans, English or Xhosa
amongst grade 8 learners at three schools in Cape Town. One school was
conveniently selected for each language. The pilot schools were not part of the sample
of 26 randomly selected schools that would participate in the evaluation, but were
similar in many respects. Fifty-five learners took part in the pilot. Teachers at the
schools were requested to bring together a group of 20 learners at each school for this
exercise. Teachers were not given any criteria for selecting the learners but were
requested not to include only the learners considered to be more intelligent but to pick

them randomly, ensuring representation of both genders.

The purpose of the pilot was to further establish face validity by testing the
questionnaire for comprehension, readability, the learners’ understanding of
instructions, vocabulary and age appropriateness. The learners completed the
questionnaire individually in the classroom as they would in the final survey. No
teachers were present during this process. The learners were requested to take note of
any questions that they would wish to discuss later on. They were also allowed to ask
questions and seek clarity for any items on the questionnaire that they did not

understand. Fieldworkers took note of these questions.

After completing the questionnaire, the learners participated in a group discussion.
The purpose of the discussions was to obtain feedback on the questions. Experienced
researchers facilitated each group. Although I had prepared a discussion guide, the
aim was to discuss the questions and issues that the learners raised regarding the
questionnaire, particularly items that they had difficulty understanding. The

confidentiality and consent procedures described earlier applied to the discussions.
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Explaining to the learners that this activity would be used to improve the
questionnaire and that their opinions mattered perhaps contributed to the enthusiasm
with which they engaged in the discussions. They were also allowed to speak in the
language that they felt most comfortable with. Refreshments were provided during the

discussions. The facilitators took notes from the discussions.

Separate groups were held for boys and girls. This was done in order to enhance the

degree of openness in the group, as some of the questions relating to sexual behaviour
were considered sensitive. Furthermon(n

e, as the questionnaires were gender specific, it
was likely, and was evident from the discussions that girls and boys may react and

respond differently to the questions.|As the purpose of the discussions was not to

discuss any personal issues, there was no need to separate learners that were sexually
active from those that were not. In qu.rospect, this might have been useful as it later
emerged in the discussions that lem%s who had not had sex could not relate to some
of the self efficacy items on the quesq:bnnaire as the concepts were too abstract. These

questions were revised based upon th# feedback from the students.

Learners provided feedback on th% instructions, words used in the instrument,

i

questions that they found difficult tt£ understand or to answer, questions that they

thought required rephrasing, and tho%e that they found too sensitive to answer. One

common comment from learners iwho completed the Afrikaans and Xhosa

questionnaires was that some of the 1:%nguage was “too old” for them. These were, for

example, words for ‘girl/boyfriend’, ‘Fex’ and ‘sexual intercourse’ that they said were
|

used by older people. This feedback \T'as important as the use of Afrikaans and Xhosa

in daily conversation varies dependinF on the area of Cape Town in which one lives.

|
Young people also have their own 1sexual lingo’ that does not fit snugly into the
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conventional language. The learners provided alternative words that would be
understood by people of their age. The feedback was incorporated into the revised
questionnaire and the new or revised items were translated into Xhosa and Afrikaans
and back translated into English. The final questionnaire design was done using the

Questionnaire Development Software™ (QDS version 2.1; Nova research Company).
Step 6: First Test-retest reliability study

A test-retest reliability study was conducted with grade 8 learners at four conveniently
selected schools (N=200). The schools were selected to represent English, Afrikaans
and Xhosa. The 4 schools were not part of the sample of 26 SATZ project schools. At
the English medium school, 83 of the learners were given a paper questionnaire and
98 completed the questionnaire on a Personal Digital Assistant (PDA), also referred to
as palm™ pilot. The questionnaire was loaded onto the palms using the Personal Data
Collection Toolset (PDACT), a palm pilot interviewing system. See Zwarenstein et al
(in press) for a description and evaluation of PDACT. Learners at the other three
schools, two with predominantly Xhosa speaking learners and one with Afrikaans

speaking learners, completed a paper and pen questionnaire.

The aims of the test-retest study were; Firstly, to assess the test-retest reliability of the
questionnaire; Secondly, to compare palm pilot and paper questionnaires on test-retest
reliability; thirdly to assess the feasibility and acceptability of using palm pilots with a
large sample of adolescents. The test-retest duration was 23 days. The same group of

learners completed the same questionnaire on both occasions.
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3.3.2.2 Test-retest reliability: comqarison of PDA vs. paper questionnaires

Spearman’s correlation coefficient w#s used as the measure for test-retest reliability.
|

In the comparison of PDA versus #)aper and pen questionnaires, the palm pilot

|
questionnaire performed just as wel‘ as the paper questionnaire on the test-retest

reliability measure as shown in Table ?.4 below.

i
|

Table 3.4 Test-retest reliability ’of psychosocial variables for palm and paper

questionnaires
N=300"

Scale Spearman test-retest correlation coefficient
i Paper questionnaire Palm pilot
l n=211 questionnaire n=83
1

Knowledge of HIV/AIDS } 0.59 0.48

Attitudes towards sexual behaviour 0.64 0.64

Attitudes towards condom use 0.62 0.73

Attitudes towards carrying condoms 0.59 048

Perceived risk of pregnancy, STI & HIV infe{:tion 0.72 0.58

Behavioural norms regarding abstinence ! 0.58 0.56

Sexual behavioural norms | 0.61 0.58

Social norms about condoms with reference tt 0.59 0.42

friends and parents

Self efficacy to abstain from sex 0.64 0.63

Self efficacy regarding safe sex when under +e 0.63 0.75

influence of alcohol or marijuana :

Self efficacy to use a condom ‘ 0.50 0.63

Self efficacy to use condoms when under the 0.50 0.65

influence of alcohol or marijuana

* n varies due to dropout or question-specific non-response
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As shown in Table 3.5 below the palm pilot questionnaire resulted higher in inter-item
correlation compared to the paper questionnaire for 10 of the 13 scales. On self
reported sexual behaviour (Table 3.6), there was substantial test-retest agreement on
the item asking whether a student had ever had vaginal sex, with a kappa statistic of
0.72 and 0.67 for paper and palm questionnaires respectively. There was moderate
test-retest agreement on intention to have sex within the next 6 months with kappa =

.38 for the paper questionnaire, and x=.29 for the palm questionnaire.
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Table 3.5 Comparison of electronic and Paper questionnaire inter-item correlation

norms

you think have had sex?

almost all of them)

N=300
Cronbach’s alpha
Paper Paim pilot

Scale Number Sample item Response format Questionnaire questionnaire

of items n=211 n=83
Knowledge of 13 Is there a cure for HIV/AIDS? 2 point scale (1= correct; 0.63 0.54
HIV/AIDS 0= incorrect)
Attitudes towards 6 If I had a boyfriend and he refused to have sex 5-point scale (strongly 0.59 0.66
sexual behaviour with me [ will think that he does not love me agree-strongly disagree)
Attitudes towards 8 If my partner used a condom during sex, I 5-point scale (strongly 0.60 0.68
condom use would feel less pleasure agree-strongly disagree)
Attitudes towards 7 It is okay for girls my age to carry condoms if S-point scale (strongly 0.77 0.70
carrying condoms they plan to have sex agree-strongly disagree)
Perceived risk of 9 To what extent do you think HIV is a threat S-point scale 0.74 0.84
pregnancy, STI & against your personal health?
HIV infection
Sexual behavioural 2 In your school, about how many learners do 6 point scale (none- 0.72 0.75
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Social norms about
condoms with
reference to friends
and parents

Self efficacy to
abstain from sex

Self efficacy
regarding safe sex
when under the
influence of
alcohol or
marijuana

Self efficacy to use
a condom

Self efficacy to use
condoms when
under the influence
of alcohol or
marijuana

Self efficacy about
obtaining condoms

11

10

Most of my friends think that I should use a
condom when having sex

I would be able to refuse to have sex with my
boyfriend if I didn’t feel like having sex

I would be able to refuse to have sexual
intercourse even if 1 have drank alcohol

1 would be able to refuse to have sex if my
partner did not want to use a condom

1 would be able to make sure that my partner
uses a condom even if I have used dagga

I would be able to the clinic to fetch condoms

5 point scale(strongly
agree-strongly disagree)

5 point(strongly agree-
strongly disagree)

5 point(strongly agree-
strongly disagree)

5 point(strongly agree-
strongly disagree)

5 point(strongly agree-
strongly disagree)

5 point(strongly agree-
strongly disagree)

0.75

0.8

0.8

0.81

0.80

0.81

0.8

0.87

0.81

0.88

0.69

0.82
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Table 3.6  Test-retest reliability of self-reported risk behaviour N=300

Questionnaire item Prevalence at Time 1 (%) Prevalence at Time 2 (%) Kappa
Paper Palm pilot Paper Palm pilot Paper Palm pilot
questionnaire questionnaire questionnaire  questionnaire questionnaire  questionnaire
Have you ever had vaginal sexual intercourse? 15.7 15.9 13.9 244 0.72 0.67
-_How likely is it that you will have sex duringthenext6 = 153 18.2 15.5 _ 155 0.38 029
months?
(5 point scale: (5 point scale:
very likely - very likely - very
very unlikely)*  unlikely)
Imagine you were about to have sexual intercourse, how 42.7 59.5 53.5 49.3 0.25 0.29
likely is it that you would have a condom with you?
(5 point scale: (5 point scale:
very likely - very likely - very
very unlikely) unlikely)

* responses were reversed when coding the data: very unlikely =5; very likely =1.
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3.3.2.3 Acceptability of PDAs

At the retest, both paper and PDA questionnaires contained questions on the

acceptability of using PDAs compared to paper questionnaires. The majority of

students in both groups expressed preference for palm questionnaires and thought they

would be more confidential compared to paper questionnaires (Table 3.7). In the PDA

group 85% thought that it would be easier to provide truthful answers using this

method rather than paper and pen questionnaires while 49% in the paper group were -

unsure. The paper group had of course not had the opportunity to use the PDAs.

Table 3.7 Student reports regarding the validity of their responses to the

questions about sexual behaviour: Comparison between electronic

and paper questionnaires: N= 200

Question Student’s Student responses*”
allocation:
Electronic Paper Unsure
Questionnaire Questionnaire
n (%) n (%) n (%)
Which method would you Palm pilot group 62 (85%) 5 (7%) 6 (8%)
prefer for answering
questions about sex?
Paper group 39 (53%) 21 (28%) 14 (19%)
When answering questions . o o o
about sex, which method Palm Pilot group 65 (89%) 7 (10%) 1 (1%)
do you think is more
confidential? Paper group 40 (55%) 21 (30%) 12 (16%)
Which method makes it Palm Pilot group 66 (88%) 5(7%) 4 (5%)
easier to give truthful
answers to questions about
sex? Paper group 24 (32%) 14 (19%) 36 (49%)

*all p values were <0.01; * n varies due to dropout or question-specific non-response
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Using PDAs also had additional pract#lcal and financial advantages. They eliminated
illegible responses and incomplete dat# common in paper questionnaires, hence better
quality data. Data from the PDA are% also available in a spreadsheet straightaway,
eliminating the manual data entry phase and common errors associated with this, and
shortening the duration between data collection and analysis. In addition, a cost

calculation showed the palms were cheaper than paper questionnaires as they could be

re-used in other studies. Given these advantages, and the favourable feasibility,

(

acceptability and reliability findings, 41e decision was made to use the palm pilots in

the evaluation study. :
|

To assess test-retest reliability, the sanie questionnaire was also administered in paper
version at the other two SATZ project sites, Mankweng and Dar es Salaam.
Cronbach’s alpha (a) coefficient was ised as a measure of test-retest reliability. The
test-retest results from paper questiomﬁaires at the three sites were compared. Scales
with a > 0.5 were considered to be reliable. There were some variations in the test-
retest reliability with some scales performing better in some sites compared to others.
However the Cronbach’s alpha coeffidient was greater than 0.5 on most scales. Items

with low correlations and scales with low test-retest reliability scores (o <0.5) across

the sites were revised or deleted. Using this procedure, 33 items were dropped after

the 1st test-retest study, and others were revised.

|
Based on these comparisons, the ql#estionnaire was revised. Additional scales to
measure involvement in community Activities, violent behaviour, suicidal behaviour
and substance use were included. Substantial changes were therefore made to the

questionnaire, making it necessary to conduct a second test-retest reliability study. In

addition to assessing the reliability of the revised questionnaire, the second test-retest
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study was also an opportunity to pilot the use of PDAs with a larger sample of
adolescents at diverse schools and in different languages. As this was the final
questionnaire employed in the outcome evaluation at the 26 SATZ schools, 1 will
discuss the data collection procedures for the 2nd test-retest reliability study in greater

detail below.

3.3.2.4 Second Test —retest reliability study

The questionnaire employed in the second test-retest consisted of 155 items. It was
administered to the same group of learners on two occasions within an interval of 13-
17 days. To increase reliability of the responses, all the instructions and each question
were provided in both English and either Xhosa or Afrikaans. Separate questionnaires
were also administered for boys and girls. On the PDA screen the questionnaires

appeared as follows:
o Afrikaans - English Male
e Afrikaans English Female

e Xhosa - English Male

e Xhosa— English Female

The advantage of using two languages was that if a learner did not understand a
question in one language they could read it in the other. Learners were however

encouraged to read in the language in which they felt most competent.
(i) Participants

The second test-retest reliability study was conducted at 3 schools that had not

participated in any of the previous phases of the research, one school for each
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language. The sample was 194 learner$ at the first administration and 179 at retest as

shown in the Table 3.8 below. |

Table 3.8 2" test-retest reliability study sample

Administration Sex Language

English) Xhosa Afrikaans

Test Male 6 - 20 50
Female 38 34 46
Retest Male 6 20 46
Female 35 . 28 44

(ii) Procedure for questionnaire administration

The questionnaire procedure described here was employed for both the second test-
retest reliability study and the 3 outcame evaluation surveys at the 26 SATZ project

schools.

A team of trained male and female fieldworkers administered the questionnaire.
Having male and female ﬁeldwor]ﬁcers was important in the event that some
respondents may feel more comfortable speaking to someone of the same sex about
some of the questions. In addition to English, all the fieldworkers were proficient in

Afrikaans and/or Xhosa. The fieldworkers attended a full day training session

covering objectives of the SATZ project, the questionnaire, how to use PDAs and
ethical and practical data collection harocedures to be followed in the schools. To
ensure quality control in the ques‘tionnaire administration and establish some
uniformity at all schools, there was a detailed protocol of what the fieldworkers were
to do from the moment they arrived ai.t the school to the moment they left. A written

introduction also ensured that uniform instructions were read aloud at all schools. The
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fieldworkers were involved only at the data collection phase of the project. They were
blind to the conditions being compared and did not know which were control or

intervention schools.

To link data for each respondent at test and retest, a unique number was assigned to
each questionnaire at the first administration. The students were supplied with an
envelope into which they put this number once they had entered it into the
questionnaire. They wrote their name, class and school on the envelope, then signed,
made a drawing, put a sticker or other self-selected unique identifier across the seal as
a guarantee that we did not open the envelope. The envelopes were given back to the
fieldworkers. At the subsequent administration, the students checked that the seal was

intact, opened the envelope, and entered this number on the new questionnaire.

Although the PDAs raised great interest amongst teachers and learners alike, no
school staff or other people besides the research team and the participating learners
were allowed into the rooms during questionnaire administration. The primary reason
for this was to increase the validity of the responses by increasing the learners’ buy-in
into the confidentiality of the study. Learners would be more inclined to provide
honest answers if assured that their teaéhers would not have access to their
information. This was a potential barrier to honest responses as observed during the
previous phases of questionnaire development. A recurring question from the
participating learners was whether the educators would see their responses. An
explanation that they would not be required to enter their names and that their
questionnaires could not be retrieved except using a specific procedure at the
university quickly calmed these fears. To further enhance confidentiality and reduce

the possibility of response bias, schools were requested to allocate rooms with
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sufficient space for students to sit in a.h exam-like setting, a distance away from each
other. This was the ideal, but was not' always possible at schools that did not have a

hall or large classrooms.

During questionnaire administration, 4ne fieldworker completed an observation form
(Appendix F). The form stated the tim*: when questionnaire administration was started
and completed, as well as questions ﬁ'om the learners and other necessary comments
from the fieldworkers. This was important in order to keep track of questions that
posed difficulties at each school. It was also a record of the amount of time required to

complete the questionnaire at each school, which was useful in planning the

subsequent surveys. Any technical prolblems with the PDAs were also reported on this

form. After completion of the questioWre, the research team stayed on at the school
for a short while in case the learnef% had any questions or issues they wished to
discuss. Learners who refused or did x#zot have parental permission to participate either
worked quietly in the room while thireir colleagues completed the questionnaire, or
were moved to another venue. The‘ students were provided with snacks during

questionnaire completion.
(iii) Using the PDA

Each learner was handed a PDA with the four questionnaires. One fieldworker did a

step-by-step demonstration of using thie PDAEs, starting with basic instructions on how

to switch on the power and selecting /the correct gender and language questionnaire.
The demonstration was done in the l*earners’ language of choice, sometimes in two
languages if the learners were used to different mediums of instruction. The other

fieldworkers checked before proceeding with the demonstration that the learners had

selected the correct gender and language specific questionnaire. Learners did each
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step as it was demonstrated. Depending on the number of learners, each fieldworker
was responsible for about 10-15 learners. Having one person work with the same
learners throughout the session helped build some trust. In some cases if another
fieldworker offered assistance, the learner would request to speak to the fieldworker
that they started with. The demonstration process was followed up to question 9. Up
to this point, the learners would have learnt how to enter numbers and letters for the
few questions for which this was required, and the majority were comfortable with
using the PDA. Other instructions such as scrolling and particular questions that many
learners seemed to have trouble with were explained as they went along. Learners
were offered the opportunity to ask the research team questions related to the project

and the questionnaire at any point.

At each school, the demonstration was a challenge due to the students’ excitement
with the PDAs. Most of the learners had never used a computer, let alone a PDA.
Some students were fast learners and wanted to get on with it or to assist their friends,
while others did not concentrate and were constantly doing the wrong thing, or just
took longer to understand the instructions. For instance, instead of pressing ‘Next’ to
proceed to the following question some learners pressed ‘Previous’ and would still be
at the beginning of the questionnaire when others were well into it. However, once the
excitement lessened and the majority of the learners knew what to do, they settled
down. Those that required more help in learning how to use the PDAs received

individual instructions until they were comfortable with the process.

Once the respondent had selected a questionnaire, the programming did not allow
them to exit until the questionnaire was done. To proceed to the following question,

learners clicked on the ‘Next’ button. To return to a previous question, learners
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clicked on ‘Previous’ (See appendix ¢v for a visual presentation of the questionnaire
on PDA). This action however did ndt show the previous responses entered and the
respondent had to re-enter their selected option, hence minimising response bias. All
the questions had a “Not applicable” aption (appearing as N on the screen) which the
learners used either for questions they did not want to answer or those that were not
applicable to them. One shortcoming with this option was that it was not possible to

tell whether the respondent had refused to answer or the question was not applicable.

However, there were only 4 questiops that were not applicable to some learners
(Questions 105-108) because they as%ed specifically about sexual activity and were
therefore not applicable to learners lt had never had sex. At the analysis level, this
information could easily be verified by checking the response to the question “Have
you ever had vaginal sex?” (Question .102). In retrospect, a skip instruction may have
been useful for these questions. 'However, using skip instructions also has
shortcomings and it has been assoL:iated with higher item nonresponse. If not

processed correctly it can also lead to #nconsistent responses between questions.

If a learner did not want to complete L.he questionnaire to the end or had to leave for
some other reason, they gave it back ;to the fieldworkers. The fieldworkers used the
‘Not applicable’ option to finish off any incomplete questionnaires. The entries by the
fieldworkers were therefore coded as missing. A comments log on the PDA allowed

fieldworkers to make notes indicating that they had completed the questionnaire from

a specific question. For each learner, ﬂieldworkers also entered into the comments log
the questionnaire number, school an(# class of the respondent. This enabled me to
verify and resolve any discrepancies {n the questionnaire number as entered by both

the learner and the fieldworker. {
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The data were downloaded on the same day via hot sync cables to a central computer.
Each questionnaire was downloaded together with the accompanying fieldworker
comments and a log file showing the PDA serial number, date of data collection and
time that the questionnaire was started and completed. The fieldworkers ticked each
learner’s name against the class list for those that participated in the study, and
‘Absent’ or ‘Refused’ as appropriate. For the follow-up surveys in the evaluation
study, this made it possible to keep records of learners that were absent at the first
administration so that they could be included at the next visit to the school.

Anonymity was maintained as the registers were not linked to questionnaire numbers.

3.3.2.5 Analysis of second test-retest data

(i) Scales

Data were analysed using Statistical Package for Social Sciences (SPSS) version 12.0.
A subset of scales was selected for the reliability analysis. These included items on
knowledge, psychometric and behaviour measures. The number of items and scale

descriptions are shown in Table 3.9.

Psychometric scales were scored using Likert’s method of summated ratings. Items
were scored from 1 to 5 in the same direction (least favourable to most favourable). A
multi-item scale score was then computed by summing up the scores assigned to each
response item and computing the mean. This method of scoring is generally used
because of its simplicity and high levels of reliability. The assumptions are firstly that
the items contain approximately the same proportion of information about the
construct being measured and have roughly equal variances so that they contribute

equally to the total scale score; and secondly, the items should be substantially
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linearly related to the total score comquted from all other items in that scale (Ware &

Gandek, 1998).

For the knowledge scale, a multi-item scale score was computed by summing up the
scores for each response item. A correct response was coded 1 and an incorrect or
“don’t know” response was coded as| 0. Missing items were replaced with the scale

mean to obtain a knowledge score for each valid case. On the behaviour items, having

engaged in the behaviour was coded 1 and not having engaged in the behaviour was

coded 0.

Cases with missing responses to >50% of the items on a scale, were recoded as

missing and excluded from the analysis for that particular scale. For those missing

50% or less of the responses, the missing data were replaced with the scale mean.

(ii) Internal consistency 1
\
1

The internal consistency of the scTales was determined using Cronbach’s alpha
coefficient. Internal consistency is b ‘ ed on item homogeneity, the assumption being
that an item should be considerably linearly related to the construct being measured.
This procedure takes into account en*ors resulting from differences in the conditions
of administration and the level of m#tivation and attentiveness of the respondents at

the time of administration. The clos#r the alpha coefficient is to 1.0, the more likely

the items of the scale measure a sin%he construct. Cronbach alpha coefficient of 0.70
to 0.80 is generally an acceptable ‘reliability. The threshold may however differ
depending on factors such as the number of items, the population of interest, and the

nature of the study, for example, where interest is in the value of the scale for an

individual, or for comparing groups (Bland & Altman, 1997). Cronbach’s alpha
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coefficients greater than 0.5 were taken to support greater internal consistency within

the scale.

Each item in the scale was correlated with the scale total. An item was considered for
removal if it was considerably less correlated (<0.5) with the scale total than other
items in the scale. Cronbach’s alpha coefficient was then computed without this item.

If the internal consistency improved, the item was removed from the scale.

(iii) Reliability

To assess the relationship between test and retest for categorical Likert-scale data,
single measure intraclass correlation coefficients (ICC) were calculated. Intraclass
correlation coefficient is an estimate of the relative variability within and between
cases or clusters (Higgins and Green, 2005). The closer the ICC to 1.0, the greater the

test-retest reliability.

Kappa scores were computed to measure the test-retest agreement of the dichotomous
variables on self reported sexual and violent behaviour. A Kappa statistic of 1
indicates almost perfect agreement while 0 indicates no agreement beyond chance.
Kappa values can be characterized as 0-0.20 poor; 0.21-0.40 fair; 0.40 -0.60
moderate; 0.61-0.80 good/substantial; 0.81- 1.00 very good or almost perfect
agreement (Bland and Altman, 1997; Landis and Koch, 1997). Prevalence rates and
McNemar’s test for homogeneity were also calculated. A p-value less than 0.05 in the
McNemar’s test indicates a significant difference between the prevalence rates at the
two questionnaire administrations. If prevalence is <5%, the observed agreement
measure is a superior measure than kappa and also if McNemar’s p value is <0.05 it
implies a significant difference between the prevalence rates hence observed

agreement is reported (Flisher et al, 2004; Maclure & Willett, 1987).

151



Wanyjirii Kabii Miikoma

(iv) Results

|
The number of items, scale descriptioﬂls and test-retest reliability results are presented

in the table below. As can be noted from the table, the mean scores for the test and

retest are quite similar for all the scales. Cronbach’s o coefficient >0.50 were taken to

be satisfactory internal consistency. Overall, the instrument showed good to very good

internal consistency for each construcL with o >0.5. Only two scales, ‘self-efficacy to

obtain a condom’ and ‘outcome expectancy towards STD’s or pregnancy’ had a

<0.60.

Single measure intraclass correlation coefficients are reported. Compared to the

results of the st test-retest, the scales showed higher inter-item correlation. The test-

retest reliability was moderate to good, with ICC ranging from 0.48 to 0.70. Except

for the scale for condom availability, all the other scales had ICC > 0.50. The scales

on knowledge, attitude towards condcims and self efficacy to abstain or use a condom

had particularly high internal consiste+cy, with o >0.80.

Table 3.10 presents the observed ‘agreement on sexual behaviour items. The
prevalence rates on sexual behaviour were slightly higher at time 2. The Kappa results

showed a 69% agreement on the item| ‘ever had vaginal sex’, poor agreement for oral

sex, and fair for anal sex.

Although the questionnaire exhibit%d low test-retest reliability scores on some
!
constructs, none of the scales showed unacceptably low reliability coefficients. No

further changes were made to the queFtionnaire following the second test-retest and it

was administered for the baseline, ﬁr$t and second follow-up surveys at the 26 SATZ
f
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project schools (see Appendix H).® At the second follow-up, questions were added to

measure exposure to the SATZ intervention (Q161-171).

¢ The questionnaire employed at the second follow-up contained additional questions that measured
the use of ‘tik’ (crystal methamphetamine) for a different study (Q156-160)

153



Wanjirii Kabii Mitkoma

Table 3.9 Internal consistency and test —retest reliability (second test-retest reliability study): N=194
Scale Number Sample item Response Scale means Internal Test-retest
of format (SD)* consistency reliability
items
Test Cronbach’sa  Retest ICC
Knowledge of 14 Can HIV be found in Yes, No, don’t know 9.6 (3.0) 0.82 9.6 (2.3) 0.70
HIV/AIDS vaginal fluids?
Attitudes towards 4 If I had a boyfriend and S-point scale 3.8(1.0) 0.68 3.8(09) 0.52
delay of sexual ) __he effused to have sex strongly agree; o -
intercourse with me, I will think neither agree or . o
that he does not love me disagree; disagree;
strongly disagree
Attitudes towards 6 Using a condom is a S-point scale 4.0 (0.8) 0.81 4.1 (0.9) 0.56
condoms way of expressing strongly agree-
responsibility for my strongly disagree
partner and myself
Outcome Expectancy 7 Sexually transmitted S-point scale 3.9(0.5) 0.58 3.9(0.6) 0.50
towards STD’s or diseases are very strongly agree-
pregnancy serious health problems strongly disagree
for people my age
Subjective norms 5 Most of my friends 5-point scale 4.10.7) 0.66 4.0(0.8) 0.51
about abstinence think one has to be strongly agree-
older before having sex strongly disagree
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Scale Number Sample item Response Scale means Internal Test-retest
of format Sp) consistency reliability
items

Subjective norms 5 My parents think that I 5-point scale 4.1 (0.7) 0.72 4.0 (0.8) 0.66

about condoms should use a condom strongly agree-

when I have sex strongly disagree

Sexual behaviour 4 Imagine that you were 5-point scale very 4.2 (0.9) 0.76 4.2 (0.9) 0.53

norms about to have sexual likely - very unlikely

intercourse, how likely
is it that you would use
a condom?

Self efficacy to abstain 8 I am able to refuse to 5-point scale 4.0 (0.8) 0.81 4.1 (0.8) 0.63

have sex with strongly agree-

boyfriends who offer strongly disagree

me gifts for sex
Self efficacy to use a 11 I am able to make sure 5-point scale 4.1 (0.7) 0.88 4.1(0.7) 0.69
condom that I use a condom strongly agree-

every time I have sex strongly disagree
Self efficacy to obtain 3 I would be able to go to 5-point scale 3.9(0.9) 0.59 3.9(0.9) 0.48
a condom a clinic to fetch strongly agree-

condoms

strongly disagree

Fable-310# N varies due to missing data
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Table 3.10 Prevalence rates and test retest reliability of sexual behaviour:

N=194
Reported behaviour® N Prevalence Prevalence Kappa
time 1 (%)  time 2 (%) coefficient
i
Have you ever had vaginal 150 1#.8 21.1 0.69
sexual intercourse?
|
\
Have you ever had oral sexual 150 1 tl.2 15.8 0.37
intercourse? ,
b
Have you ever had anal sexual 153 lbl 12.1 0.44
intercourse?

* These questions were defined on the questﬁonnaire as: ‘This means sexual intercourse during which
the penis enters the vagina, mouth or anus’.

3.3.2.6 Procedure for baseline and follow-up surveys

The questionnaire administration proc%edures employed in the second test-retest study
and described earlier were followed fn%r all three surveys. At the follow-up surveys, up
to two extra questionnaire administraﬁion sessions were organised at the schools so as
to include students that were absent #)n the first occasion. Absenteeism and drop out
rates were very high at some schools: hence the necessity for the extra visits. Letters
were sent via the school to students that were absent during the first visit, informing
them of the next date for questionnairL administration. Students that had transferred to
other schools or dropped out of scho#!)l were not followed up. However, students that
were new to the project schools or had been absent at the baseline survey were
included in the first follow-up. No nc}#w subjects were included at the second follow-

up. . |
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3.4 Data analysis

In this section I will present the data analysis procedures that I employed in the

process and outcome evaluations.

3.4.1 Process evaluation
3.4.1.1 Educator logs

Questions with response options were coded, with lowest scores awarded for the least
favourable response and highest scores for the most favourable response. Descriptive
analyses were performed on the coded lesson log data using SPSS version 13.0. The
open ended questions were coded thematically, as were data from classroom

observations.

3.4.1.2 Interviews with educators and focus groups with learners

All interviews and focus group discussions were audio taped with consent from the
participants, transcribed verbatim and where necessary translated from Afrikaans and
Xhosa into English. Transcriptions were complimented with moderator notes taken
during the interviews and discussions. The data were entered into QSR NVivo, a
computer software package for qualitative data management (QSR International,
2000). Using NVivo, I analysed the data line-by-line and coded them into themes and
sub-themes. The coding was both deductive and inductive, as some of the themes
were already predefined in the questions posed, while others were identified when
reading the transcripts. Some authors suggest that more than one coder should be
involved in the process to improve reliability of the analysis (Hruschka et al, 2004).
For this study, reliability was enhanced by coding each transcript at least twice within

a three-week period. During this process some data were recoded under different
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themes while some appeared under m{lare than one category. The software only helps
to organise the data and does not tak? the researcher’s role of interpreting the data.

Making sense of the data was therefore,i a subjective process.

3.4.2 Outcome evaluation

A large volume of data were collectec# in this research as the questionnaire contained

scales for each of the theoretical deteq'njnants of behaviour discussed in Chapter 1, as

well as other additional items. In this #ection, I will deal specifically with the analysis
|

of the primary and secondary outcomek.

The primary outcomes were:

e delay of initiation of sexual intercourse
|

e condom use at last sex

e condom use at first sex among [T.hose who reported sexual intercourse at

follow-up

The secondary outcomes were:

e number of lifetime sexual partqjlers

e consistent condom use

3.4.2.1 Preliminary analysis

All outcome data were pre-coded a.qh available in Excel spreadsheets immediately
after completion of the questionnair%s. The data were transformed into SPSS 13.0,
cleaned and re-coded appropriately. P[reliminary analyses were conducted to describe

the data. Analyses were then conddcted to compare the intervention and control
I
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groups at baseline for demographic characteristics and the primary outcomes using

paired sample ¢ tests. All analyses were conducted pair-wise.

3.5 Summary of the research

The research process as described in this chapter is summarised in Table 3.11
below.

Table 3.11 Summary of the research

Systematic review of relevant Review of RCTs; Review of South African evaluation studies
literature
Pilot study 4 schools; N=55

Test-retest reliability studies

1* test-retest study PDA vs. paper questionnaire reliability comparison. 4
schools; N=300

2™ test-retest study Conducted using PDAs. 3 schools; N= 194
Outcome evaluation 26 schools; 13 intervention, 13 control
Outcome measures Self administered questionnaire: baseline, first follow-up at 6

months, second follow-up at 6-9 months

Primary outcomes Initiation of sexual intercourse; condom use at last sex;
condom use at first sex for those that transitioned to sexual
intercourse at follow-up

Participants N= 6364 grade 8 students

Process evaluation 26 Classroom observations; 18 lesson logs; 17 interviews
(N=25 teachers); 12 FGDs (n= 122 students)

3.6 Conclusion

In this chapter, I have presented in detail the research design and methodologies that
were employed in the current research for both the process and outcome evaluations. I
have also provided a detailed description of the development of the outcome
questionnaire as well as the test-retest studies conducted as part of questionnaire

development process. As shown in this chapter, the study employed a rigorous design
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and questionnaire development proc@me. Involving students in helping phrase some
of the questions was important in |ensuring that the vocabulary was one that

adolescents would understand. More Fmportantly, I have discussed how the current

study attempted to overcome the desién and methodological limitations identified in

previous studies. Further, I have described the use of PDAs for data collection, which

to my knowledge has not previously qeen used in survey research with large samples
|

of school-going adolescents in South Africa. In the following chapter, I present the

results of the process and outcome evaiuations.
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Chapter 4: Results

4.1 Introduction

As discussed in chapters 1 and 3, I conducted both process and outcome evaluations.
The aim of the process evaluation was to assess how the intervention was
implemented, while the outcome evaluation assessed the effectiveness of the
intervention with a focus on the primary behavioural outcomes (delay of sexual

intercourse and condom use).

In this chapter I will present the results of these two evaluations. In the first part of the
chapter I will present findings of the process evaluation that was conducted at the
intervention schools. This will be followed by a description of the interventions that
occurred at the control schools. Later in the chapter I will present results of the
outcome evaluation. Where necessary, I will cross reference findings from the two
evaluations, process and outcome. The aim of this chapter is mainly to present the
results of the evaluations. A more detailed discussion and further interpretation of

these results is presented in chapter 5.

4.2 Process evaluation

In this section I draw on data from the 18 educator lesson logs; 17 interviews with
implementing educators; 26 classroom observations, and 12 FGDs with learners at
intervention schools. The procedures that were followed for each of these data
collection techniques were described in the previous chapter. These methodologies
provided data on the school contexts within which the implementation occurred, and

whether the intervention was delivered as planned.
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The indicators for process evaluation iﬁcluded:

e Fidelity of implementation
e Number of lessons implemente};l by each teacher

e The use of participatory activities

e Students’ views of the intervenrion
Teachers’ views of the interveqtion and implementation process
i

Educator logs and classroom observa&ons were conducted during the implementation
I

while interviews with teachers an4 FGDs with learners were conducted after

implementation. Interviews were also] conducted with LO teachers at the 13 control
i

schools to establish what intervention}s were implemented during the 6 month SATZ
\

intervention period, and how this was hone.

|
As far as possible I present the quotes verbatim, but for clarity and to contextualize
the quotes within the presentation oﬁ the findings, I have made minor grammatical

edits to some of them.

4.2.1 The school contexts |

Information about the school conteles was obtained from observations, interviews
with teachers and FGDs with studen*s. Some of the characteristics that the schools
had in common included the fact tﬁ'lat they were all located in the Cape Town
metropolitan area; they all followed Jthe Department of Education’s curriculum for
public schools, and therefore they a#l were expected to teach LO as part of that

curriculum. Among the sample of students that participated in the study, one of the

homogenous characteristics of course| was that all they were adolescents growing up

in South Africa in a time of HIV/AIDS, and who, in many ways, despite their real or
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perceived differences, faced similar challenges. The majority of the learners also
resided in the communities within which the schools they attended were located. The
specific demographic characteristics of the sample that participated in this study are
described in Table 4.6 later in this chapter. However, the schools were by no means
homogenous. Just as they had similarities, they also differed from each other in many
ways. This was largely due to broader social and political factors such as the history
of racial segregation, economic inequalities, religious, cultural and other differences
that characterize the South African society. They also differed due to individual,
interpersonal and school level factors such as teacher motivation, relationships
between teachers and school management, teacher discipline, the approach of the
principals to the running of their school and available resources such as physical

infrastructure and the presence or lack of trained teachers.

4.2.1.1 Language

One school was an Afrikaans medium school with a majority white student
population; eight had a predominantly coloured student population with English
and/or Afrikaans as the languages of instruction; and four consisted of a majority of
black students with English as the official medium of instruction (although in reality
the teachers used both English and Xhosa for most subjects. Almost all of the black
students had Xhosa as their home language. The majority of them understood Xhosa
better than English. However, the teachers at the intervention schools were of the
opinion that it was much easier to teach sexuality in English. This was because some
of the words did not sound as rude as in English as they did in Xhosa. In addition,
conversational Xhosa and sexual lingo amongst the students differed depending on

what area of Cape Town they lived in. Hence during the development of the
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intervention and in the training, the te#chers suggested that the learner workbooks for
the predominantly black schools be ‘produccd in English. The students for whom
Afrikaans or English was the home language on the other hand were advantaged by
having the intervention implemented in these languages. However, as shown in the

demographic characteristics of respondents later in this chapter (Table 4.6), the

majority of the learners had either | Xhosa or Afrikaans as their home language

compared to the smaller proportion that indicated that English was their home

language.

4,.2.1.2 The school communities

The majority of the schools were loc%ted in working class areas, some in very under-
resourced communities. In the basefline questionnaire, 21% of the whole sample
described their home as a ‘shack’ (tl':Lese are dwellings commonly made of recycled
plastic, polythene, cardboard, wood |or corrugated iron sheets), “wendy house” or
‘backyard dwelling’. At several of the schools, teachers indicated that a sizeable
number of students lived on their own as their parents were away working and only
returned home on weekends. In the outcome data, 9.9% (n=317) intervention group
students reported not living with any of their biological parents. At one school, 50/203
students did not live with any biological parent. This however does not imply that the

learners did not have any adult primary caregiver but I did not ask any questions about

whom they lived with. A few of the s#hools were located in neighbourhoods known to
have a problem with gangsterism, wl#ich sometimes spilled over into the schools. An
anecdotal illustration was two occasicins when teachers warned me to leave the school

due to the possibility of gang violen#e in the neighbourhood. The use of drugs was

also mentioned by the teachers to be F problem in many of the communities in which
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the schools were located, both in the more affluent neigbourhoods and those that were

comparatively under-resourced.

4.2.1.3 School level resources

Many of the schools were overcrowded, and several did not have basic essentials for
learning such as furniture and science laboratories or facilities for extracurricular
learning such as playing fields. The average class sizes at these schools were about 65
students. On the other hand, a few schools were better resourced, had classes of
between 23 and 42 students. These schools also had better facilities, and greater
teacher stability. At some of the lesser resourced schools, the teachers that were
tasked with teaching LO were not trained in teaching. These schools also had high

rates of teacher turnover as discussed in the following section.

4.2.1.4 Educator turnover

Eight of the thirteen schools experienced change of LO teachers, losing either all or at
least one of the teachers that attended the first SATZ training due to illness, transfers,
pregnancy or move to another grade. However these are not the only factors that can
lead to loss of teachers. The issue of teacher stability was closely linked to resources
among other factors. Some schools could afford to pay their teachers a higher salary
and to provide them with better resources than others and therefore had lower
educator turnover. Only five of the schools (7, 8, 12, 18, and 23) had the same
teacher(s) deliver the entire intervention. At some schools, lessons were missed, and
at others they were delivered by substitute teachers, some of whom attended a one-
day-SATZ training organized to cater for the changes. One school had 5 different
teachers over the 6-month implementation period. Three classes at one school and two

at another had the entire intervention implemented by teachers who did not attend any
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of the training workshops. Each schooil however had at least one trained teacher who
provided support to those that did not| attend the entire training. Student absenteeism
was also high in some schools, hence exposure to the intervention was varied. As
discussed in greater detail in the following sections, these contextual factors posed

major challenges for both the implementation and the evaluation.

4.2.2 Fidelity of implementation
Once the schools and teachers had adopted the programme, it was crucial for
evaluation purposes that they implemented it as intended. This was because the

evaluation was designed based upon the objectives, content and activities of the

programme. The importance of adherénce to the intervention as planned was stressed

throughout the training and in the nwmerous conversations between the intervention

designers and the implementing educaitors.

The suggested duration for implementing the intervention was 17 hours, but it took

the teachers 26-55 periods dependinq on the number of periods allocated to LO and

each teacher’s pace. Each period was #5-55 minutes, which translated to between 19.5
and 50.4 hours across the schools. EEFarly into the implementation, the project staff
realized that the allocated 6-month d: ation was too short for completion. Teachers
were requested to omit the last lesso? on self esteem if they did not have sufficient

time, as it was aimed at reinforcing a.P earlier lesson. The intervention designers also
!

selected one or two activities each fok‘ lessons 5-15, retaining those that required the

least time. Table 4.1 below shows the} number of lessons implemented at each school.

This is not recorded for each teacher que to the change of teachers at some schools.

166



Wanyjirii Kabii Mitkoma

Table 4.1 Number of lessons implemented at each school

School Total no. teachers involved in No lessons implemented of
the total of 16 lessons
implementation
1 5 15*
2 3 16
4 3 16°
7 1 16°
8 3 15°
9 4 16
11 5 15
12 2 14%
13 4 15
18 1 16°
22 2 16
23 2 16°
26 3 16

® Lesson 12 (condom use & demo) not implemented in all or some of the classes

®lesson 12 implemented by an outside facilitator (nurse)

° The same teacher(s) delivered the intervention from beginning to end
As shown in the table above, all the teachers attempted at least 14 of the 16 lessons. In
the questionnaire administered at the second follow-up, various questions were asked
on students’ self reported exposure to the intervention. More than half (55.9%) of the
students reported having received 10 or more lessons, while 27.7% received 5 to 10

lessons. Caution is warranted in interpreting the self-reported exposure data presented
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in this chapter as they are subject to|students’ recall and depend on the individual
student’s school attendance. Nevertheless the majority of students reported having

received more than a third of all the lessons.

In the log, educators were also #ked to indicate whether the lessons were
implemented as planned. Teachers \*ere asked to report any modifications to the
lessons and activities, besides those rrLade by the programme designers. The response
options were scored from O if the lesson was not implemented, to 4 for

\
implementation exactly as planned. The scores were summed up to obtain a mean

score for each lesson or activity. For lessons 1-8, this question was asked of each
activity, while for lessons 9-15 it w#s asked for each lesson. This was because as
mentioned in chapter 3, the teacher§ found Part 1 of the lesson log too long and
requested that Part II should contain i*ewer questions. The results of these ratings are
based on 14 logs. As shown in Tailale 4.2 below, the teachers reported that they
implemented most activities almost ﬁ&actly as planned, the mean score being higher
than 3.2 for the 19 activities in lessmﬁs 1-8. Of the nine activities that received mean

ratings lower than 3.0, 4 were homework; 2 were group activities; 2 were role plays;

and 1 was an individual activity.
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Table 4.2 Mean scores on fidelity of lesson implementation

(To what extent was the activity implemented as planned?) N=13

Activity mean (SD)**

Lesson 1 2 3 4 5 6

1 Values clarification with regard to adolescent 3.5(0.53) 3.4 (0.7) 2.6(0.9) 2.7(0.9) 2.4(1.2) 2.0(1.7)
sexuality

2 Self-esteem and sexual decision-making 3.7(047) 3.4(0.7)

3 How our bodies function reproductively 3.4(0.7) 3.3(0.6)

4 Dimensions of sexuality 2.7(1.4) 2.1 (1.4)

5 Boys don’t cry! Girls are soft! 3.6(0.5) 1.8 (1.8)

6 Responsible decisions for sexual safety 3.5(0.7) 22(1.8)

7 Promoting the sexual health of young people 3.5(0.7) 26(1.4)

8 How do I handle this? 3.2(0.8) 22(1.7)

4 Only lesson 1 contained more than 2 activities
¢ Responses were scored as: 0 - did not implement this activity; 1 — not at all as planned; 2- only to a small extent; 3- to a large extent; 4- exactly as planned Table 4.3 below

presents mean ratings for lessons 9-15. These were based on responses of only 7 teachers who completed the second part of the log. The rating for lesson 16 is not provided
as some teachers omitted the lesson as requested by the programme designers.
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Table 4.3 Teachers’ ratings of leron implementation

(Were the lessons implemented as outlined in the learner workbook
and educator manual?) N=7

Lesson ; Mean score (SD) f
9 Situations that carry the risk of sexual intercourse 3.8(04)
10 Coercion and violence in romantﬁL: relationships 32(0.4)
11 Not for me, not now! ‘! 3.5(0.8)
12 How to use condoms 3.0(1.5)
13 Negative consequences of sexualyintercourse 3.2(0.8)
14 HIV and AIDS and the future ‘ 3.5 (0.8)
15 Substance use and sexual decisio}b-making 3.5(0.8)

0 did not implement this lesson/activity; 1 ;- not at all as planned; 2- only to a small extent; 3- to a
large extent; 4- exactly as planned

|

Table 4.4 presents other mean sc!bres of the teachers’ self evaluation of the
implementation. The results indicate +at the teachers found the intervention relatively
easy to implement (mean score of 3.1#‘ and rated highly the fidelity and quality of their

delivery. They also did not often hav% to use additional material other than what was

provided.
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Table 4.4 Teachers’ overall assessment of implementation: N=12
Measure/question Response format (coding) Mean
Score
(SD)*®
To what extent do you think you have implemented the Not at all as expected - 3.7(0.8)
intervention as per the expectations put forward during your Completely as expected (1-5)
training?
Implementation of SATZ was easy/difficult very difficult - very easy (1-4) 3.0(0.8)
Overall, how would you evaluate the quality of your very low quality - very high 3.3(0.6)
implementation? quality to (1-4)
How often did you have to use additional material besides most of the time- never (4-0) 1.3(0.7)
that provided?
On a scale of 1-5 how successful do you think, was the not successful at all — very
implementation of the following activities? successful (1-5)
Role plays 2.8(1.5)
Small group activities 33(L))
Homework 3.0(0.9)

£ Rating only for teachers who implemented the lesson

I received the teachers’ lesson logs before the interviews, so I was able to explore
further the information provided in the logs and presented in the tables above during
the interviews. The interviews and findings from classroom observations did not
concur entirely with the views expressed in the lesson logs and the teachers’ ratings of
implementation fidelity and quality. This indicates that some of the lesson log data
were partially unreliable as some of the information the teachers presented regarding
what they did, what we observed in the classroom and what they said in the interviews
were not always correlated. For example, there were some major deviations at some

schools from the planned delivery and changes to some of the content.
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In one school, an outside facilitator who was not a teacher or staff member at the
|
school implemented the lesson on self-esteem and sexual decision-making. Even

though this was recorded in the claéfsroom observation form, the teacher had not
|

reported this in her lesson log. In an{other school, the reproductive functions lesson
|

was delivered by a biology teachf:r, while a nursing sister from an outside

\
organisation delivered the lesson on| condoms at another school. The intervention

contained seven lessons with role-pLay activities. Based on the teachers’ mostly

negative experiences of the first rolL play, the intervention designers had cut out

I

further role play activities. Howevkr, some teachers used their discretion and
continued to implement role-plays, +vhi1e others substituted them with a video or

asking students to write a dia]oéue individually or in small groups. These

modifications were not part of the S,+TZ implementation plan and the educators did

not discuss them with the evaluation c#esigners before hand.

Lesson 12 was on correct condom uFe and included a demonstration using a dildo.

Four educators at two schools (schoo]{s 12 and 9) did not implement this lesson, while
two others at school 1 briefly discusse}d condoms as a means of prevention but did not
conduct the condom demonstration. During the interviews, one of the educators said

that she did not have the dildo at hand during the lesson, while another cited religious

beliefs that prohibited him from conducting the condom demonstration. However, two
|

of the seven classes at the school whe}re these teachers were based received the lesson

and condom demonstration from anoLL\er SATZ trained educator.
l

1
At school 12 where the lesson on cc#ndom use was not delivered, the educators felt

that the “children were not ready for|that lesson” because they were still “young and

immature”. 1t appeared however tthave been a case of the two educators being
|
i
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uncomfortable with the lesson rather than the learners’ age or sexual inexperience
because they (the educators) at some point considered having a clinic sister implement
this lesson. Ironically, while they thought the learners were not ready, the educators
also believed that most of their grade 8 learners were sexually active. They mentioned
that the school lost about 50 girls annually due to pregnancy, most of them in grade 9
or during the transition period from grade 8 to 9. Three of the 141 grade 8 learners at
the school became pregnant during the SATZ implementation period. The educators’
views that the learners ‘were not ready’ for a condom lesson were contradictory in the
face of this evidence. Yet, the educators insisted on “abstinence that is what we
taught, and if you don’t you going to die, cause you going to get the virus, AIDS and
you going to die”. The teachers had also introduced the message that AIDS equals
death, which was not included in the intervention. The concerns about some of the
content of the intervention being too advanced for grade 8 were however shared by

teachers at other schools.

As shown in the discussion above, there were considerable differences across and
within the schools in the fidelity with which the intervention was implemented. There
were particularly major deviations and differences in the implementation (or lack
thereof) of skills-based activities such as role-plays and condom demonstration.
Although all the teachers attempted at least 14 of the 16 lessons, only a few of them
implemented them as intended in the programme as many had to modify the some
activities to suit their individual characteristics and classroom conditions. The
teachers may have rated their implementation highly in the logs because they were
using or had attempted to use strategies that were new to many of them, which they

considered a good achievement.
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There were no identifiable patterns of 4eachers that implemented the intervention with
more fidelity or better than others, whi%h made it difficult to categorise the schools by
fidelity and quality of implementati%m and therefore to perform the analysis of
outcome data based upon implementa+ion fidelity. There were, for example, teachers
at the same schools who had very \‘{aried levels of implementation fidelity, some
doing very well and others not so webl. Some of the teachers who attended the four
day training did not implement the}] intervention with fidelity, while others that
attended only one day of training d%livered the lessons with more fidelity. Some
teachers in very poorly resourced SC*IIOOIS implemented the intervention with more
fidelity than others in better-resource#[l schools with smaller class sizes. For the most

\
part, however, the overall fidelity a.r*d quality of implementation was better at the

schools that had greater teacher stabili‘ty compared to those where teachers changed.

4.2.3 Acceptability of the interven%ion and teachers’ views on implementation

I also assessed the acceptability of th+ intervention among teachers and students. The
teachers summed up the implementation as very challenging and demanding, but also
a very good and enjoyable learning experience for them and the learners. This was not
surprising, as the teachers had expressed their support for the programme during the
training, and anticipated some of the ¢hallenges that they encountered. Educators said
that ongoing support and monitorin%; from the SATZ team kept them focused and
committed to completing the prograrr:une. Overall, while the educators acknowledged
that there were some implementation challenges as discussed earlier, most of them
found the intervention acceptable because as one of them put it, “the outline was very

clear, it was very specific, the exercises, were also quite fairly clear for the learner

and both myself that made things easy as I went along”. [Female teacher, school 18]
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Many educators mentioned that the intervention challenged them to accommodate

different values, while others reported becoming more student-centered:

“you had to be committed, ...you had to think of ideas of making it interesting,
...it was not just a question of standing there and giving them information, you
had to be involved emotionally as well, try and be part of them and really
think of, you know, step down from the level of adulthood and get into their
shoes, you know, in order to understand them, so, it was very demanding... 1
had now to look at things from learners point of view and not from my point of
view, of what I like and what I don’t like, I had to change my attitude, and

know that the centre is the learner and not me” [Female educator, school 8]

Having worked through the lessons during training, the educators were asked prior to
implementation to map out the number of periods they anticipated for implementation
of each lesson. It turned out that both the intervention designers and the teachers had
underestimated the duration it would take to implement the lessons. There was great
variation in the amount of time it took each teacher, and most rushed through the last
few lessons. For example the recommended duration for the first lesson on values
clarification was 2 hours, but some educators who expected to cover it in 3 periods
took up to 6 hours. This was attributed to the number of activities, and students’
cognitive difficulties in understanding the terms ‘norms’ and ‘values’. Teachers also
felt that the vocabulary was too advanced for grade 8, given what many said were
lower than average literacy levels at their schools. In the schools where majority of
the students spoke Xhosa as their home language, using the Xhosa reference book did
not make things easier as the problem was not with the language of instruction but

with the low literacy levels. Teachers viewed the literacy problem as one that should
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be tackled at primary school level be¢ause high schools were “inheriting learners
who cannot read”. Majority of the te%chers felt that proper implementation of the

SATZ intervention required a minimunj of 1 year.
|

However, the time shortage was not ju#t with reference to the duration of periods and
the number of activities in the interveintion. It was also due to timetabling where 1
found that at some schools LO bei‘fng a non-examination subject received less
importance than other subjects and was allocated fewer lessons. As a result, the LO
periods were few and far between at seirveral schools, and not knowing the duration of

each period, some teachers had difﬁc+]ties doing advance planning of their lessons.

Any unexpected or unscheduled activitlies were also done during the LO periods.

“The periods are sometimes tgo scattered, today you get a 30 minute period,
tomorrow it’s 35, the day after that it’s a 55, ... sometimes we see them three

times in a seven cycle, and yoy see them maybe on day one and you see them

again on day five, you find thdf on day five they’ve forgotten what you did on
day one, you know, so you havF to re-cap again, you know” [Female teacher,

school 8] |

“at our school, today you a Aiece of paper, where you are being told, right

today it’s 25 minute periods, and things like that” [Female educator, school

\
12] |
A significant amount of time was al#o lost due to inadequate preparation by some
teachers, and a rotation system that|required learners to move from one class to
another for each subject. This system was highly ineffective and time consuming at
most schools, particularly those wth large class sizes and not enough furniture, so
students moved around with their ngS, chairs and desks. At one school, it took
!
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learners approximately 20 minutes to settle down and by the time the lesson begun
there was only about 25 minutes of the period remaining, most of which the educator

spent yelling for attention.

All the educators said it was an excellent program, but criticized it for focusing only
on sexuality, leaving little time to teach other LO focus areas such as ‘world of work’
which were not sufficiently incorporated into the intervention. Although this is a valid
criticism, some of the teachers also mentioned that they tended to focus on certain
areas of LO more than others and there was often no balance in terms of the amount
of time, intensity and student assessments that they gave to each LO focus area. Also,
the SATZ intervention was never intended as a complete LO curriculum covering all
the 5 focus areas and all the panicipating schools were aware of this at the start of the
project. The educators nevertheless acknowledged that the intervention filled a gap
because there was no standard LO curriculum issued to all the schools in Cape Town.
Each school followed guidelines from the Department of Education but developed its
own curriculum by combining various materials received from the Department and
NGOs. The teachers mentioned that the topics in the SATZ intervention were not
entirely new, as they formed part of the LO focus areas. What the SATZ intervention
had done is put the information together in one workbook, addressed sexuality and
HIV/AIDS education in a greater detail, included lessons on self esteem, assertiveness
and decision-making as well as greater focus on skills-based activities. The
programme therefore saved educators time and effort spent “scrapping around” to put
together a curriculum. It also provided them with assessment tools as required in
OBE, extra teaching materials such as posters, training and ongoing support during
implementation. However, some educators also pointed out that they used additional

material, particularly for the lesson on substance use, as the information in the
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workbook was not sufficient. All thé teachers intended to use all or parts of the
intervention in future even though the'SATZ project would not continue to supply it.
Some were already using it with their grade 9 classes, and one school had made
sufficient copies for the following| years’ (2006) grade 8 students. This was
encouraging, but was no guarantee| that the intervention would continue to be
implemented. The intervention effectiveness had also not been established to

determine whether it could be disseminated more widely.

4.2.3.1 The role of educator traini:{g

Training of facilitators is regarded ag one of the characteristics of effective school-
based sexuality interventions (Kirby et al, 1994). The SATZ training was mentioned
by all educators as one of the most important factors that aided implementation.
Results of an evaluation conducted imhediately after the SATZ training are published

elsewhere (Ahmed et al, 2006). The| evaluation showed that the training impacted

positively on the teachers’ knowledge, attitudes and comfort levels regarding teaching
sexuality education and HIV/AIDS{. The trainer also received overwhelmingly
positive feedback from the teachers (+mﬂed et al, 2006). In this section I will present
data from interviews and educator ilogs, which were gathered during and after
implementation. The educators had J::y then put to practice the skills learnt in the

training and could further reflect on \ﬁme impact of the training on their experience of

delivering the intervention. |

All the educators said it would have been impossible or more challenging to
implement the intervention without training. For some educators, this was their first
training ever in delivering HIV/AIDS education and they had little experience having

only taught LO for one or two year{s. A few of the teachers that implemented the
|

|
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intervention were not qualified trained teachers. The educators that attended the two
weekend training sessions felt that they were more advantaged than those that either
did not attend any training or attended only the subsequent shorter training sessions.
Being away from home and usual distractions, they were able to focus more

effectively on the training. As one educator put it

“you see, you fresh in the mornings, those things from three till five, or five
till, don’t work. You're tired when you finish here [school], I want to go to my
kids when I come from here, go play with them rather, I don’t have time after
20 years still to go sit in, in workshops and things like that.” [Male educator,

school 12]

While most educators were enthusiastic and attended the training on their free will,
some, particularly those with previous training on HIV/AIDS were doubtful that they
would gain anything from it. Two teachers attended the training only because their
principal insisted on it, but in retrospect, they too agreed that it was a worthwhile

experience:

“In the beginning I thought it was crazy....1 didn’t want to go, I was very upset
but 1 tell you, to sum everything up, for me the person that I was before going
to Slanghoek (the location of training) and myself ending up at the end having
done what I did this year and saying what I said, am very glad that I went to
that training... this programme must be implemented countrywide and every

white, black, pink school must get it”. [Male educator, school 23]

Although most of the teachers had experience teaching LO, many said that using the
learner workbooks and educator guides during the training made the training more

relevant and increased their confidence. This was because they got to practice
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facilitation of some of the participatory activities that they later used with their

learners. Most of them felt that withé‘{ut the training “... I definitely wouldn’t have

done justice to the program.” [Female Leacher school 4]
i

The condom demonstration activity was frequently mentioned as one that was made
possible by the training. The educators that conducted this activity felt that the

training gave them the confidence to dL S0.

il
|

“Well the initial training, and ‘he update, 1 think without that I would not have
coped that well, because I would have thought this is nonsense, being old and
cynical I wouldn’t have tackleP this. ...As I said at the time, I'm not going to
show the children in front of a }mixed [gender] class, how to put on a condoms,
in the end it was no problem! at all, I was blatant enough.” [Male teacher,

school 26] \
However, many teachers still expressed discomfort regarding the condom lesson.

“As a female standing in front|of your class, to demonstrate that becomes very

taxing...the boys started laughing, and girls started feeling uncomfortable,

and it wasn’t my intention to \make them feel uncomfortable at all.” [Female
|
educator, school 18] ;

The educators who did not attend any of the training sessions acknowledged that they

had more difficulties implementingr the intervention. Support from the school
principals and the SATZ team r%ade implementation easier. Nevertheless, as
illustrated in the discussion above, dkspite the educators’ positive evaluation of the

training, they still experienced many challenges in the implementation showing that a

good training alone is no guarantee that implementation will be easy.
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4.2.4 Implementation strategies

The intervention contained various participatory activities such as role-plays and
small group discussions. In this section I will present findings regarding the
implementation of some of the intervention activities, namely role-plays, group

discussions and homework activities.
(i) Role plays

Some of the difficulties experienced with role plays have been referred to earlier in
this chapter. The intervention contained seven lessons (lessons 1, 5, 8,9, 12, 13 & 15)
that required role play activities. Four educators did not attempt a role play at all,
either because they didn’t want to, or because they thought the strategy would not

work, or because of learners’ shyness and large class sizes.

Once again it failed, specifically the drama or role play in class, you will find
that the learners are shy ... it took a lot of effort from the teacher to encourage
them and all that, but still they didn’t want to participate in that role play, they

were very afraid to do it, they were shy. [Male teacher, school 22]

Some learners agreed with this, and were especially hesitant to participate in role-
plays that involved a romantic relationship as this may have undesirable consequences

afterwards:

they didn’t want to be teased about who they chose so most people in my class
didn’t do that one [role-playing] and others were gossiping and so others are

shy and not want to be talked about and they were afraid. [Learner, school 8]

Another reason why role plays did not work so well was that the sexually

inexperienced students had difficulties identifying with role plays depicting sexual
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relationships. Some of the role-plays| were designed to be conducted in single-sex
groups but teachers did not implem%nt this, mainly due to the large class sizes.
Although the teachers had performe*i:l some of the role plays during the training,

inexperience, poor preparation and lac{_k of confidence were apparent and this strategy

did not receive very good feedback. ‘
It was chaos, I mean it is gr%at fun, they enjoy it, those who were actually
doing it, it ends up being gr%at fun for them, but, it’s not viable really, it

|
doesn’t work. [Male teacher, s%hool 26]

At one school where I observed a rolF play, the educator was unable to facilitate the
activity to convey the intended mes#age and to control the learners. The role play
went completely off topic while the re%t of the class made so much noise it was almost
impossible to hear the dialogue. At 'the end of the role play the educator did not
discuss it with the learners hence the‘ objective of the activity and its bearing on the

lesson was lost. It was left open perheips with the assumption that the learners, having

enjoyed the activity, would put it into the context of the lesson under discussion.

Some teachers preferred to stick to fa.%iliar teaching methods and had no intention of

ever using this strategy as they werey'convinced that it was impossible to implement

within the current contexts of their schmools. The quote below is from a male educator
I

with 20 years teaching experience, mdst of them in guidance/life skills education,

Like I said to emphasize thatirole playing in our situation doesn’t work. We
can fake a role play lesson, Jhen we know people is coming, and we ask the
school, right we want a hour #’or this lesson, specific lesson, and prepare and
that, but I mean that is not nor}rmal scenarios ...What works in our situation, is

the kind of passion type of t%aching methods where your kids sits and you
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teach, and giving the information to the kids using your teaching skills. We use
that type of teaching. To emphasize, role-playing in our situation doesn’t

work. [Male teacher, school 12]

The teachers that attempted role-plays found them too time consuming. Most schools
had periods between 45-50 minutes. This, as shown earlier in this chapter, was
insufficient for any one of the SATZ lessons. Overcrowded classrooms were another
important barrier to implementation of role-plays. At some schools, classes had up to
70 or more learners in a space designed to accommodate about 30 students. The
learners shared chairs and desks barely leaving any room to move around. One
educator resorted to conducting role plays outside the classroom with half the class
and in the classroom with the other half. A few teachers successfully conducted role-
plays. At two schools the teacher asked a few students to prepare the role-plays in
advance. This saved time, but the dialogue was not spontaneous, and some students

did not have an equal opportunity to participate in the role-play.

As shown in the discussion above, many of the teachers experienced personal and
contextual difficulties with regard to using role-plays. Teachers’ attitudes to role
plays, self-efficacy to implement participatory strategies, and the expectation that this
would be (un)successful all influenced whether or not they attempted role plays.
There were no specific patterns of characteristics of educators who attempted to or
successfully implemented role plays. While the educator quoted above for example
was unable to implement role plays despite training and many years of teaching
experience, others with less experience teaching LO used role plays successfully.
Many educators said they might attempt role plays again in future, and felt that they

would do better the second time around.
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(ii) Small group discussions

Small group discussions were also diﬁicult to implement. This was mainly due to
large number of students and inadeq+llate space in the classrooms. With up to 70
learners per class, it is challenging ﬁo expect that one teacher would be able to
effectively manage several small grou[ discussions or that there would be sufficient
time for the teacher to engage with eac’h group’s discussion. The classrooms were also
small, so that at some schools it eras impossible for each small group to have
sufficient space to hold their discussi ns. Most educators resorted to having a whole
class rather than small group discussijn. Some teachers also found it difficult to keep
the groups focused on the discussi&n topic due to poor discipline. One teacher
overcame this by pre-assigning stude‘ts to groups to which they remained until the

end of the intervention. This minimized the disruptions, but it limited students’

interaction to only a few of their classmates. This however was one of the schools
where I observed this strategy worki#ng well as the students were focused and the

groups competed with each other.

The average age of the learners was 14.3 years. However, some schools had learners
aged 20 years and above. In classes with older students the classroom dynamics were
further complicated by the imbalance of both age and sexual experience. It was
difficult to have small group discussions where older and sexually experienced
students were mixed those that were younger and sexually inexperienced. Some

teachers put older students into separate groups. Others got the sexually experienced

students to assist with lessons such aq the condom demonstration, while some tried to
create a class atmosphere where th+ students did not feel embarrassed or judged
because of their sexual (in) experiencié.
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4.2.4.1 Homework

The intervention contained three activities specifically designed as homework. This
was unsuccessful at most schools. As it emerged from the group discussions with
learners homework was almost a taboo word for them, not to be mentioned, better
still, not to be done. Educators attributed this dislike for homework to laziness,
disregard for LO and absent or disinterested parents/guardians. This was not unique to
LO, but was a problem at most schools, across all subjects and in all the grades. It was
however worse with LO because as a non-examination subject, learners considered it
a “fun easy subject, it’s a class where you talk all the time, it’s not a case of come in,
sit down, shut up, take out your books, start doing exercise three, cause none of these
activities are done like that, it’s discussed, ...we 're talking, it’s a easy non threatening

subject, so, homework, is seen as something strange. “ [Male teacher, school 26]

The majority of the educators felt at a loss because they could not penalise learners for
not having done homework, so they tried to cover all the activities in the classroom.
Others set tests to encourage the learners to take LO more seriously. While most
educators thought homework would save time spent in classroom discussions, one
viewed it as infringing on the already short periods she had for LO as some of the
time was spent checking why the homework was not done. Another teacher however
viewed the problem as emanating from teachers who did not instill a sense of

seriousness into homework:

“For me, I think homework becomes a major problem when a teacher does not
normally check the book. If you give them homework today, make it the point
that you want it tomorrow, even if you are not going to read, you are just

going to sign it, and then you still have another day to mark it, and go through
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it, as long as they know that you give them homework today, you are not going

|
to go back to it, they will tend tp relax.” [Female teacher, school 11}

4.2.5 Parental involvement

The intervention was designed for cFassroom implementation, but an attempt was
!

made to involve parents early in the p#ocess. In lesson 1, the aims of the project were
summarized as ‘the SATZ Story’. Tl+e students’ homework was to tell the story to
their parents/guardians, answer any q#estions and record this interaction on a sheet in
the workbook. Another activity requi#ed the learners to design a brief questionnaire
regarding norms and values pertaiT-j.ng to sexuality and administer it to their
parents/guardians, siblings, family orfadults in the community. These exercises were
unsuccessful as the majority of the éitudents did not conduct them with any adults.
\‘
Most of the students had not had any lprior discussions with their parents or guardians
|

around sexuality and were afraid of # possible negative reaction from parents which

did happen in some instances as expr#ssed in the quote below.

The one boy his mother actually smacked him, the first day, the very first page,

when you must ask your parénts those questions they say now you busy now

with that, and what are you \talking about and don’t come to me. [Female

educator school 6]

|
(

Some of the teachers were of the ﬁpinion that many parents in their communities

viewed discussions about sex and #exuality as something that should not happen

between parents and children. Th#s was attributed to parents’ inhibitions that

|

emanated from customary traditions ‘rwhich in their opinion forbade such discussions.

It was also attributed to the lack of 4ducaﬁon among this group of parents. However,

the majority of the students also fert uncomfortable about initiating the discussion

I
|
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with their parents. Others preferred to conduct the exercise with other adults in case
their parents fearing that initiating such a discussion would make their parents think

that they were having sex.

some of them said, hi, I'm going to ask my neighbour, not my parents, they will
kill me, huh, I can’t, I can’t talk about that, because they will say, you 've become

so silly now, why are you asking this thing. [Female educator, school 11]

I think also some parents if you have a good relationship, and you ask them like,
they might assume like maybe you want to have sex, they will think something

else. [Learner, school 1]

Even though most learners did not undertake this exercise with their parents, they still

viewed them as the most credible source of sexuality information

“many times if you have older siblings, they too like to give you information,
but one cannot always depend on their information as it is not always correct
information that they give, therefore I think if you are in doubt about certain
issues, the best source would be your parents as they would be most capable

to give it to you” [Learner school 23]

A few parents expressed their displeasure with the intervention, and some students did
not take their workbooks home for fear of their parents’ reactions. This was an
interesting finding, as most parents had consented to their children’s participation in
the project. I did not establish whether those parents that objected to the intervention
were among the few that had also declined consent for their children to participate in
the evaluation study. Some learners also thought that in general, parents have a

problem with their children receiving sex education.
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“not necessarily with this prograrn in particular, but they just don’t want their

children to be taught anything abﬁut sex”. [Learner school 23]

“It’s like they don’t want you 14 grow up...they just want to keep you there”

\
[Learner school 26] {

Only a few learners conducted these e%ercise with their parents or guardians. Some of

|

them gave positive feedback

“Ja, my mother is also glad because then I can also know, how to use safe sex

and how to stay away from STD and things like that” [Learner, School 2]

“When I told my mother about t}n’s project, ... I think, when I go to her, she, is
|

surprised that I use words that ske doesn’t even know of ... she is just interested

in seeing that I progress in my le?rm‘ng. [Learner, School 2]

Lack of parental/guardian involvemeﬁt in their children’s learning was viewed to be
|

an important hindrance to homewoq‘(. However, this was not unique to the SATZ

programme. At some of the schoolsL teachers reported that parents were generally
|

disinterested in anything that happen%d at the school. They don’t fetch their children’s

examination results, and relinquish responsibility for their children to educators, going

to the school only when there's troubl

b
.

|
All the educators thought it was important to involve parents/guardians in their

children’s schooling, but thought thai “to involve the majority is going to be a heavy
|

task”. They offered various suggestions for increasing parental involvement such as

first educating the parents about HIV/AIDS. Learners’ suggestions for encouraging

communication about sexuality between themselves and their parents included
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presenting to the communities what they had learnt from the intervention through

presentations and drama; and inviting parents to the school to learn about HIV/AIDS.

4.2.6 Learners’ experiences of the intervention

The focus group discussions with learners were aimed at obtaining insights into their
experiences of the intervention. Overall, the learners reported having enjoyed the
intervention, especially because it did not dwell much on well known facts around
transmission and prevention of HIV/AIDS. They particularly enjoyed the lessons on

values, self esteem, assertiveness, the reproductive system.

in primary school there was a lot of intention brought upon pre-marital sex, and
AIDS and all of that crap, but in this program, it also made us aware of the other
side, like your values, and morals, like if your values and morals are in place

then it will also assist you in your decision making”. [Student, school 23]

The lesson on values was mentioned in a few of the discussions as one that the
students remembered most, probably because it was the first lesson. This however
was also the lesson that most teachers struggled to teach. A few educators suggested
that it should be omitted or moved later into the intervention, while others
acknowledged the challenge, but viewed this lesson as the foundation of the

intervention.

I just feel that values might be difficult for any person to teach maybe, but it is
something that comes from the soul, you must be willing to speak about certain
things, you must relate to peoples belief systems, you must relate to peoples up
bringing, and maybe it opens a can of worms with every child. This has never
been part of their learning experience... those things were never spoken about,

so I think the values is the essence of the program of sexuality... Its about being
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|
objective all the time, you cannot, express your value system on another person,

but you must allow them to be able to reflect, and express their value system, so
|

that the child knows this is what a‘value is.” [Female Educator, school 18]

The majority of students did not enjo#' lectures as they were not participatory. Role-
{

plays were the activity that the stude4nts enjoyed most, because they were fun and

allowed them to express their opinio+s. From the questionnaire items on exposure,

81.2% (n=2266) of respondents ind#éated that their teachers encouraged them to

express their opinions; and 84.9% ;(n=2266) indicated that they expressed their

\
opinions to ‘some’ or to ‘a large’ ex#ent. In the discussions, some students who did

|
not have the opportunity to particiqate in role-plays said they felt neglected. At

schools where teachers changed durin% implementation, the students also felt that they

did not have sufficient time to forge ‘a relationship with the teachers. At one school

where some classes had 5 different tchhers, the learners felt that they were receiving

|
contradictory messages from each of #he educators.

“The one teacher taught us Iike! one thing, and the other came told us another

thing, it was bit confusing” [Lea#ner, school 1]

At most schools learners were ge+erally satisfied with the way their educators

implemented the intervention and acl%nowledged that as the programme progressed, it
|

became increasingly easier and mo*e comfortable to talk to their educators about

sexuality, HIV/AIDS and other i#sues that concerned them. Some educators

mentioned that more learners were aJaproaching them with personal issues around sex
and relationships since implementi#)g the programme. In the questionnaire, 84%
(n=1501)of students indicated that tfhe intervention had made it ‘much more’ or ‘a
little bit’ easier to talk to their fri#nds about HIV/AIDS; 83% (n= 1471) said the
|
|
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intervention made it ‘much more’ or ‘a little bit’ easier to talk with their friends about
abstinence and condoms. Most learners nevertheless recognized that ultimately they
too had a responsibility towards the decisions they made. The highlighted section of
the quote below also indicates that the students did not only receive facts about
HIV/AIDS but also some strategies for action and communication or negotiation

skills.

“Throughout the program, it was about choices, and decisions that you take, 1
thought it was very cool about this program, nobody forced you, to do this or
that, because of the different cultures and many different people and as every
person is different from one another, you were only made aware of the facts and
also of what you can do, or what you can say, and even although you may differ,
but at the end of the day you will bear the consequences of your decisions,”

[learner, school 23]

The learners’ main suggestions for improving the intervention were more pictures in

the workbook, simpler language and no homework.

4.2.6.1 Gender differentiated responses to the intervention

It emerged from the group discussions with learners that the intervention was received
differently by boys and girls, and their participation was also different. Both boys and
girls agreed that girls were more mature in their reaction to the programme. Boys
were reportedly “childish” and “immature”, they “giggled” during the lessons, ‘made
jokes and thought it was funny’. Most educators corroborated these views,
acknowledging that girls took the discussions more seriously compared to the boys

who tended to be disruptive.
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!
Although the boys agreed that the gir{ls responded in a more mature fashion, in one

discussion they also felt that the teaci'ners were generally partial to girls and always

i

|

gave them preference. One exampl? that was used was in queuing to get into

classrooms, the girls always got to go|first and the boys were not allowed to question

that. Girls were said to be taking adva#itage of this preference:
|

Learnerl: like say now I bump ir%to a girl, like an accident and then I say, sorry,
and then, then she smacks me.| This other boy, he was standing in the line,
because this other boy pushed ir+to him, he pushed the boy back, he knocked the

girl behind him, he said sorry, SJ the girl said to him ajrrr, so she hit him

Learner 2: Ja, the girls are violeLt. [Learners, school 26]
|

4.2.7 Teachers’ views on impact + the intervention

The majority of educators thought dme SATZ programme had some impact on their

learners at various levels. Their belieif in the potential benefits of the intervention was
|

partly one of the factors that inﬂuen%:ed the teachers’ acceptance and implementation

of the intervention. Many teachers felt that the programme had increased learner

participation in class and boosted 4nthusiasm for LO among the students. Several

\
educators reported that the learners #njoyed it so much that they wanted to use other

subject periods for LO. Based on the+ classroom observations, though, this enthusiasm

was not present at some schools. +t one school, most students did not have their

workbooks, while others faced the #Jack of the class disinterested in the lesson. In a

\
different class and with a differenﬁ teacher at the same school, the students were
\

attentive, had their workbooks ancﬁ participated fully in the lesson. Although the

teachers attributed this to the fact f][hat one was English and the other an Afrikaans
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medium class, these stark differences in the same school point to the role that the

teacher-student relationship can have on the delivery of an intervention.

According to the teachers, the lesson that resonated most with the students was on
substance use. Teachers were concerned that the intervention contained only one
lesson on substance use because they saw this as a more immediate problem and the
entry point to other risky behaviours in their communities. Within the vicinity of one
school, there were 11 shebeens (informal pubs, some of which were operated from
residential homes) and the only pleasure available according to the teachers was
alcohol and drugs, which they linked to unprotected sexual activities. Nevertheless,
most teachers were confident that the intervention would have an impact on sexual

behaviours.

Asked what topics they would have liked to have more information about, the learners
in most groups mentioned substance and drug use. The intervention contained only
one lesson on substance use with regard to sexual decision-making. The suggestion
for more information on substance use was coming from schools located in areas
known to have high drug use, as well as those located in areas that are not known to

have high drug use.

The intervention also had some probably unintended effects beyond the learners. One
educator mentioned that as a result of implementing the intervention, she had started a
diploma course on HIV/AIDS management in the workplace. Another educator had
conducted a workshop on condom use for the rest of the staff at her school when she
realized that few of them knew how to use a condom correctly, and intended to
conduct further information sessions with the teachers. At the school level, many

educators mentioned that the intervention had got them thinking about issues such as a
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school HIV/AIDS policy, and possiblé measures for supporting learners living with
|

HIV.

4.2.8 Additional interventions [

Various other activities at some schqols interfered with the implementation of the
SATZ intervention. These activities Were not classroom-based, but some occurred

during LO periods, further shortening|the duration available for the intervention. It is

also possible that the content of these activities may have complemented or
\

contradicted that of the SATZ interve*ltion. Some of the reported additional activities

are summarized in the table below. |

|
Table4.5  Additional interventi¢+ns

School additional activities
01 Talk by a former student lMing with HIV
02 and 26 Talk by a person living with HIV
09 Frequent visits by HIV/AIDS facilitators from various NGOs
22 Whole school drug programme; peer counseling workshop for grade 11;
HIV/AIDS play for grade 12
|
43 What was done at the control schools?

In the previous sections I have pﬂFsented process evaluation findings from the
intervention schools. In this section I{will present findings from interviews conducted

with LO teachers at each of the contrc#l schools.

|
The objectives of collecting data at the control schools were:

e to provide contextual data reg#:ding the control schools in order to assist in

interpreting the observed beh%viour outcomes

|
I
i
i
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e to describe the interventions that were delivered at these schools during the

SATZ implementation period

e To establish whether any of the control schools knew of or implemented any

components of the SATZ intervention.

4.3.1 The school contexts

As with the intervention schools, the contextual circumstances of the intervention
schools also differed in student demographics as well as socio-economic
characteristics. Eight of the schools had predominantly coloured student populations;
4 had a majority black students, and one had a majority white student population. By
virtue of South Africa’s history, the school with a predominantly white student body
was also much better resourced than the other schools in terms of infrastructure and
number of trained teachers. The fees at this school were also‘ substantially higher
compared to the other schools. The class sizes also varied across the schools, ranging
from 30 to 70 students per class. For example, in two schools which had a total of 400

grade 8 learners each, one had 11 classrooms, while the other had 6.

4.3.2 The interventions implemented

Teachers were asked what HIV/AIDS programmes they delivered during the SATZ
intervention period. The interview guide (appendix E) also contained a list of topics
and teachers were asked to indicate which of these topics they implemented, as well

as the strategies employed and the amount of time spent on the intervention.

The control schools attempted to cover all the LO focus areas as required in the
curriculum. They all did not use the same texts and materials as each school
developed their lessons from various sources. The focus and presentation of the

lessons therefore varied from school to school. It was difficult for most teachers to say
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exactly how much time they spent on }HIV/AIDS education, because they touched on
it during the lessons covering other fOC!P.lS areas of LO. At one school for example, the
teachers said they spent 1 hour and lb minutes a week on LO, while at another, 2
hours and 30 minutes per week were S]#ent on LO. The amount of reported time spent
on HIV/AIDS education ranged froml,“ 1 lesson to about ten weeks during the entire
school year. Many of the teachers also ﬁlmentioned that they left the sexuality bit of LO

for the later in the year because it was' easier to talk about these topics when teachers

and learners had got to know each othqér better.
f

Almost all the teachers said they cove%ed most of the topics which were mentioned in
the interview guide. The range of topic#s covered included Life skills, which addressed
personal development, self esteem, %ssertiveness, and coping with peer pressure;
Health; Violence; Substance use; S%x and sexuality, which included HIV/AIDS.
Although all the teachers had imp#.emented some HIV/AIDS education, it was
difficult to establish the depth, scope ¢r quality with which this was done because the
teachers viewed it as part of the bilgger picture in LO and not a separate topic.
However, most teachers seemed tqj have dwelt more on the facts about HIV
transmission and prevention, includi%g abstinence and condom use. There were five
schools at which the teachers said tl#at they explicitly focussed on abstinence only

because they felt that the learners were too young to deal with the responsibilities that

come with being sexually active. bnly two teachers had conducted a condom

demonstration, while at a few of the| schools this was done by nurses or facilitators

from outside the school. Some of tt*ose who did not address the topic of condoms

gave reasons such as being uncomfohable with the topic; not wanting to be seen as

encouraging students to have sex; c’oncerns that this would negatively affect their

4

relationship with the students; conceﬂfns about negative parent reactions; and the view
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that teaching about condoms was not their responsibility. The majority of the teachers
preferred hierarchical messages that promoted abstinence, with condom use being a
secondary message. Besides the LO curriculum delivered by teachers, various NGOs
had implemented HIV/AIDS, substance use or sexuality education at most of the

schools.

4.3.3 Implementation strategies

Some of the strategies employed at the control schools were similar to those used in
the SATZ intervention. These included role-plays; small group and whole class
discussions; individual activities; boxes in which learners could anonymously post
questions they were afraid to ask in class; and songs. Only one teacher mentioned that
she mostly used “the old teaching methods”, which meant “standing in front of the
class and teaching” with minimum student involvement. Group work was the most
popular strategy among the teachers, because it was an opportunity for the learners
interact more with each other and talk about things they were afraid to raise in front of
the whole class. One teacher favoured this method because she saw it as a way for
“the weak ones to learn from the stronger ones”. However, although small group
work was a preferred method the large class sizes were mentioned as a challenge to

using it effectively and frequently.

As with the intervention schools, control school teachers attempted role-plays but

experienced difficulties due to lack of sufficient time and disciplinary problems.

“Yes and role plays, especially that, they love that. But I can guarantee it takes
for ever. You are limited to how you use it because the amount of time that goes

in there. They first have to discuss this thing and get this play ready and then
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they need to come and present it.| In front of a class and most of the time you will

find them still organizing while tﬂe play is on.” [Female Educator, school 15]

4.3.4 Knowledge of the SATZ inteL'vention

The interviews with control school te%achers also sought to establish what, if anything,
they knew about the content of the S4TZ intervention. The findings indicated that the
experimental conditions were not coJ-lpromised as none of the teachers at the control
schools had seen the intervention m#erial or knew anything about its content. None
of the control school teachers hadi communicated with any intervention school

\

teachers. The extent of their knowlec{hge of the project was therefore limited to their
participation in the evaluation as con%ol schools. Due to teacher turnover, some of the
teachers only became aware of the}; project when contacted to participate in the
interviews as they were not at the sc ‘ools at the beginning of the project, or were not
teaching LO in grade 8. Several te‘ chers were unhappy about the fact that their
schools were randomised to the contTLol arm of the study because they felt that their
learners would not benefit from having been part of the evaluation research. At one of
the control schools, the principal was reluctant to participate because as he said, he
was tired of researchers from variou% universities conducting research at the school
which in his view did not benefit ‘e students in any way. One of the teachers at
another control school allocated insu[ icient time to the questionnaire administration,
hence only 87 (2 classes) of the ’250 grade eight students participated in the
evaluation. Another teacher who wa% very upset at being in the control group acted
out his discontent by refusing to allow the questionnaire to be administered to all the
grade 8 classes and instead only allowing me to survey about a third of the students at
his school. This particular teacher al%o expressed in detail his intention to leave the

school as he was demoralised with tlﬂe teaching profession and would have preferred
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to be in the intervention group in the hope that this would have renewed his interest in
teaching LO. The downside to this is in terms of the implementation was that because
he was demoralised, the teacher may have performed less than optimally in his
delivery of LO. In such a case a false positive conclusion could be reached because
the control school teacher had not performed well in his implementation, but not

because the experimental school teacher had performed better in comparison.

Once the study was complete (after the second follow-up), the comparison schools
were supplied with the learner workbooks and teacher manuals. The grade 8 LO
teachers were also trained by the same facilitator who trained the intervention school
teachers. The control schools were however not offered continued support from the

SATZ project thereafter.

So far I have presented findings from the process evaluation. In the following sections

of this chapter, I will present analysis and results of the outcome evaluation.

4.4 Outcome evaluation

Outcome evaluation was conducted to assess the intervention effect on (i)
abstinence/delay of sexual intercourse; (ii) consistent condom use. A self administered
questionnaire was administered in both intervention and control schools at baseline, 6

months, and 14-15 months after the baseline.

4.4.1 Study sample
A total of 6364 students participated in the study; 5646 at baseline; 5696 at first

follow-up; 4572 at second follow-up. The first follow-up sample was larger than the
baseline sample because baseline data for one control school were lost due to a

programming error in which the palm pilot software failed to recognize the data
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format. This pair was excluded frorqi the analyses presented in this thesis. Students
that were absent from school at basqline were included at the first follow-up. Also,
students whose parents did not give ]Jermission for them to participate at baseline but
later informed me that their children ;could participate were also included at the first

follow-up. All other students whosé parents declined participation were excluded

from the study. No new respondents v\rere included at the second follow-up.
|

All the 13 intervention and 13 c;rontrol schools participated at all points of
measurement, but there was loss to 1\follow-up at the individual level. The primary

reasons for non-participation at baseline and follow-up were absenteeism, transfer to

another school, truancy or dropout. Up to three visits were made to some schools for
each of the follow up data collections so as to follow up on students that were absent
at the previous data collection visits. %tudents that had dropped out of school were not

followed up.

The analysis sample in this thesis wa.% the cohort, defined as respondents from the 12
intervention and 12 control schools t]’hat completed all three surveys (N=3625). The
students who did not have permissioL to participate as described earlier, as well as
those that participated at the first tjpllow-up and not the baseline were therefore
excluded from the analysis sample. !The study sample is described in Figure 4.1

below.
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Figure 4.1  Description of the study sample baseline to 15-months follow-up

13 intervention; 13 control schools
Total number of eligible students = 6832

4 * Baseline Feb-Mar 2004; N = 5613 A 4
Intervention n = 3253 Control n = 2360

* Follow-up 1 Aug-Sept 2004; N = 5696
Intervention
n=23218 Control n =2478

Follow-up 2 (Mar-May) 2005; N= 4572

Intervention n =2639 Control n=1933
Attrition: Attrition:
Baseline-FU 1= 26.2% (n=847) Baseline-FU1 =29.2% (n=690)
FU1-FU2 =22.1% (n=711) FU1-FU2 = 24.6% (n=609)

Cohort (baseline, Follow-up 1 and 2); N= 3625

Intervention n =2013 Controln = 1612

# 126 parents did not give permission

* Students that had not completed the baseline survey were included at follow-up 1.

4.4.1.1 Cleaning and coding the data

The data were downloaded from the PDAs in Excel format then converted into SPSS

(Version 13) and cleaned appropriately. Data coding and cleaning decisions were
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made together with other member% of the SATZ project so that standardised
procedures were employed. For the p#ychosocial variables, scale scores were obtained
by summing up the items in the scalé and computing a mean score. Each respondent
needed to have answered a certain rTummum number of questions for each scale in
order to be included in the analysil,s. For example, on the scale for social norms

regarding sex (Q56-Q60), respondent}s must have answered at least 3 questions).

For sexual behaviour data, analysesi were conducted on single item responses. On
sexual intercourse, the data were cleL.ned and recoded as follows. Missing values at
baseline were recoded into not ha\}ing had vaginal intercourse if the respondent
reported to be a virgin at any of the Ifollow-up data collections. The main reason for
missing data was non-responses. 'Students who reported having had vaginal

intercourse at baseline, but reported ﬁot to have had vaginal sex at one of the follow

up data collections, were assumed t(p be virgins at baseline. This was based on the
)
\

assumption that their follow-up repo#‘ts were more likely to be valid, and that their

baseline reports about having had va$inal intercourse could have been caused by lack
of understanding of the question or ai tendency to over-report sexual experiences. For
example, at baseline, 9.9% (n=386) iof the students answered ‘yes’ to the question
|
‘have you ever had vaginal sex’ but L‘.hjs was inconsistent with their responses at the
follow-up surveys in which they repprted not having had vaginal sex. In addition to
cleaning these baseline responses based upon responses at the subsequent surveys, the
questionnaire also contained questi%)ns on self reported pregnancy and sexually
transmitted infections that were use4 to validate the self reported behavioural data.
For example if a respondent had noti had sex at follow-up but answered ‘yes’ to the

question ‘ever been pregnant’, the d#ta for pregnancy were appropriately recoded as

‘never had sex’.
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Those who reported at baseline or at first follow up that they had had vaginal
intercourse, and when this was not contradicted by later reports, were assumed to have
had vaginal intercourse at the second follow up occasion, and missing values were
recoded accordingly. The questionnaire also contained a number of questions that
allowed for cross checking of the accuracy of responses. All questionnaires that
showed contradictory responses to key questions (e.g. if a respondent said that they
had never had sex, but then responded positively to the question on whether they had
used condoms the last time they had sex, or that they had ever been pregnant) were

recoded appropriately either as missing or as having not engaged in the behaviour.

4.4.2 Preliminary analyses

As discussed in Chapter 3, the schools were matched pair-wise. Thus analyses were
also conducted pair-wise. Preliminary analyses were conducted to assess baseline
equivalence between the control and intervention groups..This wasdonepair-wise for
all the psychosocial variables: knowledge of HIV/AIDS, attitude towards delay of
sexual intercourse, attitude towards condoms, condom availability/ self-efficacy to
optain condoms, injunctive norm, outcome expectancy towards STDs/ pregnancy,
perceived susceptibility to STD infe;ction, self-efficacy to .usef‘condoms, self-efficacy
to delay intercourse, social norms regarding condoms and social norms regarding sex.
Pair-wise analyses were also performed for demographic variables (age, gender,
family structure, language and socioeconomic status), as well as for the primary
outcome variables (sexual intercourse (have you ever had vaginal sex) and condom
use at last sexual intercourse). Further, I also conducted subgroup analyses on the

outcome variables, for age, gender, home language and socioeconomic status (SES).
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\
4.5 Results of the outcome evkluation

In the following sections, I will Eresent results of the outcome evaluation. The

intervention effects were assessed using weighted mean differences and confidence
intervals for continuous variables; and odds ratios and confidence intervals for the

dichotomous variables on sexual behaviour.

4.5.1 Baseline comparisons between intervention and control schools

I will first present the results of comparisons between the two groups (intervention
and control) at baseline (BL) for ;ociodemographic characteristics, the theoretical
constructs and sexual behaviour (sexual activity and condom use). This will be

followed by the results comparing the behaviour outcomes at first follow-up (FU 1)

and second follow-up (FU2).

4.5.1.1 Pémographic charactéristics at baseline

Analyses for sociodemographic ct racteristics were conducted pa1r-w1se Weighted

mean differences and confidence jntervals were computed to compare age and

sacioeconomic status between the pairs. For all other demographic variables, odds

‘ratios and confidence intervals were
pairs. There were some significant
Appendix 1. However, there were

groups for all the demographic

sociodemograpic characteristics is pr

table, the intervention and control

computed to determine differences between the
‘differences in some of the pairs as shown in
no overall significant differences between the
characteristics. Therefore, the summary of
esented in the Table 4.6 below. As shown in the

samples were similar in age (mean 14.2 years

intervention group; 14.3 years contral group); both had higher proportions of female
respondents (54.3% intervention; 53.6% control); and higher proportions of Afrikaans

speaking students in both groups. The majority of the sample in both groups was
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Christian and 64.4% intervention group and 64.9% control group students lived with
both biological parents. The groups were well matched at baseline, thereby reducing

the threat to internal validity.
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Table 4.6 Sociodemographic ch‘aracteristics of the study sample at baseline:
N=3625
Intervention ‘l Control Total
TR n (%) 0 (%)
|

Age in years*

12 9(0.4) 1(0.1) 10(0.3)

13 440 (21.9) 357 (22.1) 797 (22.0)

14 977 (48.5) 786 (48.8) 1763 (48.6)

15 357(17.7) ‘ 240 (14.9) 597 (16.5)

=16 222(11.0) | 224(13.9) 446 (12.3)
Missing 8(0.4) | 4(0.2) 12 (0.3)
Sex
Male 920 (45.7) | 748 (46.4) 1668 (46.0)
female 1093 (54.3) - 864 (53.6) 1957 (54.0)
Home language i
Xhosa 779 (38.7) 550 (34.1) 1329 (36.7)
Afrikaans 721(358) 597 (37.0) 1318 (36.4)
English 395 (19.6) | 401 (24.9) 796 (22.0)
Other 58(2.9) 34 (2.1) 92 (2.5)
Missing 60 (3.0) 30(1.9) 90 (2.5)
Religion
Christian Catholic 588(29.2) 400 (24.8) 988 (27.3)
Christian other denomination 938 (46.6) : 895 (55.5) 1833 (50.6)
Islam 235(11.7) | 160 (9.9) 395 (10.9)
Other 240(119) 140 8.7) 380 (10.5)
Missing 12 (0.6) 17(1.1) 29 (0.8)
Family structure
Live with mother 562 (27.9) 435(27.0) 997 (27.5)
live with father 90 (4.5) ‘ 88 (5.5) 178 (4.9)
live with both parents 1181 (58.7) 967 (60.0) 2148 (59.3)
Missing 180 (8.9) ; 122(7.6) 302 (8.3)
Socioeconomic status

Low 691 (34.3) } 541 (33.6) 1232 (34.0)

Middle 659 (32.7) 513 (31.8) 1172 (32.3)

high 663 (32.9) 558 (34.6) 1221 (33.7)

* Approximation based on reported year of bfnh * standardized sum score based on 7 variables

(QI13A-13E; Q 15 and Q 16)
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4.5.1.2 Pair-wise comparison of theoretical constructs at baseline

Pair-wise comparisons were conducted for the 11 theoretical constructs included in
the questionnaire. There were overall small differences between the intervention and
control groups for the constructs knowledge of HIV/AIDS and perceived
susceptibility to STDs. For all other theoretical constructs, there were overall no
significant differences at baseline, but there were a few pairs for which there were
differences between the control and intervention school in some of the pairs. Tables of
the pair-wise comparison of theoretical constructs at BL, FU1 and FU2 are presented
in Appendix J. In the table below, I present a summary of the overall weighted mean

differences and confidence intervals for each of the constructs at baseline.

Table 4.7 Theoretical constructs at baseline

Construct Intervention  Control WMD 95% CI1

n n
Knowledge of HIV/AIDS 1999 1600 0.23 [-0.40, -0.06]
Attitude towards delay of sexual intercourse 1983 1594 0.05 [0.02,0.11]
Attitude towards condoms 1985 1595 -0.03 [-0.08, 0.03]
Outcome expectancy towards STDs/ 1992 1595 0.01 [-0.04, 0.05]
pregnancy
Perceived susceptibility to STD 1985 1593 0.11 [-0.17, -0.06]
Social norms regarding sex 1989 1594 -0.02 [-0.07, 0.03]
Social norms regarding condoms 1985 1584 0.03 [-0.07, 0.02]
Injunctive norm 1986 1589 006  [0.12,0.01]
Self-efficacy to delay intercourse 1981 1586 -0.03 [-0.08, 0.02]
Self-efficacy to use condoms 1973 1580 -0.03 [-0.07, 0.02]
Condom availability/ self-efficacy to obtain 1973 1586 -0.01 [-0.07, 0.05]
condoms

Abbreviations: WMD: Weig_hted mean difference; CI: Confidence interval
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4.5.1.3 Sexual behaviour at baseline
The two primary outcomes were delay of initiation of sexual intercourse and increase

in condom use.
(i) Outcome 1: Delay of sexual intercourse
Three questions were asked regarding sexual intercourse:

Q103. Have you ever had vaginal sexual intercourse? This means intimate contact

with someone during which the penis enters the vagina (female private parts)

Q104. Have you ever had oral sex? This means intimate contact during which the

penis is in the mouth or mouth to anus or mouth to vagina

Q105. Have you ever had anal sex? This means sexual intercourse during which the

penis enters the anus

The results are presented only for v?ginal sexual intercourse because the majority of .
those that reported having had vagin+1 sex had also had anal sex. Also, it was eaéier to
validate the responses to this question using subsequent questions as discussed earlier,
such as the question on pregnancy, éby increasing confidence in the reliability of

these data. Sexually active is therefore defined as ever having had vaginal intercourse.

Table 4.8 below presents a compariscan between the intervention and control group for
students that were sexually active at l%aseline‘ As the odds ratios (0.89) and oonﬁdencé
intervals ([0.69 to 1.15]) show, there were no statistically significant differences in
vaginal sexual intercourse between the two groups indicating that the groups were

well matched at baseline.
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Table 4.8 Sexually active respondents at baseline: N=3625

Pair Intervention Control
Sexually n Sexually n OR 95% C1
active n (%) active n (%)

1. 2(1.6) 129 6 (3.6) 165 0.42 [0.08, 2.10]
2. 17 (6.0) 283 4 (7.0) 57 0.85 [0.27, 2.62]
3. 3(1.5) 195 4(24) 169 0.64 [0.14,2.92]
4. 13 (7.8) 167 7(5.0) 140 1.60 [0.62,4.14]
5. 0(0.0) 12 1(1.0) 99 2.63 [0.10, 68.03]
6. 22(9.7) 227 44 (20.6) 214 041 [0.24, 0.72]
7. 2709.1) 296 9(9.5) 95 0.96 [0.43,2.12]
8. 30 (21.3) 141 31(18.0) 172 1.23 [0.70, 2.15]
9. 5(7.9) 63 6 (4.5) 133 1.82 [0.54, 6.22]
10. 20 (10.5) 190 13 (12.6) 103 0.81 [0.39, 1.71]
11. 9(5.2) 173 1(0.5) 208 11.36 [1.42,90.58]
12. 1(0.7) 137 2(3.5) 57 0.20 [0.02,2.28]

Overall 149 (7.4) 2013 128 (7.9) 1612 0.89 [0.69, 1.15]

Abbreviations: SD: Standard deviation; OR: Odds Ratio; CI: Confidence interval

In addition to the measure of having ever had sex, sexual activity was also measured
by the number of lifetime sexual partners (Question 108). Some of the respondents
entered figures as high as 90. In cleaning the data, I considered all responses of
number of partners greater than 5 as invalid and recoded these into missing. The
results comparing the mean number of lifetime sexual partners are presented in Table
4.9 below. Among the sexually active students at baseline, there was no significant
difference in the mean number of lifetime sexual partners between the intervention

and control groups.
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Table 4.9 Number of lifetime se#ual partners at baseline

Pair Intervention Control
n’ Mean Sl? n* Mean SD WMD CI
number number of
of partners
partners
3 2 3.0 1.+ 3 3.0 20 0.00 [-2.98, 2.98]
4 3 33 1.$ 3 23 1.2 1.00 [-1.17,3.17]
6 13 1.9 11 31 24 1.3 -0.50 [-1.25,0.25]
7 15 2.8 1.$ 5 3.0 1.9 -0.20 [-1.99, 1.59]
8 18 3.0 1.$ 26 24 1.3 0.60 [-0.25, 1.45]
9 2 2.5 0.7 2 2.5 0.7 0.00 [-1.37,1.37]
10 12 23 1.2 6 23 1.0 0.00 [-1.05, 1.05]
Overall 65 2.6 0.16 76 24 1.3 0.02 [-0.42, 0.46

Abbreviations: SD: Standard deviation, WMD = weighted mean difference; CI: confidence
Interval; * number of sexually active I;Lmers who had <5 lifetime sexual partners

(ii) Outcome 2: Condom use
For condom use, the outcome measur? was condom use at last sex:

Q112. The last time you had sex ciid you use anything to prevent pregnancy or

disease? Please mark more than one iﬁ necessary.

One of the response options for this tiestion was the use of a condom.

At baseline, there were no differences‘ between the intervention and control groups for

the outcome condom use at last sex as~ presented in the table below.
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Table 4.10 Condom use at Baseline for sexually active students: N=256

Pair* Intervention Control
Condom use N Condom use N OR 95% CI
at at
last sex n (%) last sex n (%)
1 1 2 3 6 1.00 [0.04, 24.55]
2 10 17 1 4 4.29 [0.37, 50.20]
3 2 3 2 4 2.00 [0.09, 44.35]
6 8 21 13 43 1.42 [0.48, 4.25]
7 11 27 5 9 0.55 [0.12, 2.52]
8 12 29 15 30 0.71 [0.25, 1.97]
9 1 4 2 6 0.67 [0.04, 11.29]
10 11 20 7 12 0.87 [0.21, 3.71]
11 5 9 1 1 0.41 [0.01, 12.64]
Overall 62 (46.6) 133 49 (42.6) 115 0.96 [0.56, 1.65)

Responses were missing for this item for pairs 4 & 5; pair 12 OR could not be estimated

Abbreviations: OR: Odds ratio; CI: confidence interval

In the section above I have presented baseline comparisons between the intervention

and control schools for the theoretical construct and sexual behaviour. In the

following sections I will present results for comparisons of theoretical constructs at

first and second follow-up, as well as the intervention effects on sexual behaviour.

4.5.2 Comparison of theoretical constructs at FU1 and FU2

The tables comparing the theoretical constructs for each pair at FU1 and FU2 are

presented in Appendix J. In Tables 4.11 and 4.12 below, I present the overall WMD

and CI for each of the theoretical constructs. At FU1, there was a small intervention

effect for the constructs knowledge of HIV/AIDS, attitude towards condoms;
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perceived susceptibility and injunctive norm. There were also differences between the

intervention and control school for some of the pairs as shown in the pairwise

comparison tables in appendix J.

Table 4.11 Comparison of theoreTical constructs at FU1: N=3625

Construct ? Intervention Control WMD 95% CI

‘ n n

|
Knowledge of HIV/AIDS 1 1999 1600 -0.23 [-0.40, -0.06]
Attitude towards delay of sexual intercourse [ 1983 1594 0.02 [-0.05, 0.08]
Attitude towards condoms : 1985 1595 -0.08 [-0.13, -0.02]
Outcome expectancy towards STDs/ pregnancjy 1993 1598 -0.01 [-0.06, 0.03]
Perceived susceptibility to STD E 1985 1593 -0.11 [-0.17,-0.06
Social norms regarding sex 1989 1594 -0.02 [-0.07, 0.03]
Social norms regarding condoms 1985 1584 -0.03 [-0.07, 0.02]
Injunctive norm 1986 1589 -0.06 [-0.12,-0.01]
Self-efficacy to delay intercourse 1981 1586 -0.03 [-0.08, 0.02]
Self-efficacy to use condoms | 1973 1580 -0.03 [-0.07, 0.02]
Condom availability/ self-efficacy to obtain condoms 1973 1586 -0.01 [-0.07, 0.05]

Abbreviations: WMD = weighted meaq difference; CI: confidence Interval

{

The positive intervention effects observed for some of the theoretical

constructs at

FU1 were not evident at FU2 as shown in the table below. There were no differences

between the intervention and control groups.
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Table 4.12 Comparison of theoretical constructs at FU2: N=3625
Construct Intervention Control WMD 95% CI
n n

Knowledge of HIV/AIDS 1986 1601 0.04 [-0.12, 0.20]
Attitude towards delay of sexual intercourse 1972 1596 0.09 [0.02, 0.15]
Attitude towards condoms 1966 1595 0.00 [-0.05, 0.06]
Outcome expectancy towards STDs/ pregnancy 1971 1602 0.01 [-0.04, 0.06]
Perceived susceptibility to STD 1958 1593 -0.02 [-0.08, 0.04]
Social norms regarding sex 1961 1590 0.03 [-0.02, 0.09]
Social norms regarding condoms 1951 1583 0.02 [-0.03, 0.07]
Injunctive norm 1950 1582 0.00 [-0.06, 0.06]
Self-efficacy to delay intercourse 1957 1567 0.05 [0.00, 0.10]
Self-efficacy to use condoms 1923 1565 0.02 [-0.03, 0.07]
Condom availability/ self-efficacy to obtain 1943 1566 0.01 [-0.05, 0.08]

Abbreviations: WMD = weighted mean difference; CI. confidence Interval

4.5.3 Intervention effects on sexual intercourse

In the sections below I will present comparisons of the sexual activity and condom

use at FU1 and FU2.

4.5.4 Sexual intercourse at first follow-up

The table below presents results for sexual activity at FU1. There were no significant

differences between the groups in sexual behaviour at FU1 (OR= 0.88; CI [0.73 to

1.08]).
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Table 4.13  Sexual activity at FU1; N=3625
Pair Intervention Control
Sexually N Sexually N OR 95% CI
active n %) | tive n (%)
1. 7(5.4) 129 14(8.5) 165 0.62 [0.24, 1.58]
2, 36 (12.7) 283 9(15.8) 57 0.78 [0.35,1.72]
3. 13 (6.7) 195 424 169 2.95 [0.94, 9.22] )
4. 26 (15.6) 167 i 14 (10.0) 140 1.66 [0.83, 3.32]
5. 0(0.0) 12 6(6.1) 99 0.58 [0.03, 10.84]
6. 45 (19.8) 227 | 67(31.3) 214 0.54 [0.35, 0.84]
7. 50(16.9) 296 24(25.3) 95 0.60 [0.35, 1.05]
8. 47(33.3) 141 ‘ 57(33.1) 172 1.01 [0.63, 1.62]
9. 8(12.7) 63 12(9.0) 133 1.47 [0.57,3.79]
10. 31(16.3) 190 ’.25 (24.3) 103 0.61 [0.34,1.10]
11. 17(9.8) 173 5@2.4) 208 4.42 [1.60, 12.25]
12. 7(5.1) 137 " 4(7.0) 57 0.71 [0.20, 2.54]
\
Overall 287 (14.3) 2013 ‘241 (15.0) 1612 0.88 [0.73, 1.08]

|
Abbreviations: OR: Odds ratio; CI: conﬁdenc# interval

4.5.4.1 Sexual activity at second foﬁow-up

At second follow-up, slightly more inti

ervention students (25.6%) were sexually active

compared to control group studentsi (24.6%) as shown in the table below. The

differences were not statistically signi’ﬁcant as shown below (OR = 1.00; CI [0.85 to

1.18]).
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Table 4.14  Sexual activity at second follow-up: N=3625

Pair Intervention Control
Sexually N Sexually N OR 95% CI
active n (%) active n (%)

1. 17 (13.2) 129 26 (15.8) 165 0.81 [0.42,1.57]
2. 66 (23.3) 283 15 (26.3) 57 0.85 [0.44, 1.63]
3. 24 (12.3) 195 12(7.1) 169 1.84 [0.89, 3.80]
4. 33(19.8) 167 25(17.9) 140 1.13 [0.64, 2.02]
5. 4 (33.3) 12 15(15.2) 99 2.80 [0.75, 10.48]
6. 83 (36.6) 227 93 (43.5) 214 0.75 [0.51,1.10]
7. 90 (30.4) 296 37 (38.9) 95 0.68 [0.42, 1.11]
8. 76 (53.9) 141 87 (50.6) 172 1.14 [0.73, 1.78]
9. 15(23.8) 63 26(19.5) 133 1.29 [0.63, 2.64]
10. 63 (33.2) 190 43 (41.7) 103 0.69 [0.42,1.14]
11. 30(17.3) 173 11(5.3) 208 3.76 [1.82,7.75]
12. 14 (10.2) 137 7(12.3) 57 0.81 [0.31, 2.13]

Overall 515 (25.6) 2013 397 (24.6) 1612 1.00 [0.85, 1.18]

Abbreviations: OR: Odds ratio; CI: confidence interval

454.2 Transition to sexual intercourse between BL and FU2

In this section, I will present results on sexual activity amongst the learners that

became sexually active between baseline and the second follow-up.

At baseline, 1319 (81.0%) students intervention group and 1074 (83.3%) of students

in the control group reported having never had vaginal intercourse. Between BL and

FU2 525 students became sexually active; 309 (19.0%) in the intervention group; and

216 (16.7%) in the control group. The differences were not statistically significant
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(OR = 1.05; CI [0.85 to 1.29]). The t’Tansition to vaginal intercourse was reported by
123 (12.4%; n=993) girls in the inter\Jpntion group and 80 girls (10.3%; n=773) in the
control group with no statistically sﬁgniﬁcant difference between the groups (OR=

1.04; CI [0.76 to 1.42]). Among the Fntervention boys, 186 (29.3%; n=635) became
sexually active between BL-FU2, ¢ :mpared to 136 (26.3%; n=517) control group
boys. The differences were not statistically significant (OR = 1.06; 95% CI [0.79 to
1.42]). The table below presents the Jlansition to vaginal sexual intercourse between

BL-FU2 for the intervention and control groups.

|
Table 4.15  Transition to sexual i#tercourse BL to FU2 : N=2918

i

Pair Intervention ' Control
|
1
Sexually N ‘ Sexually N OR 95% CI
active n (%) | active n (%)
|
1. 14 (11.5) 122 19(12.2) 156 0.93 [0.45, 1.95]
2. 44(19.1) 230 | 11 (24.4) 45 0.73 [0.34, 1.56]
3. 21(11.4) 185 7(4.5) 157 2.74 [1.13, 6.64]
4, 20(14.7) 136 | 12(10.3) 117 1.51 [0.70, 3.23]
5. 2(20.0) 10 ! 13(15.1) 86 1.40 [0.27, 7.37]
6. 50(30.1) 166 | 37 (29.6) 125 1.03 [0.62, 1.70]
7. 53(23.7) 224 21(31.8) 66 0.66 [0.36, 1.21]
8. 27(35.5) 76 41(44.6) 92 0.69 [0.37, 1.28]
9. 10 (21.3) 47 16 (14.0) 114 1.66 [0.69, 3.97]
10. 36(23.2) 155 25(32.5) 77 0.63 [0.34, 1.15]
11. 19(12.8) 117 | 9(4.5) 201 3.12 [1.37,7.11]
12. 13 (10.2) 128 5(9.3) 54 1.1 [0.37,3.28]
Overall 309 (19.0) 1628 216 (16.7) 1290 1.05 [0.85, 1.29]

216



Wanjirii Kabii Miikoma

Abbreviations: OR: Odds ratio; CI: confidence interval
4.5.4.3 Subgroup analysis on the outcome sexual intercourse

I conducted sub-group analysis on sexual activity by gender, home language and
socio-economiic status. The results of the subgroup analyses for sexual activity at FU2
are presented in the tables below. The intervention had no effect on sexual behaviour

for either boys (OR = 1.17: CI [0.93 to 1.46]) or girls (OR = 0.87; CI [0.66 to 1.14]).

(i) Comparison of sexual activity by gender

Table 4.16  Sexual activity among boys at FU2: N=1668

Pair Intervention Control
Sexually N Sexually N OR 95% C1
active n (%) active n (%)

1. 10 (18.9) 53 23 (30.3) 76 0.54 [0.23, 1.25]
2. 47(37.3) 126 9 (36.0) 25 1.06 [0.43, 2.58]
3. 15(15.3) 98 9(11.7) 77 1.37 [0.56, 3.31]
4 30(38.0) 79 21 (32.8) 64 1.25 [0.63, 2.50]
5. 4 (66.7) 6 11 (28.9) 38 491 [0.78, 30.80]
6. 48 (49.5) 97 54 (51.4) 105 0.93 [0.53, 1.61]
7. 74 (49.7) 149 20 (43.5) 46 1.28 [0.66, 2.50]
8. 50 (64.1) 78 63 (56.3) 112 1.39 [0.77, 2.52]
9. 9(32.1) 28 19 (35.8) 53 0.85 [0.32, 2.24]
10. 45(67.2) 67 31(68.9) 45 0.92 [0.41, 2.08]
11. 20(27.0) 74 6(7.4) 81 4.63 [1.74, 12.30]
12. 7(10.8) 65 5(19.2) 26 0.51 [0.15, 1.77]

Overall 359 (39.0) 920 271 (36.2) 748 1.17 [0.93, 1.46}]
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Table 4.17  Sexual activity amonq girls at FU2: N=1957

Pair Intervention ! Control
Sexually N Sexually N OR 95% CI
active n (%) #ctive n (%)
|
!
1. 7(9.2) 76 3(3.4) 89 2.91 [0.73, 11.67]
2. 19 (12.1) 157 6(188) 32 0.60 [0.22, 1.64]
3. 9(9.3) 97 _ (3.3) 92 303 [0.79, 11.58]
4. 3(3.4) 88 4(5.3) 76 0.64 [0.14, 2.93]
5. 0(0.0) 6 4(6.6) 61 0.98 [0.05, 20.39]
6. 35 (26.9) 130 39 (35.8) 109 0.66 [0.38, 1.15]
7. 16 (10.9) 147 \ 17 (34.7) 49 0.23 [0.10, 0.50]
8. 26 (41.3) 63 ‘ 24 (40.0) 60 1.05 [0.51,2.17]
9. 6(17.1) 35 7 (8.8) 80 2.16 [0.67, 6.97]
10. 18 (14.6) 123 12 (20.7) 58 0.66 [0.29, 1.47]
11. 10 (10.1) 99 5.9 127 2.74 [0.91, 8.30]
12. 7(9.7) 72 2(6.5) 31 1.56 [0.31, 7.98]
Overall 156 (14.3) 1093 126 (14.6) 864 0.87 [0.66, 1.14]

Abbreviations: OR: Odds ratio; CI: conﬁdencF interval

(i) Comparison of sexual acrkvity within home language groups

I compared sexual activity between

the intervention and control groups for each

language group. There were no differ#nces between the groups for either language as

shown in the table below.
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Table 4.18 Comparison of sexual activity by home language at FU2

Intervention Control
Home language Sexually N Sexually N OR 95% CI
active n (%) active n (%)
Xhosa 279 (35.8) 773 244 (44.4) 549 0.77 [0.61,0.97]
Afrikaans 144 (20.0) 719 91 (15.2) 596 1.32 [0.96,1.80]
English 50 (12.7) 395 42 (10.5) 401 1.26 [0.78, 2.04]

Abbreviations: OR: Odds ratio; CI: confidence interval

(iii) Comparison of sexual activity across socio-economic status

The sum score of questions 13A-13E made up one scale based upon number of assets

in the home. The variable socio-economic status (SES) was a standardized sum score

based on the assets variable (Q13A-13E); question 15 (the number of people sleeping

in the same room) (reversed); and a subjective assessment of the material situation of

the family (Q16). The standardized SES variable was then categorized into low,

middle and high. Levels of sexual activity were compared within each of these SES

categories. As with the previous variables, there were no differences between the

groups for each of the SES categories. The results are presented in Tables 4.19 to

Table 4.21 below.
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Table4.19 Comparison of sexuall activity in the low SES category: N=1243
Pair# Intervention " Control
Sexually active n* Seiﬁ(ually active n*
in low SES in
n (%) lop SES n(%) OR 95%CI

|
1 4(30.7) 13 | 2(15.4) 13 2.44 [0.36, 16.55]
2 10 (26.3) 38 L 4(44.4) 9 045 [0.10, 2.00]
3 0(0.0) 2 4 (30.8) 13 0.42 [0.02, 10.75]
4 13 (28.3) 46 6(17.1) 35 1.90 [0.64, 5.65]
5 2(28.6) 7 2(18.2) 11 1.80 [0.19, 16.98]
6 55 (34.8) 158 \ 67 (42.7) 157 0.72 [0.46, 1.13]
7 55(30.7) 179 ; 31(47.0) 66 0.50 [0.28, 0.89]
8 62 (53.0 117 | 54 (48.2 112 1.21 [0.72, 2.03]
9 7(30.4) 23 12 (20.7) 58 1.68 [0.56, 5.00]

i
10 29(31.2) 93 26 37.1) 70 0.77 [0.40, 1.47]
11 2(154) 13 ‘ 0(0.0) 9 4.13 [0.18, 96.93]
Overall 239 (34.6) 691 &08 (37.6) 554 0.87 [0.68, 1.10]

#Pair 12 excluded as there were no students
school; *Total number of students in the low

confidence interval

in this SES category at either the intervention or control
ES category; Abbreviations: OR: Odds ratio; CI:
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Table 420 Comparison of sexual activity in the middle SES category: N=1188
Pair Intervention Control
Sexually active n* Sexually active in n*
in middle SES middle SES OR 95%CI1
n (%) n (%)
1. 2(6.5) 31 9(13.2) 68 0.45 [0.09, 2.23]
2. 37(28.9) 128 5(17.9) 28 1.87 [0.66, 5.29]
3. 0(0.0) 18 2(6.5) 31 0.32 [0.01, 7.02]
4. 10 (12.0) 83 10(15.4) 65 0.75 [0.29, 1.94]
5. 1(25.0) 4 5(10.4) 48 2.87 [0.25, 33.06]
6. 27 (41.5) 65 23 (46.9) 49 0.80 [0.38, 1.70]
7. 29 (28.7) 101 6(21.4) 28 1.48 [0.54, 4.02]
8. 14 (63.6) 22 27 (52.9) 51 1.56 [0.56, 4.35]
9. 3(11.5) 26 10 (18.9) 53 0.56 [0.14, 2.24]
10. 29(31.9) 91 13 (46.4) 28 0.54 [0.23, 1.28]
11. 11 (14.9) 74 5(6.9) 72 2.34 [0.77,7.11]
12, 1(6.3) 16 1(12.5) 8 0.47 [0.03, 8.60]
Overall 164 (24.9) 659 116 (21.9) 529 0.99 [0.72, 1.36]

* total number of students in the middle SES category; Abbreviations: OR: Odds ratio; CI: confidence

interval
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Table 421 Comparison of sexual activity in the high SES category: N=1152
Pair Intervention 1 Control
Sexually activein  n* Sexuailly active in n*
high SES hﬁgh SES OR 95%CI
n (%) n (%)

1. 11(12.9) 85 15 (17.9) 84 0.68 [0.29, 1.59]
2. 19 (16.2) 117 ql (30.0) 20 0.45 [0.15, 1.33]
3. 24 (13.7) 175 1% (12.9) 85 1.07 [0.50, 2.30]
4. 10 (26.3) 38 é (22.5) 40 1.23 [0.44, 3.46]
5. 1(100.0) 1 a (20.0) 40 1147 [0.43, 307.43]
6. 1(25.0) 4 1 (37.5) 8 0.56 [0.04, 8.09]
7. 6(31.5) 16 b (0.0) 1 1.86 [0.07, 52.76)
8. 0(0.0) 2 4 (66.7) 9 0.1 [0.00,2.93]
9. 5(35.7) 14 4(182) 22 2.50 [0.54, 11.65]
10. 5(83.3) 6 { (80.0) 5 1.25 [0.06, 26.87]
11. 17 (19.8) 86 6 @.7) 127 4.97 [1.87,13.19]
12. 13 (10.9) 119 q (12.5) 48 0.86 [0.31,2.41]

Overall 112 (169) 663 78 (16.0) 489 118 0.83, 1.66]

* total number of students in the high SES

interval

4.5.5 Intervention effects on condtﬁm use

4.5.5.1 Condom use at last sex: firs# follow-up

Tategory; Abbreviations: OR: Odds ratio; CI: confidence

At first follow-up, there were no inte%ention effects in any of the pairs and overall

between the intervention and control éroups for condom use at last sex. These results

are presented in the table below.
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Table 4.22 Condom use at last sex FU1: N=521

Pair* Intervention

Control

Condom use at N Condom use at N OR 95% CI
last sex n(%) last sex n(%)
1 4(57.1) 7 11 (78.6) 14 0.36 [0.05, 2.60]
2 19 (54.3) 35 2(22.2) 9 4.16 [0.75, 22.90]
3 7 (63.6) 11 2 (40.0) 5 2.63 [0.30, 23.00]
4 12 (48.0) 25 8(53.3) 15 0.81 [0.22,2.91]
6 25 (54.3) 46 20 (30.3) 66 2.74 [1.25,5.99]
7 24 (49.0) 49 8(33.3) 24 1.92 [0.69, 5.31]
8 13 (28.3) 46 28 (50.0) 56 0.39 [0.17,0.90]
9 2(28.6) 7 4(33.3) 12 0.80 [0.10, 6.10]
10 15 (484) 31 12 (52.2) 23 0.86 [0.29, 2.53]
11 8 (44.4) 18 4 (80.0) 5 0.20 [0.02, 2.16]
12 5(71.4) 7 2 (50.0) 4 2.50 [0.19,32.19]
Overall 134 (47.5) 282 101 (43.3) 233 1.13 [0.79, 1.62]

Abbreviations: OR: Odds ratio; CI: confidence interval; * Pair 5 excluded because there were no

responses in intervention school

4.5.5.2 Condom use at last sex: second follow-up

At FU2, there was also no intervention effect on the outcome condom use at last sex

as shown in the table below (OR = 1.21; CI [0.92 to 1.59]). Of students that reported

having had sexual intercourse at second follow-up, 50.2% of the intervention group

and 44.9% in the control group reported having used a condom at the last sexual

intercourse.
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Table 423  Condom use at last sex FU2: N=884
Pair Intervention Control
Condom use at N Condom use at N OR 95% CI
last sex n(%) | last sex n(%)

1. 11 (64.7) 17 16 (64.0) 25 1.03 [0.28, 3.74]
2. 27 (47.4) 57 - 8(533) 15 0.79 [0.25, 2.46]
3. 12 (54.5) 22 : 6(42.9) 14 1.60 [0.41,6.18]
4. 12 (42.9) 28 | 15 (55.6) 27 0.60 [0.21, 1.74]
5. 2(50.0) 4 } 8 (50.0) 16 1.00 [0.11, 8.95]
6. 37(45.1) 82 39 (42.9) 91 1.10 [0.60, 2.00]
7. 53(58.9) 90 9(24.3) 37 4.46 [1.89, 10.54]
8. 30 (41.1) 73 38 (43.7) 87 0.90 [0.48, 1.69]
9. 9 (50.0) 18 8(34.8) 23 1.88 [0.53, 6.62]
10. 28 (46.7) 60 | 20 (50.0) 40 0.88 [0.39, 1.95]
11. 19 (67.9) 28 5(45.5) 11 2.53 [0.61, 10.56]
12. 7 (53.8) 13 4 (66.7) 6 0.58 [0.08, 4.39]

Overall 247 (50.2) 492 176 (44.9) 392 1.21 [0.92, 1.59]

Abbreviations: OR: Odds ratio; CI: confidence interval

4.5.6 Subgroup analysis for the ou‘tcome condom use

In the following tables, I present subgroup analyses on the outcome condom use for

gender, home language and socioeconFmic status at second follow-up.
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(i) Condom use by gender

Among boys that reported having been sexually active by the second follow-up, there

was no intervention effect on condom use at last sex as shown below. There was also

no intervention effect among sexually active girls for this outcome as presented in the

Table 4.25.

Table 4.24 Condom use at last sex among boys at FU2:N=606

Pair Intervention Control

Condom use at N Condom use at N OR 95% CI
last sex n (%) last sex n (%)

1 6 (60.0) 10 15 (68.2) 22 0.70 [0.15,3.30]
2 22(55.0) 39 5(55.6) 9 1.04 [0.24, 4.45]
3 6 (46.2) 13 3(30.0) 10 1.71 [0.29, 10.00]
4 10 (45.0) 21 12(52.2) 23 0.66 [0.19,2.31]
5 2(50.0) 4 6 (60.0) 10 0.50 [0.05,5.51]
6 22 (46.8) 46 21(38.9) 54 1.44 [0.65, 3.19]
7 46 (61.3) 74 4 (20.0) 20 6.16 [1.86,20.43]
8 21(44.7) 47 28 (43.1) 65 0.98 [0.46, 2.10]
9 6 (50.0) 9 7 (43.8) 16 2.57 [0.47, 14.10]
10 21 (48.8) 43 15 (51.7) 29 0.89 [0.35,2.29]
11 12 (63.2) 19 4 (66.7) 6 0.86 [0.12,5.94]
12 4 (66.7) 6 3 (75.0) 4 0.67 [0.04, 11.29]

Overall 178 (52.6) 338 123 (45.9) 268 1.26 [0.89, 1.78]

Abbreviations: OR: Odds ratio; CI: confidence interval
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Table 4.25 Condom use at last sex among sexually active girls at FU2: N=278

Pair’ Intervention

Control

Condom use at N

last sex n (%)

Condom use at N OR

last sex n (%)

95% CI

1 5(83.3) 6 1 (33.3) 3 10.00 [0.40, 250.42]
2 5(31.3) 16 3 (50.0) 6 0.45 [0.07, 3.09]
3 6(66.7) 9 ‘ 2 (66.7) 3 1.00 [0.06, 15.99]
4 2 (66.7) 3 3080 4 0.67 [0.02, 18.06]
6 15 (42.9) 35 . 13(48.6) 37 0.79 [0.31,2.01]
7 7 (46.7) 15 s 17 2.10 [0.49, 9.00]
8 9 (34.6) 26  l0wss) 22 0.64 [0.20, 2.04]
9 3 (60.0) 5 1 (14.3) 7 9.00 [0.56, 143.89]
10 7(41.2) 17  s@ss) 11 0.84 [0.18, 3.88]
1 7(71.8) 9  1000) 5 14.00 [0.94, 207.60]
12 3 429) 7 1 (50.0) 2 0.75 [0.03, 17.51]
Overall 69 (46.6) 148 50 (42.7) 117 1.13 [0.69, 1.84]

Abbreviations: OR: Odds ratio; CI: conﬁdencq interval; * Pair 5: no sexually active girls in intervention

school 5

(ii) Condom use by home langua{ge

The table below compares condom 1Lse amongst sexually active intervention and

control group students for each home |

anguage. As with sexual activity, there were no

differences between the groups for either language group.
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Table4.26 Comparison of condom use amongst sexually active students for

each language group

‘Intervention Control
Home Condom use N Condom use at N OR 95% CI
language at last sex n (%) last sex n (%)
Xhosa 132 272 96 236 1.31 [0.92, 1.87]
Afrikaans 62 127 42 90 1.12 [0.63, 1.99]
English 31 43 18 33 1.84 [0.69, 4.92]

Abbreviations: OR: Odds ratio; CI: confidence interval

(iii) Condom use by socio-economic status

I conducted comparisons for condom use among sexually active respondents in each
of the SES categories. The results presented in the following three tables show that

there were no intervention effects for condom use in any of the SES categories.
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Table 4.27 Comparison of cond

jlom use among learners in the low SES

category |
Pair* Intervention } Control
Condom use at  Number of Condom use at Number of OR 95% CI
last sex n (%) sexually | last sex n (%) sexually
active | active
students in | students in
low SES : low SES
|
1 2509 . 20000 2 0.20 [0.01, 6.66]
2 3333 9 | 1(25.0) 4 0.75 [0.08,7.21]
4 3(33.3) 9 i 2 (40.0) 5 0.33 [0.01, 12.82]
5 0(0.0) 2 ‘ 1(33.3) 3 0.78 [0.37, 1.63]
6 20 (35.7) 56 27 (41.5) 65 3.57 [1.36,9.33]
7 31 (55.49) 56 i 8(25.3) 31 1.30 [0.60, 2.83]
8 25 (51.0) 49 : 24 (444) 54 2.70 [0.33, 21.98]
9 3(37.5) 8 2(18.2) 11 0.75 [0.25,2.24]
10 12 (42.9) 28 12 (50.0) 24 1.50 [0.11, 21.31]
Overall 100 (45.2) 221 79 199 (22.6) 1.21 [0.82, 1.79]

*Excluded pairs had zero prevalence of sexua

interval

il activity; Abbreviations: OR: Odds ratio; CI: confidence

228



Wanjirii Kabii Mitkoma

Table 4.28 Comparison of condom use amongst sexually active learners in

middle SES category
Pair* Intervention Control

Condom use at  Number of Condom use at Number of OR 95% CI
last sex n (%) sexually last sex n (%) sexually
active active
students in students in
middle SES middle SES

! 2 3 3 8 3.33 [0.20, 54.53]
2 18 34 3 5 0.80 [0.14, 4.53]
4 4 9 6 12 5.40 [0.15, 188.83]
3 1 1 2 6 1.95 [0.60, 6.29]
6 17 25 12 23 9.50 [0.97, 92.83]
7 19 29 1 6 0.28 [0.08, 0.98]
8 5 24 13 27 1.00 [0.13,7.57]
9 3 6 5 10 0.80 [0.20, 3.13]
10

12 27 6 12 0.80 [0.20, 3.13]
1 6 10 3 5 1.00 [0.11, 8.95]
12

0 1 1 1 0.11 [0.00, 10.27]
Overall 87 (51.4) 169 55 (47.8) 115 1.04 [0.63,1.72]

*Pair 3 excluded because there was zero prevalence of sexual activity in the middle SES category;
Abbreviations: OR: Odds ratio; CI: confidence interval
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Table 429 Comparison of cond+m use among sexually active learners in the
high SES category
i
Pair* Intervention ' Control
|
Condom use at Number of ‘ Condom use at Number of OR 95% CI
last sex n (%) sexually i last sex n (%) sexually
active | active
students in 1‘ students in
high SES high SES
|
1 7 10 | 11 15 0.85 [0.14, 4.99]
2 6 14 4 6 0.38 [0.05, 2.77]
3 12 22 5 11 1.44 [0.34, 6.16]
4 5 10 7 10 0.43 [0.07, 2.68]
5 1 1 5 7 1.36 [0.04, 46.65]
9 3 4 1 2 3.00 [0.08, 107.45]
10 4 5 2 4 4.00 [0.21, 75.66]
11 12 16 2 6 6.00 [0.78, 46.14]
12 7 12 3 5 0.93 [0.11, 7.82]
Overall 63 (63.0) 100 41 (547) 75 1.16 [0.60, 2.26]

*Excluded pairs (6, 7 and 8) had zero pre
school; Abbreviations: OR: Odds ratio; CI:

4.5.7 Intervention effects on seconbaw outcomes

valence in condom use in either the intervention or control

:

nfidence interval

The secondary outcomes were: nuﬂber of lifetime sexual partners; and consistent

condom use.
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4.5.7.1 Number of lifetime sexual partners at FU2

Among the sexually active learners, 44.6% (n=115) in the intervention group and

37.7% (n=86) in the control group reported having had only one sexual partner.

The results indicated a significant difference in the mean number of lifetime sexual
partners between the groups as shown in the table below (OR = -0.24; CI [-0.47 to -
0.02]). The control group learners had more sexual partners compared to the
intervention group learners. There was no difference between the groups at baseline

for this outcome.

Table 4.30 Number of lifetime sexual partners

Pair* Intervention Control
N* Mean SD N* Mean SD WMD CI
number number
of of

partners partners
1 8 1.5 0.8 13 22 1.3 -0.70 [-1.60, 0.20]
2 28 1.9 1.1 8 1.5 0.8 0.40 [-0.29, 1.09]
3 13 2.0 0.8 6 3.5 1.5 -1.50 [-2.78, -0.22]
4 14 2.5 1.7 16 24 1.2 0.10 [-0.97, 1.17]
6 42 1.9 1.0 62 23 1.4 -0.40 [-0.86, 0.06]
7 44 2.5 1.4 25 2.5 1.4 0.00 [-0.69, 0.69]
8 45 2.0 1.2 51 23 1.4 -0.30 [-0.82, 0.22]
9 7 1.7 1.3 10 1.6 1.1 0.10 [-1.08, 1.28]
10 28 2.1 13 24 2.2 1.3 -0.10 [-0.81, 0.61]
11 19 2.0 1.3 9 24 12 -0.40 [-1.38, 0.58]

231



Wanyjirii Kabii Miikoma

12 10 1.7 1.0 4 25 1.3 -0.80 [-2.22, 0.62]

Overall 258 2.1 1.2 228 23 1.3 -0.24 [-0.47, -0.02]

Abbreviations: WMD = weighted mean difference; CI: Confidence interval; * number of sexually
active learners who had <5 lifetime sexual partners; * Pair 5 omitted as there was only intervention
school n was 1. :

4.5.7.2 Condom use at first sex

The table below presents results of  condom use at first sex among students that
became sexually active between BL land FU2. As with previous results on condom

use, there was no intervention effect on this outcome (OR = 0.77; CI [0.51 to 1.18]).
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Table 431 Condom use at first sex among students that became sexually

active between BL and FU2: N=438

Pair Intervention Control

Condom use at N Condom use at N OR 95% CI

o,
last sex n (%) last sex n (%)

1 10 (90.9) 11 13 (76.5) 17 3.08 [0.30, 31.98]
2 20 (60.6) 33 6 (75.0) 8 0.51 [0.09, 2.94]
3 14 (87.5) 16 2 (100.0) 2 1.16 [0.04, 32.08]
4 7(58.3) 12 4 (44.4) 9 1.75 [0.31, 10.02]
5 1(50.0) 2 6 (60.0) 10 0.67 [0.03, 14.03]
6 25 (54.3) 46 22 (68.8) 32 0.54 [0.21, 1.39]
7 20 (40.8) 49 9 (47.4) 19 0.77 [0.26,2.22]
8 14 (58.3) 24 21 (58.3) 36 1.00 [0.35, 2.85]
9 5(62.5) 8 5(55.6) 9 1.33 [0.19,9.31]
10 20 (60.6) 33 14 (66.7) 21 0.77 [0.24, 2.42]
11 10 (62.5) 16 7(87.5) 8 0.24 [0.02, 2.44]
12 9 (75.0) 12 5 (100.0) 5 025 [0.01, 5.72]
Overall 155 262 114 176 0.77 [0.51, 1.18]

Abbreviations: OR: Odds ratio; CI: confidence interval

4.5.7.3 Consistent condom use among sexually active students at second follow-
up

The questionnaire also assessed consistency of condom use. For girls, question 115

was ‘Have you ever had sex without your partner using a condom?’. For boys the

question was “Have you ever had sex without using a condom?” One of the response

options was ‘My partner has always used a condom (girls)’ and ‘I have always used a
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condom (boys)’. The table below pr$ents results for consistent condom use at FU2

which indicate that there were no diff%rences between the groups.

Table 4.32 Consistent condom usije at FU2: N=850

Pair Intervention Control
Condom use N Coqldom use N OR 95% CI
at " at
last sex last #ex n(%)
n(%) |
1 8 (47.1) 17 li (47.8) 23 0.97 [0.28, 3.40]
2 21(38.9) 54 6/(40.0) 15 0.95 [0.30, 3.07]
3 8(34.8) 23 4/(36.4) 11 0.93 f0.21, 4.18]
4 8 (34.8) 23 9‘(42.9) 21 0.71 [0.21,2.40]
5 0(0.0) 4 6'(42.9) 14 0.15 [0.01, 3.21]
6 24 (30.0) 80 26 (28.9) 90 1.05 [0.54, 2.04]
7 36 (40.4) 89 ld (27.8) 36 1.77 [0.76, 4.10]
8 24 (32.9) 73 2% (33.7) 83 0.96 [0.49, 1.88]
9 2(15.49) 13 7‘(28.0) 25 0.47 [0.08, 2.67]
10 15(25.4) 59 14 (35.0) 40 0.63 [0.26, 1.52]
11 11(39.3) 28 5 ;(50.0) 10 0.65 [0.15,2.77]
12 7 (50.0) 14 2}(40.0) 5 1.50 [0.19, 11.93]
Overall 164 (34.4) 477 12# (34.3) 373 0.94 [0.69, 1.26]

f

Abbreviations: OR: Odds ratio; CI: conﬁdencr; interval

4.6

Regression analysis

Regression analyses were conducted using STATA (Version 7.0). The data were

adjusted for age, gender and socioeconomic status, for the primary outcomes sexual
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intercourse and condom use. As shown in Appendix M, there were no intervention
effects on the outcome delay of sexual intercourse and condom use even after

adjusting for these variables.

4.7 Conclusion

In this chapter, I have presented results from the process and outcome evaluations. As
the process evaluation findings show, there were considerable differences in the
school contexts in as far as infrastructure, student demographics and socio-economic
status, presence of trained teachers and teacher stability among other factors. There
were therefore differences in the quality and fidelity of intervention implementation
due to these individual and contextual factors. The intervention development as
described in chapter 1, and the implementation integrity data presented in this chapter
assisted in identifying components of the intervention that were properly implemented
and those that were not, and to establish reasons why this was the case. Thus, the
process evaluation also helped to interpret whether the non-significant results were

due to a poorly designed intervention or to the poor delivery of the intervention.

As shown in the results of the outcome evaluation, the intervention did not have an
effect on any of the primary and secondary outcomes (except number of lifetime
partners), or on the psychosocial constructs, including knowledge which is often a
construct that results in some increase in most interventions. In the following chapter,

I will discuss these results in greater detail.
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Chapter 5: Discussion

51 Introduction

In this concluding chapter, I will disc#ss the process and outcome evaluation findings

|

by drawing together the discussions l%resented in the previous chapters. I will do this
mainly by linking the process and }outcome data. In chapter 2, I presented two
systematic reviews of evaluation s@dies conducted internationally and in South
Africa. I will situate the discussion u'; this chapter within the context of these studies

|
and other literature on effectivene%s of school-based HIV/AIDS and sexuality

1

interventions. In interpreting these |findings, I will discuss the intervention, its

implementation, as well as the evall.*ation research. I will conclude this chapter by
providing some recommendations for future design, implementation and evaluation of
school-based HIV/AIDS interventis ns. Before presenting the discussion and
recommendations I will recap the objectives of the research and present its strengths

and weaknesses.

The research was a cluster RCT that %valuated the SATZ intervention, a school-based
HIV/AIDS programme aimed at postqoning sexual intercourse and increasing condom
use among grade 8 students in Cape‘ Town. I conducted both process and outcome
evaluations. The objectives of the research were: (i) to conduct a systematic review of
international and South African evah.{ations of school-based interventions addressing
the outcomes delay of sexual inter¢ourse and condom use; (ii) to document the
implementation of the SATZ intervention through a process evaluation; (iii) to
determine, through outcome evaluation, the effectiveness of the intervention in
delaying sexual intercourse; and increasing consistent condom use. Process evaluation

was conducted using interviews, focus group discussions, educator lesson logs and
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interviews with educators. Outcome evaluation was conducted using a self
administered electronic questionnaire. The development of the evaluation
questionnaire and its psychometric properties were discussed in detail in chapter 3.
The study was conducted over a 15 month period with twenty six schools, 13 in the
intervention and 13 in the control group. A total of 6364 students participated in the
trial, and a further 449 participated in the pilot and test-retest phases of the research.
Results of the outcome evaluation were analysed only for the cohort of students

(N=3625) who completed the questionnaire at baseline, first and second follow-ups.

The primary reasons for non-participation at baseline and follow-up were

absenteeism, transfer to another school, truancy or dropout.

5.2 Strengths of the study

There is a dearth of evaluations of school-based HIV prevention interventions as
evident in the reviews presented in Chapter 2. This research contributed to the small
body of evidence of the feasibility of conducting RCTs in South African schools; the
complexities of the school as an intervention setting; and the effectiveness of school-
based HIV prevention programmes in delaying sexual intercourse and increasing
condom use. The research addressed many of the evaluation quality, design,
methodological and analytic flaws identified in the systematic review of studies in

Chapter 2.

In the sections below, I will discuss each of the key strengths of the study. These are:
(1) the use of an RCT design; (2) questionnaire development and psychometric
properties; (3) combining process and outcome evaluations; (4) methodological

triangulation; and (5) the use of electronic questionnaires on PDAs.
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Farrington (2003) suggests that methddological quality for evaluation research should
be assessed on the basis of: internal v#.lidity; descriptive validity; statistical conclusion
validity; construct validity; and ex&emal validity. The methodological literature
attaches various labels to describe vj;.lidity. In this chapter I will use the lables as

described by Farrington (2003).

5.2.1 Use of RCT design ‘

One of the main strengths of the research was the use of a cluster RCT design. As
discussed in Chapter 2, the use of RCTs in social interventions has been debated
extensively with arguments from boﬂhm proponents and opponents (Van de Ven and
Aggleton, 1999; Cook, 2003; Macinti e and Petticrew, 2000; Mukoma and Flisher,
2004; Nutbeam, 1998; Oakley et al, 1995; Oakley & Fullerton, 1996; Oakley, 1998;
Speller et al, 1997; Stephenson, 19#9; Stephenson & Imrie, 1998; Victoria et al,
2004). Regardless of which side of :°s argument one finds most compelling, a point
of consensus is the need for evidence-based interventions in the area of HIV/AIDS
prevention. While some evidence c;p.n be obtained using study designs such as
observational studies or quasi-experimental designs, the RCT design remains the gold
standard for providing more conclusive evidence of intervention effect. However,
there are two issues in the debates kegarding the use of RCTs to evaluate social

interventions, which I will discuss bn'Lﬂy below as they were relevant for the current

research. These are issues of randomisation and feasibility.

One of the concerns about the use of an RCT design to evaluate health promotion
interventions regards the ethics of r ndomisation and denying an intervention to a
control group in order to measure effectiveness (Oakley et al, 2003; Thomson et al,
2004; Cook, 2005). This is a particul 3ly important issue in the South African context

where the HIV prevalence rates are high and more intensive prevention efforts are
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urgently required. It would be unethical in this situation to deny an intervention to the
comparison schools. Within this context however, it would be even more unethical to
implement and disseminate an intervention whose impact was unknown and therefore
potentially negative or ineffective (as in the case of the SATZ intervention as shown
in the results chapter), than it would be to apply RCT designs to establish intervention
effectiveness. The participating control schools therefore continued to implement their
planned HIV/AIDS interventions as part of the LO curriculum and any other
additional interventions. They were also offered the SATZ intervention and teacher
training after completion of the research. This was done prior to obtaining the results

of the outcome evaluation.

The second concern regards the feasibility of conducting RCTs with social units such
as schools or communities. This study demonstrated that while there are some
challenges in employing a RCT design in evaluating school-based interventions, such
as financial costs and the non-static nature of schools, the design is not impossible to
employ in South African schools. As discussed in chapter 3, the study design was
acceptable to the schools and parents of the participating children. The scientific,
ethical and feasibility arguments against the use of RCT designs to evaluate social
interventions were therefore amply dealt with. Thus, the research demonstrated that it
is possible to achieve a balance where scientific advancements in research design and

action to combat HIV/AIDS were simultaneously achieved.

Addressing these two concerns in the present research contributed to the strength of
the study. Given the scarcity of rigorous South African evaluation studies, the use of a

RCT design not only increased confidence in the results, but also contributed to
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evidence about the feasibility of the deign to evaluate school-based interventions in a

variety of South African schools.

5.2.2 Questionnaire development and psychometric properties

Like most outcome evaluation studies of school-based HIV prevention interventions,
the research relied on the use of a ‘elf administered questionnaire. The process of
developing the evaluation questionnaire was one of the main strengths of this study.
This process is described in detail in J:hapter 2. It involved piloting the questionnaire,
a careful translation protocol and tw% test-retest reliability studies. Face and content

validity were addressed during the deJrelopment of the questionnaire.
(i) Validity

As discussed in chapter 3, face validity was addressed by drawing on data from the
needs assessment, discussing the questionnaire with researchers in the SATZ team,
the project advisory board, teachers a§ well as students participating in the piloting of

the instrument. Face validity relies a lot on words, terminology and expressions. Thus,

during the group discussions with in the pilot phase the students provided their
interpretations of the questions, comn'lents on the questions, the response options and
the instructions. They also suggested alternative terminologies which were

incorporated into the revised questionnaire.

Content validity was established in v%.rious ways. To start off, an initial questionnaire
was compiled using questions ﬁom{ various relevant questionnaires employed in
previous studies with adolescents, pa%rticularly in the sub-Saharan region. Questions
that were linked to the objectives o# the SATZ intervention were also developed.
These were informed by the needs analysis data collected prior to intervention
development and the theoretical ework employed. The questionnaire was then

|

i
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discussed with learners participating in the pilot phase. In addition, to ensure that the
instrument measured what was intended in all three languages, a translation and back-
translation procedure was employed. The back-translated versions were discussed
with researchers experienced in sexual behaviour research using self-administered
questionnaires with adolescents, and language experts, to further ensure that the

different language questionnaires measured the same constructs for each question.

The multi-stage sampling strategy employed in the study ensured that the sample was
representative of grade 8 students in Cape Town. In practice, RCTs have the highest
possible internal validity because they rule out threats to internal validity, such as pre-
existing differences between the experimental and control conditions (Farrington,
2003). Randomisation was successful as evident in the equivalence of the groups at
baseline (see chapter 4). Pre-existing differences between the groups would have been

a threat to the internal validity of the study.

As discussed in 5.2.6 below, the majority of students participating in the test-retest
studies indicated that they would be more inclined to provide truthful responses to
questions about sex using when using PDAs rather than paper questionnaires. In
addition, I attempted to enhance validity by ensuring that teachers were not present at
data collection and all efforts were made to ensure that the sitting arrangements while
completing the questionnaire guaranteed each student some privacy. Furthermore, the
students were assured of anonymity and confidentiality through a questionnaire

linking method that has been successfully employed in previous studies.

One of the threats to statistical conclusion validity is insufficient statistical power to
detect effect due to a small sample size (Farrington, 2003). Although I presented only

results from the cohort of students that completed the questionnaire at the three points
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of measurement, dropout from the j$tudy did not affect the statistical conclusion
validity as the cohort was sufficiently large to allay these concerns. The analytical
approach that I employed addressed ivarious limitations identified in the review of
RCTs presented in chapter 2. For Fnstance in some of the studies there was a

mismatch between the unit of allocati4>n (cluster) and the unit of analysis (individual).

Conducting appropriate pair-wise analysis in this study ensured that the sampling

strategy was taken into consideration hence avoiding many of the limitations
gy i g many

associated with the analysis of cluster RCTs in previous studies. Pair-wise and overall

measures of the effect size were reparted in chapter 4 together with their associated

confidence intervals. ;

In reporting the results, this study met the relevant standards for quality reporting of
cluster RCTs as outlined in the CONSORT criteria. These include clear description of
the sample, baseline data, statistical analysis, numbers analysed and primary outcomes

(Campbell et al, 2004). In chapter 1, I also described in detail the intervention and the

process through which it was design’ed. Further, the process evaluation findings in
chapter 4 provided detailed deschptive data about the school contexts, the
implementation process, and insights|into the characteristics of the intervention and
the teachers that implemented it. These factors enhanced the descriptive validity of the
study. |

(iv) Reliability
|

|
One of the challenges with self report;#d data is ensuring that the instrument is reliable

and the data obtained are valid. Relizi(bility and validity are two of the criteria often
used to assess research methodoloéical and instrument quality. Reliability is a

necessary prerquisite for validity. In %e absence of reliability, validity is impossible
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to attain. The reliability issues associated with adolescent self reported sexual
behaviour data were discussed at length in Chapter 2. Many studies have shown that
adolescents provide reliable self reported sexual behaviour data (Flisher et al, 2004, in
press; Hearn et al, 2003; Klepp et al, 1994; Lintonen et al, 2004; Sheeran & Abraham,
1994). The two test-retest reliability studies that were conducted were described in
detail in chapter 3. The instrument had good test-retest reliability on the psychosocial
scales, as indicated in the ICC > 0.5 for nine of the ten scales. Landis and Koch
(1977) categorise Kappa values as <0, poor; 0-20%, slight; 21-40% fair; 41-60%,
moderate; 61-80%, substantial; 81-100%, almost perfect. The test-retest agreement for

the sexual behaviour variables was slight for ‘ever had oral sex’ (k =.37) and fair for
‘ever had anal sex’ (k=.44). Moderate test-retest agreement was found for the item

‘ever had vaginal sex’ (K =0.69). The test-retest reliability levels of the current study

were good but slightly lower on the item ‘ever had vaginal sexual intercourse’
compared to those of a previous test-retest sexual behaviour study conducted among
high school students in Cape Town by Flisher et al, (2003). The authors reported
kappa statistics greater than 0.80 for the item ‘ever had vaginal sexual intercourse’.
The study was however conducted among grade 11 learners who are likely to have
had higher literacy levels and therefore comprehension of the questionnaire compared
to younger grade 8 learners amongst whom the current study was conducted. The
current study however also reported good test-retest reliability for this item. These
questionnaire development processes and the assessment of psychometric properties

of the instrument were important strengths of the study.

5.2.3 Use of two evaluation approaches

The combination of process and outcome evaluations was another key strength of this

study. Each of these was an independent evaluation approach in its own right that
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sought to answer a different set of queptions. While the outcome evaluation measured
the intervention effectiveness, the pro#ess evaluation gave greater attention to nuance
and setting, interdependencies and cori1plexities within the school context. It allowed
for in-depth exploration to provide in'ﬁformation that was important in understanding
and interpreting the outcomes of the i+1tervention. The process evaluation component
was particularly important in the Soutih African context as understanding the schools
as intervention settings for preventing iHIV has important lessons for the development
and dissemination of future interventic%ns. Evidence from the outcome evaluation only
would have been insufficient as it woJld not have provided detailed information about
how and why things occurred as 'lthey did during the implementation of the
intervention. Therefore, by conductinF process evaluation, the study also dealt with
the common debate on tradeoffs l1:>etween depth vs. scope in qualitative and
quantitative research (Patton, 1987). {The process evaluation provided the in-depth
data while the outcome evaluation provided the breadth by obtaining data from a large
sample of adolescents. Both evaluatioi approaches therefore have their strengths and
limitations. Process evaluation findings are rarely available in published outcome
evaluations as demonstrated in Chapt#r 2. Thus one of the main strengths of the study
was combining the outcome evaluatij n with the presence of good contextual data
from the process evaluation. This made the linkages between contexts and outcomes
by helping to understand the larger ins{titutional context in which the intervention took

place, as well as the effectiveness of LITe intervention.

5.2.4 Methodological triangulatio%

A further strength of this study lies i{\ the multi-method approach to the evaluation.
The review of RCTs in chapter 2 showed that most previous evaluations only

employed a quantitative approach using self administered questionnaires. Only a few
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of the reviewed studies employed qualitative methods. Given the complexities of the
school as an intervention setting, qualitative evaluation methodologies employed in
the current study helped to better understand the implementation process, school
contexts and the dynamics therein. The combination of educator lesson logs,
interviews, classroom observations and FGDs allowed for probing and further
exploration of the data while the questionnaire made it possible to measure the
outcomes and make statistical comparisons. The two approaches resulted in a rich set
of complementary process and outcome evaluation data and demonstrated the

interrelationship between qualitative and quantitative methods for evaluation.

5.2.5 The use of PDASs

One of the important contributions that this study made to school-based evaluation
research was the use of electronic questionnaires. To my knowledge, this was the first
research project to use PDAs to collect self-reported data from a large sample of
South African school-going adolescents. I did not find published studies from
elsewhere in the world that have used self administered questionnaires on PDAs in
school-based studies. The use of PDAs may become the preferred means of collecting
research data in future. The electronic questionnaire has several practical and cost
advantages over paper-pencil questionnaires as discussed in chapter 3. It does not
require the respondents to have previous experience in using computer technology and
students quickly learn how to use the PDAs. The use of PDAs was particularly
important in enhancing validity. The students found it more confidential and likely to
elicit truthful responses compared to paper questionnaires as shown in the paper
versus PDA comparisons presented in chapter 3. The data were also available in a
spreadsheet immediately on completion of the questionnaires, hence shortening the

period between data collection and analysis. Compared to a paper questionnaire, using
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the PDAs was also an enjoyable exerciise for the majority of students who had never

used a computerised electronic gadge* before. There were some practical challenges

|
such as theft of the PDAs and the e)#tra time required to explain how to use them.

However, the experience of using PI?AS in this study was one that future research

projects can draw upon and improve. |

While it had many strenghts, this re#emch also had some limitations which I will

discuss in the following section.

53 Limitations of the study

5.3.1 Reliance on self reported dat%

This study did not have biological n%arkers which could be used to verify the self
reported data. Thus, it is possible that ;nformation bias could have occurred, where for
example respondents may have provi%ded what they considered desirable responses.
Hence the assumption cleaning the se#mal behaviour data was that some respondents

may have exaggerated their sexual exéerience at baseline.
|

5.3.2 Follow-up of dropouts

Up to three visits were made to sFme schools for each of the follow-up data
collections so as to include the st#dents that were absent at the previous data
collection sessions. I did not follow—u; on the students that dropped out of school and
those that were absent at the final data collection day at each school. Drop out is often
not a one-time event but starts with r}egular absenteeism. The analysis therefore also

|

excluded these students. Following 4p on school dropouts may have provided the
opportunity to assess risk behaviour | ithin this category of adolescents and enabled
comparisons with those students that stayed in school.

i
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As discussed in chapter 2, dropout from a study has implications for data analysis as it
may bias the results. One of the threats to internal validity is differential attrition
between intervention and control groups. If differential attrition rates exist between
the intervention and control groups, intention-to-treat analysis should be conducted to
assess the potential effect of drop out. In this study, I did not conduct intention-to-
treat analysis. The analyses were conducted only for data from the cohort of students
that completed the questionnaire at the 3 points of measurement, thus the issue of
dropouts was less relevant. The attrition rates were 18.4% and 18.1% in the

intervention and control groups respectively between baseline and FU2,

Besides the implications on data analysis, school dropout also has implications for the
prevention of risky behaviours. Students that drop out of school are more likely to
engage in risky behaviour and therefore more in need of interventions (Odum and
Drolet, 1997; Upchurch and McCarthy, 1990; Townsend et al, 2004; Walker et al,
1998). Townsend et al (2004) in a study amongst grade 8 student in Cape Town found
higher rates of having engaged in intercourse and risky sexual behaviour among
dropouts than their counterparts who had remained in school. Having engaged in
sexual intercourse was also found to be a predictor of dropping out of school. In
another study, Simbayi et al (2005) found that fewer years of education were

associated with HIV risk factors for young men in Cape Town.

In the process evaluation conducted in the current study, the teachers indicated that
the dropout rate between grades 8 and 9 was particularly high. This was not surprising
as South Africa has a high rate of school dropout. It is estimated that only 40% of
students that enroll in grade 1 complete their schooling to grade 8 (Department of

Education, 2003). Dropout from the study was mainly due to dropping out of school,
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i
absenteeism and skipping LO lessons. By limiting my analysis to the cohort, the

possibility of any systematic differencks between the control and intervention students
that stayed in school was minimised. However, it is not possible to tell whether there
were any systematic differences between the control and intervention schools in terms
of numbers of dropouts and reasons for dropout. The students that stayed in school
may also have been a systematically different sample compared to those that dropped
out. Given the disregard for LO amongst the students and the high rates of school
absenteeism, those that dropped out might already have had a history of being absent

from school and particularly of skipping LO periods. Absenteeism is often a symptom

of underlying problems which may iTnclude risky behaviour. Further analyses using
the whole sample data would be req#ired to establish if there were such systematic

\
differences, and the effect on the outc?mes.

In addition to not following up on th%: dropouts, one of the weaknesses of this study
was the lack of good record keepix{g that would have enabled the differentiation
between the students that were absenq and those that dropped out of school. Attempts
were made to record these separateh; but frequent changes in teachers, absence of
class registers at some schools, la&k of information from either the students or
teachers as to whether absent studenty had dropped out, gone to other schools or were

just regular absentees, and someﬁﬂes the allocation of insufficient questionnaire

administration time made this an impgssible task.
(ii) Possible contamination of treatment conditions

One way by which contamination of gxperimental conditions can occur is if students
change conditions during the study. During data collection, we did not come across

any students that had transferred from the intervention schools to control schools or
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vice versa. Only a small proportion of students who changed schools during the
intervention joined other schools. The majority of them dropped out of school
altogether. However, the students in the matched pairs of intervention and control
schools lived in the same communities, which created the potential for possible
interaction between the intervention and control students within the communities. The
study did not assess whether the control group students were exposed to the
intervention through such interaction. It is unlikely however that such contamination

impacted on the intervention outcomes.

5.3.3 Absence of good measures of student attendance

In addition to the dropout issue discussed above, a shortcoming of this study was the
absence of good measures of student exposure to the intervention. The questionnaire
contained a question on the number of days that a student was absent from school
(Q18). At the second follow-up, 10.4% and 8.3% of control and intervention students
respectively reported having been absent for more than 5 days during the last school
quarter. This question however provided data for school attendance and not
specifically for attending the intervention periods. Although 55.9% of the students
reported having received 10 or more lessons, in retrospect, a better measure of
intervention exposure would have been asking the question for each lesson. In many
of the schools, it was common for students to skip lessons, particularly LO lessons,
while still within the school premises. Thus, even for the the cohort sample included
in the analysis who may have had higher school attendance compared to the
remainder of the students, the absence of a good measure of attendance of LO periods
limited the extent to which sub-group analysis could be conducted based upon

exposure to the intervention.
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5.3.4 Data from control schools |

Even though none of the teachers at ttlle control schools were aware of the content of
the SATZ intervention, the findings :n chapter 4, suggest that the LO lessons they
implemented had some elements similar to those of the SATZ intervention. This may
have diluted the differences betwedn the experimental and control groups, and
therefore reduced the ability to ident‘fy programme effects. The SATZ intervention
did not result in better outcomes co ! pared to the interventions implemented at the
control schools. One of the shortcomings of this research was that the qualitative
research conducted at the control sc" ools did not investigate in detail the specific
intervention implemented at each co ‘trol school. It was clear from the findings that
they all did not use the same materil s or implement the same intervention. It was
therefore difficult to assess exactly what the SATZ intervention was compared to. The
intervention and control groups were | ell matched at baseline, with no differences in
sexual behaviour. Thus, in addition to the similarity in content, the lack of
intervention effect may also have to Po with the intensity and quality of delivery of
the interventions at the control school#.

'

In the preceding sections, I have pres%nted the strengths and weaknesses of the study.
\
In the following section, I will dis#uss the findings of the process and outcome

evaluations. |
\

54 Discussion of findings |

|

This study evaluated a school-based h—IIV prevention intervention aimed at delaying
i

sexual intercourse and promoting ir+creased condom use among adolescents. The

intervention was delivered over a si#-month period. The evaluation was conducted

over a 15-month period, with data Follection at baseline, 6- and 15-months. The

|
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findings of the outcome evaluation showed that the intervention had no positive effect
on the primary outcomes delay of sexual intercourse or condom use as there were no
observed ‘differences at either follow-up between the intervention and control schools.
There were also no differences between the intervention and control schools in any of
the psychosocial constructs that were measured. The only positive intervention effect
was on the secondary outcome number of lifetime sexual partners. However, the
intervention also did not have any negative effects, which would have been a more
worrisome outcome. The process evaluation showed that the intervention was not
successfully implemented at many schools due to various individual and school level
factors. Even in schools where implementation was comparatively better, the pair-
wise analysis did not produce positive effects. This can partly be explained by the
likelihood that the control schools may havé implemented content similar to that of
the SATZ intervention. It could however also be due to poor uptake of the
intervention at the schools that had higher fidelity of implementation. The findings
also showed that the intervention was evaluated favourably by both teacher and
students, and achieved some positive results such as teacher attitudinal changes and

increase in students’ interest in Life Orientation.

The findings of the process and outcome evaluations were reported in detail in chapter
4. In the following sections, I will discuss the process and outcome evaluation
findings further. I will situate the discussion and therefore interpretations of the
findings within the context of existing literature on the evaluation of school-based
HIV prevention interventions. I will discuss these findings by addressing the
implementation of the intervention, the intervention itself, as well as the evaluation
issues. I am therefore making a conceptual distinction between the intervention and its

implementation for ease of presentation, although the two are linked.
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5.4.1 Implementation issues

(i) Factors that facithated adoption and implementation of the

intervention

Several factors within the project facilitated the teachers’ adoption and
implementation of the intervention, even though the latter did not occur successfully
at all schools. Firstly, the intervenikion was compliant with the outcomes-based
education (OBE) philosophy. This was an important enabling factor and one of the
reasons why teachers embraced the intervention. Outcomes-based education was

introduced into South African schools as part of Curriculum 2005 (C2005). C2005

was introduced in 1997 as part of transformations in the education sector. It was a

starting point for removing apartheid from schools and curricula, and a platform for
developing a new sense of identity based on dignity and respect for all people, rather
than on racial, gender and class division. It encourages teachers to be open to views
and opinions of learners, which maj be different from their own (Department of
Education, 2002). C2005 has no | been replaced with the Revised National
Curriculum Statement (NCS) Life Orientation policy (Department of Education.
2002). The teaching approach within the curriculum is outcomes-based education
(OBE). The outcomes-based appr: ach is a learner-centered process that is
developmental, activity-based and considers the process of learning as important as
what is learnt (Department of Educ%tion, 2002). The philosophy of OBE therefore
encompasses some of the characteris fcs that have been recognized as prerequisites for
successful sexual behaviour interventions with adolescents. Aligning the SATZ
curriculum with OBE made it more ?ppealing to the teachers as it did not require a
major departure from what was expected of them in teaching LO, particularly as far as

assessments of the lessons and learner involvement was concerned.
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Secondly, the training was probably the most important factor that facilitated the
teachers’ adoption and implementation of the intervention. Prior to the training, many
of the teachers felt inadequately prepared to implement LO or to apply OBE
effectively as they had not received any training. Similar findings were reported by
Chrisholm (2005) in a review of OBE. Factors such as inadequate training and
development of teachers, unavailable or insufficiently used material and shortage of
resources hindered the implementation of the new curriculum. Thus, the educators’
motivation to take up the SATZ intervention was the training opportunity that was

offered.

Previous literature has found aspects such as teachers’ knowledge, self-confidence,
comfort, self-efficacy, attitudinal and moral beliefs about sex as well as views about
the feasibility of the programme in the classroom to be important in the adoption and
implementation of school-based interventions (Boscarino and Diclemente, 1996;
Mathews et al, 2003; Paulussen et al, 1994; Paulussen et al, 1995). Training that
addresses these factors is one of the most important determinants of the successful
implementation of sexuality interventions (Levenson-Gingiss and Hamilton, 1989;
Levenson-Gingiss and Basen-Engquist, 1994; Mathews et al, 2005). As reported by
Ahmed et al (2006), the SATZ training increased the teachers’ confidence to
implement the intervention, their knowledge of HIV/AIDS and skills in participatory
teaching. One of the important aspects of the training was the recognition that the
teachers were not a homogenous category. They came from different backgrounds and
had diverse histories, identities and experiences, as well as diverse views regarding
sexuality and HIV/AIDS prevention. There were teachers that were strongly pro-
abstinence and others who were more accepting of both abstinence and condom

promotion. These differences were taken into account in the training through
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discussions of the teachers’ feelings, b#liefs and attitudes towards sexuality education,
as well as the underlying personal ani social morals and values (Ahmed et al, 2006).
This approach to the training was !‘important in getting further buy-in into the
programme from the teachers. By the Lnd of the training, the majority of the teachers
were more accepting of the interventioﬁ'l approach which promoted both postpohement
of intercourse and condom use and! one where the teachers maintained relative
neutrality. A few teachers however stiLl felt strongly about promoting abstinence over

condom use and did so in the imple#nentation as shown in the process evaluation

findings such.

Thirdly, the teachers did not need tl}o put in extra time and effort searching for
i

information or teaching material. It !would be difficult to get teachers to readily

embrace an intervention that requires Fhem to put in extra time and effort in research,

teaching or assessments. The absenc%, of a prescribed text indirectly facilitated the
|

teachers’ adoption of the SATZ il{vtervention because all the required teaching

materials were provided in a comprel'ﬁensive learner workbook and educator manual.

The teachers therefore did not have tq put together a curriculum from various sources

as had been the case prior to their part*cipation in the project.

Finally, involving educators in the pr#acess of developing the programme and piloting

the intervention was another factor "at facilitated its adoption and implementation.

The teachers from the 13 interventioq schools were not involved in the pilot to avoid

exposing the students to the interver}tion before the evaluation research had begun.

Four teachers from different schools vﬁere invited to be in the teacher expert panel that

participated in the development of ‘the intervention and piloting of some of the

lessons. The pilot facilitated the teac‘xers’ input into the intervention design so as to
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shape it to local circumstances based on their experiences of testing it in the
classroom. It provided the intervention developers with some feedback that could be
used to assess the feasibility of the intervention. As will be discussed later in this
chapter, piloting of an intervention is crucial to establish its practical implementation
in the classroom. It also has implications for sustainability of the intervention. The
feedback and experiences from the pilot were shared with the other teachers at the
training, as examples of how the lessons could be implemented. By the end of the
training, the majority of the teachers felt confident that they could implement the
intervention and the participatory strategies. The pilot teachers were also involved in
reviewing the evaluation questionnaire. This was particularly important as the schools
are often inundated with requests to participate in research, results of which they
rarely received. Thus, while they welcomed the opportunity for interventions, the
schools generally viewed research as a disruptive intrusion with little benefit to the
schools. This process and discussions between the teachers and the researchers at the

beginning of the project facilitated teachers’ buy-in into the benefits of the research.

Even with these enabling factors, the intervention was not successfully implemented
at all the schools. It also failed to have an effect on the two behavioural outcomes of
interest as well as the secondary outcomes and psychosocial constructs. There were
several issues regarding the intervention as well as its implementation which may
explain the lack of effect on sexual behaviours. I will first discuss the factors to do

with the implementation.

(ii) Implementation fidelity

Overall, the intervention implementation was less than optimal at most schools. The

implementation also varied considerably across and within schools, with some
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teachers delivering the intervention vﬂ’ith more fidelity than others. Hence, there were
also variations in the students’ expo%ure to the intervention both in the content and
intensity. As discussed in chapter | 4, this was influenced by rates of student
absenteeism, individual teacher chachteristics, as well as institutional factors. For
example, any unplanned activities th#t needed to happen at the school were allocated
the LO period because it was not viewed as equally important as other subjects. This
concurs with findings by Rooth (2b05) who reported that due to its low status
compared to other subjects, LO was often used as a free period or to catch up on more
important subjects like mathematics. Other studies have also reported an association

between personal characteristics and teachers’ (non)adoption of sex education

programmes (Kinsman et al, 1999; Paulussen et al, 1995; Oakley et al, 2004; Visser et

al, 2004). Sexuality or HIV/AIDS edetion is a sensitive and value-laden topic and
educators are cautious of what and hL)w they teach in case they experience negative

reactions from parents and the community (Buston and Wight, 2001; Gallant and

Maticka-Tyndale, 2003; Kaaya et al, 2002; Kinsman et al, 2001; Klepp et al, 1994;
Reddy et al, 2003). When uncomfort%ible with certain topics, for example, or if they
feel that the topics contradict their piersonal values, some teachers employ selective
teaching (Boler et al, 2003; Kinsman ht al, 2001; Kuhn et al, 1994; Reddy et al, 2003;
Visser et al, 2004). With HIV/AIDS,i this often means delivering the scientific facts
only. This selective teaching was evi(ient in the SATZ intervention lesson on condom
use, where non-implementation was mainly influenced by individual teachers’ beliefs
regarding condom use and beliefs about their learners’ sexual behaviour. Teachers’

attachment of their own value judgements to the content of what they teach is

therefore an issue of concern (Buston et al, 2001).
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As emerged during the training and from the process evaluation, some of the
intervention teachers had concerns regarding teaching about sex whilst maintaining a
pedagogical relationship with their learners. They were concerned about losing
respect with the learners and this may have influenced what they did or did not
deliver. A study amongst Dutch teachers also found that anticipated student response
was a more important factor in teachers’ adoption of an AIDS curriculum than the
expected outcomes (Paulussen et al, 1995). It would be discriminatory to deny
students that are sexually active information about condoms to due to a teachers’
discomfort with the subject. The majority of the teachers implemented the lesson on
condoms, even though some felt that it conflicted with their personal values. They
were able, as presented in chapter 4, to separate their own preferences from what they
viewed as useful information to meet the HIV prevention needs of their learners.
Before the SATZ training, many of the teachers expressed concerns about their
confidence to implement the skills-based participatory activities, but improvements in
self efficacy to facilitate these activities were reported after the training (Ahmed et al,
2006). This however did not materialize into all the teachers implementing the

intervention as expected.

Clearly, a high quality training and positive training outcomes were no guarantee that
the intervention would be implemented as planned. In recognition of this, and of the
concerns expressed in the needs assessment study regarding the lack of support for
LO teachers from schools and the Department of Education (Ahmed et al,
unpublished), the intervention teachers were also provided with ongoing support by
the project staff according to their needs during implementation. Visser et al (2004) in
their process evaluation study in South Africa reported that the lack of support from

principals, school management, fellow teachers and the Education Department were
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some of the most important factor% that hindered implementation of HIV/AIDS

education nationally. The kind of é,upport that the SATZ implementing teachers
received was beyond what they wo+1d ordinarily get under normal circumstances.
Even with this continued support hov#ever, the teachers struggled with and some were

still averse to participatory strategie# This was not altogether a surprising finding as

the participatory approach was nevv‘l' to many of the teachers. Their background
training and current practice was in a Pidactic approach that has repeatedly been found
|

wanting in teaching HIV/AIDS or ]lifeskills education as it does not emphasise

participatory learning activities (Roan, 2005). Yet, the OBE approach also required

the teachers to apply participatory sﬁ4tegies in teaching LO.

The challenges experienced with the skills-based activities such as role plays were not
unique to the SATZ intervention teachers. Teachers’ discomfort and difficulties with

participatory activities are well documented in the literature (Boscarino and

DiClemente, 1996; Buston et al, 2002; Gyarmathy et al, 2002; Haignere et al, 1996;

Hammonds and Schultz 1984; Kinsm%n et al, 1999; Paulussen et al, 1994; Wight and

1

Abraham 2000). What was interestin& with the SATZ intervention was that most of
the teachers were not fundamentally Fpposed to participatory learning and those that

attempted role plays, small group dislcussions and other activities did so in the most

unsuitable of classroom conditions anh a background teacher training that is not based

on this approach. It was reasonable th‘erefore to expect that some of them would adapt
bits of the intervention to suit their personal characteristics like moral beliefs about
sex and condoms and the contextual realities such as large class sizes. While in most

adaptations they attempted to maintain the core aims of the activities, more drastic

modifications like substituting role-plays for a written activity reflected the teachers’

lack of understanding of the th#:oretical underpinnings of learning through
!
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observation, practice and social modelling (Bandura, 1986, 1994). Activities such as
role plays are meaningful only if well facilitated to meet the objective of the lesson
and allow learners to practice the intended skills. Tailoring the intervention to suit the
circumstances however was a better compromise from the teachers than not
implementing the lessons at all. In the real world, intervention developers have to
anticipate that such changes will occur and plan for ways of working with the teachers
to make the changes and retaining the activities that can be implemented within the
constraints of the school, and maintain the behavioural outcome objectives of the
activities. Allowing for such adaptation increases the chances that the intervention

will be implemented.

(iii) Omission of role-plays

Young people generally enjoy participatory skills-based activities as was evident in
the preference for role-plays in the SATZ intervention. Theory-based skills activities
have also been shown to be more effective in changing behaviours compared to
approaches such as lectures where the participants are a passive audience (Albarracin
et al, 2006). Previous studies have also shown that young people that have the
necessary skills and can say no to early sex are more likely to be able to negotiate
protection during sex later in life (Wren, et al, 1997). Yet the SATZ intervention
designers recommended that role plays be omitted due to difficulties that the teachers
experienced with facilitation and time constraints. The role-plays were not replaced
with other strategies. This modification could have had implications on the extent to
which students participated in the lessons, and on the transference of the skills
necessary for sexual behaviour change. Omission of the role plays also resulted in a

missed opportunity for the teachers to further their experience in using these strategies
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as some of them reverted back to thejr “usual” didactic style of teaching. However,
the inclusion of these activities in th%: intervention was itself problematic as I will
discuss later in this chapter. These mq‘diﬁcations could have had implications for the

intended outcomes.

In order to achieve the desired outcomes, interventions should as much as possible be
implemented as intended in their d%:sign (Buston et al, 2002). This however is
dependent upon an intervention haviing been designed in a manner that makes it
practically possible to implement within the schools for which it is intended.
Unanticipated factors necessitated changes to the implementation of the SATZ
intervention. Such interference has implications for the effectiveness of the
intervention as it is unlikely to achieve the intended outcomes (Buston et al, 2002).
The lack of implementation fidelity also has implications for evaluation of outcomes
if the implemented programme differs significantly from that for which an evaluation
plan was developed. With the SATZ |intervention for example, changes such as the
intervention developers cutting out sgme activities in order to ensure completion of
the programme resulted in the programme having fewer skills-based activities than
originally planned, and none at all in the schools or classes where teachers omitted
them altogether. Besides role plays where most changes occurred, it is also likely that
the teachers may have failed to report other modifications that they considered
“small” but which may have signiﬁcqntly altered the intervention as intended by the
designers. It was also difficult to establish exactly what was implemented at the
schools that had a high teacher turnover during the 6 month implementation period.
Some of the teachers left the schools| before I could document their implementation

and without sufficiently completing the lesson logs.
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Although the SATZ intervention was not implemented with fidelity at most schools,
the degree of completeness of implementation was comparable to previous studies.
Paulussen et al (1994) for example found moderate implementation among Dutch
teachers, while Visser et al (2004) in a national study in South Africa reported that the
intervention was not successﬁllly implemented. However, it is important to mention
that the absence of implementation fidelity does not imply the lack of motivation or
dedication amongst the teachers. The majority of them were committed to delivering
the intervention and believed in its potential to impact on students’ behaviours. Some
of the teachers had not received any previous training in teaching HIV/AIDS
education and were teaching out of love for the subject area of LO. The majority of
them were very enthusiastic about HIV prevention and viewed schools and their role
as LO teachers as an important means of reaching adolescents. However, as discussed
earlier, constraints within some schools made if difficult even for the most dedicated

educators to deliver the intervention with fidelity.

In the previous section, I have discussed the implementation of the evaluation to help
understand factors that impacted on the observed outcomes. While there were many
implementation shortcomings as discussed above, the programme itself also requires

some discussion in light of the findings.

5.4.2 Programme Issues

The SATZ intervention was designed through a rigorous process that as far as
possible applied the intervention mapping protocol, using available literature and
primary data; defining specific, achievable and measurable objectives; and involving
teachers, students and other stakeholders in the process of programme development.
The intervention contained many of the characteristics that are associated with

successful school-based interventions to prevent sexual risk behaviours (Kirby et al,
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1994). These included training of teachers, a programme duration of 17 hours,
specific focus on changing sexual ris‘otaking behaviours, focus on social pressures,
clear messages about unprotected se)*, basic accurate information, teaching various
skills necessary for healthy sexual be‘ aviours, and theory-driven activities Although
the intervention was aimed at postponing sexual intercourse and increasing condom
use, the lessons addressed broader themes that emerged from the needs assessment as
important influences on sexual behaviour, such as gendered constructions of

sexuality, self esteem, substance use, values and norms. For example, in lesson S

titled ‘Boys don’t cry! Girls are soft!’ the intervention dealt with the gendered power

imbalances and gendered constructionis of sexuality that exist in society; while lesson
15 addressed substance use and s%xual decision-making. Lesson 10 addressed
violence and coercion in sexual relaFionships, which have been reported in South
African studies as pervasive in adolescents’ sexual experiences both within and
outside the school (Jewkes et al, 2002; Wood et al, 1998; George, 2001). The
intervention activities therefore focuse‘d on imparting specific skills such as how to be
assertive, how to talk about condoms, and how to communicate refusal to have sex.
The inclusion of these topics contributed to the favourable responses to the
intervention by both students and teachers. This was encouraging in the current
context where previous studies have reported ‘AIDS information fatigue’ amongst
South African youth (Levine and| Ross, 2001). However, there were some

shortcomings in the intervention itselfwhich influenced implementation and therefore

the observed outcomes. These will be discussed in the following sections.
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5.4.2.1 Inadequate piloting

Only a selection of the lessons and activities were pre-tested in the pilot. Thus, the
feasibility of some of the included activities and lessons was unclear. In the sample
selection for the study, larger schools had a higher probability of being selected. The
intervention developers should therefore have anticipated having some schools with
large numbers of grade 8 students. This was not a major problem for either the
intervention implementation or the evaluation at schools that had a sufficient number
of classrooms. At some schools however, there were too few classrooms to
accommodate the large numbers of students hence the overcrowding. Since the
schools were selected prior to intervention development, the intervention designers
should also have assessed the class sizes for each of the intervention schools. This
would have enabled them to design, pilot and adapt the intervention appropriately. As
shown in chapter 3 the obstacles to implementing participatory activities included

large class sizes and limited classroom space in which to implement these activities.

The inclusion of single-sex group activities in the intervention was a good approach to
discussions on sexual behaviour as sexuality is in part socially constructed and shaped
by gender-specific socialization. Stephenson et al (2004) reported in their evaluation
that students expressed a preference for interventions offered fn single-sex groups. In
another study, Wight and Abraham (2000) found that the students were more open in
single-sex group discussions due to their little experience in discussing sexual matters
with the opposite sex. The authors also found that some of the sexually inexperienced
students had difficulties identifying with the romantic relationships portrayed in some
of the role-plays (Wight and Abraham, 2000). These findings are concurrent to those
of the current study as discussed in chapter 4. The single sex discussion groups were

impossible at most SATZ intervention schools. Furthermore, during the training,
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some teachers expressed their anxi#ties around the practicality of some of the
included participatory activities given iaoth their inexperience in using these strategies,
as well as the time that would be reqqired to implement them properly (Ahmed et al,
2006). Nevertheless, these activities ’were included in the intervention, and almost
predictably, posed major difficulties as discussed in Chapter 4. Thus while these
approaches are desirable and have been shown to be effective in different contexts,

they were inappropriate within the context of most of the schools involved in the

intervention, an issue that could have }been picked up during the pilot. Although it is

not possible to tailor standardized in;kerventions to each school, the lessons should

have been piloted in a variety of sch‘ ols with circumstances similar to those of the

majority of the intervention schools in order to design the intervention to suit the
1

realities of the schools involved. ‘

The failure of these activities emphasi%es that the intervention developers should have

been more innovative in developing ﬂﬁeory- and skills-based activities that responded

to the institutional realities for which [the intervention was developed so as to bridge

the gap between theory and practice. |While skills-based activities such as role-plays

have been shown to be more effec%tive in changing behaviours and are widely
promoted for use in behavioural inten}entions for adolescents, as demonstrated in this
study, emphasis on effectiveness albne cannot be the only criteria upon which
decisions to include certain activities! are based. It is of little value to include role
plays in an intervention if the school" conditions do not allow for this activity to be

|
properly implemented.

i
|
i
i
|
|
|
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5.4.2.2 Focus on individual behaviour change

Like most of the studies reviewed in Chapter 2, the SATZ intervention was aimed to a
large extent at changing sexual behaviour at the individual level with minimal
attempts to change or influence the broader social context. The intervention contained
two activities that involved parents. These activities were not successful. The teachers
involved in the intervention however suggested that parental involvement was
imporiant for the success of school-based interventions. While this is desirable, there
is little evidence to suggest that parental involvement in school-based HIV/AIDS
interventions has any positive effect on behavioural outcomes. Weeks and colleagues
tested the effectiveness of involving parents in school-based AIDS education with
respect to altering students’ AIDS-related knowledge, attitudes, behavioural
intentions, communications patterns, and behaviour (Weeks et al, 1997). The authors
concluded that the effects observed in both the parent-interactive and parent non-
interactive groups were the result of school-based curricula and of student self-
determined intentions and behaviours, rather than the presence or absence of planned
parental involvement (Weeks et al, 1997). Although in meta analysis published in
2002 parental participation appeared to be associated with higher effect sizes, this
finding was based on very few studies and requires cautious interpretation (Silva,
2002). The review concluded that there was not sufficient evidence that parental
participation per se exerts a direct influence in the outcomes of sex education

programs.

The current study did not measure the effect of parental involvement on the
intervention thus no conclusions can be made to this end. However, in this and
previous South African studies, young people report that parents are their preferred

source of information on sexuality and HIV/AIDS, but some studies report that
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communication levels with parents arbund these topics are generally low as the youth
prefer to talk to other adults besides ﬂ:heir parents (Kelly and Parker, 2000; Pettifor et
al, 2004). This concurs with ﬁnding:*r from the needs assessment conducted prior to
the development of the SATZ interve | tion (Ahmed et al, unpublished). These findings
suggest that there is need to combine change at individual level with interventions that
target the contextual factors that influence behaviour. The most common sense way to
do so is to use the already existing a%enues or agents of socialization such as parents,
if they are positive role models. The SATZ intervention attempted unsuccessfully to
create a parent-school link that woqld foster this communication. A sexuality and
HIV/AIDS intervention was perhaps #ot the best means to do so as this link was non-

existent at most schools and many stﬁLdents had not established communication about

sexuality with their parents.

The evidence from the study by W{#eks et al (1997) and the failure of the SATZ
intervention in involving parents are ipsuﬁicient to discount the usefulness of parental
involvement in school-based HIV prevention efforts. There is ample sociological
literature that demonstrates that adolescent sexual behaviour is in part shaped by the

social, material, and cultural context in which they live. Factors within the social

context such as influential groups or individuals like peers and parents; mass media;
gender socialisation; education level and socioeconomic conditions shape the
behaviour choices that young people r:hake as well as their perceptions of personal risk
of HIV infection (Eyre et al, 2001; ‘oore and Rosenthal, 1992; Zambuko and Mturi,
2005). Thus, an individual’s ability to respond to and protect themselves from HIV
infection through the adoption of cor*sistent condom use for example is inextricably

bound to these factors as much as it i% to personal psychosocial factors. As discussed

in chapter 1, there is also increasing *ecogm’tion in the literature that HIV prevention
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interventions that focus only on individual agency without addressing the contextual
and environmental factors that influence why and how individuals have sex may not
be effective in changing behaviour (Barnett and Parkhurst, 2005) For example, some
South African studies have documented condom inaccessibility for adolescents due to
negative attitudes of clinic nurses (Abdool Karim et al, 1992). Vergnani (2003) in a
study of social-cognitive predictors and correlates of adolescent condom use at high
schools in Cape Town found that condom availability was an important contextual
factor that influenced condom use. An intervention that targets condom use at the
individual level in such a context without simultaneously addressing the broader
structural factors that hinder access to and use of condoms may fail to increase
condom use not because the intervention was inherently weak, but because the social
context was not enabling for the positive behaviour of condom use to occur. Similarly,
an intervention that promotes abstinence within a social context where normative

structures do not support abstinence may be ineffective.

As Weeks et al (1997) suggest, the extent and nature of parental involvement may
vary depending on factors such as existing parent involvement in their children’s
schooling; resources available to follow through on a program of parent involvement;
the age of the children and the sensitivity of the issue; and the ability of the
parent/family to be involved effectively without great expense or sacrifice by either
parent or school. The underlying assumption in the SATZ intervention activities that
attempted to involve parents was the existence of parent-child communication
regarding sexuality. Within the South African context, school-based interventions
have to be more innovative in creating the school-home links and in addition to
involving parents, look at involving other caregivers and significant adults within the

community. With the growing number of orphaned children as a result of AIDS
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mortality and the phenomenon of mig%ant labour which still exists, a focus on parents
only would exclude a significant prop«#rtion of children. Such a component would also

have to consider factors such as litera#y levels among parents.

5.4.2.3 Minimal involvement of a#olescents in intervention development

From the discussion above, it is clear that HIV prevention efforts must be based on
adolescents’ understandings of sex and sexuality, and also on an understanding of and
changes to the socio-economic and cultural realities within which adolescent sexual
behaviours are shaped (Bamett and Parkhurst, 2005; Donovan and Ross, 2000;

Izugbara, 2005; Mathews et al, 1995)| The needs assessment conducted as part of the

developmental phase of the SATZ intervention was aimed at obtaining this
understanding, and was one of thei strengths of the intervention (Ahmed et al,
unpublished). One of the findings ias the adolescents’ views that they received
conflicting messages from parents, school and the media (Ahmed et al, unpublished).
The results reported in chapter 4 regarding parents’ objections to their children
learning about sexuality in school make it all the more important that common clear
messages are conveyed to adolescents from the school, home and community
environments. One of the SATZ Programme’s shortcomings was the minimal
involvement of adolescents during kts developmental stage. Although the needs
assessment data were used to inform @e development of the intervention, the lessons
may have benefited further from yoq'ng people’s insights by involving them in the

]

design and in pilot testing of the activiries.

5.4.2.4 The use of theories developed in the West

Another programme issue that requires some discussion is the theoretical framework

on which the intervention was based. As evident in chapter 2, most school-based
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HIV/AIDS interventions are based on individual behaviour change theories developed
in the West. Few studies have rigorously tested the applicability of these theories in
the South African context with regard to adolescent sexual behaviour. One study that
has done so is that by Vergnani (2003), in which she applied a theoretical framework
that integrated components from five of the major social cognitive theories of
behaviour to study condom use among adolescents in Cape Town. She concluded that
while some of the constructs of the theories were applicable to the study population,
the theories could be improved by taking into account the contextual factors identified
as important determinants of condom use. The theoretical model employed in the
SATZ intervention acknowledged this by adding the constructs ‘skills’ and ‘barriers’
to the theory of planned behaviour. In practice however, the application of the theory
was at the individual level as the intervention focused to a large extent on developing
skills and overcoming barriers at the individual and interpersonal level. The
intervention thus placed the onus solely upon the individual without addressing the

contextual barriers to postponement of intercourse and condom use.

Theory-based HIV/AIDS and sexuality interventions have been shown to be more
effective than those that are not based on theory. However, as shown in this study
some of the theory-based interventions have not been effective in changing behaviour,
particularly with regard to sexual intercourse. The relevance of these theories in
adolescent populations in more collectivist cultures requires further research.
Individual behavioural factors alone cannot fully explain the discrepancies in HIV
prevalence within South Africa and across the world and cannot therefore be the only

focus of school-based interventions.
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5.4.3 Evaluation issues

In the sections above, I have discusseﬁ implementation and programme level factors

to help explain why the intervention Jiid not have an effect on behaviour. Earlier in

this chapter, I presented the strengths | d limitations of the evaluation. That the SATZ
intervention did not have an effect on sexual behaviour cannot be explained by a poor
evaluation design. In comparison to many of the South African school-based
evaluation studies reviewed in Chapte‘ 2, this research had a sufficiently large sample

size and a scientifically sound desién that combined the use of qualitative and

quantitative methodologies among otk{er strengths discussed earlier. In this section, I

l
will discuss some of the process and putcome evaluation issues that help further the

understanding of the intervention outcomes.

The results of the outcome evaluatio# showed that the SATZ intervention was not
|

effective in either delaying sexual inte%course or increasing condom use as there were
no differences observed in these two thavioms between the intervention and control
groups. The only significant interventxon effect was in the number of lifetime sexual
partners. However, this is not to suggest that the intervention was not effective in all
the outcomes that were evaluated, but this is a conclusion that I cannot make with

certainty because in this thesis I analysed only a fraction of the outcome data that I

collected. On sexual behaviour for example, the questionnaire contained questions on

other sexual behaviours besides Vagin%al intercourse and condom use such as petting,

oral and anal intercourse. I also col‘: ected data on communication about sex and

condoms, substance use and violent behaviour, among other items (See Appendix H).

I have not analysed these data so I c%nnot make any conclusions as to whether the

intervention was effective on these J{ariables. It will be important to examine the
\

intervention effectiveness on these it%ms in future analysis. However, regardless of
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whether positive outcomes were found on the items that I did not analyse, the result
that the intervention was ineffective in delaying sexual intercourse and increasing
condom use as discussed in this thesis stands. These were the two primary outcomes

that the intervention sought to change and failed to do so.

It was expected that as time progressed more of the adolescents would become
sexuall-y active, as they were growing older. The desirable outcome of course was that
the proportion of students becoming sexually active in the intervention group would
be smaller compared to the proportion in the control group. It was also the desirable
outcome that condom use would be higher among the sexually active intervention
group students. As far as condom use is concerned, the intervention did not have an
effect on students that were already sexually active at baseline, or those that became
sexually active between baseline and the second follow-up. The rate of condom use
amongst those that became sexually active in the 15 month period is particularly a
matter of concern. As presented in the previous chapter, among the students that
became sexually active, 59.2% (n=262) in the intervention group and 64.8% (n=176)
in the control group reported at the second follow-up that they used a condom at their
first sexual intercourse with no statistically significant difference between the groups
(OR=0.77; CI: [0.51 to 1.18]). One hypothesis for non-condom use among this
subgroup may be that both partners knew their HIV negative status. The questionnaire
did not contain any questions on HIV testing, hence this is not a conclusion I can
make with certainty. However, given the results from studies cited earlier about the
non-conducive circumstances in which adolescent sexual intercourse occurs, and
particularly first sexual intercourse, it is unlikely to have been the case that both
partners were aware of their HIV negative status. A small proportion, 7 (8.0%) in the

intervention group and 4 (7.4%) in the control group, of the subgroup of adolescents
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that became sexually active but did not use a condom reported to have been forced to

have sex or raped at their first episode. The majority of them, (71.3% in the

intervention and 72.2% in the control |group) reported that they were willing, yet just
fewer than 50% did not use a condo | the first time they had sexual intercourse. A
study by Harrison et al (2005) reported a higher likelihood of risk behaviours at first
sexual experience among adolescents that experienced sexual debut before the age of

15 years.

The results of this study while disappointing are comparable to those of other RCTs
reviewed in Chapter 2. Of the 11 RCT's that assessed abstinence or postponement of
sexual intercourse, 6 reported no intervention impact on this outcome (Kirby et al,
1997a, 1997b; Mitchell-DiCenso et al, 1997; Thomas et al, 1992; Walker et al, 2006;
Wight et al, 2002). The literature provides mixed results regarding the effectiveness of
school-based interventions in delaying sexual intercourse or increasing levels of
abstinence, as well as condom use. Kijrby et al (1994) for example reported in their
review that some studies delayed the onset of sexual intercourse. In another review of
10 abstinence programmes in the Unite States, 9 out of 10 failed to provide credible

evidence of delay of sexual intercourse (Kirby, 2002). In other reviews that included

some of the studies I reviewed in chapter 2, there was little overall effect size (Silva
2002) or no evidence that the prog%ammes evaluated were effective in delaying
intercourse (DiCenso et al, 2002). Foﬂj the eleven RCT studies reviewed in Chapter 2
that presented results on condom us i, six found positive effects on this behaviour
(Coyle et al, 1999, 2001; Flay et al, 2004; Kirby et al, 2004; Levy et al, 1995; Walter
and Vaughan, 1993). The rest reporte+ no difference between the groups and one had

a negative effect on condom use. Even in some of the studies where some positive

effects were noted, one needs to consider the analysis procedures that were employed.
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When randomisation is at the school level and analysis is at the individual level for
example, program effectiveness tends to be overestimated. Although the interventions
evaluated in these studies were different in their designs and implementation, and
were not conducted in South Africa, they were all implemented in schools with the
aim of changing risky sexual behaviours, which makes it a matter of concern that few

of them reported positive outcomes.

The results of the current study and those of the RCTs reviewed in chapter 2 warrant
some discussion as to why school-based interventions that have been rigorously
evaluated using RCT designs have failed to show the desired positive effects. There
are several evaluation issues from the current study that can be drawn upon to further
this discussion. These include the use of qualitative methodologies and good measures

to assess factors other than effectiveness.

There is increasing recognition in the literature of the value of qualitative data as part
of RCTs evaluating social interventions (Oakley et al, 2004). However, qualitative
data are rarely collected as part of RCTs, particularly with regard to the trial
outcomes. In this study for example, as well as the RCTs by Oakley et al (2004) and
Wight et al (2002), qualitative data were collected only to assess the implementation
of the intervention. While this provided valuable data on the context of intervention
implementation and the processes there-in, it is clear given the observed outcomes
that this study would have benefited from qualitative data collected after the analysis
of the outcome quantitative data. Such data would have helped in better understanding
and interpreting the outcomes by involving both teachers and learners in the process,
thereby allowing for further exploration of some of the arguments I have put forward

in the earlier discussion as explanations for the intervention’s failure to change
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behaviour. Qualitative research comiucted after the analysis of the outcome data
would for example have provided soni'le insight to the lack of condom use at first sex
amongst the subgroup of adolescents dhat became sexually active during the 15 month

period.

The current study also did not contai+ good measures from which conclusions could
be drawn about any association l%etween personal teacher characteristics and
successful implementation. Previous Ltudies have found that characteristics such as
enthusiasm, commitment, good rappo#t with learners and teachers’ age are positively
associated with successful implemeniation of sexuality interventions (Gyarmathy et
al, 2002; Rohrbach et al, 1993). It is possible that there were some common patterns
~of personal characteristics that teachers who successfully implemented the SATZ
intervention possessed, which I did qbt capture in the process evaluation. Such data
would have enabled subgroup analysi; on the outcomes to assess intervention effects
based upon teacher characteristics and! the quality and fidelity of their implementation.
Further research on this would provi ;e useful information for the future selection of
teachers to implement HIV/AIDS interventions.
!

The process evaluation findings can#ot be generalized beyond the contexts of the

SATZ project schools, but they prov#ded important information on the feasibility of
implementing a generic intervention{’ in a variety of schools, and useful data for
improving the SATZ intervention jand school-based HIV/AIDS and behaviour
interventions in general. A possible explanation for the intervention failure could be
self-selection at the individual student level due to difference in attendance rates of
LO lessons, or differential participati#n in the programme. As mentioned earlier, one

i
of the limitations of the evaluation was that it did not contain good measures of
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exposure to the intervention. Thus, it was not possible to conduct analysis to assess
the extent of differential exposure to the intervention and determine its effects on
estimates of intervention effectiveness. The levels of exposure were also directly
linked to teacher mobility which left some classes or schools without an
implementation teacher for a short period. There is no reason to believe that the
absenteeism and transfer rates were different between intervention and control schools
participating in the study. However, in some cases, different students participate at
different levels in the program activities. This differential self selection may have

impacted on estimates of program intent.

At face value, the SATZ intervention was of a high quality, developed after having
conducted a needs assessment study, a systematic review of existing interventions
aimed at adolescents, and using a rigorous protocol that took into account previous
research on development of school-based interventions. Hence the decision to conduct
a rigorous evaluation was based upon the potential of the intervention to have an
effect on the delay of sexual intercourse and increase in condom use. It is difficult to
say whether the use of a non-randomised evaluation design would have resulted in
evidence of effectiveness, but certainly conducting RCT increased confidence in the

results.

The failure of the intervention to show statistical differences on the sexual behaviour
outcomes does not mean that it did not have other positive qualitative impacts at the
school level. As presented in the process evaluation findings, the intervention
enhanced student-teacher communication, changed teachers’ attitudes towards
teaching HIV/AIDS prevention, eﬁhanced the educators’ personal development and

increased students’ enthusiasm for LO, a subject that they did not regard highly. The
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application of the intervention mappin$ protocol to the design and development of the
intervention, particularly the involve;ment of teachers in the process contained
important lessons for the future design of school-based HIV/AIDS interventions. The
process was carefully documented so| that it can be replicated in developing other

interventions.

In the preceding sections of this ch1apter, I have presented the strengths and

weaknesses of this study, and disc%ussed results of the process and outcome
evaluations within the context of tﬁﬁe intervention, its implementation and the

evaluation. In the following section, I v%ill provide some recommendations.

5.5 Recommendations

From the findings of this study, I will make a number of recommendations for the
development, implementation and evaluation of school-based HIV prevention
interventions in South Africa. Despite #e disappointing outcomes, school remains an
important setting for implementing rigcJ;ous HIV prevention interventions for reasons
discussed earlier, such as the ease of reaching large numbers of children and
adolescents in particular; the low cost| of the interventions; the positive correlation
between education and protective behaviour; and the possibility of having an effect on

group norms and processes that influence behaviour. Thus, efforts to improve the

design, implementation and evaluation!of school-based interventions must continue.
The HIV pandemic has redefined the Iﬁ'oles and responsibilities of schools. It is no
longer only about providing quality edu‘Lation and achieving academic excellence, but
also alongside this, schools have a resibonsibility to address factors that predispose

adolescents to HIV infection, and to |provide support for those children that are

infected or affected by HIV/AIDS. This is a responsibility that cannot be left to
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schools alone but must be duly supported through links with the broader school
communities, organisations and institutions, and appropriate policy and budget
decisions from relevant government departments. Therefore, in the following sections
I will make recommendations at three levels: (i) the education system level; (ii) level

of interventions and their implementation; (iii) the level of evaluation research.

5.5.1 Recommendations at the level of the education system

The Department of Education has through various national policies committed itself
to the responsibility for protecting the rights of all children. This includes promoting
adolescent sexual health, HIV prevention and protecting the education rights of
children infected or affected by HIV. These issues must remain a top priority in the
policy and development agenda. The following recommendations can help to further

inform these commitments.

1. Teacher training

This study demonstrated the need for training more teachers specializing in LO and
implementing interventions to help protect adolescents from HIV infection. The

training of LO teachers should focus on a number of factors, including the following:

e It should focus not only on increasing teachers’ knowledge and changing their
attitudes towards HIV prevention, but should also aim to influence the
teachers’ self efficacy and confidence to implement HIV/AIDS interventions,
whether these are conducted within the LO curriculum, other subjects or are
specific targeted HIV/AIDS interventions. The increase in some of the
teachers’ self efficacy to implement the SATZ intervention lessons that they
thought they would not be able to handle such as the condom demonstration

showed that it is possible even with a short training to increase teachers’ self-
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efficacy to implement HIV/AIiDS education. Whether or not this happens in
practice is another matter, but increased self efficacy increases the likelihood

that the intervention will be imj)lemented.

e Pre-service training for LO elecators should aim to equip them with realistic
teaching methodologies approbriate for delivering HIV/AIDS education. It
was evident from the results oq this study that even though some of the school

circumstances did not allow for the use of participatory activities, many of the

teachers were inexperienced in Lsing this teaching approach.

e The training should aim to eqlfhp teachers with the necessary skills to better
respond to the need for HIV p\JFvention as well as dealing appropriately with
children infected or affected\ by HIV/AIDS, and the often intertwined
structural factors of violence,l poverty, substance use, gender and power
imbalances among others. Tﬁus is a major responsibility and requires
equipping teachers with a varieTy of skills. This study found that the teachers
felt ill equipped to handle the ebormous responsibility of delivering sexuality
and HIV/AIDS education witthut adequate skills and training to also address

other factors.

e The training should also be sensFtive to factors such as gender appropriateness

and heterosexism, as well as se}nsitivity to HIV infected or affected children.

Increasingly, there are children Ff school-going age that are living with HIV

}

transmitted from mother-to-chi’d. Therefore, the focus in teacher training

should not be limited to sexual tr’ansmission of HIV.
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In addition to what the training content should include, other aspects that need to be

addressed at the level of teacher training include the following:

Teachers must be formally credited by the schools and the Department of
Education for the skills gained from training on HIV/AIDS education, which
should be seen as career development. Some of the teachers that expressed a
sense of being demoralised had been teaching guidance education and
lifeskills for many years and now life orientation. Some had also attended
previous training workshops facilitated by the Department of Education and
various organisations. The teachers felt that this was not duly recognised by
the powers that be. Others were tired of attending training workshops where

no further support or recognition was offered once the training had ended.

Training should not only be provided for future educators, but also in-service
training for current LO teachers. This should be accompanied by continued
support from the schools, training institutions and the Department of
Education. Without such support both at the school level and from the
Department of Education, ensuring that the teachers remain motivated and the
interventions are sustainable will remain be a challenge. Some of the teachers
involved in SATZ intervention for example had been teaching LO for a

number of years without specialised training in teaching the subject.

The selection of teachers that possess or exhibit characteristics associated with
successful implementation of sexuality and HIV/AIDS education should be
considered an important aspect of training. This may be a challenge as it is not
entirely clear what these characteristics are. However, it is crucial for the

successful implementation of HIV prevention interventions that interested,

279



Wanjirii Kabii Miikoma

motivated and committed teacl#ers who can discuss sensitive topics regarding
sex in a learner-friendly manﬁer are trained. Educators that possess these
characteristics may also be moq‘e likely to increase interest and enthusiasm for

LO amongst students.

e At some schools, there were not enough qualified LO teachers, so the
principals hired non-trained te4chers. At one school for example, one teacher
was responsible for teaching LP to 8 grade 8 classes, and 7 grade 9 classes.
This does not augur well for a i.Fubject that already had lower status compared
to other subjects. These two factors, the employment of teachers not qualified
to teach LO and insufficient numbers of LO teachers may be related to a
number of issues that were bq;yond the scope of the study, such as teacher
training colleges not graduati:#xg a sufficient number of LO teachers, low
remuneration or the lack of su ‘port for LO teachers hence the high turnover.
Whatever the reasons were, it was clear from this study that some attention

should be paid to ensuring that each school has at least one qualified LO

educator.

2. Resource allocation \
|
{

Some of the institutional level factorKL that hindered implementation of the SATZ
intervention such as overcrowded cla:isrooms, staff shortages and the lack of basic
furniture and facilities arose from the l#roader issue of the lack of adequate resources
at the school level. This was particular*y in historically coloured and black schools in
the townships. It is beyond the capac#ty of independent projects such as the SATZ

project to address these issues. Chan%es in the education sector must address the

resource inequalities currently existent‘ in South African schools. It is difficult in the
!

i
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current conditions to argue for better implementation of HIV interventions, when even
basic facilities for proper teaching and learning to occur are lacking, teacher turnover
is high, and some schools are massively under-resourced and overstretched thereby
affecting teacher and learner motivation. For schools to remain effective arenas
through which to address HIV/AIDS, the financial resources must be available to
improve first and foremost the school conditions and the quality of education which is
the primary goal of schools. Only then can schools have the capacity to adequately
address HIV/AIDS. Coupled with the lack of resources is the poor management at
some of the schools which was not assessed in this study but was evident at some
schools. Poor management can of course occur even in schools that have adequate
resources, but it was generally more evident at the poorly resourced schools. Having a
new timetable every morning for example made it difficult for teachers to pre-plan

their lessons.

3. Make LO an examination subject

The incorporation of HIV/AIDS education through LO is a commendable
achievement of the Revised National Curriculum Statement as it allows for
HIV/AIDS to be addressed within a comprehensive curriculum (Department of
Education, 2002). However, there is currently no standard recommended LO text but
a variety of competing materials available for schools to choose from. Teachers are
also to a large extent at liberty with regard to the content that they deliver. LO is
currently a compulsory subject up to grade 12 (Department of Education, 2002).
However it is not be an examination subject. Students are assessed using various other
approaches such as assignments and tasks. Making LO an examination subject at

grade 12 is an option that may require further exploration. This would have certain
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potential advantages. It would bring Jbout more structure and clarity of content and
common messages into the cun'icullmb. It would also elevate the status of LO as an

important subject and instill into it a Freater sense of seriousness from both schools
and students. As expressed by one of the teachers, students considered it a “fun”
subject in which serious activities lil(:[ homework or examinations were considered
|
unusual. This lack of seriousness tovJPrds LO within schools concurs with findings
from a study conducted in the Wester+ Cape and Limpopo on the status and practice
of LO (Rooth, 2005). If LO was an e>£amination subject, the criticisms leveled at the
SATZ intervention of taking up too much time at the expense of other LO focus areas
would have been dealt with because teachers would have been more obliged to either
ensure that the intervention incorporated the other focus areas, or allocated sufficient

time later in the year to each of the LO |areas not covered by the intervention. It would

also minimise the opportunity for snapshot unsustainable interventions that are

currently common occurrence in some schools.

Given reports of HIV information overjoad amongst South African youth, the content

of HIV/AIDS education in LO has to b% carefully considered so that it responds to the
current needs of the youth and not fo#us only on the easier to teach scientific facts
about infection and prevention. If it we'*e to become an examination subject, LO must
also not adopt a scientific approach ge#.red only towards achieving good examination
results. The content would need to be sn*fﬁciently flexible and innovative so that it can
be changed or adapted as new information and research data about HIV/AIDS

becomes available. As shown in this and previous studies, LO was a teaching area that

some head-teachers handed to any teacher that was available, regardless of their

qualifications in teaching LO or enthusFasm for the subject (Rooth, 2005; Shisana et

al, 2005) LO. For example, 9 out of The 24 teachers that attended the first SATZ
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training workshop had not previously received any other form of HIV/AIDS or
sexuality education training, and some were not trained to teach LO (Ahmed et al,
2006). Making LO a compulsory subject is therefore a development that should be
embraced. However, to be successful, it must be accompanied by appropriate training
of teachers and the allocation of adequate resources to enable schools to undertake

this extra responsibility, as well as measures to raise its status within schools.

4. School-level HIV/AIDS policy

National policy urges schools to have a planned HIV/AIDS Strategy (Department of
Education, 1999). However, not all schools have such a strategy or a HIV/AIDS
policy for learners or educators. Of the 13 intervention schools, only 1 had a school
HIV/AIDS policy at the time of participating in the research. Some educators however
mentioned that participating in the study had got them thinking about a school
HIV/AIDS policy. In a recent study in Cape Town on factors associated with
educators’ decision to implement HIV/AIDS education, Mathews et al (2006) found
the presence of a school HIV/AIDS policy to be an important predictor. Other
previous studies also suggest that the presence of school, regional or national policy
guidelines can influence adoption and implementation of school HIV/AIDS education
(Blake et al, 2005; Ndeki et al, 1995). Although the current study did not measure the
presence of a school HIV/AIDS policy as a predictor for implementation, the presence
or absence of one did not appear to influence implementation of the SATZ
intervention. It is important nevertheless for schools to have a policy, particularly in
the current context where there are children of school going age that are living with
HIV. This situation broadens the responsibilities of schools so that they may

increasingly have to function as environments of care for HIV infected children.
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5. Acknowledge and respond tg the fact that educators are themselves HIV

infected

This research did not investigate the HIV prevalence amongst teachers at the
participating schools as this was not inrt of the aims of the study. However, previous
studies have raised concerns about the prevalence rates amongst educators. A cross-
sectional survey amongst teachers at South African public schools reported a HIV
prevalence of 12.7%. Some of the facJors associated with educator HIV infection are

absenteeism and attrition due to HIV-related illnesses (Shisana et al, 2005). Training

programmes such as that provided for the SATZ intervention and teacher training
colleges must be cognisant of these facts. Teachers should not be viewed only as
vehicles through which to get to learners but should also be equipped with the
knowledge, self-efficacy and other necessary attributes to protect themselves from
infection so that they can effectively tackle the responsibilities for HIV education.
Anecdotal evidence has shown that it is not always safe for teachers to disclose their
HIV positive status in schools, and Tome of those that have done so have faced
negative consequences from school | administrators. While giving teachers the
responsibility of teaching HIV/AIDS education, schools and the relevant government
departments must acknowledge that some educators are themselves infected or
affected by HIV/AIDS and put in place support mechanisms within the school to
prevent discrimination of both teachers and students living with HIV/AIDS, and to
prevent absenteeism and loss of teachérs due to AIDS. A school HIV/AIDS policy

may be a good start.
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6. Make schools safer for teachers and students

Several teachers at the participating schools related various incidences of violence that
they had experienced within the school. Some of the teachers involved in this study
for example said that they could not exercise after school detention as punishment for
errant students because of previous cases where the teachers that stayed with the
students in detention were attacked by the students or gangsters from the community.
During the research, a teacher at one of the intervention schools was physically
assaulted in the school premises by an angry parent. As mentioned in chapter 4, on
various occasions teachers were concerned about my safety and that of the field
workers that assisted me with the data collection. This lack of safety within schools
does not create an environment in which educators can be motivated to extend their

services to HIV prevention and the protection of vulnerable children.

5.5.2 Recommendations at the intervention level

I will now provide some recommendations at the intervention level.
1. Have a scientific base

School-based HIV/AIDS interventions must be rigorously developed by drawing on
local research regarding sexual behaviour of adolescents. Only when the complex
pathways of risky behaviour and behaviour change are well understood can HIV
prevention programmes be effective. Condom use for example is not a one time event
but involves a series of steps and behaviours such as knowing where to obtain a
condom, buyiné or obtaining one, having it when needed, negotiating or
communicating with a sexual partner about using a condom, knowing and practicing
how to use it correctly. The same applies to behaviours such as substance use.

Classroom-based interventions must therefore be based on an understanding of the
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complex relationships between these ‘teps and the theories of behaviour change in
order to provide students with realistic HIV prevention choices, recognising that
adolescents’ individual behaviours aresdependent upon the structure of relationships,
material conditions and resources. The relationship between sexual behaviour and
other risk taking behaviours must also ‘be understood in order to develop appropriate
interventions for HIV prevention. HI#’ prevention is complicated by the fact that
sexual behaviour is to a large extent a ti)ehaviour that occurs in private, as opposed to
say cigarette smoking. Nevertheless, sci ool-based HIV prevention can also draw from
studies of successful interventions in o her domains such as substance use and healthy
diet. Interventions must also be baseP on research findings regarding the school
contexts within which they are to #ae implemented, and information about the
components (activities and strategies): that are possible to implement within these

school contexts. One of the strengths of the SATZ intervention was its reliance on

situation analysis data and secondary literature in its development.

2. Beyond the classroom

The majority of the learners that did not participate in the follow-up data collection
had dropped out of school. Given research findings of the positive correlation between
school-dropout and risky behaviour, efforts must be made to keep youth in school.

Children who drop out of school or those who due to circumstances such as poverty

and HIV/AIDS do not attend school r%:gu.larly may not benefit from the protective
|

factors, the skills and life opportunitie% afforded by education. The HIV epidemic is

itself contributing to school dropout an41 absenteeism as children leave school to care

for ill parents or are left to head house#nolds and look after younger siblings, further

continuing the cycle of vulnerability to kncreased risk of HIV infection. This makes it
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crucial to move the programmes beyond the classroom. Links should be made
between the school and the local communities, whether through parents or other
significant community members or non-government and civil society organisations. In
so doing, the interventions will also have increased potential to reach the youth that
have dropped out of the formal schooling system. Coupled with this, developmentally
appropriate interventions should begin as early as primary school and continue until
learners leave school so as to reach the proportion of children that do not proceed to
high school before onset of sexual activity. As risky sexual behaviour becomes
entrenched, it becomes increasingly difficult to change (DiClemente and Petersen,

1994).

In addition, the burden of the HIV pandemic is far too great to be left solely to
teachers. The teachers in this study expressed the desire to have school-based
interventions supported by parents and the broader school communities. This is
important in order to communicate effective messages both at home and school. It is
also important in creating a support mechanism for the teachers and appreciation for
their work in HIV prevention. The inclusion of a parent or community component in
school-based HIV prevention interventions is an area that requires further exploration
to establish whether it is possible, how it should occur, and whether or not it has any
added value to school-based interventions. While HIV has undoubtedly caused major
devastation for many of South Africa’s children, it is a problem that cannot be
effectively addressed through isolated school-based interventions but requires
cooperation of all relevant stakeholders in order to address all other structural factors

such as gender imbalances and poverty that influence behaviour.
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3. Sensitivity to gender and sexual orientation

As was evident in this study, any school-based HIV prevention intervention needs to

be sensitive to heterosexism and genc#er discrimination or stereotyping. Even though

HIV transmission in South Africa Fs predominantly through sexual intercourse,
activities included in the lessons such as role plays, should be carefully planned so as
not to propagate gender stereotypes, or exclude any learners due to their sexual
orientation or sexual (in)experience. | The interventions must in fact challenge the
gender, social and power inequalities existent in adolescent sexual relationships, and
social constructions of gender and se‘b(uality. The gender differentiated intervention
effects and students’ preference for single sex groups reported in some of the studies
reviewed in Chapter 2 as well as the finding in this study that there were gender

differences in response to the intervention point to the need for programme designers

to be more sensitive to these issues.

4. Develop practical sustainable ‘programmes

The institutional challenges in some (#f the schools as described in chapter 4 made
implementation of the SATZ intervention difficult for the teachers. The resource
disparities, varied levels of literacy, varied levels of risk of HIV and differences in the
life circumstances of adolescents in (Cape Town high schools make standardised
programmes incredibly difficult. Sonie of the difficulties can be overcome at the
programme level by piloting interventjions during development so as to assess their
feasibility. However, intervention developers have to take into consideration the
unique circumstances of some schools) Interventions should be designed so that they

can be appropriately adjusted to different schools. This is complicated and would

make evaluation more complex, but it rPay be necessary to do so not only enhance the
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chances of implementation, but also to ensure that interventions are practical, realistic
and sustainable. However, the root causes of the disparities between schools must
simultaneously be addressed as they have major implications for the development and

sustainability of interventions.

5. Involving adolescents and teachers in intervention development

The lack of effect in the SATZ intervention underlines the importance of tailoring
interventions to fit the characteristics of the students for whom they are intended, as
well as the school conditions in which they are implemented. Needs assessments such
as that conducted prior to development of the SATZ intervention are a useful means
of including adolescents’ and teachers’ input into the programme. Although there will
be differences in adolescents’ experiences, interventions could benefit further by
involving adolescents in the development of lessons and activities so that these are
based on an understanding of risk taking and risk preventive behaviour, are concurrent
with the lived realities of adolescents, and are designed to be possible to implement
within the practical limitations of schools. While it is expected that interventions
should be implemented as planned, individual and contextual factors may exert some
influence on how school-based interventions are implemented as was the case with
the SATZ intervention. Teachers bring to the implementation a range of different
experiences, all of which impact on how they deliver an intervention. Students are
also a diverse group and how they respond to an intervention may influence the
manner in which it is delivered. For example, the gender differentiated responses to
the SATZ intervention suggest that interventions need to consider the different needs
of boys and girls. How to tailor interventions to specific characteristics such as gender

is however not clear. This is an area that emerged from the current study as requiring
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further research to inform the deve#opment and implementation of school-based
HIV/AIDS interventions. Also, risk taking is associated with the developmental stage
of adolescence, but adolescents are all not equally at risk of HIV infection. It is
difficult in school-wide interventions [to target interventions at those at higher risk.
However, further research is required| to understand what risk-taking means to this

subgroup of adolescents and the dynamics around it so that interventions can be

designed appropriately.
6. Considerations for evaluation|

As was evident from the review id chapter 2, many of the HIV interventions

implemented in South African scl{ools are not evaluated. The evidence of

effectiveness of these interventions i# therefore scanty. HIV/AIDS is at epidemic
1
levels in South Africa and there is gr#at urgency from many quarters to implement
interventions without similar urgency-#or evaluation research. Thus interventions are
conceived and implemented withc{ut consideration for evaluation research.
Interventions and evaluation research must go hand in hand so as to build a body of
knowledge regarding the impact of the interventions, obtain data on the
implementation processes, and to adv+nce the field of programme evaluation whilst
simultaneously responding to the urgex*t need to prevent HIV infection. In developing
future programmes, consideration siwuld be given to evaluation so that the
interventions are designed in a mannelﬂ that renders them to rigorous evaluation. This
requires that when developing intelfventions, resources should be allocated to

evaluation.
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5.5.3 Recommendations at the level of evaluation

One of the biggest challenges to preventing HIV infection is the lack of reliable
evidence of interventions that work. The design and results of this study have several
implications for the evaluation of school-based HIV interventions. In this section I
will provide recommendations for future research evaluating school-based HIV

interventions.

1. Study design

There is clearly a gap in the availability of rigorous evaluations of school-based HIV
interventions. The first choice should be to employ RCT designs as they are the
optimal design for evaluating interventions where the aim is to provide evidence of
effectiveness. RCTs of social interventions are complex and can be time consuming,
methodologically and logistically challenging. These challenges are not
insurmountable as demonstrated in the current study. In undertaking RCTs however,
researchers should pay particular attention to some of the design issues discussed in
this thesis. For example, care must be taken to ensure that sample sizes are
sufficiently large to accommodate attrition without loss of power. The necessary
measures should also be taken to reduce threats validity. RCTs of school-based
interventions are financially expensive because they require large samples to take care
of positive ICC. Poorly conducted may compromise the integrity of the design, and
will not be cost-effective in yielding useful effectiveness data. Evaluations employing
an RCT design therefore require careful planning that pays attention to the ethical,

scientific and feasibility issues discussed earlier.

Although RCTs are recommended they are not the only means of obtaining evidence,

nor are they always possible or appropriate for evaluating every intervention. The
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design employed should also depenP upon considerations of the nature of the

problem; the evidence required; tradeﬂoffs between bias and usability; logistical and
practical considerations such as time, 1*}1oney and expertise; and the purpose for which
the evidence will be used. For exampl% different kinds of evidence will be required if
the aim is to inform policy, or progafhmes, or to enhance the science of evaluation.
Each source of evidence has correspobding strengths and limitations. Study designs
such as observational studies and non-randomised before and after evaluation designs
therefore have an important role and c#m help strengthen the practice of school-based
HIV prevention interventions and ievaluation. These designs cannot however
optimally answer questions about eﬁe#iveness or provide the level of internal validity
for intervention effects as that provid%d when an RCT design is used (Bloom et al,
1999). RCTs are therefore more desird;ble and as shown in this study, are possible to

conduct in the context of South Africa.& schools.
2. Methodological appropriat*:ness

Given the huge gaps in knowledge, i# is necessary that studies to combine various
evaluation approaches and to employ cjﬁifferent data collection methodologies so as to
provide various forms of evidence to i¢.form decisions about HIV prevention amongst
adolescents. The qualitative data colleqj“[ed in this study for example provided valuable
data regarding the school contexts anc! intervention implementation. The design and

methodologies employed must however maintain ethical and scientific standards, as

well as reporting integrity.
3. Quality of evaluation instrq‘ments

In the light of experiences of this studiy, it is necessary to reiterate the importance of

piloting evaluation instruments and en#uring that they are psychometrically sound in
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order to adequately measure the multiple influences on adolescent sexual behaviours.
The use of a self completed questionnaire is practical in collecting data from a large
sample of adolescents as were involved in this study. By using a self completed
questionnaire in this study, the assumption was that respondents could read at the
level which the questionnaire was set. Although revisions were made after the pilot
and test retest studies, some of the schools in the trial had low literacy levels, an
observation that was corroborated by the variation in the duration that it took learners
at different schools to complete the questionnaire. Repeated measures of course meant
that literacy levels improved and changes in understanding of the questionnaire
occurred over time so that the learners completed the questionnaire faster during the
follow-ups. The low literacy level is however is a matter of concern for large studies
employing self administered questionnaires. The instruments should be piloted and
accordingly revised to suit the literacy and cognitive levels and improve validity.
Reports of evaluations should also provide readers with sufficient detail of the

instrument quality.

5. Attention to process evaluation

Where evaluation research has been conducted, there is a general tendency to want to
prove effectiveness without similar consideration for process evaluation. As evident in
the review of studies in chapter 2, few evaluations of school-based HIV interventions
have paid attention to process evaluation. These data are often unavailable in most
published reports of outcome evaluation. In the South African context where there are
few rigorous evaluation studies, this lack of process evaluation data limits the extent
to which we can answer questions about which intervention components can be

successfully implemented and the school conditions necessary for successful
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implementation. This creates the popsibility that future interventions repeat past
implementation mistakes and therefore limits the opportunity to replicate feasible

intervention components.

Understanding which interventions ar¢ effective will require more than measures of

effectiveness. As shown in the curr%nt study, schools are multi-layered, and the

communities in which they are loca#ed are also complex. Effectiveness alone is

I
insufficient evidence to disseminate an education program without an understanding

of the broader structural, infrastructl.‘ﬁral and societal factors, some of which the

individual has little or no control ow‘er. Evaluations of school-based interventions

should therefore endeavour to collect }thorough process evaluation data that provide

sufficient description of the intervenﬂion, an understanding of the complexities of

intervention implementation and the sd:hool settings, so as to provide comprehensive

evidence of what works in these contexts. Where process evaluation is conducted, the

focus is often on indicators pertainir#g to the implementers and recipients of the

programme. The development of prq)cess indicators for factors such as teacher

characteristics and school managemenﬁj systems is necessary for the understanding of
|

intervention implementation as well tas the link between implementation and the

outcomes.
6. The researcher-school relatiod‘ship

As mentioned earlier, schools genera.lli} welcome interventions if they consider them

to have benefits to their students. The beneﬁt of research on the other hand is not as
1

easily identified. RCTs in particular arc% conducted over a long duration, which makes

it critical to maintain a good collaborative relationship with the schools as this is key

to the success of the trial. In the curren‘F study, for example, I depended on the contact

i
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teachers in negotiating time for the research with their colleagues. They also assisted
in organizing dates and venues for the questionnaire administration and group
discussions, and participated in the research through the educator lesson logs and
interviews. The long term relationship with the schools was made much easier by
explaining to the schools right at the beginning the details of what the research
entailed, in particular that it would continue long after the intervention had come to an
end. The relationship with the control schools had to be carefully negotiated as some
teachers were unhappy about not being in the intervention group. At the intervention
schools, it was crucial to explain the research component of the project to the
teachers, and why it was necessary for them to participate in the research through their
feedback on implementing the intervention. This helped bridge the gap between
research and practice, as both the researcher and the teachers had a common
understanding on the need and importance of the evaluation. At the end of the trial, all
the contact teachers that were still at the intervention and control schools received a
much appreciated memento from the project as a sign of appreciation. Researchers
must therefore be sensitive to the circumstances of each school, recognising that
research is not the schools’ number one agenda and indeed exerts an extra burden on
the teachers. Researchers have to carefully negotiate access into the schools and
management of the ensuing relationships so that the research is not compromised,

whilst being sensitive to cause minimal disruption at the schools.

5.6 Conclusion

In this concluding chapter, I have presented the strengths and weaknesses of the study
which I conducted to evaluate the SATZ programme, a school-based HIV/AIDS

prevention intervention. Within this backdrop, I have attempted to interpret the results
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of the study and provided some recommendations for the development,

implementation and evaluation of school-based HIV interventions.

The objectives of the study were (i) t{) conduct a systematic review of international
and South African evaluations of scho El-based HIV interventions; (ii) to document the
implementation of the SATZ intervention through a process evaluation; (iii) to
determine through outcome evaluation the effectiveness of the intervention in
|
delaying sexual intercourse; and incr%asing consistent condom use. To meet these
objectives, a systematic review of exis{ ing South African studies and published RCTs
of school-based HIV interventions was conducted and discussed in chapter 2. The
reviews demonstrated the lack of attention to evaluation as indicated by the small
number of evaluation studies that were found. They also showed that even some

comprehensive school-based interventipns have failed to have any effect on the delay

of sexual intercourse or condom use, and highlighted the need for evaluation studies.

A process evaluation utilising various qualitative methodologies was conducted to

evaluate the intervention implementation. To establish intervention effectiveness, a

rigorous RCT design was employed, “rith electronic self administered questionnaires
as the data collection method. The desié and methodologies were discussed at length
in chapter 3. By employing a RCT design, this study demonstrated the feasibility of
conducting long-term trials in South African schools. It contributed to the body of

knowledge on evaluation of school\-based interventions. The intervention was
implemented with a large representativ% sample of grade 8 learners at schools in Cape
Town. The participating students represented various demographic and risk profile

characteristics of the adolescent population in Cape Town. Randomisation also

resulted in the equivalence of the experimental and control groups at baseline. This
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limted the external validity and the results of the study are applicable only to the
SATZ intervention and the schools within which it was implemented. The results
nevertheless make a significant contribution to the increased understanding of the
school-contexts within which such interventions are implemented. Further, the
research is an advancement in the design of evaluation of school-based interventions.
The absence of rigorous evaluation studies and the lack of intervention effect in the
current study reiterate the need to conduct rigorous evaluations of these interventions.
There is little documentation of the complexities within schools as settings for
HIV/AIDS prevention. This research furthered the understanding of these school
complexities. Only when these complexities are well understood can school-based

HIV prevention interventions be properly designed and implemented.

There is however a large body of evidence that HIV/AIDS has to do with a myriad of
factors beyond individuals and their interpersonal relationships. This study and the
SATZ intervention that I evaluated only touched on a few of the factors that influence
sexual behaviour. The intervention focused on individual-level behaviour change. As
discussed in chapter 1, HIV/AIDS is a complex problem that requires more complex,
innovative co-ordinated and inter-sectoral interventions that go beyond individual
behaviour change. The failure of this study to have an effect on behaviour has been
discussed at length in this chapter. The results of the study highlight the need to
develop rigorous interventions that involve various stakeholders, in particular teachers
and students who are the end users of the intervention. This will not only ensure that
the interventions respond to local needs and realities, but it also increases the
possibility of implementation within various school contexts. While school-based
individual behaviour change interventions are important and have a role to play in

HIV prevention, in isolation, these programmes will not have sustainable effect on
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reduction of HIV incidence. The inter{zention’s failure to impact on sexual behaviour
highlights the need to link school-based interventions with community-level
interventions in order to provide support systems for the desirable behaviours to occur

and be sustained beyond the school.

Finally, given the results of this and previous studies, one might ask whether there is
need to continue implementing school-based HIV prevention interventions if they
have not been shown to have an effect. The simple answer is yes, HIV prevention

efforts amongst adolescents must remain a priority and continue to be intensified as

behaviour change is a long and complTx process. As discussed in chapter 1, school is
a setting that provides ample oppox1'1mity to implement interventions at relatively
lower costs. However, these school-b sed interventions must also be supported with
the necessary financial and human resaurces to facilitate proper implementation. More
importantly, such intervention efforts must be rigorously evaluated. It is disheartening
that two decades into the HIV epiderhic, evidence of effectiveness of school-based
interventions is scanty. Where paossible, evaluation studies should adopt a

comprehensive approach that includc#s input, output, process, outcome and cost-

effectiveness evaluation components, and a triangulation of different evaluation

research methodologies that maximize+ on the strengths of each approach.
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Appendix A: Educator lesson log

SATZ PROJECT
(2004-2006)

Promoting Sexual & Reproductive Health. School-based HIV/AIDS intervention
in sub-Saharan Africa.

Educator Implementation Assessment Part [

School

Educator’s name

Classes taught (e.g. 8a. 8f)




Dear Educator,

Appendix A: Educator lesson log

The brief questions contained in this document are to help you and us to assess the

process and quality of implementation of the SATZ curriculum. The implementation

process has important implications for|the observed behavioural outcomes that we are

measuring using learner questionnaires. Your responses are important in informing
yourselves and us of the things that worked and those that didn’t, and why. It also
informs us how this implementation could be done differently in future. You could

use this exercise as a means of reflecting on what you’re doing and how to improve it.

Please feel free to provide any additional comments, suggestions, criticisms that you

think would be useful. All information

provided here will be accessible only to SATZ

staff, unless you inform us otherwise. You may answer in Afrikaans, English or

Xhosa whichever you prefer. Please keep your own copy of this assessment if you so

wish.

Thank you very much for participatin#
!

Wanjiru Mukoma |
Research Officer, SATZ Project |

27™ February 2004 |
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Which of the SATZ educator training workshops did you attend? Please tick only the
sessions that you attended or the last block if you didn’t attend any of the workshops

Friday | Sat

1st training (Slanghoek 6-7 Feb)

2" training (Slanghoek 13-14 Feb)

3" training (Dept of Psychiatry, UCT 20-21 Feb)

4™ training (Dept of Psychiatry, UCT 27-28 Feb)

Refresher training (23 April)

I didn’t attend any of the workshops

On what date did you implement the first learning experience of the SATZ
curriculum?

/ /04
Day Month Year




LEARNING EXPERIENCE 1: Valu

sexuality

1. Which activities did you undertake

Jooooaao

2. Approximately how much time was

VVVVVY

3. How many contact periods did it taks

Appendix A: Educator Lesson Log

+es clarification with regard to adolescent

for this lesson?

Activity 1 — tht are Norms & Values?
Activity 2 — Sharing feelings

Activity 3 — The

SATZ story

Activity 4 — Planning a questionnaire
Activity 5 — Important norms & values

Activity 6 — Role play: using norms & values

Activity 1 .....
Activity 2 .....
Activity 3 .....
Activity 4 .....
Activity 5 .....
Activity 6 .....

spent on each of the activities you undertook?

P to complete this learning experience? Please

also state the length of your contact periods.
Number of periods ..............] ... Duration of each period ......... mins
4. Did the lesson occur as set out in the curriculum?
Yes O No O
5. Were the activities implemented as set out in the curriculum? Tick appropriately in
the table below
Implementation Activity
1 2 3 4 5 6

Yes, exactly as planned

Yes, to a large extent

Only to a small extent

Not at all as planned

Didn’t undertake this activity

6. What, if any additional material (besides that provided by SATZ) did you use?

7. Learner participation for this learninL experience was
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O Excellent 0OVerygood OGood O Satisfactory O Poor O Very poor

8. Provide an assessment of this learning experience reflecting on the following

i) things that made it difficult to implement the activities as set out in the
curriculum
it) Things that made it easier to implement this lesson

i1i) Self assessment of how you conducted the implementation

iv) Ways of improving this learning experience

V) Learners’ response to the activities

9. Any additional comments/ suggestions

LEARNING EXPERIENCE 2: Self Esteem and sexual decision making

1. Which activities did you undertake for this lesson?
O Activity 1 — Recognising ‘me’
O Activity 2 — ‘Advertising’ me
2. Approximately how much time was spent on each of the activities you undertook?
> Activity 1 ............... mins
> Activity 2 ...l mins
3. How many contact periods did it take to complete this learning experience?
Number of periods .................. Duration of each period ......... mins

4. To what extent were the activities implemented as set out in the curriculum? Tick
appropriately in the table below
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Implementation Activity
1 2

Exactly as planned |
To a large extent |
Only to a small extent
Not at all
Didn’t undertake thig activity

|
5. If the lesson and activities were not implemented as planned, what are the reasons

i

for this? |

6. Provide your assessment of the way|in which this lesson was implemented,
reflecting on the learners’ participatio

\
LEARNING EXPERIENCE 3: Howjr our bodies function reproductively

1. Which activities did you undertake for this lesson?
0 Activity 1 — Body reproductive functioning
O Activity 2 — The reproductive process

2. Approximately how much time wa# spent on each of the activities you undertook?
> Activity 1 eoieveneennn. mins
> Activity2 ...l..ee.e.e. mins
3. How many contact periods did it take to complete this learning experience? Please
also state the length of your contact periods.

Number of periods ............. b Duration of each period ......... mins

4. To what extent were the activities implemented as set out in the curriculum? Tick
appropriately in the table below

Implementation Activity

Exactly as planned
To a large extent

Only to a small extent
Not at all
Didn’t undertake this activity

|
|
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5. If the lesson and activities were not implemented as planned, what are the reasons
for this?

6. State any additional material (besides that provided by SATZ) that you used to
implement this learning experience

7. Provide an assessment of this lesson, reflecting on your comfort with implementing
and any uncertainties you may have had

LEARNING EPERIENCE 4: Dimensions of sexuality

1. Which activities did you undertake for this lesson?
O Activity 1 — The difference between sex & sexuality
O Activity 2 — Effects of intercourse on sexuality

2. Did the lesson occur as set out in the curriculum?
Yes O No O
3. Approximately how much time was spent on each of the activities you undertook?
» Activity 1 ... mins
> Activity2 ............... mins
4. How many contact periods did it take to complete this learning experience?
Number of periods .................. Duration of each period ......... mins

5. To what extent were the activities implemented as set out in the curriculum? Tick
appropriately in the table below

Implementation Activity

Exactly as planned

To a large extent

Only to a small extent

Not at all

Didn’t undertake this activity

6. Provide an assessment of the implementation process, reflecting on what you could
have done differently.
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LEARNING EXPERIENCE §: Boy% don’t cry! Girls are soft

1. Which activities did you undertake for this lesson?

U
0

Activity 1 -

2. Approximately how much time was
> Activity 1

> Activity2 ...

at people say

Activity 2 — Media role bias

spent on each of the activities you undertook?

...........

3. How many contact periods did it take to complete this learning experience?

Number of periods

4. To what extent were the activities it
appropriately in the table below

.... Duration of each period

.........

nplemented as set out in the curriculum? Tick

Implementa

on Activity

1 2

Exactly as planned

To a large extent

Only to a small exte:

nt

Not at all

Didn’t undertake thi

s activity

5. What, if any, difficulties did you ex

perience with implementing this lesson?

6. Comments, questions and/or suggeJ‘ions for improving the implementation of this

learning experience

LEARNING EXPERIENCE 6: resq

1. Which activities did you undertake
0 Activity 1 — De

[

2. Approximately how much time

> Activity 1

...............

onsible decisions for sexual safety

for this lesson?
cisions & consequences

Activity 2 — Planning for my future

spent on each of the activities you undertook?
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» Activity2 ............... mins
3. How many contact periods did it take to complete this learning experience?
Number of periods .................. Duration of each period ......... mins

4. To what extent were the activities implemented as set out in the curriculum? Tick
appropriately in the table below

Implementation Activity

Exactly as planned

To a large extent

Only to a small extent

Not at all

Didn’t undertake this activity

5. If you did not implement any of the activities, why was this the case?

6. Any additional comments, suggestions or concerns about the implementation of this
learning experience

LEARNING EXPERIENCE 7: promoting the sexual health of young people

1. Which activities did you undertake for this lesson?
O Activity 1 — Actions promoting sexual desire

0 Activity 2 — Sexual & Reproductive Rights
2. Approximately how much time was spent on each of the activities you undertook?
» Activityl ............... mins
» Activity2 ...l mins
3. How many contact periods did it take to complete this learning experience?
Number of periods .................. Duration of each period ......... mins

4. To what extent were the activities implemented as set out in the curriculum? Tick
appropriately in the table below
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Implementation Activity

Exactly as planned
To a large extent

Only to a small extent
Not at all ’
Didn’t undertake this activity

5. How would you assess the implemexj}tation of this learning experience?

O Very good O Fair | O Poor

6. What, if any, difficulties did you exberience with implementation of this lesson?

LEARNING EXPERIENCE 8: How|do I handle this?

1. Which activities did you undertake fpr this lesson?
O Activity 1 — Different types of behaviour
0 Activity 2 — Being assertive

2. Approximately how much time was ]ﬁpent on each of the activities you undertook?
» Activity 1 ..., ‘ .......... mins
» Activity 2 ..... \ .......... mins

3. How many contact periods did it ta.l%e to complete this learning experience?

Number of periods .............. % Duration of each period ......... mins

4 To what extent were the activities implemented as set out in the curriculum?
Tick appropriately in the table below

V
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Implementation

Activity

1

2

Exactly as planned

To a large extent

Only to a small extent

Not at all

Didn’t undertake this activity

5. If you did not implement any of the activities, what are the reasons for this?

6. If in question 5 above you have not mentioned any difficulties experienced in
implementing any of the activities, please state these here.

ASSESSMENT OF SATZ IMPLEMENTATION

By now, you have completed 8 of the 16 learning experiences in the SATZ
curriculum. Please provide an overall assessment of the implementation process
by responding to the following questions or statements.

1.

On a scale of 1-5, where 1 is not successful at all and five is very successful,
how successful, do you think, was the implementation of the following

activities? If you did not implement any of these activities, please tick in the

box
(i) Role plays
1 2 3 4 5
Not successful Very
Atall <€ »successful
[ I did not use any role-plays
(ii) small group activities
1 2 3 4 5
Not successful Very
Atall < P»successful
O I did not use group activities
(ii) homework activities
1 2 3 4 5

Not successful

Very
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Atall < } »successful

0 I did not give any homewoﬂk

2. To what extent do you think you ha | ¢ implemented the curriculum as per the
expectations put forward during your training?

| 2 3‘ 4 5
< | >
Not at all Completely as
as expected | expected

3. State any barriers you have experie:iced in implementing the SATZ curriculum.
Reflect on personal, interpersonal, contextual, institutional and any other factors that
could have caused barriers to implementation.

@) Personal barriers (e.g. your preparedness, comfort with the material,
knowledge of the subject matter, etc)
|
(i1) Interpersonal barriers (¢.g. interaction with and support from other
educators, school management, parents, learners etc)
(iii) Contextual barriers (e. . classroom environment such as space, number

of learners, cultural and age appropriateness of material, school
organisational factors, ¢tc)

|
@iv) Other factors that may +ave been barriers to implementation
4. Tell us about things that made impleentation easier.

5. How often did you have to use additional material besides that provided by SATZ?

O most of the time [ afewtimes |0 very rarely O never

6. Overall, implementing the SATZ cyrriculum has mostly been
O Very easy 0 easy 0O a little difficult O very difficult

7. Overall, How would you evaluate t+e quality of implementation?
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[J Very high quality O high quality [J average quality U low quality

8. What in your opinion would have made implementation better?

9. Any other comments/suggestions you would like to share (feel free to attach other
comments if you need to)

THANK YOU VERY MUCH!
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Educator Implementation Assessment (2004)

PART 2

School

Educator’s name

Classes taught (e.g. 8a, 8f)

Dear educator,
Thank you for successfully implementing the SATZ curriculum. This is part two of
evaluating the implementation process| Please complete this brief document for collection
before end of the current term. Thank )kou very much.

Wanjirii

Research Officer, SATZ PROJECT

5 July 2004
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1. Please indicate in the table below which of the following learning experiences
you implemented

Learning experience YES |NO
9

10
11
12
13
14
15
16

2. Were the learning experiences implemented as outlined in the Learner
Workbook and Educator manual?

Implementation Learning experience

9 10 11 12 13 14 15 16

Yes, exactly as planned

Yes, to a large extent

Only to a small extent

Not at all as

Didn’t implement this
learning experience

3. How much time did it take to deliver the lessons? If you did not implement
any of the lessons, check the bottom row

Implementation time
Learning experience

9 [10] 11 12 13 14 15 16

Much more time than I planned

A little more time than I planned

As much time as I planned

A little less time than I planned

Much less time than I planned

Didn’t implement this learning
experience
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|
4. Overall, how would you assess 'the quality of your implementation the SATZ

curriculum?

|
|

Implementation quality
Learning experience

9 10 11 12 13 14 15 16

Very high quality

High quality

Average quality

Low quality

Very low quality

Didn’t implement this learning
experience

5. How would you evaluate learners’ interest during the lessons?

Implementation quality

Learning experience
9 10 11 12 13 14 15 16
Very interested
Somewhat interested
Uninterested

Very uninterested

Didn’t implement this learning
experience

6. Which of the following strategies and activities did you use?

Strategy Yes No

Role plays

Small group discussions

Whole class discussion led by educator

Homework activities

Lecture

Other activities (be specific)

place at your school during the period you were implementing the SATZ

7. Please list any other HIV/AII?S education and prevention activities that took
curriculum

8. What suggestions or other comments do you have for improving the SATZ
curriculum?
9. Describe your experience of implementing the SATZ curriculum

THANK YOU VERY MUCH
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Appendix B: Classroom observation form

Name of school

1 | What was the topic/learning
experience covered in the
session?

2 | What materials and strategies
did you observe in use (e.g.
role-plays, posters etc.)?

3 | Briefly describe the activity

4 | From your observation, were
the objectives of the
topic/activities evident?

5 | What questions/issues did the
students raise?

6 | Besides the learners and
educator, list other people that
were present during the
session

7 How many learners were in
the classroom?

6 | Comments from your
observation e.g educators
response to learners’ questions

This form was completed by:

Educator’s name:

Date:

Time lesson started:

Time ended:

332
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Appendix C: Teacher interviews: intervention schools
Introduction

We would like you thank you very much for implementing the SATZ intervention and for
agreeing to participate in this interview. The interview is part of our evaluation of the
intervention as has been discussed with you previously. The aim is for us to get better insights
into how you implemented the intervention and your views about this experience and well as
suggestions for improving the intervention. The information that we obtain will be used to
improve this programme as well as other similar school-based interventions.

We will be about an hour. I will ask questions related to the intervention, but you’re most
welcome at any point to offer any other information you think is relevant for us to know about
the intervention. We will also re-visit some of the information you provided in your lesson
log. In reporting our findings we will maintain anonymity of all participating teachers.

1. How was the SATZ programme implemented in your school in terms of time spent,
persons involved in the implementation and grade/class levels exposed to the teaching?
a. What if any, lessons were missed? In which grades/classes? reasons for not
being taught?
b. What were the various strategies that you used in implementing the SATZ
programme
c. What strategies did you find difficult to use?
i. What made each strategy you mentioned difficult to use?
ii. Of these which did you not use?
iii. What alternative strategies did you come up with and use?
d. Are there any other strategies and methods that you think would work better in
your classroom?

2. What in your opinion was the usefulness of the training you received in equipping you to
teach sexual and reproductive health to adolescents? (Include views about the duration of
training)

3. What in your opinion was the usefulness of the SATZ programme in changing problem
sexual behaviours of young people?
a. In what way did the SATZ programme differ from any previous
approaches/programmes used to provide sexual and reproductive health
information to adolescents?

5. What in your opinion were the major challenges in delivering sexual and reproductive
health education for adolescents, using the SATZ programme?
a. What strategies were used to overcome these challenges?

6. Do you have a school HIV/AIDS policy? What changes have occurred in local school
policy on sexual and reproductive health education since the beginning of programme
implementation? (Collect all written local school policy documents)

7. What suggestions do you have for improvement of the programme? (What do you feel
should be done differently and how?)
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Appendix D: Intervention schools focus group discussion guide

Introduction

We would like you thank you for participating in this focus group discussion. It is a part of the
ongoing research in which you have been participating using the palm pilots (small computers). The
research project aims at developing effective school-based programme for students to postpone the
onset of sexual activity and increase the use of safe sex practice. For the last few months you have
been having sexuality education using the SATZ workbooks as part of this project.

Today we’re going to have a discussion about this programme. We would like to have your opinion of
the programme, what you liked, what you didn’t like, and how you think we can improve the
programme for the benefit of other people your age.

As with the palm pilot research, the discussion we will have today is confidential. Your educators will
not know what you said, nor will your parents. Only members of the research team will have access to

this material. I would also request that whatever we discuss here today be kept amongst ourselves.
This way, I hope everyone will feel free to contribute honestly.

This discussion will take about 45 minutes. It is not a question and answer session. I will pose
questions to keep the discussion going, but it is mostly a discussion amongst yourselves. Each of you
might have your own view, and we hope that you also comment on others opinion in case you disagree
or agree with them. If you feel that there are related issues that are relevant and important, you are
most welcome to raise these issues during the discussion. The discussions will be taped, and
transcribed at a later stage for analyses.

Any questions?

Check that there are no objections to taping.

1. Do you know the SATZ programme? (show them workbook)
2. What do you think is the general view of grade 8s at your school about the programme?
Probes: What did you think of it?
Did you learn anything new in this programme?
What kind of new things did you learn?
3. Did you go through all the lessons in the book?
4. Are there some particular lessons that you and your classmates liked/enjoyed?
Which ones? Why?
5. Are there some particular lessons that you and your classmates didn’t like?

Which ones? Why?

6. What kind of activities did you do in class?
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7. Did the learners participate in the activities?

8. Which of the activities did you and your classimates enjoy? Why?

9. Which of the activities didn’t you enjoy? Wh*?

10. Do think that the SATZ-programme is haviq:g or will have any effect on the behaviour of grade

eights? |

Probes: what kind of effects?

11. What parts of the programme do you think 4‘re most useful

12. What is your opinion about the way that ylor educator presented this programme?

13. Did you use charts during the programme? ﬁ.g chart on male/female reproductive system
What did you think of these? Were the)i useful?

14. Are there times when you didn’t have a LO }teacher? For how long?

|
15. Were there some topics in the workbook th#t you did not do?

Which ones?

16. What is your opinion about learning sexuality education at school?

i

17. Do you think any of the learners talked to tlfeir parents or guardians or other adults about this
programme? ‘
Probe: Check whether they think any qu their classmates did the activity that required them to
interview their parents.
Did any of you do this activity? How dﬁd you feel about it?
18. How can we improve the programme? |
|
19. Anything else you would like to say about #his programme?

20. During the palm pilot research, you had to write your name on an envelope and seal it with you
number inside. What were your feelings about the confidentiality of this process?

in this discussion?

20. How do you feel about having participated
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School info:
1. How many learners are currently in grade 8?

2. How many grade 8 classes are there at this school?
a. How many children are in each class?
3. Which ages are represented in grade 8?
4. Can you tell us something about the socio-economic background of the children?

Probes:
i. working status parents

ii. family status/household
iii. living environment
5. Can you tell us if and how much the parents have to pay in fees for the education
for their children at this school?
a. What about other expenses? Are there additional amounts that the parents
are expected to pay?

Probes:
i. teachers

ii. schoolmaterials

General LO info:
1. Have you been implementing LO in grade 8 during this year?

2. How many hours of LO do the grade 8 learners get in a week?

a. Is this the same for every grade 8 class or are there any differences?
3. What LO curriculum have you been using?

a. Who designed/supplied the curriculum?
b. Is it specific for grade 8?

c. What are the main topics covered in this curriculum?

A

What kind of activities and strategies are used in the curriculum? E.g. role
plays, homework activities, small group discussions, etc.

e. Which one of these did you use most often? Why?

f. Is there variation between classes or between the teachers concerning the

LO curriculum, activities and strategies they use?
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4. Does this curriculum cover HIV/A*DS?
a. What aspects of HIV/AID# knowledge are covered in the curriculum?

Probes: ;
i. Explanation of the disease
ii. Transmission and p*evention
iii. abstinence and/or u%e of condoms
iv. Sexual behaviour ‘
v. gender and sexualitjp'
vi. information about the reproduction
vii. barriers to practising safer sex or abstinence

s . |
viii. violence ;

ix. substance use 1
b. What aspects of HIV/AID$ skills are covered in the curriculum?

Probes: |
i. Self-esteem and asfertive skills
ii. Coping with peer pressure
iii. Sexual decision-making

iv. Avoiding situations that carry the risk of unsafe sexual intercourse
v. How to use condoms

c. What kind of activities; and strategies do you use for HIV/AIDS
education? !
5. During this year, how much tim%: would you say you have spend on HIV/AIDS
education with the learners of gr: de 87
a. What is the LO cycle for grade 8?
b. Could you give us a print-out of the LO cycle?
c. Is this cycle the same in the other grade 8 classes?
6. Have you been using any other material in addition to this curriculum?
a. Computers, condom demonstration, posters etc
7. Have there been any other activij;es at your school concerning Life Orientation or
sexual education :

Probes \
a. Visits of Non-GovemmerPtal-Organization
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b. Other institutional organizations

Educator training:
1. Have you received any training on teaching life orientation?

a. Who trained you?
b. When were you trained?
c. How long was the training?

Probes: topics covered, teaching strategies addressed
2. Have you received any training on teaching HIV/AIDS specifically?

a. Who trained you?
b. When were you trained?
c. How long was the training?

d. Can you tell us a little about the most recent training you attended?

Impact assessment:
1. Do you think the intervention that you have implemented has had an impact on

the sexual behaviour of learners?

a. What kind of impact?

b. If there have been more than one intervention at your school, have you
noticed any differences in the impact on (the sexual behaviour of) the
learners?

2. How do you think that LO could be delivered in order to have a positive impact
on the behaviour of learners?

3. Which factors are important for the school to be able to give sufficient HIV/AIDS

education?
Probes:
a. Money
b. Teaching Materials
c. Supportive school environment
d. Safety
e. Size of classes
f. Number of LO teachers
g. Training on teaching HIV/AIDS
h. Support from principal/other educators/government
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\
i. Presence of children in thd’ school (or teachers or parents) who are known

to be HIV positive

4. Which factors are the most importjant for the impact that HIV/AIDS education has
on the learners? ‘

Probes:

i. Family |

ii. Support within the ‘community
i

. \

iv. Economic status |

iii. Peer pressure

v. Drug use/alcohol use
vi. Gender ;
vii. Dropping out

\
b. What do you think are the¢ barriers for the children to practice safer sex or
(
abstinence?

School Dropout
1. Do you know how many leamers‘ drop out at your school?

a. Approximately how man)lr drop out in grade 8?
b. How many have dropped out from your class this year?
2. What do you think are the most i

|
|
Questions concerning the SATZ-project.|

1. What do you know about the SATTZ-curriculum?

portant reasons why learners drop out?

2. Do you know anything about theJ implementation of the SATZ curriculum at other

schools? |

3. Have you had any contact with/ﬁ teacher(s) at any of the schools implementing
the SATZ curriculum?
a. What kind of contact? ;
b. Have you obtained any t%aching material from these teachers?
c. Have you seen the SATZ learner or teacher workbook?
4. Are you aware of students knowing about the SATZ-project or having contact

with students at the intervention|schools?
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5. What were your feelings about being a control school instead of an intervention
school?

6. Did you take any steps when you heard your school was not an intervention
school? (to compensate)

Questions related to the interview
1. What do you think of this interview?

a. How do you feel about the questionnaire?
b. What do you think about the time spend on the questionnaire?

c. Do you have any suggestions or remarks?






Appendix F: Questionnaire administration observation

Appendix F: Questionnaire administration observation form

Observation of questionnaire session in classroom

Name of school

Baseline: 1% Follow up 2" Follow up

1 | Start time instructions:
Start time questionnaire:
Time first learner completed

Time last learner completed

2 | Members of the research team
present during questionnaire
session

3 | Other persons present during
questionnaire session

5 | Number of learners present

6 | Number of learners expected

7 | Fieldworker comments on Learners’ questions, concerns, setting of room, etc
questionnaire administration,
comments on palms etc

8 | Comments on palms eg
specific comments about
particular palms or
questionnaires

This form was completed by: Date:
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Appendix G: Visual of PDA questionnaire







Appendix H: Xhosa-English female questionnaire

Appendix H: Xhosa-English Female Questionnaire

Please help us by filling in this questionnaire. 2.  What is the name of your school

We are trying to find out better ways of
preventing the spread of HIV/AIDS among
young people. Your responses are very
important to us and will help to keep young
people in this country healthy.

This is not a test and there are no right or
wrong answers, we want your views. Please be
honest in your answers. Do NOT give us
answers that you think we want. We need to
know what young people really think to
develop the best programmes to fight AIDS.

It is voluntary for you to participate in this
study. You can withdraw from the study at
any time, and you can also skip questions that
you find too personal to answer. You will not

need to enter your name on this questionnaire.

All the information you give us will be kept
private; nobody will know who filled in this
questionnaire. Your teachers, neighbours,
family and other learners will not see your

(Yintoni igama lesikolo sakho?)

3. What grade and class are you in(e.g

8A, 8 G)? (Ukweyiphi igrade
kunye neklasi okuyo?

4. What is your religion (Yintoni

O AW N -

inkolo yakho?)

Christian- Catholic

Christian other denominations
Islam

Other

Not Applicable

5. Which of the following languages

are spoken at home? Tick all
that apply (Ngeziphi kwezi
zilandelayo iilwimi ezithethwa
ekhayeni lakho? Tikisha zonke
ezo ziaplaya kuwe

answers. 2 No
1 Yes
If you have any questions, please raise your 9 Not Applicable
hand and ask the project staff present in the
classroom. 2 No
1 Yes
9 Not Applicable
THANK YOU VERY MUCH FOR YOUR 2 No
HELP! 1 Yes
9 Not Applicable
2 No
1.  'What year were you born? (Uzalwe 1 Yes
hi unyaka?) .
ngowup 9 Not Applicable



Appendix H: Xhosa-English female questionnaire

11. What is the highest level of

!

|

6. How do you identify yourself? ;
education your father has?

(Uzichaza njani?)

1 Black/Umnyama ‘ (Unayiphi imfundo
2 White/Umhlophe ! ephakamileyo utata wakho?)
3 Coloured 1 No formal education/Akanayo
4 Indian/Indiya | imfundo
5 Other/Ezinye " 2 Less than primary _
9 Not Applicable ! education/Ngaphantsi kwezinga
: eliphantsi
| . . .
3 Primary education/Izinga
7. What area do you live in? (Uhlala elrilph:lr-n}; i ! g
!(W€ylp lfl ilokishi okanye ! 4 Secondary education/Izinga
itownship?
P : eliphezulu
| 5 College/university
8. 'What is the postal code of the area | education/Imfundo
where you live? (Ithini postal ﬂ yasekholeji/yunivesithi/technikon
khodi yelokishi ohlala kuyo?) 6 1do not know/ don't have a
6000 - 10000 range father/Andazi/andinaye utata
99998 Refuse to Answer f 9 Not Applicable
|
9. Do you live with your mother? | 12, What is the highest level of
(Uhlala nomama wakho?) education your mother has?
1 Yes/E ‘ (Unayiphi imfundo
2 szHa‘;ie 1 ephakamileyo umama wakho?)
9 Not Applicable ‘ 1 No formal education/Akanayo
! imfundo
. . | 2 Less than primary
10. Do yo:l lllve w:;h yom;‘ll;at‘l: er? ! education/Ngaphantsi kwezinga
(Uhlala notata wakho?) eliphantsi
1 Yes/Ew.e ‘ 3 Primary education/Izinga
2 No/Hayi eliphantsi
9 Not Applicable 3 4 Secondary education/Izinga
! eliphezulu
; 5 College/university

! ' education/Imfundo

' yasekholeji/yunivesithi/technikon
6 I do not know/ don't have a

; mother/Andazi/andinaye umama

! 9 Not Applicable




Appendix H: Xhosa-English female questionnaire

134.Do you have a television at home? 14. Which of the following best
(Ninayo itv kowenu? describes your home? (Ngeyiphi
1 Yes/Ewe kwezi zilandelayo ecacisa ikhaya
2 No/Hayi lakho?)
9 Not Applicable 1 Shack/Ityotyombe

2 Wendy house or backyard
dwelling/Indlu engasemva
erentwayo eyadini yomntu

3 Tent or traditional dwelling/Intente

13B.Do you have electricity at home?
(Ninawo umbane kowenu?

1 Yes/Eer or traditional dwelling
2 No/Hayi 4 Brick house or flat/Indlu yezitena
9 Not Applicable okanye iflethi
5 Other/Ezinye
13C.Do you have a bicycle at home? 9 Not Applicable

Ninayo ibhayisikile kowenu

1 Yes/Ewe 15. How many people sleep in the same
2 No/Hayi room with you at night when you
9 Not Applicable are at home? (Bangaphi abantu

abalala nawe egumbini elinye

13D. Do you have tap water at home? ebusuku, xa usekhaya?)

Ninawo amanzi abalekayo 0-20 range

(itephu) kowenu? 98 Refuseto Answer
1 Yes/Ewe (
2 No/Hayi

9 Not Applicable

I13E.Do you have a motor car at home?
Ninayo imoto kowenu

1 Yes/Ewe
2 No/Hayi
9 Not Applicable



16.

17.

Which of the following is true of your
home? Please mark the statement that {
best describes your situation (Ngeyiphi |
kwezi zilandelayi eyinyaniso ngekhaya |
lakho?Nceda makisha isitetimente “
esicacisa/esichaza imeko yakho)

1 We don't have enough money for |
food |
2 Asinayo imali eyaneleyo yokutya
3 We have enough money for food,
but not other basic items such as |
clothes
4 Sinayo imali eyaneleyo yokutya, |
kodwa ezinye izinto ezinje
ngempahla siyashota ngazo
5 We have enough money for food |
and clothes but are very short of
many other things
6 Sinayo imali eyaneleyo yokutya |
nempahla, kodwa siyashota
ngezinye izinto ezininzi
7 We have the most important f
things, but few luxury goods
8 Sinazo izinto ezibhlulekile, kodwa‘
zimbalwa ezolonwabo (
10 We have money for luxury good%
and extra thingsv
11 Smayo imali yezinto zolonwabo | r
nezinye izinto
99 Not Applicable

Have you ever repeated a school year |
due to failing exams? (Wakhe |
waphinda unyaka esikolweni ngenxa
yokufelisha/ukuntshona imviwo?)

1 Yes/Ewe J
2 No/Hayi }
9 Not Applicable !

18.

19.

20.

Appendix H: Xhosa-English female questionnaire

How many days were you absent from
school during the last school quarter?
(Zingaphi intsuku othe wangabikho
ngazo esikolweni kwikota yokuggibela
esikolweni?)

0-60 range

98 Refuse to Answer

Do you think you will complete your
schooling up to grade twelve? (Ucinga
ukuba uzakuyigqiba imfundo yakho de
ufikelele kwibakala okanye ugradel2?)

1 Yes/Ewe

2 No/Hayi

3 I don't know/Andazi
9 Not Applicable

What do you think you will do when
you finish secondary school? (Ucinga
ukuba uzakwenza ntoni emva kokuba
ugqibile esikolweni esiphakamileyo?)
1 Attend university, technikon or
other tertiary institution
2 Kungena eyunivesithi, etechnikon
okanye ekholejini
3 Go to trade school (e.g. Plumbing
or carpentry)
4 Uye kwisikolo soshishino (e.g.
plumbing or carpentry)
5 Do some vocational training
6 Ndizakwenza ikhosi
ezinokundifumanisa umsebenzi
7 Get a paid job
8 Ufune umsebenzi ozakundibhatala
10 Start a business
11 Uzakugqala ishishini
12 1 will probably be unemployed
for a long time
13 Mhlawumbe ndizohlala
ndingaphangeli ixesha elide
14 1don't know
15 Andazi
99 Not Applicable



21.

22.

23.

24.

Do sexually transmitted diseases (such
as syphilis or drop) increase the chance
of becoming infected with HIV?
(Ingaba izifo ezisulela ngokwabelana
ngesondo (Sexually Transmitted
Diseases[STDs] i.e idrop okanye
icauliflower) zandisa amathuba okuba
usulelwe yi-HIV?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

Does HIV cause AIDS? Ingaba I-HIV
ibanga i-AIDS?

1 Yes/Ewe

2 No/Hayi

3 I don't know/Andazi

9 Not Applicable

Is HIV transmitted only through
human body fluids? (Ingaba i-HIV
idluliswa ngencindi zomzimba
kuphela?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

Can HIV be found in vaginal fluids?
(Ingaba i-HIV ingafunyanwa kwincindi
yobufazi?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

25.

26.

27.

Appendix H: Xhosa-English female questionnaire

If you have unprotected (without a
condom) sex only once, with a person
who has HIV, can you become infected
with HIV? (Ukuba wabelene ngesondo
ngokungakhuselekanga (ngaphandle
kwekhondom) kwakanye kunye nomtu
osuleleke yintsholongwane kagawulayo
ingaba
ungosuleleka yintsholongwane
kagawulayo)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

Can HIV be transmitted through
unprotected (without a condom) sexual
intercourse with an infected partner?
(Ingaba I-HIV ingadluliswa
ngokwabelana ngesondo
ungakhuselekanga (ngaphandle
kwekhondom) kunye neqabane
elisuleleke yi-HIV)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

Can a person have HIV and not show
signs of any disease? (Ingaba umntu
anganayo i-HIV kwaye engabonakalisi
mpawu zesisifo?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable



28.

29.

30.

Can a person who looks healthy, but
has HIV pass the virus on to other
people through unprotected sexual
intercourse? (Ingaba umntu ojongeka
ephilile kodwa ene-HIV angadlulisa
intsholongwane kwabanye abantu
ngokwabelana ngesondo
okungakhuselekanga?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi
9 Not Applicable

Can a person get HIV by hugging
someone who has this virus? (Ingaba
umntu angayifumana i-HIV
ngokwanga (hugging) omnye umntu
onalentsholongwane?)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

One way of preventing HIV infection is
not having sexual intercourse at all
(Enye indlela yokukhusela ukusuleleka
yi-HIV kukungabelani ngesondo
konke-konke)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

9 Not Applicable

31

32.

33.

Appendix H: Xhosa-English female questionnaire

Can correct use of condoms when
having sex prevent you from getting
some sexually transmitted diseases?
(Ingaba ukusetyenziswa kakuhle
kwekhondom xa usabelana ngesondo
kungakukhusela ekufumaneni ezinye
izifo ezisulela ngokulalana (Sexually
Transmitted Diseases[STD] i.e idrop
okanye icauliflower)?

1 Yes/Ewe

2 No/Hayi

3 1don't know/Andazi
9 Not Applicable

The only time that one should use a
condom is when you have sex with
someone for the first time (Elona xesha
apho umntu kufuneka asebenzise
ikhondom kuxa esabelana ngesondo
nomntu okokugqala)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi
9 Not Applicable

If a girl is using the pill or injection,
there is no need to use a condom when
having sex (Ukuba intombazana
isebenzisa ipilisi okanye inaliti, ayikho
imfuneko yokusetyenziswa
kwekhondom xa kulalwana)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi
9 Not Applicable



34.

35.

36.

Vaseline should be used to lubricate
(moisten) condoms (Ivasilina
mayisetyenziswe ukuthambisa
ikhondom)

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi
9 Not Applicable

If I did not have sexual intercourse, I
would have other ways of expressing
love to my boyfriend (Ukuba
andabelani ngesondo ndingazazi ezinye
indlela zokubonisa uthando kwiowu
yam)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

E N

If I had a boyfriend and I did not have
sexual intercourse with him, he will
think that I do not love him (Ukuba
bendineowu kwaye ingafuni
ukwabelana nam ngesondo,
ndizakucinga ukuba ayindithandi)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

37

38.

Appendix H: Xhosa-English female questionnaire

If I had a boyfriend and he refused to
have sex with me, I will think that he
does not love me (Ukuba bendineowu
kwaye ingafuni ukwabelana nam
ngesondo, ndizakucinga ukuba
ayindithandi)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi

ngamandla
9 Not Applicable

LS

By not having sex, I am protecting
myself from the risk of getting HIV
(Ngokungabelani ngesondo,
ndiyazikhusela emngciphekweni
wokufumana intsholongwane
kagawulayo (HIV)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

4 Disagree/awuvumi
Strongly disagree/awuvumi
ngamandla
9 Not Applicable

W



39.

40.

41

If I decided not to have sexual
intercourse until I am at least 18 years f
old, my friends would be less accepting |
of me (Ukuba ndigqiba ekubeni :
ndingabelani ngesondo de ndibe |
neminyaka eyi-18 ubudala, abahlobo f’
bam abazukundamkela ngokupheleleyo |

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi i‘
ungaphikisi l
Disagree/awuvumi |
5 Strongly disagree/awuvumi !
ngamandla ;
9 Not Applicable {

LN

\
[
If I do not have sexual intercourse, I :
will lose some of my friends (Ukuba |
andabelani ngesondo,
ndizakuphulukana nabanye babahlobo /
bam) !
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5§ Strongly disagree/awuvumi
ngamandla i
9 Not Applicable

Using a condom would make sex less
pleasant ( Ukusebenzisa ikhondom
kungenza ukwabelana ngesondo ‘,
kungabi mnandi)
1 Strongly agree/uvuma ngamandla “
2 Agree/uyavuma [
3 Neither agree or disagree/awuvum:
ungaphikisi
4 Disagree/awuvumi ;
5 Strongly disagree/awuvumi #
ngamandla |
9 Not Applicable |

42.

43.

44.

Appendix H: Xhosa-Er;glish female questionnaire

Using a condom is a way of expressing
responsibility for my partner and
myself ( Ukusebenzisa ikhondom
yindlela yokubonakalisa uxanduva

- okanye ukukhathala kwigabane lam

nakum)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

LS

If I made sure that we use a condom, it
would prevent me from getting HIV (
Ukuba ndiqinisekisa ukuba sisebenzisa
ikhondom, kungandikhusela oko
ekubeni ndingafumani intsholongwane
kagawulayo (HIV)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
§ Strongly disagree/awuvumi
ngamandla
9 Not Applicable

It is okay for a girl to suggest condom
use to a sexual partner (Kulungile
ukuba intombazana icebise ukuba
kusetyenziswe ikhondom kwiqabane
alalana nalo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
S5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable



45.

46.

47.

It is okay for girls my age to carry
condoms if they plan to have sex (
Kulungile ukuba amantombazana
angangam aphathe iikhondom ukuba
baplana ukwabelana ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5§ Strongly disagree/awuvumi
ngamandla

9 Not Applicable

£

It is okay for boys my age to carry
condoms if they plan to have sex (
Kulungile ukuba amakhwenkwe
angangam aphathe iikhondom ukuba
baplana ukwabelana ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

&

I think that a boy who carries condoms
is showing responsibility for his health (
Ndicinga ukuba inkwenkwe ephatha
iikhondom ibonakalisa uxanduva
ngempilo yayo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

48.

49.

50.

Appendix H: Xhosa-English female questionnaire

I think that a girl who carries condoms
is showing responsibility for her health
(Ndicinga ukuba intombazana ephatha
ikhondoms ibonakalisa uxanduva
ngempilo yayo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

&

HIV is a big threat against my personal
health (I-HIV sisoyikiso esikhulu
kwimpilo eqondene nam)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

I am likely to get HIV-infected if I have
sex without using condom (
Ndingakufumana ukosuleleka yi HIV
ukuba ndabelana ngesondo ngaphandle
kwekhondom)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

&



51

52.

53.

HIV/AIDS is a very serious health i
problem for people my age ( I- {
HIV/AIDS yeyona ngxaki inkulu :
yempilo kubantu abalingana nam) |
1 Strongly agree/uvuma ngamandla |

2 Agree/uyavuma |

3 Neither agree or disagree/awuvumi
ungaphikisi |
Disagree/awuvumi [,
5 Strongly disagree/awuvumi
ngamandla !

9 Not Applicable :

LS

I am likely to get infected with a |
sexually transmitted disease if I have |
sex without using condom (
Ndingasifumana isifo esisulela
ngokulalana ukuba ndabelana
ngesondo ngaphandle kwekhondom) |

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or d1sagree/awuvun¢

ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla r‘

9 Not Applicable {
|
I
Sexually transmitted diseases are very‘
serious health problems for people my‘(
age ( Izifo ezisulela ngokwabelana
ngesondo ziyingxaki enkulu kubantu |
abalingana nam) [

1 Strongly agree/uvuma ngamandla‘

2 Agree/uyavuma

3 Neither agree or dlsagree/awuvurhl

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla ‘

9 Not Applicable |

LS

|
|
\’
[

54.

55.

6.

Appendix H: Xhosa-English female questionnaire

I am likely to become pregnant if I have
sex without using condom ( Ndinga
mitha ukuba ndabelana ngesondo
ngaphandle kwekhondom)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

Teenage pregnancy is a very serious
problem (Umitho lwabantu abatsha
yeyona ngxaki enkulu)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

LS

Most of my friends do not plan to have
sex until they are older ( Abahlobo bam
abaninzi abakuplani ukwabelana
ngesondo de babe badala)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

LS



57.

58.

59.

Most of my friends think one has to be
older before having sex ( Abahlobo bam
abaninzi bacinga ukuba umntu
kufuneka abemdala phambi kokuba
abelane ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

[N

Most of my friends think I should not
have sexual intercourse (Abahlobo bam
abaninzi bacinga ukuba
mandingabelani ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

[N

Most adults I know discourage people
my age from having sex ( Abantu
abadala abaninzi endibaziyo,
ababakhuthazi abantu abalingana nam
ukuba babelane ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

60.

61.

62.

Appendix H: Xhosa-English female questionnaire

My parents would be upset if they
found out that I am having sex (
Abazali bam bangakhathazeka ukuba
bangafumanisa ukuba ndabelana
ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

[N

Most of my friends think that I should
use a condom when I have sex (
Abahlobo bam abaninzi bacinga ukuba
kufanele ndisebenzise ikhondom xa
ndisabelana ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

[N

My parents think that I should use a
condom when I have sex ( Abazali bam
bacinga ukuba kufanele ndisebenzise
ikhondom xa ndisabelana ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

[N



63.

64.

65.

People my age that I know have sex,
always use condoms (Abantu
abalingana nam endibaziyo ababelana
ngesondo basoloko besebenzisa [
iikhondom) ‘f
1 Strongly agree/uvuma ngamandla |[
2 Agree/uyavuma {
3 Neither agree or disagree/awuvumif
ungaphikisi |
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla |
9 Not Applicable |

LS

|
|
|
|
|

Most of my friends think that if I plan /
to have sex, I should carry a condom ( |
Uninzi lwabahlobo bam bacinga ukuba‘
ndiplana ukwabelana ngesondo {
kufuneka ndiphathe ikhondoms) ’
1 Strongly agree/uvuma ngamandla ‘}

2 Agree/uyavuma !

3 Neither agree or disagree/awuvumi
ungaphikisi |
Disagree/awuvumi :

5 Strongly disagree/awuvumi [
ngamandla 1
9 Not Applicable

LS

My parents think I should carrya
condom if I plan to have sex ( Abazali {
bam bacinga ukuba ndiphathe
ikhondoms ukuba ndiplana
ukwabelana ngesondo)

|
{
|
1 Strongly agree/uvuma ngamandl#

2 Agree/uyavuma
3 Neither agree or disagree/awuvm%ni

ungaphikisi ;

Disagree/awuvumi |

5 Strongly disagree/awuvumi |
ngamandla

9 Not Applicable

&

66.

67.

Appendix H: Xhosa-English female questionnaire

How likely is it that you will have
sexual intercourse within the next 6
months? ( Kukangakanani ukuba
ungabelana ngesondo kwinyanga nje
ezintandathu ezizayo?)
1 Very likely/kungenzeka kakhulu
2 Likely/kungenzeka
3 Not likely or unlikely/kungenzeka
kungangenzeki
Unlikely/ngeke kwenzeke
5 Very unlikely/ngeke kwenzeke
kakhulu
9 Not Applicable

LS

Imagine that you were about to have
sexual intercourse, how likely is it that
you would use a condom? ( Yiba
nomfanekiso nqondweni ngokungathi
ubuzakwabelana ngesondo,
kukangakanani ukuba ungasebenzisa
ikhondom?
1 Very likely/kungenzeka kakhulu
2 Likely/kungenzeka
3 Not likely or unlikely/kungenzeka
kungangenzeki
Unlikely/ngeke kwenzeke
5 Very unlikely/ngeke kwenzeke
kakhulu
9 Not Applicable

LS



68.

69.

70.

Imagine that you were about to have
sexual intercourse, how likely is it that
you would carry a condom with you? (
Yiba nomfanekiso nqondweni
ngokungathi ubuzakwabelana
ngesondo, kukangakanani ukuba ngaba
uphethe ikhondom kuwe?)

1 Very likely/kungenzeka kakhulu

2 Likely/kungenzeka

3 Not likely or unlikely/kungenzeka
kungangenzeki

4 Unlikely/ngeke kwenzeke

5 Very unlikely/ngeke kwenzeke
kakhulu

9 Not Applicable

I plan to have sexual intercourse within
the next 6 months ( Ndiceba okanye
ndiplana ukwabelana ngesondo
kwinyanga ezintandathu (6) ezizayo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5§ Strongly disagree/awuvumi
ngamandla
9 Not Applicable

I plan to use a condom when I have
sexual intercourse ( Ndiceba okanye
ndiplana ukusebenzisa ikhondom xa
ndisabelana ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

71.

72.

Appendix H: Xhosa-English female questionnaire

I plan to carry condoms with me if [ am
going to have sexual intercourse (
Ndiceba okanye ndiplana ukuphatha
ikhondoms kum ukuba
ndizakwabelana ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

In your school about how many
learners do you think have had sexual
intercourse? ( Esikolweni sakho, inoba
bangaphi abafundi abalingana nawe
ocinga ukuba sele bakhe babelana
ngesondo?)

1 None/abekho

2 some but less than Y4 /abanye
kodwa ngaphantsi kwe Y
about “4/mhlawumbi bayi Y4
4 About half/mhlawumbi isiqingatha

sabo

5 About ¥%/mhlawumbi abayi %
Almost all of them/phantse bonke
9 Not Applicable

w

-



73.

74.

75.

Among the sexually active learners in
your school, about how many do you /
think use condoms? (Kubafundi |
ababelane ngesondo esikolweni sakho, l
inoba bangaphi ocinga ukuba 1
basebenzisa ikhondom? |
1 None/abekho |
2 Some but less than Y4/abanye {
kodwa ngaphantsi kwe % (
3 About Y4/mhlawumbi bayi Y4
4 About half/mhlawumbi mqmgathaJ
sabo
About ¥/mhlawumbi abayi %
Almost all of them/phantse bonke
Not Applicable

7]

o N

\
{
I am able to wait until I am at least 18 }
years old before I have sexual
intercourse (Ndingakwazi ukulinda de
ndibe neminyaka eyi 18 ubudala
phambi kokuba ndabelane ngesondo?)
1 Strongly agree/uvuma ngamandla /
2 Agree/uyavuma !
3 Neither agree or disagree/awuvumf
ungaphikisi ‘
4 Disagree/awuvumi ;
5 Strongly disagree/awuvumi |
ngamandla :
9 Not Applicable §
|
76. 1am able to refuse to have sex with
boyfriends who offer me gifts fo
sex ( Ndingakwazi ukwala 4

ukwabelana ngesondo kunye
namakhwenkwe andinika iziph
ukuze ndilale nabo? |

1 Strongly agree/uvuma ngamandla

Agree/uyavuma \

3 Neither agree or dlsagree/awuvun‘n

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

[ 3]

&

|
I
[
[
[
!
|
|
!
!

76.

77.

78.

Appendix H: Xhosa-English female questionnaire

I am able to tell my boyfriend that I do
not want to have sex until I am at least
18 years old (Ndingakwazi ukuxelela
iowu yam ukuba andifuni ukwabelana
ngesondo de ndibe neminyaka eyi 18
ubudala?
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

&

I am able to recognize situations that
may encourage me to have sex (
Ndiyakwazi ukuzibona iimeko
ezingathi zindikhuthaze ukuba
ndabelane ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

&

I am able to avoid situations that may
encourage me to have sex ( Ndiyakwazi
ukuphepha iimeko ezingathi
zindikhuthaze ukuba ndabelane
ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
§ Strongly disagree/awuvumi
ngamandla
9 Not Applicable



79.

80.

81.

I would be able to refuse to have sex
with my boyfriend if I did not feel like
having sex ( Ndingakwazi ukwala
ukwabelana ngesondo neowu yam
ukuba ndiziva ndingafuni ukwabelana
ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

[N

I will be able to stay away from having
sex during the next 6 months
(Ndingakwazi ukuhlala ndingabelani
ngesondo kwezinyanga zintandathu
zizayo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

I would be able to refuse to have sexual
intercourse even if I had been drinking
alcohol ( Ndinganakho ukukwazi
ukwala ukwabelana ngesondo
nokokuba ndisele utywala)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

£ -

82.

83.

84.

Appendix H: Xhosa-English female questionnaire

I am able to make sure that I use a
condom every time I have sex (
Ndiyakwazi ukuqinisekisa ukuba
ndisebenzisa ikhondom lonke ixesha
ndisabelana ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

£

If I had sex, I would be able to make
sure that I use a condom even if my
partner does not want to use one (
Ukuba sekhe ndabelana ngesondo,
ndingakwazi ukugqinisekisa ukuba
ndisebenzisa ikhondom nokuba
igabane lam alifuni ukuyisebenzisa)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

£ -

I would be able to refuse to have sex if
my partner did not want to use a
condom (Ndinakho ukukwazi ukwala
ukwabelana ngesondo ukuba iqabane
lam alifuni ukusebenzisa iikhondom)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
Strongly disagree/awuvumi
ngamandla
9 Not Applicable

n &



85.

I would be able to delay sex if my r
partner and I did not have a condom
available ( Ndinganakho ukukwazi |
ukulibazisa ukwabelana ngesondo |
ukuba mna neqabane lam asinayo ‘
ikhondom ekhoyo okanye ‘
efumanekayo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi|
ungaphikisi

4 Disagree/awuvumi ngamandla |

5 Strongly disagree/awuvumi vi(

|
\
|
[
[
{
|
|
[

87. If I was to have sex, I would stop to make

sure that I use a condom no matter ho
sexually aroused I am ( Ukuba
bendizakwabelana ngesondo, ndinga]i+
de ndiqinisekise ukuba iqgabane lam
liyayisebenzisa ikhondom nokuba
ndisemdleni (ndibatywe) kangakanani !La)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or dlsagree/awuvurd
ungaphikisi
Disagree/awuvumi “
5 Strongly disagree/awuvumi ﬁ

ngamandla ‘

9 Not Applicable

&

88.

89.

Appendix H: Xhosa-English female questionnaire
9 Not Applicable

86. I would be able to make sure that I use

a condom without spoiling the mood (
Ndingakwazi ukuqinisekisa ukuba
sisebenzisa ikhondom ngaphandle
kokuphazamisa umdla wokwabelana
ngesondo)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

If I had sex more than once with the same
partner, I would be able to make sure we
use condoms all the time (Ukuba ndilele
neqabane elinye kwade kwangaphezulu
kunakanye, ndingakwazi ukuqinisekisa
ukuba sisebenzisa ikhondom lonke ixesha)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

I'would be able to start a conversation
about using condoms with my partner (
Ndingakwazi ukuqala incoko
ngokusetyenziswa kwekhondom kunye
neqabane lam)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

£



90.

91.

92.

I would be able to talk to my sexual 93.
partner about using a condom (

Ndingakwazi ukuthetha neqabane

endilalana nalo ngokusebenzisa

ikhondom)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

94.
I would be able to make sure that I use a
condom even if I had been drinking
alcohol ( Ndingakwazi ukuqinisekisa
ukuba iqabane lam liyayisebenzisa
ikhondom nokuba ndisele utywala)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla 95,
9 Not Applicable

FS

I am able to use a condom correctly (
Ndiyakwazi ukusebenzisa ikhondom
kakuhle)
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable

Appendix H: Xhosa-English female questionnaire
If you needed a condom, how easy or
difficult would it be for you to obtain one?
(Ukuba ubufuna ikhondom, kungalula
okanye kunganzima kangakanani ukuba
uyifumane)

1 Very easy/kulula kakhulu

2 Easy/kulula

3 Neither easy nor difficult/akululanga

kungenzimanga

4 Difficult/kunzima

5 Very difficult/kunzima kakhulu

9 Not Applicable

I would be able to go to a clinic to fetch
condoms (Ndinakho ukukwazi ukuya
ekliniki ukuyolanda ikhondom)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

I would be able to go to a pharmacy or a
shop to buy condoms ( Ndinakho
ukukwazi ukuya ekhemesti okanye
evenkileni ndiyothenga iikhondom)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable



96.

97.

98.

99.

100.

How often have you discussed condoms

with your friends? (Kukangakanani
uxoxa ngekhondoms kunye nabahlobo
bakho)

1 Very often/Qho Kakhulu

2 often/Ixesha elininzi

3 sometimes/maxawambi

4 only a few times/amaxesha nje
ambalwa
never/zange
Not Applicable

\° h

How often have you discussed condom
with a boyfriend? (Kukangakanani ux

ngekhondoms kunye neowu?

1 Very often/Qho Kakhulu

2 often/Ixesha elininzi

3 sometimes/maxawambi

4 only a few times/amaxesha nje
ambalwa

never/zange

9 Not Applicable

17}

Have you ever had a boyfriend? (Wak*le

wanyo inkwenkwe?)
1 Yes/Ewe
2 No/Hayi
9 Not Applicable

Have you ever kissed a boy? (Wakhe (

waphuzana nenkwenkwe?
1 Yes/Ewe
2 No/Hayi
9 Not Applicable

Have you ever engaged in light pettin ‘

(fondling each other's upper body)?

(Wakhe wadlalisana nje nomntu (nac

cofana emabeleni okanye kulomzimb.
ungasentla)?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

ta

[

!

101.

102.

103.

104.

Appendix H: Xhosa-English female questionnaire
Have you ever been engaged in heavy
petting (fondling each other's private
parts) Wakhe waphathana kakhulu
(ukuphathaphathana kwindawo
ezingabileyo[private parts]

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

Have you ever had vaginal sexual
intercourse? This means intimate contact
with someone during which the penis
enters the vagina (female private parts)
Wakhe wabelana ngesondo
ebufazini[vaginal sex]? Oku kuthetha
ukuphatha-phathana nomntu apho
ubudoda buthi bungene ebufazini (inawo
ezinqabileyo zowasetyhini[female private
parts]

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

Have you ever had oral sex? This means
intimate contact during which the penis is
in the mouth or mouth to anus or mouth
to vagina (Wakhe wabelana ngesondo
ngomlomo? Oku kuthetha ukuphatha-
phathana nomntu apho ubudoda
busemlonyeni okanye ezimpundu okanye
bukwi lungu bomfazi)

1 Yes/Ewe
2 No/Hayi
9 Not Applicable

Have you ever had anal sex? This means
sexual intercourse during which the penis
enters the anus (Wakhe wabelana
ngesondo ezimpundwini? Oku kuthetha
ukulalana apho ilungu lobudoda lingena
ezimpundwini)

1 Yes/Ewe

2 No/Hayi

9 Not Applicable



105.

106.

107.

108.

109.

110.

If you have never had sex, at what age do
you expect to first have your sexual
intercourse? ( Ukuba zange wabelane
ngesondo, ulindele ukwabelana ngesondo
okokuqala xa umngakanani ubudala?

99  Refuse to Answer

If you have had sexual intercourse, how
old were you when you did so for the first
time? ( Ukuba sowukhe wabelana
ngesondo, wawumngakanani xa
wawusenza oku okokuqala?

99 Refuse to Answer

With how many different people have you
had sexual intercourse in the past 6
months? ( Bangaphi abantu abohlukileyo
owabelane nabo ngesondo kwezinyanga
zintandathu zidlulileyo?)

99  Refuse to Answer

With how many different people have you
had sexual intercourse in your life?
(Nabantu abangaphi abohlukeneyo okhe
wabelana nabo ngesondo ebomini bakho)

99 Refuse to Answer

Have you ever been pregnant? (Wakhe
wamitha?

1 Yes/Ewe

2 No/Hayi

3 Idon't know/Andazi

4 Ihave never had sex/zange ndabelane

ngesondo
9 Not Applicable

Have you ever been told by a health care
worker that you had a sexually
transmitted disease? (Wakhe waxelelwa
ngumsebenzi wezempilo ukuba unesifo
esisulela ngokwabelana ngesondo?

1 Yes/Ewe
2 No/Hayi
9 Not Applicable

111.

112,

Appendix H: Xhosa-English female questionnaire
Have you and your partner ever used a
condom during sex? ( Wakhe wena
neqabane lakho nayisebenzisa ikhondom
xa nisabelana ngesondo?)

1 Yes/Ewe

2 No/Hayi

3 Ihave never had sex/Zange

ndabelane ngesondo
9 Not Applicable

The last time you had sex, did you use
anything to prevent pregnancy or disease?
Please mark more than one if necessary
(Ukuggqibela kwakho ukwabelana
ngesondo, ikhona into owayisebenzisayo
ukukhusela ukumitha okanye isifo?

No, we did not use anything/Hayi, zange
sisebenzise nto
2 No
1 Yes
9 Not Applicable

Yes, we used a condom/ewe, sasebenzisa
ikhondom
2 No
1 Yes
9 Not Applicable

Yes, the pill/Ewe, ipilisi
2 No

1 Yes
9 Not Applicable

Yes, injection/Ewe, inaliti
2 No
1 Yes
9 Not Applicable

Other/Enye 1

2 No
1 Yes
9 Not Applicable



113.

114.

115.

I have never had sex/Zange ndabelane
ngesondo

2 No
1 Yes
9 Not Applicable

|
|
|
|
|
{
[
|
!
|
|
|
|
|
The first time you had sexual intercoursF,
did your partner use a condom? ( '
Okokugala usabelana ngesondo, iqabanF
lakho liyisebenzisile ikhondom?) [
|
|

1 Yes/Ewe

2 No/Hayi !

3 Ihave never had sex/zange ndabelane
ngesondo [

9 Not Applicable |

\
Have you ever had sex without your ﬂ
partner using a condom? (Wakhe |
wabelana ngesondo apho igabane lakh(%

lingazange lisebenzise ikhondom? i

1 Yes/Ewe |
2 No/Hayi |
3 TIhave never had sex/zange ndabel}ane
ngesondo i

9 Not Applicable l'
|
If you have ever had sex without using|a
condom, what are the reasons why your
partner did not use a condom? (Mark all
that apply) Ukuba wakhe wabelana
ngesondo ngaphandle kwekhondom,
zithini izizathu zokuba iqabane lakho
lingakhange lisebenzise ikhondom? |
Makisha zonke ezichaphazelayo) {

|

!

I have never had sex/Zange ndabelane
ngesondo
2 No

1 Yes |
99 Not Applicable f

Appendix H: Xhosa-English female questionnaire
My partner has always used a condom when I
have sex/Soloko ndisebenzisa

ikhondom xa ndilalana

2 No
1 Yes
99 Not Applicable

Condoms are expensive/Ikhondoms
zinamaxabiso aphezulu

2 No
1 Yes
99 Not Applicable

Condoms were not available anywhere
nearby/Ikhondoms zazingekho
naphina kwindawo ekufutshane

2 No
1 Yes
99 Not Applicable

My partner refused to use a condom/Igabane
lam zange lifune ukusebenzisa
ikhondom

2 No
1 Yes
99 Not Applicable

My partner forced me to have sex without a
condom/Iqabane lam landinyanzelisa
ukuba ndilalane ngaphandle
kwekhondom

2 No
1 Yes
99 Not Applicable

I was too embarrassed or shy to go anywhere
to get condoms/Ndandisoyika okanye
ndinentloni zokuya
ekhemesti/ekliniki/kuggirha
ndiyofuna

2 No
1 Yes
99 Not Applicable



I do not know where to get condoms/Andazi
apho ndinokufumana ikhondoms
2 No
1 Yes
99 Not Applicable

I do not know how to use
condoms/Andikwazi ukusebenzisa
ikhondom

2 No
1 Yes
99 Not Applicable

It is morally wrong to use
condoms/Akulunganga ukusebenzisa
ikhondom

2 No
1 Yes
99 Not Applicable

Condoms are dangerous/Ikhondoms ziyingozi

2 No
1 Yes
99 Not Applicable

It is against my religion to use
Condoms/Ayivumelani nenkolo yam
ukusebenzisa ikhondom

2 No
1 Yes
99 Not Applicable

Condoms reduce pleasure/Ikhondoms
zinciphisa ulonwabo/ubumnandi
2 No
1 Yes
99 Not Applicable

116

117.

118

Appendix H: Xhosa-English female questionnaire

My boyfriend may think I have a
disease/Iowu yam inokucinga ukuba
ndinesifo

2 No

1 Yes

99 Not Applicable
Other/Ezinye

2 No
1 Yes :
99 Not Applicable

How often do you obtain condoms
(buying, free, from friends or clinic)? (
Uzifumana amaxesha amangaphi
iikhondom? (uzithenge, simahla,
kubahlobo, eklinikhi)?

1 Very often/Qho Kakhulu

2 often/Ixesha elininzi

3 sometimes/maxawambi

4 only a few times/amaxesha nje
ambalwa
never/zange
9 Not Applicable

7]

Have you ever had a boyfriend who beat
you up? (Wakhe wanayo iowu eyakhe
yakubetha?)

1 Yes/Ewe
2 No/Hayi
9 Not Applicable

Has a boyfriend ever punched or hit you
with something that could hurt? (Yakhe
iowu yakubetha ngenqindi okanye
yakubetha ngento engakulimaza?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable



119.

120.

121.

122,

123,

|
|
Have you ever punched or hit a boyfrien
with something that could hurt? (Wakh
wayibetha ngenqindi iowu okanye
wayibetha ngento enokuyilimaza iowu? ;
1 Yes/Ewe ‘f
2 No/Hayi
9 Not Applicable

{

Has a boyfriend ever threatened to use 41

knife or other weapon against you? (

Ingaba iowu yakho yakhe f
!

yakugrogrisa/yakoyikisa ngokusebenzis
imela okanye esinye isixhobo kuwe?
1 Yes/Ewe !
2 No/Hayi |
9 Not Applicable (
|
|
Have you ever threatened to use a knife or
other weapon against a boyfriend? |
(Ingaba wakhe wagrogrisa {
ngokusebenzisa imela okanye esinye "
isixhobo kwiowu?
1 Yes/Ewe ;
2 No/Hayi |
9 Not Applicable '
!
Have you ever used a knife or other ,‘
weapon against a boyfriend? (Wakhe
wasebenzisa imela okanye esinye isixhobo
kwiowu? (
1 Yes/Ewe “
2 No/Hayi ‘

9 Not Applicable |
|

Has a boyfriend ever used a knife or other
weapon against you? ( Ingaba iowu yakhe
yasebenzisa imela okanye esinye isixhgbo
kuwe?
1 Yes/Ewe !
2 No/Hayi :
9 Not Applicable

124.

125.

126.

127.

Appendix H: Xhosa-English female questionnaire
Have you ever had a boyfriend who
physically forced you to have sex when
you did not want to? ( Wakhe wabaneowu
eyathi yakunyanzela ngokukuntlokothisa
ngokomzimba ukuba ulale nayo xa
wawungafuni?

1 Yes/Ewe
2 No/Hayi
9 Not Applicable

Have you ever forced someone to have sex
with you when they did not want to? (
Wakhe wanyanzela umntu ukuba alale
nawe xa wayengafuni?

1 Yes/Ewe
2 No/Hayi
9 Not Applicable

H a girl refuses to have sex with her
boyfriend, is it sometimes okay for him to
hit her? (Ukuba intomabazana iyala
ukwabelana ngesondo kunye neowu yayo,
ingaba kulungile maxawambi ukuba
imbethe?

1 Yes/ewe
Maybe/mhlawumbi
Unsure/Awugqinisekanga
No/Hayi
Not at all/Hayi nje tu
Not Applicable

o bW

Do you know of people your age who have
sex for money, food, drinks or other gifts?
(Ingaba kukho abantu abalingana nawe
obaziyo ababelana ngesondo ukuze
bafumane imali; ukutya; idrinki okanye
ezinye izipho?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable



128.

129.

130.

Have you ever received money, food,
drinks or other gifts in exchange for sex?
(Wakhe wafumana imali; ukutya; idrinki
okanye ezinye izipho ukuze wabelane
ngesondo?

1 Yes/Ewe

2 No/Hayi

3 Ihave never had sex/Zange
ndabelane ngesondo

9 Not Applicable

Which of the following best describes the
first time you had sex? Choose only one (
Yeyiphi kwezi zilandelayo eyona ichaza
ixesha lokuqala usabelana ngesondo?
Khetha ibenye kuphela)

1 Ihave never had sex/Zange ndikhe
ndabelane ngesondo
I was willing/Ndandifuna
I was persuaded/Ndacengwa
I was tricked/Ndaghathwa
I was forced/ndanyanzelwa
I was raped/Ndadlwengulwa
Not Applicable

AN LW

Which of the following best describes the
last time you had sex? Choose only one (
Yeyiphi kwezi zilandelayo eyona ichaza
ukuggibela kwakho ukwabelana
ngesondo? Khetha ibenye kuphela)

1 Ihave never had sex/Zange ndikhe
ndabelane ngesondo
I was willing/Ndandifuna
I was persuaded/Ndacengwa
I was tricked/Ndaghathwa
I was forced/ndanyanzelwa
I was raped/Ndadlwengulwa
Not Applicable

AN LW

131

132,

133.

Appendix H: Xhosa-English female questionnaire
If a girl dresses sexily, she asks to be
raped ( Ukuba intombazana inxiba sexy
izicelela ukuba idlwengulwe?

1
2
3

Strongly agree/uvuma ngamandla
Agree/uyavuma

Neither agree or disagree/awuvumi
ungaphikisi

Disagree/awuvumi

Strongly disagree/awuvumi
ngamandla

Not Applicable

A boy has to chase girls, not the other way
around ( Inkwenkwe kufuneka ilandele
okanye ifune intombazana hayi ngolunye
uhlobo?

1
2
3

£

Strongly agree/uvuma ngamandla
Agree/uyavuma

Neither agree or disagree/awuvumi
ungaphikisi

Disagree/awuvumi

Strongly disagree/awuvumi
ngamandla

Not Applicable

Regarding sex, girls should show less
interest than boys (Kwinto yokwabelana
ngesondo amantombazana kufuneka
abonakalise umdla omncinci
kunamakhwenkwe)

1
2
3

4
5

Strongly agree/uvuma ngamandla
Agree/uyavuma

Neither agree or disagree/awuvumi
ungaphikisi

Disagree/awuvumi

Strongly disagree/awuvumi
ngamandla

Not Applicable



134.

135.

|
i
|
I

It is more important for a girl to delay s%x

until marriage, than it is for a boy (
Kubalulekile ukuba intombazana idiley
ukulalana de itshate, kunokuba kunjal
kwinkwenkwe)It is more important for
girl to delay sex until marriage, than it is

for a boy ( Kubalulekile ukuba #
€,

intombazana idileye ukulalana de itsha
kunokuba kunjalo kwinkwenkwe)
1 Strongly agree/uvuma ngamandla f
2 Agree/uyavuma {
3 Neither agree or disagree/awuvu
ungaphikisi !
Disagree/awuvumi {
5 Strongly disagree/awuvumi |
ngamandla :
9 Not Applicable !

&

Sometimes a boy needs to put a little
pressure on a girl to get the sex that h
wants ( Ngamanye amaxesha inkwen
kufuneka inyanzelise kancinci

kwintombazana ukuze ifumane ukulalana

ekufunayo)
1 Strongly agree/uvuma ngamandld
2 Agree/uyavuma
3 Neither agree or dlsagree/awuvurpl
ungaphikisi
Disagree/awuvumi f
Strongly disagree/awuvumi J
ngamandla (

9 Not Applicable !

[ BN

(J

136.

137.

138

Appendix H: Xhosa-English female questionnaire
When a boy is sexually excited, a girl
should not refuse to have sex ( Xa
inkwenkwe inomdla wokulalana,
intombazana akufuneki yale ukwabelana
ngesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

&

How often do your parents or guardians
talk with you about HIV/AIDS? (
Kukangakanani ukuba abazali bakho
okanye abantu abakugcinileyo bathethe
nawe malunga ne nesifo sikagawulayo?

Never/zange
2 Hardly ever/nzima

3 Sometimes/ngamanye amaxesha
4 A lot/kaninzi
5
9

[

All the time/lonke ixesha
Not Applicable

How often do your parents or guardians
talk with you about you not having sex
(abstinence)? (Kukangakanani ukuba
abazali bakho okanye abantu
abakugcinileyo bathethe nawe malunga
nokungabelani kwakho ngesondo?

1 Never/zange

2 Hardly ever/nzima

3 Sometimes/ngamanye amaxesha

4 A lotkaninzi

5 All the time/lonke ixesha

9 Not Applicable



139.

140.

141.

How often do your parents or guardians
talk with you about condoms? (
Kukangakanani ukuba abazali bakho
okanye abantu abakugcinileyo bathethe
nawe malunga nekhondoms?

1 Never/zange
Hardly ever/nzima
Sometimes/ngamanye amaxesha
A lot/kaninzi
All the time/lonke ixesha
Not Applicable

o N AWK

How often do other family members
(older sister or brother, aunt, uncle or
grand parent etc.) talk with you about
HIV/AIDS? ( Kukangakanani ukuba
amanye amalungu apha efemelini (usisi
omdala okanye ubhuti, umakazi, malume
okanye umzali omdala) athethe nawe
malunga ne sifo sikagawulayo?

1 Never/zange
Hardly ever/nzima
Sometimes/ngamanye amaxesha
A lot/kaninzi
All the time/lonke ixesha
Not Applicable

oA W

How often do other family members
(older sister or brother, aunt, uncle or
grand parent etc.) talk with you about you
not having sex (abstinence)?
(ukangakanani ukuba amanye amalungu
apha efemelini (usisi omdala okanye
ubhuti, umakazi, malume okanye umzali
omdala) athethe nawe malunga
nokungabelani ngesondo?

1 Never/zange
Hardly ever/nzima
Sometimes/ngamanye amaxesha
A lot/kaninzi
All the time/lonke ixesha
Not Applicable

O A WN

142,

143.

144,

Appendix H: Xhosa-English female questionnaire
How often do other family members
(older sister or brother, aunt, uncle or
grand parent etc.) talk with you about
condoms? Kukangakanani ukuba amanye
amalungu apha efemelini (usisi omdala
okanye ubhuti, umakazi, malume okanye
umzali omdala) athethe nawe malunga
nekhondoms?

1 Never/zange

Hardly ever/nzima
Sometimes/ngamanye amaxesha
A lot/kaninzi

All the time/lonke ixesha

Not Applicable

o AW

How often do your teachers talk with you
about HIV/AIDS? (Kukangakanani
ukuba ootitshala bakho bathethe nawe
malunga ne HIV/AIDS?

1 Never/zange
Hardly ever/nzima
Sometimes/ngamanye amaxesha
A lot/kaninzi
All the time/lonke ixesha
Not Applicable

O A WN

How often do your teachers talk with you
about you not having sex (abstinence)?
(Kukangakanani ukuba ootitshala bakho
bathethe nawe malunga nokungabelani
ngesondo?

Never/zange

Hardly ever/nzima
Sometimes/ngamanye amaxesha

A lot/kaninzi

All the time/lonke ixesha

Not Applicable

V-2V IR R S



145.

146.

147.

How often do your teachers talk with y
about condoms? (Kukangakanani ukub.
ootitshala bakho bathethe nawe malun
neekhondom?

1 Never/zange ,
Hardly ever/nzima
Sometimes/ngamanye amaxesha ‘\
A lot/kaninzi i
All the time/lonke ixesha ‘
Not Applicable |

o W

With whom do you prefer to discuss these
topics (HIV/AIDS, abstinence and
condoms)? Choose only one answer (
Ngubani okhetha ukuxoxa/ukuthetha
naye malunga nezi zihloko ( isifo
sikagawulayo, ukungabelani ngesondo
neekhondom) ? Khetha impendulo ibenye
qha) i

1 Your father/Utata wakho [

2 Your mother/Umama wakho v

3 Other family member/Elinye ilun#u

lefemeli |

4 Your teacher/Utitshala
5 Other/Omnye

\
|
9 Not Applicable ‘

would you be able to obtain good quality
services? ( Ukuba ufuna inkonzo
ezinakekela ezempilo ezinjengezo, }
kungalula okanye kunganzima

u{evnsn

|
|
If you needed such health care servic#s,

kangakanani kuwe ukuba ufumane i

ekumgangatho ophezulu) |
1 Very easy/kulula kakhulu ;
2 Easy/kulula \

3 Neither easy nor dlfﬁcult/akulul#n
kungenzimanga |
4 Difficult/kunzima ;
Very difficult/kunzima kakhulu)
|
\

9/}

9 Not Applicable

!
|

Appendix H: Xhosa-English female questionnaire
If you needed such health care services,
would you be able to afford the services?
(Ukuba ufuna inkonzo ezinakekela
ezempilo ezinjengezo, ungakwazi
ukuzihlawulela ezonkonzo
1 Very likely/kungenzeka kakhulu
2 Likely/kungenzeka
3 Not likely or unlikely/kungenzeka
kungangenzeki
4 Unlikely/ngeke kwenzeke
5 Very unlikely/ngeke kwenzeke
kakhulu
9 Not Applicable

If you needed to talk with a health care
worker about such topics, would you trust
that this information is treated
confidentially? ( Ukuba ufuna ukuthetha
nomsebenzi wezononophelo ngezempilo
malunga nezo zihloko, ungathemba ukuba
ololwazi lungagcinakala luyimfihlelo?

1 Yes, definitely/Ewe
ngokuginisekileyo

2 Most likely/Ewe kungenzeka

3 [don't know/Andazi

4 No, probably not/Hayi,
kungangenzeki

5 No, definitely not/Hayi,
akunakwenzeka tu

9 Not Applicable

People my age are involved in planning
local sex education programmes for youth
( Abantu abazintanga zam
bayabandakanyeka ekuqulungeni
iprogram zasckuhlaleni ezifundisa
ngezesondo kulutsha
1 Strongly agree/uvuma ngamandla
2 Agree/uyavuma
3 Neither agree or disagree/awuvumi
ungaphikisi
4 Disagree/awuvumi
5 Strongly disagree/awuvumi
ngamandla
9 Not Applicable



151.

152.

153.

I am encouraged by adults to take part in
meetings and help plan youth sex
education activities (Ndiyakhuthazwa
ngabantu abadala ukuba ndithathe
inxaxheba kwintlanganiso kwaye
ndincede ekuqulungeni (plan) okwenziwa
lulutsha ukufundisa ngezesondo)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi

ungaphikisi

Disagree/awuvumi

5 Strongly disagree/awuvumi
ngamandla

9 Not Applicable

£~

In my community, people my age
participate in how to prevent HIV/AIDS
among young people (Phaya ekuhlaleni,
abantu abazintanga zam bathatha
inxaxheba kwindlela zokunqanda isifo
sikagawulayo kubantu abatsha)

1 Strongly agree/uvuma ngamandla

2 Agree/uyavuma

3 Neither agree or disagree/awuvumi
ungaphikisi

4 Disagree/awuvumi

5§ Strongly disagree/awuvumi
ngamandla

9 Not Applicable

During the past 4 weeks (1 month), did
you smoke a whole cigarette? ( Kwiveki
ezine ezidlulileyo (inyanga enye) ubukhe
watshaya ientyi yonke/epheleleyo?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

154.

155.

156.

157.

158.

Appendix H: Xhosa-English female questionnaire
During the past 4 weeks (1 month), did
you use alcohol (including beer and wine),
other than a few sips? ( Kwiveki ezine
ezidlulileyo (inyanga enye) ubukhe
wasebenzisa utywala (kuquka ibhiya
newayini) ngaphandle nje kwamathamo
ambalwa?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

During the past 4 weeks (1 month), did
you smoke marijuana (dagga)? (Kwiveki
ezine ezidlulileyo (inyanga enye) ubukhe
watshaya intsangu?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

Have you ever used "tik" ("' tik-tik")
Wakhe wayisebenzisa itik?

2 No

1 Yes

9 Not Applicable

Have you used "tik" in the past year?
ubukhe wasisebenzisa na isiyobisi esiyi
Tik kwezinyanga zili - 12 zidlulileyo?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable

Have you used "tik" in the past 30 days?
Ubukhe wasisebenzisa na isiyobisi esiyi
Tik kwezintsuku zingama-30
zigqithileyo?

1 Yes/Ewe

2 No/Hayi

9 Not Applicable



159.

160.

161.

|
On how many days in the past during tlLe 162,
\

last 30 days did you use "tik"?

uyisebenzise kangakanani kwezintsuku
zingama-30 zigqithileyo? :
1 Ihave used it once/bendiyisebenzi#a

kanye \
2 1have used it 'twice/bendiyisebenzfisa

|

|

|

|

!

kabini

3 Ihave used it 3-5
times/bendiyisebenzisa kathathu-
kwisihlanu

4 1have used it 6-10
times/bendiyisebenzisa kathandathu-
kwishumi &

5 Ihave used it every second f

day/bendiyisebenzisa gho emva |

kwentsuku ezimbini J

6 1have used it every ‘
day/bendiyisebenzisa yonke imih#a

9 Not Applicable

|
In which year did you use tik for the +rst
time?Kukweyiphi nonyaka apho |
wasebenzisa itik okokuqala? (

|
How many Life Orientation lessons (or
SATZ) on sexuality or HIV/AIDS did|you
receive last year? Zingaphi izifundo
life orientation (okanye ze SATZ)
ezingesondo okanye ugawulayo othe
wazifumana kulo nyaka ophelile aph
esikolweni sakho?

1 More than 10 lessons /Ngaphezv.‘
kweshumi |

2 Between 5 and 10 lessons/?Phakathi
kwesihlanu ne shumi lezifundo

3 Fewer than 5 lessons/Ezingaphantsi
kwezifundo ezintlanu {

9 Not Applicable 3

Appendix H: Xhosa-English female questionnaire
How would you rate the usefulness of the
lessons in Life Orientation (or SATZ) that
are dealing with HIV/AIDS?
(Ungakuchaza njani ukubaluleka
kwezifundo zelife orientation (okanye
iSATZ) ezithetha ngeHIV/AIDS?

1 The lessons were very useful/Izifundo
bezibalulekile kakhulu

2 The lessons were useful /Izifundo
bezibalulekile

3 Idon't know how useful the lessons
were/Andazi ukuba bezibaluleke
kangakanani izifundo

4 The lessons were not useful/Izifundo
bezingabalulekanga

5 The lessons were not useful at
all/1zifundo bezingabalulekanga
konke konke

6 1didn't receive any lessons in Life
Orientation on sexuality, reproductive
health and/or HIV/AIDS/Azange
ndifumane nasinye isifundo se life
orientation ezingezesondo, impilo
ngenzala (reproductive health),
okanye ugawulayo

9 Not Applicable



163.

164.

How did you like the lessons you received
in Life Orientation (or SATZ) on condom
use during the past school-year?
(Uzithande kangakanani izifundo
ozifumene kwi life orientation (okanye
uSATZ) ezingokusetyenziswa kwecondom
kunyaka wesikolo ophelileyo

1 Iliked them very much/Ndizithande
kakhulu

2 1liked them/Ndizithandile

3 I neither liked or disliked

them/Andizithandanga

ndingazizondanga

I disliked them/Andizithandanga

5 Idisliked them very
much/Andizithandanga kakhulu

6 1didn't receive any lessons on
condom use/Khange ndifumane
nasinye isifundo ngokusetyenziswa
kwekhondom

9 Not Applicable

IS

How did you like the lessons you received
in Life Orientation (or SATZ) about not
having sex (abstinence) during the past
school-year (Uzithandile na izifundo
ozifumene kwi life orientation (okanye
uSATZ) malunga nokungabelani
ngesondo kulonyaka wesikolo ophelileyo?

1 Iliked them very much/Ndizithande
kakhulu

2 1 liked them/Ndizithandile

3 Ineither liked or disliked

them/Andizithandanga

ndingazizondanga

I disliked them/Andizithandanga

5 Idisliked them very
much/Andizithandanga kakhulu

6 1didn't receive any lessons on
condom use/Khange ndifumane
nasinye isifundo ngokusetyenziswa
kwekhondom

9 Not Applicable

IS

165.

166.

Appendix H: Xhosa-English female questionnaire
To what extent did you feel that you were
encouraged by your teacher to express
your opinions and ask questions during
the Life Orientation lessons (or SATZ)
Ucinga ukuba ititshala yakho ikukhuthaze
kangakanani ukuba iveze izimvo zakho
kwaye ubeze nemibuzo ngexesha
lezifundo ze life orientation?

1 1was very much
encouraged/Ndikhuthazwe kakhulu

2 [ was encouraged to some
extent/Ndakhuthazwa nje

3 1was not encouraged at all/Zange
ndikhuthazwe konke konke

9 Not Applicable

To what extent did you express your own
opinions and asked questions during the
Life Orientation lessons (or SATZ)
Uziveze kangakanani izimvo zakho kwaye
ubuze nemibuzo ngexesha lezifundo ze life
orientation (okanye iSATZ)?
1 To alarge extent/Kakhulu
2 To some extent/Nje/kancinci
3 1did not express opinions or ask
questions/Khange ndiveze izimvo
okanye ndibuze imibuzo
9 Not Applicable



167.

168.

What do you think about the way the
teacher presented the Life Orientation
lessons (or SATZ)? Ucinga ntoni malunga
nendlela ititshala ethe yatitsha izifundo ze
life orientation (okanye iSATZ) |
1 1am very much satisfied with my ‘/
teacher/Ndonelisekile kakhulu |
yititshala yam ‘
2 Iam satisfied/Ndonelisekile f
3 Neither satisfied or dissatisfied/ |
Andonelisakanga ndingonelisekanga
4 1am not satisfied/Andonelisekanga
5 1am very little satisfied/Ndoneliseke
kancinci ;

6 1didn't receive lessons on these
issues/Khange ndifumane izifund#
kwezozinto [

9 Not Applicable {

|

To what extent do find you’re your Life
Orientation teacher cares about your
health and well-being? Ufumanise ukuha
ititshala yakho ye life orientation
iyinanekekele kangakanani impilo ya%bo
kunye nobume bakhe nje bonke
bezempilo? “

1 My teacher cares a lot /Ititshala yam

iyinakekele kakhulu

2 My teacher cares a little/Ititshald yam

iyinakekele kancinci r
3 My teacher does not care/ItitshaPa

yam ayiyinakekelanga (
9 Not Applicable J

{
!
|
|

169.

170.

Appendix H: Xhosa-English female questionnaire
Do you feel that the Life Orientation
lessons (or SATZ) have made it easier for
you to talk with your friends about
HIV/AIDS (Ingaba ucinga ukuba izifundo
ze life orientation (okanye iSATZ) zenze
kwabaluleka ukuba uthethe netshomi
zakho nge HIV/AIDS?

1 The lessons made it much easier/
Izifundo zenze kwabaluleka
kakhulu
2 The lessons made it a bit easier/
Izifundo zenze kwabaluleka kancinci
3 The lessons did not make any
difference/ Izifundo azenzanga
mahluko
4 1did not receive any LO/SATZ
lessons/ Khange ndifumane zifundo
ze LO okanye iSATZ
9 Not Applicable

Do you feel that the Life Orientation
lessons (or SATZ) have made it easier for
you talk with your friends about not
having sex (abstinence) (Ucinga ukuba
izifundo zelife orientation (okanyei SATZ)
zenze kwabaluleka ukuba uthethe
netshomi zakho ngokungabelani
ngesondo?
1 The lessons made it much easier/
1zifundo zenze kwabaluleka
kakhulu
2 The lessons made it a bit easier/
Izifundo zenze kwabaluleka kancinci
3 The lessons did not make any
difference/ I1zifundo azenzanga
mahluko
4 1did not receive any LO/SATZ
lessons/ Khange ndifumane zifundo
ze LO okanye iSATZ
9 Not Applicable



171,

172,

173.

174.

175.

Do you feel that the Life Orientation
lessons (or SATZ) have made it easier for
you talk with your friends about condoms
(Ucinga ukuba izifundo zelife orientation
(okanyei SATZ) zenze kwabaluleka ukuba
uthethe netshomi zakho ngokusetyenziswa
kwenkhondom?

1 The lessons made it much easier/
Izifundo zenze kwabaluleka
kakhulu

2 The lessons made it a bit easier/
Izifundo zenze kwabaluleka kancinci

3 The lessons did not make any
difference/ Izifundo azenzanga
mahluko

4 1did not receive any LO/SATZ
lessons/ Khange ndifumane zifundo
ze LO okanye iSATZ

9 Not Applicable

In what language did you complete most
of this questionnaire? (Leliphi ulwimi
olusebenziseleyo ukuphendula imibuzo
emininzi kwelixwebhu lwemibuzo?

1 English

2 Xhosa

Are you a boy or a girl? (Uyinkwenkwe
noba uyintombazana?

1 Male
2 Female

Questionnaire number (Inombolo
yelixwebhu lwemibuzo)

Date (Umhla)

Appendix H: Xhosa-English female questionnaire






Appendix I: Pairwise comparison of demographic characteristics at baseline

Appendix I: Pariwise comparison of demographic characteristics at baseline

Age: N=3613
Intervention Control WMD CI (95%)

Pair N mean SD N mean SD

1. 129 13.88 0.85 165 13.64 0.62 024 [0.07,041]
2. 282 14.00 0.78 T 57 14.09 0.81 -0.09 [-0.32, 0.14]
3. 195 14.09 0.38 169 14.11 0.44 -0.02 [-0.11,0.07]
4. 166 14.09 0.88 140 14.06 0.76 0.03 [-0.15, 0.21]
5. 12 14.08 0.79 99 13.81 0.62 0.27 [-0.19, 0.73]
6. 224 15.07 1.33 212 15.51 1.68 -0.44 [-0.73, -0.15]
7. 295 14.34 1.24 94 14.57 1.23 -0.23 [-0.52, 0.06]
8. 139 15.50 1.61 171 15.32 1.46 0.18 [-0.17, 0.53]
9. 63 14.11 0.85 133 14.05 815 0.06 [-0.19,0.31]
10. 190 1391 0.89 103 14.43 1.06 -0.52 [-0.76, -0.28]
11. 173 13.77 058 208 13.61 0.55 0.16 [0.05, 0.27]
12. 137 13.73 0.58 57 13.67 0.55 0.06 [-0.11, 0.23]

Overall 2005 14.24 1.10 1608 14.31 1.21 0.01 [-0.04, 0.06]




Gender: Girls

Appendix I: Pairwise f:omparison of demographic characteristics at baseline

/

Pair Intervention Control OR 95% CI
n N n N
1. . 76 (58.9) 129 4}9 (53.9) 165 1.22 [0.77, 1.95]
|
2. 157 (55.5) 283 IFZ (56.1) 57 0.97 [0.55, 1.73]
3. 97 (49.7) 195 FZ (54.9) 169 0.83 [0.55, 1.25]
4, 88 (52.7) 167 ‘76 (54.3) 140 0.94 [0.60, 1.47]
5. 6 (50.0) 12 61 (61.6) 99 0.62 [0.19,2.07]
6. 130 (57.3) 227 109 (50.9) 214 1.29 [0.89, 1.88]
7. 147 (49.7) 296 f49 (51.6) 95 0.93 [0.58, 1.47]
8. 63 (44.7) 141 / 60 (34.9) 172 1.51 [0.95, 2.38]
9. 35(55.6) 63 j 80 (60.2) 133 0.83 [0.45, 1.52]
10. 123 (64.7) 190 fl 58 (56.3) 103 1.42 [0.87,2.33]
11. 99 (57.2) 173 ; 1270 208 0.85 [0.57,1.29]
12. 72 (52.6) 137 ; 31 (54.4) 57 0.93 [0.50, 1.73]
Overall 1093 (54.3) 2013 ) 864 (53.6) 1612 1.05 [0.91, 1.20]




Appendix I: Pairwise comparison of demographic characteristics at baseline

Socioeconomic status N=3625

Intervention Control WMD CI (95%)
Pair N Mean* SD N mean SD
1. 129 2.56 0.67 165 243 0.64 0.13 [-0.02, 0.28]
2. 283 2.28 0.69 57 2.19 ' 0.69 0.09 [-0.11,0.29]
3. 195 2.89 0.35 169 2.91 0.29 -0.02 [-0.09, 0.05]
4. 167 1.95 0.71 140 2.04 0.73 -0.09 [-0.25,0.07]
5. 12 1.50 0.67 99 2.29 0.66 -0.79 [-1.19, -0.39]
6. 227 1.32 0.51 214 1.30 0.54 0.02 [-0.08,0.12]
7. 296 1.45 0.60 95 1.32 0.49 0.13 [0.01, 0.25]
8. 141 1.18 0.42 172 1.40 0.59 -0.22 [-0.33, -0.11]
9. 63 1.86 0.76 133 1.73 0.73 0.13 [-0.09, 0.35]
10. 190 1.54 0.56 103 1.37 0.58 0.17 [0.03, 0.31]
11. 173 242 0.63 208 2.57 0.58 -0.15 [-0.27, -0.03]
12. 137 2.85 0.39 57 2.82 0.43 0.03 [-0.10, 0.16]
Overall 2013 1.99 0.82 1612 2.01 0.83 -0.01 [-0.05, 0.03]

*standardised SES variable banded into low, middle and high
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Appendix I: Pairwise %:omparison of demographic characteristics at baseline

Language "
Xhosa [
Pair Intervention Control OR 95% CI
n N n ‘J‘ N
{
1. 3(23) 129 7 %4.2) 165 0.54 [0.14, 2.12]
2, 18 (6.4) 283 6 r 10.5) 57 0.58 [0.22, 1.53]
3. 0(0.0) 195 1(0.6) 169 0.29 [0.01, 7.10]
4, 5(3.0) 167 4{(2.9) 140 1.05 [0.28, 3.99]
5. 1(83) 12 0[(0.0) 99 2596  [1.00,675.01]
6. 192 (84.6) 227 1#34 (86.0) 214 0.89 [0.53, 1.52]
7. 252 (85.1) 296 48 (92.6) 95 0.46 [0.20, 1.05]
8. 118 (83.7) 141 1!59 92.4) 172 0.42 [0.20, 0.86]
9, 1(1.6) 63 # @23) 133 0.70 [0.07, 6.86]
10.  182(95.8) 190 ?6 (93.2) 103 1.66 [0.58, 4.71]
1. 5Q9) 173 0 (0.0) 208 13.61 [0.75, 247.91]
12 2(15) 137 2(3.5) 57 0.41 [0.06, 2.97]

Overall 779 (38.7) 2013 $50 34.1) 1612 0.75 [0.56, 1.01]
r



Appendix I: Pairwise comparison of demographic characteristics at baseline

Afrikaans
Pair Intervention Control OR 95% C1
n N n N

1. 46 (35.7) 129 80 (48.5) 165 0.59 [0.37,0.94]
2. 197 (69.6) 283 42 (73.7) 57 0.82 [0.43, 1.55]
3. 191 (97.9) 195 135(79.9) 169 12.03 [4.17, 34.68]
4. 119 (71.3) 167 93 (66.4) 140 1.25 [0.77, 2.04]
S. 10 (83.3) 12 70 (70.7) 99 2.07 [0.43, 10.04]
6. 0(0.0) 227 1(0.5) 214 0.31 [0.01, 7.72]
7. 1(0.3) 296 0(0.0) 95 0.97 [0.04, 24.00]
8. 1(0.7) 141 0(0.0) 172 3.68 [0.15,91.12]
9. 58(92.1) 63 113 (85.0) 133 2.05 [0.73,5.75]
10. 0(0.0) 190 0(0.0) 103 Not Estimable
11. 67 (38.7) 173 0(21.6) 208 264.30 [16.20, 4310.89]
12. 31 (22.6) 137 18 (31.6) 57 0.63 [0.32, 1.26]

Overall 721 (35.8) 2013 597 (37.0) 1612 1.711 [1.38,2.13]



Appendix I: Pairwise comparison of demographic characteristics at baseline

English
Pair Intervention Control OR 95% CI
n N n N
1. 77 (59.7) 129 77 (46.7) 165 1.69 [1.06,2.70]
2. 61 (21.6) 283 : 8(14.0) 57 0.22 [0.03, 1.78]
3. 2(1.0) 195 30(17.8) 169 0.67 [0.21, 2.13]
4. 35 (21.0) 167 41 (29.3) 140 5.63 [0.32,98.41]
5. 1(8.3) 12 | 29 (29.3) 99 3.68 [0.15,91.12]
6. 522 227 | 7(33) 214 0.33 [0.07, 1.52]
7. 8(2.7) 296 | 0(0.0) 95 2.75 [0.13, 57.73]
8. 1(0.7) 141 0(0.0) 172 0.37 [0.24, 0.58]
9. 2(32) 63 I 12 (9.0) 133 1.84 [0.94, 3.58]
10. 2(1.)) 190 0(0.0) 103 1.68 [0.76, 3.74]
11. 97 (56.1) 173 161 (77.4) 208 0.05 [0.01, 0.20]
12 104 (75.9) 137 1 36(63.2) 57 0.64 [0.38, 1.08]
Overall 395 (19.6) 2013 401 (24.9) 1612 0.74 [0.60, 0.91]




Appendix I: Pairwise comparison of demographic characteristics at baseline

Family structure: respondents living with both parents

Pair Intervention Control OR 95% CI
Live with N Live with both N
both parents parents
n n

1. 92 (74.2) 124 119 (74.8) 159 0.97 10.56, 1.66]
2. 194 (73.8) 263 33 (62.3) 53 170 [0.92,3.17)
3. 148 (77.9) 190 128 (76.2) 168 1.10 10.67, 1.80]
4. 90 (60.4) 149 83 (63.8) 130 0.86 10.53, 1.40]
5, 4333 " 61 @35 o 0.29 [0.08, 1.02]
6. 102 (52.3) 195 06 (51.6) 156 1.03 [0.69, 1.54]
1. 119 (48.0) 248 37468) 7 1.05 [0.63, 1.74]
8. 72 (59.5) 121 75 2.0 » 1.35 [0.83, 2.20]
9. 33 (58.9) 56 02 (742) 124 0.50 [0.26,0.97
10. 97 (55.1) 176 wbon % 1.05 [0.63, 1.75]
1L 119 (71.7) 166 50 72.8) 206 0.95 [0.60, 1.49]
12 111 (83.5) 133 s (30,0 s 123 [0.55, 2.75]

Overall 1181 (64.4) 1709 967 (64.9) 1331 1.01 [0.87, 1.18]






Appendix J: Pairwise comparison of theoretical constructs

Appendix J: Pairwise comparison of theoretical constructs

Baseline comparison of theoretical constructs N=3625

Knowledge of HIV/AIDS N=3599

Pair Group
Intervention Control WMD CI95%
N Mean Sb N Mean SD

1. 129 9.91 2.43 164 9.64 2.05 0.27 [-0.25, 0.79]
2. 277 8.11 2.69 57 8.26 2.73 -0.15 [-0.93, 0.63]
3. 195 9.41 2.39 169 9.66 2.35 -0.25 [-0.74, 0.24]
4, 165 7.74 2.42 138 8.03 2.49 -0.29 [-0.85, 0.27]
5. 12 8.25 1.22 99 7.54 2.75 0.71 [-0.17, 1.59]
6. 227 7.02 2.72 212 7.41 2.77 -0.39 [-0.90, 0.12]
7. 293 7.54 2.69 93 7.62 2.39 -0.08 [-0.66, 0.50]
8. 140 7.09 2.67 169 7.63 2.66 -0.54 [-1.14, 0.06]
9. 62 7.17 2.34 133 7.19 2.57 -0.02 [-0.75, 0.71]
10. 190 8.33 2.40 101 8.15 2.75 0.18 [-0.46, 0.82]
11. 172 9.01 232 208 9.76 2.18 -0.75 [-1.21,-0.29]*
12 137 10.07 2.03 57 10.70 231 -0.63 [-1.32, 0.06]

Overall 1999 8.24 2.70 1600 8.45 2.71 -0.23 [-0.40, -0.06]

Attitude towards delay of sexual intercourse N=3577

Pair Group
Intervention Control WMD CI 95%
N Mean SD N Mean SD

1. 129 2.07 0.88 163 2.07 0.86 0.00 [-0.20, 0.20]
2. 277 2.67 1.03 57 2.84 1.09 0.78 [0.29, 1.27]
3. 194 1.84 0.81 169 1.94 0.80 -0.21 [-0.37, -0.05]*
4. 165 2.88 0.95 136 2.73 1.06 -0.23 [-0.43, -0.03]*
5. 12 3.45 0.80 98 2.67 0.95 0.18 [-0.02, 0.38]
6. 220 2.85 0.87 211 3.06 0.85 0.19 [-0.10, 0.48]
7. 291 2.78 0.86 93 3.01 0.83 -0.07 [-0.29, 0.15]
8. 139 3.16 0.85 168 2.98 0.91 0.37 [0.17,0.57*]
9. 58 3.42 0.94 132 3.23 0.95 0.20 [-0.06, 0.46]
10 190 2.66 0.94 102 2.73 0.90 -0.17 [-0.48, 0.14]
11 172 245 1.03 208 2.08 0.93 0.10 [-0.07,0.27]

12. 136 2.01 0.82 57 1.81 0.87 0.15 [-0.08, 0.38]
Overall 1983 2.60 1.00 1594 2.59 1.02 0.05 [-0.02, 0.11]
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Appendix J: Pairwise comparison of theoretical constructs

Attitude towards condoms N=3580

Pair Group
Intervention Control WMD CI95%
N Mean SD N Mean SD

L. 129 3.97 0.86 164 4.01 0.83 -0.04 [-0.24, 0.16]
2. 278 3.91 0.83 57 3.97 0.67 -0.10 [-0.67, 0.47]
3. 193 3.84 0.87 169 4.08 0.73 -0.09 [-0.24, 0.06]
4 162 3.85 0.85 138 4.07 0.77 0.06 [-0.11, 0.23]
5. 12 3.71 0.96 96 3.81 0.80 -0.14 [-0.30, 0.02]
6. 222 3.78 0.84 211 3.87 0.71 0.04 [-0.17, 0.25]
7. 291 3.84 0.78 94 3.78 0.72 -0.13 [-0.32, 0.06]
8. 140 3.79 0.73 167 3.93 0.72 0.00 [-0.17,0.17]
9. 60 3.99 0.66 132 3.95 0.71 0.09 [-0.16, 0.34]
10. 190 3.80 0.91 102 3.93 0.69 -0.06 [-0.26, 0.14]
11. 172 3.95 0.88 208 3.95 0.78 0.24 [0.08, 0.40]
12. 136 4.07 0.78 57 3.98 0.80 -0.22 [-0.40, -0.04]

Overall 1985 3.87 0.83 1595 3.95 .749 -0.03 [-0.08, 0.03]

Outcome expectancy towards STD or pregnancy N=3567

Pair Group
Intervention Contro WMD CI95%
N Mean SD N Mean SD
1. 129 443 0.61 164 4.45 0.52 -0.02 [-0.15,0.11]
2. 279 4.40 0.61 57 4.18 0.73 0.22 [0.02, 0.42]
3. 194 4.29 0.65 169 435 0.67 0.06 [-0.08, 0.20]
4, 164 3.89 0.91 135 433 0.76 -0.44 [-0.63, -0.25]
5. 12 4.04 0.66 98 4.29 0.82 -0.25 [-0.66, 0.16]
6. 225 4.06 0.76 210 3.96 0.73 0.10 [-0.04, 0.24]
7. 290 4.05 0.72 94 4.06 0.68 -0.01 [-0.17,0.15]
8. 140 3.94 0.73 167 3.97 0.74 -0.03 [-0.19, 0.13]
9. 60 422 0.66 133 423 0.68 -0.01 [-0.21, 0.19]
10. 190 4.13 0.76 103 4.03 0.68 0.10 [-0.07,0.27]
11. 172 445 0.54 208 441 0.58 0.04 [-0.07, 0.15]

12. 137 4.51 0.50 57 4.50 0.50 0.01 [-0.14, 0.16]
Overall 1992 4.23 0.70 1595 4.24 0.69 0.01 [-0.04, 0.05]




Appendix J: Pairwise comparison of theoretical constructs

Perceived susceptibility to STD N=3578

Pair Group

Intervention Control WMD C195%

N Mean SD N Mean SD

ot

129 4.13 0.89 163 421 0.91 -0.08 [-0.29, 0.13]

2. 278  4.09 091 57 402 083 007 [-0.17, 0.31]
3. 191 415 0.70 168 415 075  0.00 [-0.15, 0.15]
4. 164  3.89 0.91 135 433 076  -044  [-0.63,-0.25]
5. 12 3.97 0.82 98 412 074  -0.15 [-0.64, 0.34]
6. 24 385 0.88 210 391 077  -0.06 [-0.22,0.10]
7. 289  3.84 0.91 94 385 082  -0.01 [-0.21,0.19]
8. 139  3.80 0.78 167 397 075  -0.17 [-0.34, 0.00]
9. 60 4.13 0.74 133 417 071  -0.04 [-0.26, 0.18]
10. 190  4.02 0.86 103 417 068  -0.15 [-0.33, 0.03]
11. 172 414 0.98 208 430 079  -0.16 [-0.34, 0.02]
12. 137 432 0.89 57 451 052  -0.19 [-0.39, 0.01]

Overall 1985 4.01 0.88 1593 4.13 0.78 -0.11 [-0.17, -0.06]

Social norms regarding sex N=3583

Pair Group

Intervention Control WMD CI95%
N Mean SD N Mean SD
1. 129 4.30 0.66 163 4.24 0.63 0.06 [-0.09, 0.21]
2. 279 4.13 0.68 57 4.13 0.69 0.00 [-0.20, 0.20]
3. 194 4.07 0.66 169 4.11 0.69 -0.04 [-0.18, 0.10]
4, 164 4.03 0.78 135 4.16 0.73 -0.13 [-0.30, 0.04]
5. 12 3.93 0.61 98 4.09 0.63 -0.16 [-0.53,0.21]
6. 224 3.86 0.82 210 3.74 0.75 0.12 [-0.03, 0.27]
7. 288 3.72 0.70 94 3.75 0.69 -0.03 [-0.19, 0.13]
8. 140 3.76 0.77 167 3.64 0.81 0.12 [-0.06, 0.30]
9. 60 3.99 0.71 133 4.06 0.77 -0.07 [-0.29, 0.15]
10. 190 3.88 0.74 103 3.90 0.62 -0.02 [-0.18, 0.14]
11. 172 4.15 0.78 208 431 0.65 -0.16 [-0.31,-0.01]
12. 137 4.21 0.74 57 424 0.56 -0.03 [-0.22, 0.16]

Overall 1989 3.99 0.751 1594 4.02 0.73 -0.02 [-0.07, 0.03]
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App%ndix J: Pairwise comparison of theoretical constructs

Social norms regarding condoms N=3569

Pair Group

Intervention Control WMD CI95%

N Mean SD N Mean SD
1. 129 4.14 0.75 162 4.19 0.66 -0.05 [-0.21, 0.11]
2, 279 4.19 0.71 57 3.94 0.87 025 [0.01, 0.49]
3. 191 4.09 0.71 168 4.26 0.66 0.17 [0.03,0.31]
4. 163 3.97 0.80 137 427 0.63 -0.30 [-0.46, -0.14]
5. 12 4.03 0.50 94 420 0.67 -0.17 [-0.48, 0.14]
6. 225 3.80 0.78 208 3.90 0.66 -0.10 [-0.24, 0.04]
7. 291 3.88 0.73 94 3.73 0.73 0.15 [-0.02, 0.32]
8. 139 3.85 0.76 166 3.84 0.73 0.01 [-0.16, 0.18]
9. 58 3.99 0.86 133 422 0.69 -0.23 [-0.48, 0.02]
10. 190 3.95 0.79 103 3.84 0.71 0.11 [-0.07, 0.29]
11. 173 4.30 0.60 206 421 0.62 0.09 [-0.03, 0.21]
12, 135 4.15 0.75 56 4.02 0.68 0.13 [-0.09, 0.35]
Overall 1985 4.02 0.75 1584 4.07 0.70 -0.03 [-0.07, 0.02]

Injunctive norm N=3575

Pair Group

Intervention Contro WMD C195%

N Mean SD N Mean SD
1. 129 435 0.86 161 4.46 0.70 -0.11 [-0.29, 0.07]
2. 278 4.18 0.85 57 4.10 0.90 0.08 [-0.17, 0.33]
3. 191 4.38 0.70 169 441 0.73 0.03 [0.18,-0.12]
4. 165 4.08 0.88 136 433 0.73 -0.25 [-0.43, -0.07]
5. 12 4.10 0.74 96 428 0.70 -0.18 [-0.62, 0.26]
6. 224 3.62 0.94 210 3.79 0.80 -0.17 [-0.33,-0.01]
7. 291 3.75 0.87 94 3.67 0.81 0.08 [-0.11, 0.27]
8. 138 3.76 0.79 165 3.85 0.74 -0.09 [-0.26, 0.08]
9. 60 401 0.77 133 412 0.86 -0.11 [-0.35, 0.13]
10. 189 3.74 0.91 103 3.7 0.87 -0.05 [-0.26, 0.16]
11. 172 443 0.70 208 442 0.75 0.01 [-0.14, 0.16]
12, 137 438 0.84 57 4.30 0.87 0.08 [-0.19, 0.35]

Overall 1986 4.03 0.89 1589 4.14 0.82 -0.06 [-0.12, 0.01]




Appendix J: Pairwise comparison of theoretical constructs

Self-efficacy to delay intercourse N=3567

Pair Group

Intervention Control WMD CI95%

N Mean SD N Mean SD
1. 128 426 0.66 161 4.11 0.78 0.15 [-0.02, 0.32]
2, 277 4.09 0.71 57 4.07 0.64 0.02 [-0.17,0.21]
3. 193 428 0.55 169 421 0.69 -0.07 [-0.06, 0.20]
4, 161 3.97 0.71 136 4.17 0.73 -0.20 [-0.36, -0.04]
5. 12 3.93 0.57 93 4.10 0.70 -0.17 [-0.52,0.18]
6. 223 3.74 0.76 211 3.70 0.69 0.04 [-0.10, 0.18]
7. 292 3.70 0.71 93 3.63 0.70 0.07 . [-0.09,0.23]
8. 139 3.60 0.66 168 3.60 0.72 0.00 [-0.15,0.15]
9. 57 3.93 0.69 132 4.03 0.71 -0.10 [-0.32,0.12]
10. 189  3.83 0.80 103 372 068 0.11 [-0.06, 0.28]
11. 173 4.10 0.76 207 4.36 0.58 -0.26 [-0.40, -0.12]
12. 137 422 0.64 56 443 0.58 -0.21 [-0.40, -0.02]

Overall 1981 3.96 0.74 1586 4.0 0.74 -0.03 [-0.08, 0.02]

Self-efficacy to use condoms N=3553

Pair Group

Intervention Control WMD CI95%

N Mean SD N Mean SD
1. 129 4.36 0.55 161 4.32 0.68 0.04 [-0.10, 0.18]
2. 278 4.28 0.60 57 4.10 0.78 0.18 [-0.03, 0.39]
3. 192 422 0.55 169 4.25 0.62 0.03 [-0.15,0.09]
4. 157 4.15 0.65 136 4.38 0.63 -0.23 [-0.38, -0.08]
5. 12 3.81 0.80 95 4.22 0.62 -041 [-0.88, 0.06]
6. 223 3.83 0.75 210 3.82 0.66 0.01 [-0.12, 0.14]
7. 291 3.85 0.70 93 3.73 0.62 0.12 [-0.03, 0.27]
8. 138 3.68 0.76 165 3.80 0.69 -0.12 [-0.28, 0.04]
9. 57 3.98 0.79 132 4.14 0.76 -0.16 [-0.40, 0.08]
10. 188 4.03 0.68 100 3.95 0.67 0.08 [-0.08, 0.24]
11. 172 431 0.64 207 4.41 0.54 -0.10 [-0.22, 0.02]
12. 136 433 0.53 55 4.29 0.60 0.04 [-0.14, 0.22]

Overall 1973 4.08 0.70 1580 4.12 0.69 -0.03 [-0.07, 0.02]
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Condom availability/self efficacy to obtain condoms N=3559

Pair Group

Intervention Control WMD C195%

N Mean SD N Mean SD
1. 127 3.70 0.97 163 3.75 099 -0.05 [-0.28, 0.18]
2. 278 3.72 0.95 57 3.62 0.88 0.10 [-0.15, 0.35]
3. 191 3.66 0.95 168 3.79 092 -0.13 [-0.32, 0.06]
4. 155 3.88 0.91 136 3.96 0.90 -0.08 [-0.29, 0.13]
5. 12 3.78 1.04 94 3.67 097 0.11 [-0.51,0.73]
6. 227 3.73 0.80 210 3.86 0.73 -0.13 [-0.27, 0.01]
7. 291 3.84 0.82 93 3.79 0.69 0.05 [-0.12, 0.22]
8. 138 3.79 0.86 167!  3.75 0.77 0.04 [-0.15,0.23]
9. 59 3.711 1.05 132 ‘ 3.93 0.82 -0.22 [-0.52, 0.08]
10. 187 3.87 0.81 102 3.74 0.80 0.13 [-0.06, 0.32]
11. 173 3.87 0.98 208 3.84 0.87 0.03 [-0.16, 0.22]
12. 135 3.75 0.97 56 3.52 0.89 0.23 [-0.05,0.51]

Overall 1973 3.78 0.90 1586 3.80 0.86 - 0.01 [-0.07, 0.05]




Appendix J: Pairwise comparison of theoretical constructs

Comparison of theoretical constructs at Follow-up 1: N= 3625

Knowledge N=3466

Pair Group
Intervention Control WMD CI195%
N Mean SD N Mean SD
1. 128 10.69 2.34 164 10.27 2.36 0.42 [-0.12, 0.96]
2. 283 9.02 2.65 57 8.61 2.78 0.41 [-0.37, 1.19]
3. 193 10.35 233 168 10.18 230 0.17 [-0.31, 0.65]
4. 165 8.02 2.87 137 8.38 2.87 -0.36 [-1.01, 0.29]
5. 12 8.19 1.84 96 8.08 2.77 0.11 [-1.07, 1.29]
6. 296 8.22 2.82 94 7.20 2.74 1.02 [0.38, 1.66]
7. 140 7.19 2.57 169 8.02 2.93 -0.83 [-1.44, -0.22]*
8. 63 7.52 2.94 133 7.02 291 0.50 [-0.38, 1.38]
9. 189 9.18 2.36 103 8.50 2.74 0.68 [0.05, 1.31]
10. 172 9.45 224 208 10.33 220 -0.88 [-1.33,-0.43]*
1. 137 10.62 2.03 57 11.60 1.62 -0.98 [-1.52, -0.44]*
12. 165 8.02 2.87 137 8.38 2.87 -0.36 [-1.01, 0.29]
Overall 1943  8.91 2.78 1523 8.82 2.91 -0.12 [-0.30, 0.06]

Attitude towards delay of sexual intercourse N=3590

Pair Group
Intervention Control WMD C195%
N Mean SD N Mean SD

1. 128 1.79 0.84 163 1.92 0.89 -0.13 [-0.33, 0.07]
2. 281 2.49 1.08 57 2.51 1.02 -0.02 [-0.31, 0.27
3. 193 1.83 0.80 167 1.78 0.75 0.05 [-0.11,0.21]
4, 163 2.80 1.06 139 2.44 1.01 0.36 [0.13,0.59]
5. 12 3.53 1.00 95 2.34 1.07 1.19 [0.58, 1.80]
6. 226 2.87 0.94 211 2.99 0.98 -0.12 [-0.30, 0.06]
7. 293 2.79 1.03 95 2.99 0.94 -0.20 [-0.42, 0.02]
8. 138 3.09 0.91 167 2.88 0.93 0.21 [0.00, 0.42]
9. 63 2.88 1.07 133 3.02 1.13 -0.14 [-0.47, 0.19]
10 189 245 1.00 103 2.60 1.01 -0.15 [-0.39, 0.09]
11 172 2.23 1.07 208 1.76 0.81 0.47 [0.28, 0.66]
12. 137 1.86 0.68 57 1.65 0.77 0.21 [-0.02, 0.44]

Overall 1995 2.48 1.06 1595  2.41 1.07 0.07 [0.01, 0.14]
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AppJ(ldix J: Pairwise comparison of theoretical constructs

Attitude towards condoms N=3577
Pair Group
Intervention Control WMD CI195%
N Mean SD N Mean SD
1. 128 415 0.76 162 424 0.76 -0.09 [-0.27, 0.09]
2. 278 411 0.78 57 4.05 0.73 0.06 [-0.15, 0.27]
3. 192 3.97 0.81 167 421 0.69 -0.24 [-0.40, -0.08
4. 161 3.97 0.89 139 4.06 0.81 -0.09 [-0.28, 0.10]
5. 12 4.14 0.59 95 | 3.99 0.80 0.15 [-0.22, 0.52]
6. 226 4.00 0.85 210 4.04 0.83 -0.04 [-0.20, 0.12]
7. 292 4.03 0.89 95 3.89 0.76 0.14 [-0.04, 0.32]
8. 138 3.97 0.71 167 | 3.99 0.82 -0.02 [-0.19, 0.15]
9. 61 3.95 0.87 133 4.04 0.87 -0.09 [-0.35, 0.17]
10. 189 4.18 0.87 103 4.13 0.87 0.05 [-0.16, 0.26]
11. 170 4.13 0.74 208 4.15 0.74 -0.02 [-0.17, 0.13]
12. 137 427 0.73 57 4.11 0.80 0.16 [-0.08, 0.40]
Overall 1984  4.07 0.82 1593 | 4.09 0.80 -0.03 [-0.08, 0.03]

Outcome expectancy towards STDs/ pregnancy N=3582

Pair Group
Intervention Control WMD CI 95%
N Mean SD N Mean SD

1. 128 4.58 0.53 162 4.52 0.53 0.06 [-0.06, 0.18]
2. 277 4.51 0.63 57 437 0.68 0.14 [-0.05, 0.33]
3. 193 434 0.62 169 440 0.54 -0.06 [-0.18, 0.06]
4. 162 424 0.75 139 4.40 0.65 -0.16 [-0.32, 0.00]
5. 12 4.42 0.51 97 | 4.40 0.68 0.02 [-0.30, 0.34]
6. 226 4.15 0.77 210 4.06 0.82 0.09 [-0.06, 0.24]
7. 293 4.20 0.85 95 3.96 0.75 0.24 [0.06, 0.42]
8. 138 3.98 0.77 166 4.03 0.81 -0.05 [-0.23, 0.13]
9. 61 430 0.79 132 435 0.81 -0.05 [-0.29, 0.19]
10 189 4.34 0.73 103 4.28 0.62 0.06 [-0.10, 0.22]
11 172 443 0.69 208 4.54 0.50 -0.11 [-0.23, 0.01]

12. 137 4.55 0.55 56 4.40 0.54 0.15 [-0.02, 0.32]
Overall 1988 4.32 0.73 1594 4.31 0.70 0.01 [-0.03, 0.06]




Appendix J: Pairwise comparison of theoretical constructs

Perceived susceptibility to STD N=3569

Pair Group
Intervention Control WMD C195%
N Mean SD N Mean SD

1 128 451 0.53 162 4.46 0.53 0.05 [-0.07, 0.17]
2. 276 442 0.65 57 430 0.64 0.12 [-0.06, 0.30]
3. 191 430 0.59 168 439 0.45 -0.09 [-0.20, 0.02]
4. 161 417 0.71 139 4.36 0.62 -0.19 [-0.34, -0.04]
5. 11 434 0.54 93 431 0.64 0.03 [-0.31, 0.37]
6. 225 411 0.76 210 4.04 0.78 0.07 [-0.07,0.21]
7. 293 4.08 0.84 95 3.94 0.74 0.14 [-0.04, 0.32]
8. 138 3.95 0.74 165 4.01 0.80 -0.06 [-0.23, 0.11]
9. 61 423 0.77 132 429 0.79 -0.06 [-0.30, 0.18]
10 189 4.30 0.70 103 425 0.66 0.05 [-0.11, 0.21]
11. 171 4.39 0.70 208 4.51 0.48 -0.12 [-0.24, 0.00]
12. 137 4.50 0.52 56 448 0.45 0.02 [-0.13,0.17]

Overall 1981 4.26 0.72 1588 4.28 0.67 -0.02 [-0.06, 0.03]

Social norms regarding sex N=3564

Pair Group
Intervention Control WMD CI 95%
N Mean SD N Mean SD

1. 127 4.39 0.66 161 4.13 0.81 0.26 [0.09, 0.43]
2. 274 4.18 0.68 57 4.12 0.68 0.06 [-0.13,0.25]
3. 192 4.09 0.78 168 4.12 0.65 -0.03 [-0.18, 0.12]
4. 163 391 0.89 138 3.98 0.79 -0.07 [-0.26, 0.12]
5. 11 4.07 0.61 92 4.07 0.79 0.00 [-0.39, 0.39]
6. 225 3.72 0.87 209 3.67 0.82 0.05 [-0.11,0.21]
7. 293 3.81 0.90 94 3.69 0.79 0.12 [-0.07, 0.31]
8. 137 3.53 0.87 165 3.54 0.90 -0.01 [-0.21,0.19]
9. 61 3.97 0.74 132 4.18 0.90 -0.21 [-0.45, 0.03]
10. 189 4.00 0.85 103 3.83 0.79 0.17 [-0.02, 0.36]
11. 171 4.13 0.82 208 430 0.67 -0.17 [-0.32,-0.02]

12. 137 425 0.68 57 4.18 0.74 0.07 [-0.15, 0.29]
Overall 1980  3.99 0.84 1584 3.97 0.82 0.02 [-0.03, 0.08]




Appezndix J: Pairwise comparison of theoretical constructs

Social norms regarding condoms N=3546

Pair Group
Intervention Control WMD CI 95%
N Mean SD N Mean SD

1. 126 422 0.68 158 4.25 0.57 -0.03 [-0.18, 0.12]
2. 272 4.26 0.68 57 4.13 0.69 0.13 [-0.07, 0.33]
3. 190 410 072 163 | 434 0.54 -0.24 [-0.37,-0.11]
4. 160 3.94 0.86 139 4.19 0.72 -0.25 [-0.43, -0.07]
S. 12 4.18 0.65 91 424 0.79 -0.06 [-0.46, 0.34]
6. 226 391 0.71 212 3.98 0.81 -0.07 [-0.21, 0.07]
7. 293 4.08 0.82 94 3.77 091 0.31 [0.10, 0.52]
8. 137 3.79 0.81 164 3.84 0.84 -0.05 [-0.24, 0.14]
9. 61 3.95 0.81 132 4.15 0.90 -0.20 [-0.45, 0.05]
10. 190 4.17 0.69 103 3.98 0.81 0.19 [0.01, 0.37]
11. 168 422 0.79 205 418 0.68 0.04 [-0.11, 0.19]

12. 136 420 0.66 57 3.99 0.81 0.21 [-0.03, 0.45]
Overall 1971 4.09 0.76 1575 4.10 0.76 -0.03 [-0.08, 0.03]

Injunctive norm N=3546

Pair Group
Intervention Control WMD CI95%
N Mean SD N Mean SD

1. 128 4.38 0.78 160 442 0.80 -0.04 [-0.22, 0.14]
2. 273 429 0.83 57 . 431 0.74 -0.02 [-0.24, 0.20]
3. 188 432 0.76 165 444 0.66 -0.12 [-0.27, 0.03]
4, 157 4.01 0.97 138 432 0.75 -0.31 [-0.51,-0.11]
S. 12 421 0.73 93 425 0.80 -0.04 [-0.48, 0.40]
6. 225 3.84 0.85 211 3.91 0.85 -0.07 [-0.23, 0.09]
7. 295 3.94 0.95 93 3.64 0.73 0.30 [0.12, 0.48]
8. 137 3.83 0.80 164 3.90 0.88 -0.07 [-0.26, 0.12]
9. 61 4.15 0.81 129 | 421 091 -0.06 [-0.32, 0.20]
10. 190 4.08 0.86 102 3.93 0.93 0.15 [-0.07, 0.37]
11. 167 436 0.86 207 4.52 0.62 -0.16 [-0.32, 0.00]

12. 137 435 0.78 57 4.36 0.83 -0.01 [-0.26, 0.24]
Overall 1970  4.13 0.87 1576 4.20 0.84 -0.05 [-0.11, 0.01]




Appendix J: Pairwise comparison of theoretical constructs

Self-efficacy to delay intercourse N=3551

Pair Group

Intervention Control WMD C195%

N Mean SD N Mean SD

—

126 4.40 0.59 161 430 0.76 0.10 [-0.06, 0.26]

2. 275 4.13 0.78 55 4.03 0.73 0.10 [-0.11, 0.31]
3. 191 4.29 0.66 166 4.25 0.73 0.04 [-0.11, 0.19]
4. 159 3.89 0.91 138 4.15 0.77 -0.26 [-0.45,-0.07]
5. 12 4.15 0.43 94 4.09 0.76 0.06 [-0.23, 0.35]
6. 223 3.79 0.73 212 3.72 0.77 0.07 [-0.07,0.21]
7. 293 3.86 0.81 93 3.72 0.72 0.14 [-0.03, 0.31]
8. 137 3.52 0.85 164 3.52 0.84 0.00 [-0.19, 0.19]
9. 62 3.96 0.83 131 4.13 0.79 -0.17 [-0.42, 0.08]
10. 190 3.97 0.80 103 3.80 0.74 0.17 [-0.01, 0.35]
11, 168 4.17 0.83 207 433 0.63 -0.16 [-0.31,-0.01]

12. 134 4.25 0.67 57 4.22 0.71 0.03 [-0.19, 0.25]
Overall 1970 4.01 0.80 1581 4.02 0.80 0.02 [-0.04, 0.07]

Self-efficacy to use condoms N=3521

Pair Group
Intervention Control WMD CI195%
N Mean SD N Mean SD

1. 122 4.39 0.57 159 442 0.58 -0.03 [-0.17,0.11]
2, 271 4.30 0.71 55 4.22 0.79 0.08 [-0.15, 0.31]
3. 189 4.28 0.58 165 4.31 0.58 -0.03 [-0.15, 0.09]
4, 156 3.95 0.93 137 4.24 0.71 -0.29 [-0.48, -0.10]
5. 12 4.44 0.52 93 4.20 0.79 0.24 [-0.10, 0.58]
6. 225 3.98 0.73 209 3.94 0.75 0.04 [-0.10, 0.18]
7. 291 4.02 0.79 92 3.73 0.86 0.29 [0.09, 0.49]
8. 135 3.79 0.77 161 3.85 0.77 -0.06 [-0.24, 0.12]
9. 62 4.02 0.89 131 4.22 0.81 -0.20 [-0.46, 0.06]
10. 190 4.20 0.71 103 4.10 0.74 0.10 [-0.07, 0.27]
11. 166 4.31 0.77 207 446 0.52 -0.15 [-0.29, -0.01]
12. 133 4.36 0.61 57 4.15 0.70 0.21 [0.00, 0.42]

Overall 1952 4.15 0.76 1569 4.17 0.73 -0.01 [-0.06, 0.04]




|

Appe*tdix J: Pairwise comparison of theoretical constructs

Condom availability/ self-efficacy to obtain condoms N=3531
Pair Group
Intervention Control WMD CI 95%
N Mean SD N | Mean SD

1. 125 3.79 1.07 160 3.84 0.98 -0.05 [-0.29, 0.19]
2. 274 3.75 0.98 54 3.90 0.71 -0.15 [-0.37, 0.07]
3. 190 3.78 0.98 165 3.79 0.96 -0.01 [-0.21, 0.19]
4. 154 3.80 0.96 138 3.93 0.82 -0.13 [-0.33, 0.07]
5. 12 4.10 0.72 89 | 3.78 0.95 0.32 [-0.13, 0.77]
6. 226 3.90 0.77 212 3.97 0.86 -0.07 [-0.22, 0.08]
7. 290 3.84 0.92 95 3.75 0.81 0.09 [-0.10, 0.28]
8. 136 3.83 0.90 166 3.86 0.85 -0.03 [-0.23, 0.17]
9. 61 3.84 0.83 130 | 4.02 0.97 -0.18 [-0.45, 0.09]
10. 189 3.95 0.91 101 | 3.95 0.83 0.00 [-0.21, 0.21]
11. 165 3.89 1.06 207 3.83 0.99 0.06 [-0.15, 0.27]

12, . 135 3.80 1.01 57 3.75 0.89 0.05 [-0.24, 0.34]
Overall 1957  3.84 0.95 1574 | 3.87 0.91 -0.03 [-0.09, 0.03]

|
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|



Appendix J: Pairwise comparison of theoretical constructs

Comparison of theoretical constructs at Follow-up 2: N= 3625

Knowledge of HIV/AIDS n=3587

Pair Group
Intervention Control WMD CI95% 95%
N Mean SD N Mean SD

L. 129 10.96 2.50 165 10.33 2.25 0.63 [0.08, 1.18]
2. 276 9.44 2.94 57 9.24 2.65 0.20 [-0.57, 0.97]
3. 191 10.75 2.38 168 10.86 2.00 -0.11 [-0.56, 0.34]
4, 162 8.10 3.22 139 8.79 2.81 -0.69 [-1.37,-0.01]
5. 12 8.04 1.87 96 833 2.73 -0.29 [-1.48, 0.90]
6. 225 8.00 3.24 213 7.89 2.85 0.11 [-0.46, 0.68]
7. 295 8.24 3.03 94 7.16 3.05 1.08 [0.37, 1.79]
8. 140 7.08 3.04 170 7.98 3.12 -0.90 [-1.59, -0.21]
9. 62 7.18 2.98 133 7.29 3.47 -0.11 [-1.06, 0.84]
10. 189 9.40 2.54 102 8.51 3.05 0.89 [0.20, 1.58]
11. 171 9.67 2.67 208 10.72 2.11 -1.05 [-1.54, -0.56]
12. 134 442 0.64 56 4.17 0.94 0.25 [-0.02, 0.52]

Overall 1986  9.11 3.09 1601 9.06 3.03 0.04 [-0.12, 0.20]

Attitude towards delay of sexual intercourse n=3568

Pair Group

Intervention Control WMD C1 95% 95%
N Mean SD N Mean SD

1. 129 1.84 0.87 165 1.82 0.81 0.02 [-0.17,0.21]
2. 274 2.42 1.09 57 2.46 1.16 -0.04 [-0.37, 0.29]
3. 190 1.81 0.78 168 1.69 0.80 0.12 [-0.04, 0.28]
4. 156 2.63 1.08 139 2.26 1.02 0.37 [0.13,0.61]
5. 12 3.19 0.89 94 221 1.12 0.98 [0.43, 1.53]
6. 223 2.71 1.00 212 2.87 1.01 -0.16 [-0.35, 0.03]
7. 294 2.59 1.00 94 2.83 0.98 -0.24 [-0.47, -0.01]
8. 139 3.04 0.90 169 2.92 1.02 0.12 [-0.09, 0.33]
9. 61 3.08 0.97 131 2.69 1.09 0.39 [0.08, 0.70]
10. 189 2.15 0.98 102 2.43 0.91 -0.28 [-0.51, -0.05]
11. 170 2.02 1.03 208 1.61 0.71 041 [0.23, 0.59]
12. 135 1.66 0.63 57 1.54 0.75 0.12 [-0.10, 0.34]

Overall 1972 2.36 1.05 1596 2.28 1.07 0.09 [0.02, 0.15]




|
|

Appe#:dix J: Pairwise comparison of theoretical constructs
|

!

Attitude towards condoms n=3561
Pair Group
Intervention Control WMD CI195%
N Mean SD N Mean SD

1. 128 4.27 0.69 163 é 423 0.75 0.04 [-0.13,0.2]1]
2. 272 427 0.78 57 \‘ 4.31 0.49 -0.04 [-0.20, 0.12]
3. 190 4.16 0.77 167 | 421 0.68 -0.05 [-0.20, 0.10]
4. 154 4.08 0.82 138 [ 417 0.80 -0.09 [-0.28, 0.10]
5. 12 433 0.50 9% | 411 0.78 0.22 [-0.10, 0.54]
6. 225 4.06 0.84 212 ’ 4.05 0.87 0.01 [-0.15,0.17]
7. 295 4.19 0.83 94 | 3.74 0.99 0.45 [0.23,0.67]
8. 138 4.00 0.86 168 ; 4.16 0.78 -0.16 [-0.35, 0.03]
9. 59 4.16 0.67 132 { 411 0.82 0.05 [-0.17, 0.27]
10. 189 427 0.81 103 [ 4.29 0.70 -0.02 [-0.20, 0.16]
11. 169 4.15 0.78 208 A 418 0.72 -0.03 [-0.18,0.12]

12. 135 4.22 0.71 57 422 0.84 0.00 [-0.25, 0.25]
Overall 1966  4.17 0.80 1595 } 4.15 0.79 0.00 [-0.05, 0.06]

Outcome expectancy towards STD or pregnancy n=L3573

Pair Group
Intervention Control WMD CI195%
N Mean SD N| Mean SD
1. 129 447 0.61 163 4.48 0.60 -0.01 [-0.15, 0.13]
2. 272 447 0.70 57 [ 441 0.55 0.06 [-0.11, 0.23]
3. 190 4.32 0.64 169!’ 432 0.58 0.00 [-0.13,0.13]
4. 155 431 0.64 139[ 437 0.79 -0.07 [-0.24, 0.10]
5. 12 4.17 0.59 97 \ 4.45 0.64 -0.28 [-0.64, 0.08]
6. 224 4.01 0.87 213‘ 4.15 0.81 -0.15 [-0.31, 0.01]
7. 295 421 0.79 95 [ 3.79 1.00 0.41 [0.19, 0.63]
8. 140 3.90 0.97 169 4.04 0.80 -0.14 [-0.34, 0.06]
9. 60 428 0.67 132 4.35 0.75 -0.07 [-0.28, 0.14]
10. 189 429 0.74 103‘ 4.26 0.79 0.02 [-0.17, 0.21]
11. 170 461 0.50 208’ 4.50 0.58 0.11 [0.00, 0.22]
12. 135 438 0.75 57\' 4.30 0.76 0.08 [-0.15,0.31]

Overall 1971 429 076 1602 429 075 001  [-0.04,0.06]




Appendix J: Pairwise comparison of theoretical constructs

Perceived susceptibility to STD n=3551

Pair Group

Intervention Control WMD CI195%

N Mean SD N Mean SD

—

129 4.44 0.70 163 4.38 0.85 0.06 [-0.12, 0.24]

2. 266 427 0.92 57 4.26 0.70 0.01 [-0.20, 0.22]
3. 190 428 0.68 166 433 0.68 -0.05 [-0.19, 0.09]
4. 153 4.18 0.81 139 423 0.91 -0.05 [-0.25, 0.15]
S. 12 4.19 0.69 96 422 0.80 -0.03 [-0.45, 0.39]
6. 223 3.90 1.03 212 4.01 0.95 -0.11 [-0.30, 0.08]
7. 294 3.93 1.04 95 3.71 1.07 0.22 [-0.03, 0.47]
8. 139 3.82 1.06 168 4.01 0.94 -0.19 [-0.42, 0.04]
9. 59 4.27 0.64 131 423 0.88 0.04 [-0.18, 0.26]
10. 189 4.20 0.95 103 4.12 1.02 0.08 [-0.16, 0.32]
11 170 435 0.82 207 4.48 0.68 -0.13 [-0.28, 0.02]

12. 134 443 0.70 56 435 0.74 0.08 [-0.15, 0.31]
Overall 1958 4.16 0.92 1593 4.20 0.88 -0.02 [-0.08, 0.04]

Social norms regarding sex n=3551

Pair Group

Intervention Control WMD C195%

N Mean SD N Mean SD

—

129 4.24 0.76 162 4.09 0.79 0.15 [-0.03, 0.33]

2. 266 4.11 0.85 57 3.99 0.62 0.12 [-0.07, 0.31]
3. 189 4.08 0.75 167 4.04 0.74 0.04 [-0.12, 0.20]
4, 154 3.98 0.75 138 3.94 0.88 0.04 [-0.15, 0.23]
S. 12 4.17 0.49 95 3.99 0.77 0.18 [-0.14, 0.50]
6. 224 3.56 0.93 213 3.57 0.91 -0.01 [-0.18, 0.16]
7. 293 3.68 0.94 95 342 0.98 0.26 [0.04, 0.48]
8. 139 3.59 0.91 167 3.50 0.92 0.09 [-0.12, 0.30]
9. 60 4.04 0.60 131 4.14 0.76 -0.10 [-0.30, 0.10]
10. 190 3.68 0.93 102 3.70 0.94 -0.02 [-0.25, 0.21]
1. 170 4.14 0.83 206 4.34 0.67 -0.20 [-0.35, -0.05]

12. 135 4.16 0.77 57 4.03 0.84 0.13 [-0.12, 0.38]
Overall 1961 3.90 0.88 1590 3.90 0.87 0.03 [-0.02, 0.09]




Appefndix J: Pairwise comparison of theoretical constructs
\

Social norms regarding condoms n=3534

Pair Group
Intervention Control WMD CI195%
N Mean Sb N Mean Sb
1. 124 4.10 0.75 161 414 0.71 -0.04 [-0.21, 0.13]
2. 264 420 0.73 57 4.26 0.55 -0.06 [-0.23, 0.11]
3. 188 4.17 0.68 166 4.15 0.63 0.02 [-0.12, 0.16]
4. 155 3.99 0.82 136 4.05 0.76 -0.06 [-0.24, 0.12]
5. 12 423 0.41 94 4.19 0.73 0.04 [-0.23, 0.31]
6. 224 3.84 0.81 212 3.91 0.80 -0.07 [-0.22, 0.08]
7. 293 4.00 0.81 95 3.59 1.00 041 [0.19, 0.63]
8. 139 391 0.81 167 3.87 0.89 0.04 [-0.15, 0.23]
9. 60 4.17 0.61 130 4.17 0.73 0.00 [-0.20, 0.20]
10. 189 4.05 0.80 101 4.03 0.83 0.02 [-0.18, 0.22]
11. 170 421 0.75 207 4.20 0.68 0.01 [-0.14, 0.16]
12. 133 4.14 0.62 57 3.96 0.87 0.18 [-0.07, 0.43]
Overall 1951  4.06 0.77 1583 | 4.04 0.78 0.02 [-0.03, 0.07]

Injunctive norm n=3575

Pair Group
Intervention Control WMD CI95%
N Mean SD N Mean SD

1. 128 433 0.88 160 4.26 0.90 0.07 [-0.14, 0.28]
2. 261 430 0.85 57 425 0.81 0.05 [-0.18, 0.28]
3. 190 429 0.76 167 4.30 0.76 -0.01 [-0.17, 0.15]
4, 153 4.08 0.93 136 422 0.88 -0.14 [-0.35, 0.07]
5. 12 4.21 0.59 93 | 4.25 0.76 -0.04 [-0.41, 0.33]
6. 223 3.76 0.89 211 3.96 0.88 -0.20 [-0.37,-0.03]
7. 293 4.02 0.91 94 3.70 1.13 0.32 [0.07, 0.57]

8. 139 3.76 0.96 167 3.90 0.86 -0.14 [-0.35, 0.07]
9. 60 429 0.76 131 4.06 091 0.23 [-0.02, 0.48]
10 189 4.17 0.82 103 4.09 0.94 0.08 [-0.14, 0.30]
11. 168 4.37 0.77 207 4.44 0.78 -0.07 [-0.23, 0.09]
12. 134 4.42 0.64 56 4.17 0.94 0.25 [-0.02, 0.52]

Overall 1950  4.14 0.87 1582 4.12 0.89 0.00 [-0.06, 0.06]




Appendix J: Pairwise comparison of theoretical constructs

Self-efficacy to delay intercourse n=3524

Pair Group
Intervention Control WMD CI 95%
N Mean Sh N Mean SD

1. 129 4.33 0.72 158 4.13 0.86 0.20 [0.02, 0.38]
2. 266 4.14 0.79 57 4.04 0.74 0.10 [-0.11,0.31]
3. 188 4.17 0.78 164 4.18 0.73 -0.01 [-0.17,0.15]
4, 153 3.98 0.87 134 4.08 0.79 -0.10 [-0.29, 0.09]
5. 12 427 0.46 90 423 0.68 0.04 [-0.26, 0.34]
6. 222 3.72 0.84 209 3.74 0.85 -0.02 [-0.18, 0.14]
7. 294 3.85 0.84 94 3.32 0.94 0.53 [0.32,0.74]
8. 140 3.66 0.79 166 3.69 0.76 -0.03 [-0.20, 0.14]
9. 60 424 0.59 131 4.12 0.80 0.12 [-0.08, 0.32]
10. 188 3.85 0.89 100 3.7 0.83 0.14 [-0.07, 0.35]
11. 169 422 0.80 207 4.38 0.66 -0.16 [-0.31, -0.01]

12. 136 4.29 0.61 57 4.17 0.76 0.12 [-0.10, 0.34]
Overall 1957 4.01 0.85 1567 3.99 0.83 0.05 [0.00, 0.10]

Self-efficacy to use condoms n=3488

Pair Group
Intervention Control WMD C1 95%
N Mean Sb N Mean SD

1. 126 432 0.77 159 434 0.64 -0.02 [-0.19, 0.15]
2. 258 4.29 0.75 57 4.13 0.70 0.16 [-0.04, 0.36]
3. 183 4.20 0.63 164 423 0.66 -0.03 [-0.17,0.11]
4. 147 4.03 0.92 131 421 0.67 -0.18 [-0.37,0.01]
5. 12 4.34 0.39 90 4.26 0.63 0.08 [-0.18,0.34]
6. 222 3.88 0.86 210 3.94 0.76 -0.06 [-0.21, 0.09]
7. 292 4.05 0.78 90 3.50 0.95 0.55 [0.33,0.77]
8. 140 3.83 0.82 167 3.83 0.78 0.00 [-0.18, 0.18]
9. 60 4.26 0.63 131 4.17 0.83 0.09 [-0.12,0.30]

10. 188 4.16 0.78 102 4.12 0.83 0.04 [-0.16, 0.24]
11. 166 434 0.62 207 4.40 0.64 -0.06 [-0.19, 0.07]
12. 129 422 0.58 57 4.10 0.77 0.12 [-0.10, 0.34]

Overall 1923 4.13 0.77 1565 4.12 0.77 0.02 [-0.03, 0.07]




Appendix K: Sample lesson, learner workbook

Rights and Sexual Health
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Appendix L: Sample lesson from Educator Manual

LEARNING EXPERIENCE 7

CRITICAL OUTCOMES: 3,9, 10 Specific Outcomes: 7, 4,5 Duration:
1§ hours

GRADE 8 FOCUS: HEALTH
PROMOTION

TOPIC: Promoting the sexual health of young people (YP)

KNOWLEDGE SKILLS VALUES/ATTITUDES
Sexual and reproductive List the S&R fights of YP | Values own and others' sexual
rights (S&R) Explain the gender bias health and safety
Gender bias in sexual operating in S& R rights Well developed sense of self
rights issues preservation
Bodily boundaries Define own bodily Respect for own and others'’
Behaviours, suggestions, boundaries body
situations that may Recognise the behaviours,

threaten bodily boundaries | suggestions, situations
that may threaten bodily
boundaries

Recognise a potentially
violent/ sexually exploitive
situation

THE LEARNER WILL BE ABLE TO:

»  Explain what sexual and reproductive rights are

* Understand and articulate the right to say no

* Understand and discuss the gender dynamics related to S&R rights

= Understand and define their bodily boundaries

* Understand and explain the right to have their bodily boundaries respected

= Recognise which behaviours, suggestions, references of situations may threaten
their bodily boundaries

» Recognise a potentially violent/exploitative situation

* Understand and articulate that both familiar and unfamiliar peers and adults may be
guilty of violating their sexual and reproductive rights

LEARNING ACTIVITIES

1. Develop their own sexual and reproductive rights banner/chart and include their
responsibilities

2. Consider how violent and/or sexually exploitive situations could be avoided or
defused

ASSESSMENT STRATEGIES
1. According to criteria - correctness, impact, attractive, group cooperation

Educator Notes:

1. Discuss the responses to the diagram from lesson 7, Activity 2, if it has been done
as homework.

2. Learners list the behaviours/actions of boys/girls that could encourage sexual
excitement e.g. dress, language, gifts, etc.



Appendix L: sample lesson from educator manual

3. Learners discuss the Sexual and Reproductive Rights and decide on those that are
most important for themselves, understanding that these promote good sexual

health. (See Addendum) |
4. Learners list the responsibilities that each of their rights carry and then design a

banner or chart showing the rights and|responsibilities. (Activity 2 - using the
Addendum)

be avoided or defused. (Activity 3)

5. 6roups discuss some violent and/or sa{ually exploitive situations and how they could
|



Appendix L: sample lesson from educator manual

PRESENTING LEARNING EXPERIENCE 7

Organisation:

Learners will need paper or newsprint to complete activity 2. Kokis, magazines, glue &
scissors may also be required.

Information

Learners should understand that there are sexual and reproductive rights that apply to
them. However the different contexts/situations that they experience and the values
that they hold could influence them to not necessarily agree on which rights are the
most important for them. It is important however that they realise that rights always
include responsibilities and that respect for the rights of others must always be
considered.

With this learners should understand that they can say "no” to situations/experiences
they do not wish to participate in that cross their personal and bodily boundaries.

Presenting the material

1. Ifactivity 2 from the previous lesson was done at home you should hold a short
discussion regarding how they easily they could complete each dimension, how they
felt about doing it and whether it made a difference to their understanding of
themselves (their self-assessment).

Activity 1:

2. Ask the learners to complete the table in their workbook. Girls should consider what
it is that boys do or say that makes them sexually aware or alert or excited i.e. that
makes them want to get together, and write it in the column under ‘what boys do'.
Similarly, boys should consider what it is that girls do or say that makes them
respond sexually and write it in the column under ‘what girls do'.

3. Do be careful not to make specific suggestions to your learners and the less you
comment the better, but if they are struggling you could ask questions like:

a. "Does the way someone dresses ‘turn you on'? If this is so describe the kind
of dress.”
b. “What kind of actions have sexual connotations?"

4. Once the learners have completed their own column they should share their ideas
and complete the second column indicating the way in which they themselves (or
their sex) may 'turn’ another on.

5. Learners should then individually complete the personal reflection table.

Activity 2:

6. Ask the learners to study the page of sexual and reproductive rights for young
people and to choose 4 or 5 which are most appropriate for them and their sexual
health. Groups and individuals may differ according to personal circumstances and
needs and if these are different you may need to assist them in finding consensus
for this particular activity.

7. They must then write down their responsibilities with regard to those particular
rights. It is often easy to demand responsibilities from another, but within that
context each individual is also responsible for their own behaviour/actions. The
focus in this activity is not only on what others should accept (my rights), but also on
the recognition of personal actions and responsibilities. Support for others whose
rights are being abused could also be considered.
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Appendix L: sample lesson from educator manual

8. Each group (or individual) should then design a banner or chart to display these

rights and the individual's responsibilities that go with these rights. These can be
displayed in the classroom, passage or foyer.

9. Assess the banner/chart according to the criteria for 'design and make' or use the
criteria given below.

10. Complete the session with a brief discugsion of a few situations that exploit the

various sexual dimensions of the individyal or group. (This will be dealt with further
at a later stage.)

|
|
I
\
|

|
i



Appendix M: Regression analysis

Appendix M: Logistic Regression on primary outcomes at FU2

Condom use: All sexually active respondents

Number of obs =241
Wald chi2(6)= 43.83
Prob > chi2 = 0.0000
Std. Err. adjusted for 21 clusters

Odds Robust z P>|z| [95% Conf. Interval]
Ratio | Std. Err.
Group 1.18 0.31 0.65 0.515 0.71 -1.97
Age 1.18 0.11 1.78 0.075 098 -1.41
Gender 0.66 0.20 -1.35 0.176 0.36 -1.21
Middle SES 1.16 3720211 0.45 0.652 0.62-2.17
High SES 1.30 0.54 0.63 0.526 0.58-2.95
Condom use at baseline 0.37 0.07 -5.03 0.00 0.25-0.54

Condom use: Sexually active boys

Number of obs = 188
Wald chi2(5) = 14.57
Prob > chi2 = 0.0124
Std. Err. adjusted for 21 clusters

Odds Robust z P>z [95% Conf. Interval]
Ratio | Std. Err.
Group 1.15 0.37 0.45 0.65 0.62-2.16
Age 1.35 0.15 2.75 0.01 1.09-1.68
Middle SES 0.93 0.28 -0.23 0.82 0.51-1.69
High SES 1.02 0.54 0.04 0.97 0.36-2.89
Condom use at baseline 0.42 0.11 -3.17 0.00 0.24-0.72

Condom use: sexually active girls

Number of obs =53

Wald chi2(5) = 50.66

Prob > chi2 = 0.0000

Std. Err. adjusted for 15 clusters

Odds Robust z P>|z| [95% Conf. Interval]
Ratio | Std. Err.
Group 2.14 0.37 1.66 0.65 0.62 - 5.22
Age 0.56 0.15 -2.82 0.01 1.09-0.82
Middle SES 2.68 0.28 1.32 0.82 0.51-11.66
High SES 2.63 0.54 1.03 0.97 0.36 - 16.56
Condom use at baseline 0.17 0.11 -2.29 0.00 0.24-0.78
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Sexual intercourse at FU2 amongst the sub-%ample that were virgins at baseline

Number of obs = 3261 ‘
Wald chi2(5)=198.85
Prob > chi2 = 0.0000 \
Std. Err. adjusted for 24 clusters '\

Odds Robutt z P>z [95% Conf. Interval]
Ratio | Std. Err.
Group 0.85 0.14 097 [ 033 0.62-1.17
Age 1.29 0.04) 7.75 0.00 1.21-1.38
Gender 0.34 0.05! 698 | 0.00 0.25-0.46
Middle SES 0.62 0.07| -427 | 0.00 0.50 — 0.78
High SES 0.40 0.06] -6.64 | 0.00 0.30 - 0.52

|

Sexual intercourse at FU2 amongst boys that *vere virgins at baseline

Number of obs = 1386 E
Wald chi2(4) = 44.51 |
Prob > chi2 = 0.0000

Std. Err. adjusted for 24 clusters “l
\

Odds Robusﬂ z P>z [95% Conf. Interval]
Ratio | Std.Er
Group 0.83 037 | | -1.00 | 0.65 0.62 - 1.20
Age 1.20 015 | | 3.36 0.01 1.09 - 1.33
Middle SES 0.68 028 | | 292 | 082 0.51 —0.88
High SES 0.38 054 | | -587 | 097 0.36-0.53
|
|
|

|

Sexual intercourse at FU2 amongst girls that w*re virgins at baseline

|
Number of obs = 1875 “
Wald chi2(4)= 166.89 i
Prob > chi2 = 0.0000 |

Std. Err. adjusted for 24 clusters

\
|
[
|
\
\

Odds Robust z P>[z| [95% Conf. Interval]
Ratio | Std. Err. |
Group 0.89 037 || -0.51 | 0.65 0.62 - 1.42
Age 1.45 015 [ s5.41 0.01 1.09 - 1.66
Middle SES 0.56 0.28 241 | 082 0.51-0.90
High SES 0.44 0.54 -3.85 | 097 0.36 — 0.67

|
|
|
|
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