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At the February 2005 MRC KZN AIDS Forum held at Glenmore Pastoral Centre in Durban and co-hosted by HIVAN, Dr Abigail Harrison presented on a three-year research study conducted in the Hlabisa area of northern KwaZulu-Natal.  The project was focused on an HIV and teen pregnancy prevention intervention for secondary-school learners, with both qualitative and quantitative evaluation methods.

The project’s aim was to raise consciousness and encourage openness around unsafe sexual practices and sexuality in general, so as to enhance understanding of and adherence to “dual protection” (DP) methods.  The targeted DP options were condom use (along with an additional barrier method in terms of contraception) and abstinence or delay of sexual debut.

By way of introduction, Dr Harrison provided a succinct statistical backdrop of the factors relevant to the particular direction of the study, namely that 4,7 million South Africans are infected with HIV, and that 14,1% of 15 to 24-year-olds in KwaZulu-Natal are HIV-positive.  
She described the province’s teenage pregnancy levels as being of “epidemic proportions”, with 42% of young women having their first child by the age of 19.  Research done in 1999 showed that in northern KZN, the risk of HIV infection is regarded as secondary to the risk of pregnancy by respondents who feared that early parenthood would preclude them from completing their school education.

“The social factors driving both teenage pregnancy and HIV infection are now well-known,” said Dr Harrison. “These include evidence of sexual partnerships with older males limiting the decision-making power of young women and girls, along with demonstrably high levels of sexual coercion and violence in South Africa, which heighten the risk of HIV infection in women.  Structural factors such as poverty, non-schooling and general social disempowerment are also very important factors in this regard.”
In its preliminary research, the project team identified the following specific intervention needs:
· early introduction of prevention education 
· raising the age of sexual debut (with the median age of first sex in rural KZN being 17)
· locating such programmes in schools, as most South African teenagers are school-going.

The team also noted that although there are numerous prevention intervention and life-skills programmes available for youth, focusing broadly on condom usage, abstinence and related social factors, very few had been rigorously documented and evaluated, and so were not published or reviewed in formal literature.  With this in mind, the team was concerned to augment the base of knowledge in South Africa about local models and adaptations of models for local settings. 

The Mpondombili Project was a three-year project designed to target learners of age 14 – 17 in Grades 8 to 10.  Its objective was to develop and pilot a programme of relevance to the age group and the local cultural and socio-economic context.  The content consisted of exercises, interactive learning and role-play addressing both HIV and pregnancy risks, through a participatory process.  The Project was co-ordinated under the auspices of an international research partnership between the SA Medical Research Council’s HIV Prevention Research Unit and the HIV Center at Columbia University, New York, and funded by the US National Institutes of Health and the SA MRC.
The Project participants included a partnership of teachers, clinic nurses and youth peer educators, with the research team facilitating and documenting the training and implementation process.  The young peer educators were recruited and trained in content knowledge, reference and support, while the teachers provided classroom authority and the nurses related the training to the clinical setting.  As a positive by-product of the Project, the teachers and nurses themselves also benefited in terms of self-development from the training process and partnership.
A primary output (as a participatory process involving the peer educators and teachers) was the production of its Intervention Manual, which presents the programme and techniques in a format that offers guidelines for: 

*
enhancing skills in youth to protect themselves, 

*
creating positive norms for dual protection
*
promoting gender equity

*
empowering youth with levels of self-esteem to enable them to make their own decisions about sexual issues, be aware of their individual and sexual rights, and to express their own life conditions and future aspirations.

In terms of the conceptual framework for the study, Paolo Friere’s theory of “raising critical consciousness” was applied in the research design, the proposed outcomes of the latter being drawn up as:
+
self-efficacy to negotiate safer sex

+
healthier relationships and gender roles

+
deeper understanding of myths, misconceptions and negative attitudes around condom use and ways to address these.
The Evaluation Design was based on a non-randomised, comparative model, examining the two “intervention schools” in contrast to two “comparison schools”.  Programme activities proceeded as follows:

· Identification of key intervention content: a review of 14 existing manual-based interventions for high-school populations;

· Establishing participatory working groups:  taking into account the appropriateness of different topics and exercises based on standard criteria;

· Conducting three Intervention Development Workshops:  working with techniques for role-play, exercises and interactive learning;

· Strengthening the Learner-Teacher-Nurse relationship, to address:

· the youths’ negative view of healthcare-workers, 

· the teachers’ lack of time for life-skills education and need for support and input from clinic nurses, 

· the healthcare-workers frowning upon youth being sexually active, believing that condoms encourage sexual activity and that they themselves were inadequately trained in issues of sexuality
Dr Harrison stressed that the research team had enjoyed full co-operation from the principals of the two participant schools.  Candidates for Peer Education training were selected on the basis of baseline HIV knowledge, school performance and public speaking/problem-solving abilities.  
The naming of the Project was an important step in ensuring a sense of ownership, and the peer educators came up with the concept of a two-horned calf (“mpondombili”) representing “dual protection” and the “dual fight” against HIV and early pregnancy.  The Evaluation was implemented to cover nearly 1 000 respondents over a period of four months, in an interviewer-led, self-administered classroom survey.

Dr Harrison observed that typically, it is difficult to sustain the numbers of trained peer educators needed to cover the requirements of the intervention plan, mainly due to natural attrition.  As it was a challenge for female learners to keep up with their male classmates – often because the girls could not, or were afraid to be, heard – the number of female trainees was doubled.  
In summing up, Dr Harrison listed the primary challenges, achievements and lessons emerging from the study as a whole, as follows:

Challenges:

· Gender Dynamics:  male dominance, generally biased attitudes among participants;
· Peer attrition:  family, study and relocation issues resulted in numbers of trained peer educators decreasing;
· Confirmation of timetables:  juggling sessions to suit school timetables was complicated, although finally, because of committed co-operation from the school staff, was possible;
· School organisation:  one of the schools chosen for the study endured disruption, conflict and violence, which affected the roll-out of the Project; 

Achievements:

· The production of the Intervention Manual: to be disseminated, with appropriate customisation, for wider use

· High levels of knowledge about dual protection 

· Positive attitudes around condom use
· Ability to talk more easily about sex, sexuality and self

· Formation of community organisation to take the training principles of the Project further and sustain its effects

Lessons:
· The Programme is demanding; it requires hard work, is time-consuming and complex

· Peer educators cannot always be perfect role-models; for instance, one girl fell pregnant during the Project.  There are high expectations placed upon the learners, some of which are not easy for them to meet, and care should be taken to sustain support for them during their experiences.
· Be flexible:  adapt to “new” issues that arise – many are unpredictable
Dr Harrison replied as follows to the questions posed after her presentation:
Q:
In the process of raising critical consciousness, was there coverage of non-penetrative options for sexual release such as masturbation?  Also, was there a hetero-normative focus inherent in the programme that obviated recognition of same-sex orientation?
AH:
It was found that the adult participants benefited the most from their involvement in the trainings – as an effect, rather than an intention.  Many of the materials used in the programme were explicit about a variety of sexual practices, and evoked a great deal of discomfort among all the participants, young and adult.  It was clear that they were seeing these images and encountering these issues for the first time, and the trainers had to engage with and address the numerous shocked and negative reactions expressed.  Expanding on options for non-penetrative sex was regarded as an important component for longer-term applications.
Q:
Is it accurate that the median age for sexual debut is 14-15 in the US and Europe, and 17 in South Africa?  
AH:
Reportedly, yes; but then it is important to note that reporting of sexual behaviour in South Africa, where sex among young people is stigmatised, is biased toward under-reporting.  Even so, results across many studies show an earlier age of sexual debut in most developed country settings, in part because attitudes towards sex and sexuality are less restrictive.
Q:
How would the high levels of child abuse affect these statistics?

AH: 
Presumably they would, but child abuse figures are also under-reported so far.

Q:
What distinctions were made during the study regarding the early beginnings of sexual partnerships and those based on more regular and mature sexual exchanges in “steady” relationships?

AH:
The research team chose the 14-17 age group precisely because of this range of sexual activity developing over the period of adolescence into various type of relationships, although the study was not designed to focus on relationships per se.
Q:
Given the prospect of heightened awareness and usage of condoms amongst the learners, how easy would it be for the learners to acquire condoms in their community?  
PK:
(Pinky Kunene, research team member) – the team members provided supplies of condoms, but they did note that social access to condoms was considerably more difficult for female learners.  The schools and clinics were very helpful in this regard.

Q:
Have the schools reported reduced rates of teenage pregnancy since the programme was run?

AH:
The schools have informally advised the research team that rates have declined, but they are aware that one year is rather too short a period to assume definitive results.
Q:
Can these intervention models be taken into say, 100 schools?

AH:
This project was a pilot study, and they hope that it could be applied to scale, perhaps with some refinement and trimming of the Intervention Manual content, and required modification to address varying cultural and socio-economic settings.

Dr Harrison ended her talk with a useful website reference:

www.sexualhealth.org
and cited an article which describes some of the process undertaken in the study as follows:  Agenda, 2002. 53: 43-52
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