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Abstract

One of the worst HIV/AIDS epidemics in the
world is occurring in South Africa, where hetero-
sexual exposure is the main mode of HIV trans-
mission. Young people 15-24 years of age,
particularly women, account for a large share
of new infections. Accordingly, there is an
urgent need for behavior-change interventions
to reduce the incidence of HIV among adoles-
cents in South Africa. However, there are few
such interventions with proven efficacy for
South African adolescents, especially young ado-
lescents. A recent cluster-randomized controlled
trial of the ‘Let Us Protect Our Future!” HIV/
STD risk-reduction intervention for Grade 6
South African adolescents (mean age=12.4
years) found significant decreases in self-re-
ported sexual risk behaviors compared with a
control intervention. This article describes the
intervention, the use of the social cognitive
theory and the reasoned action approach to de-
velop the intervention, how formative research
informed its development and the acceptability
of the intervention. Challenges in designing
and implementing HIV/STD risk-reduction

interventions for young adolescents in sub-
Saharan Africa are discussed.

Introduction

More than two-thirds of the 34.0 million people
living with HIV/AIDS at the end of 2011 resided
in sub-Saharan Africa, where heterosexual exposure
is the main mode of HIV transmission [1]. South
Africa has the largest number of people living
with HIV/AIDS in the world [1]. About 18.1% of
South Africans aged 1549 years are infected with
HIV, and people aged 15-24 years, particularly
women, account for a large share of new infections
[2]. Although antiretroviral therapy is increasingly
available in South Africa, behavior change remains
critical to stemming the epidemic [3-5], and cultur-
ally congruent interventions to promote abstinence,
condom use and limited sexual partnerships among
young adolescents who have not established habit-
ual patterns of sexual behavior are especially
needed.

However, reviews of the literature reveal few
efficacious behavior-change interventions specific
to South African adolescents or adolescents in sub-
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Saharan Africa more generally [6-9]. Most studies
were conducted with older adolescents, with a mean
age of 13.5 years or older. Harrison et al. [8] identi-
fied eight intervention studies in South Africa that
were school- or group-based, involving in- and out-
of-school youth, and delivered by teachers, peer
educators and older mentors. Five were developed
outside of South Africa and adapted using qualita-
tive research with the target population; one adapted
specific modules from several effective interven-
tions from the United States and South Africa.

A recent school-based randomized controlled
trial (RCT) of the ‘Let Us Protect Our Future!’
HIV/STD risk-reduction intervention was con-
ducted with 1057 sixth grade learners from 18 ran-
domly selected schools in Eastern Cape Province,
South Africa [10]. The learners ranged in age from
9 to 18 years (mean=12.4); only 3.3% reported
ever having intercourse. The results revealed that
learners in the schools that received the HIV/STD
risk-reduction intervention had a lower odds of re-
porting intercourse, unprotected intercourse and
multiple partnerships during a 12-month follow-up
period than did those in a health-promotion inter-
vention [11], a control condition not covering sexual
risks but matching the time and attention the HIV/
STD risk-reduction intervention participants
received [12,13]. ‘Let Us Protect Our Future’ also
caused positive changes on hypothesized mediators
of intervention efficacy [14]. This article describes
the intervention, its theoretical framework, the for-
mative research that informed its development and
the acceptability of the intervention.

Methods

Theoretical framework

The ‘Let Us Protect Our Future!” intervention was
developed based on the social cognitive theory
[15,16], the theory of reasoned action [17,18] and
its extension the theory of planned behavior [19]
integrated with qualitative information about the
target population from formative research. Several
aspects of social cognitive theory are relevant to
behavior-change intervention. Outcome

expectancies are the consequences people expect if
they perform a particular behavior. Self-efficacy is
the confidence people have that they can perform a
behavior despite challenges and setbacks. The
theory also holds that behavior change may require
skills, which in the case of sexual behaviors, include
interpersonal skills, technical skills to use condoms
and self-regulatory skills in guiding and motivating
action [20]. However, those with strong self-efficacy
beliefs will exert more effort and persistence and
thus are more likely to succeed than their low-effi-
cacy counterparts who have the same skills.

The theory of reasoned action [17,18] and the
theory of planned behavior [19] collectively are
called the ‘reasoned action approach’ [21], which
holds that intention is the main determinant of be-
havior, and attitude, subjective norm and perceived
behavioral control or self-efficacy regarding the be-
havior determine intention. It further holds that be-
havioral beliefs about the consequences of the
behavior, a construct similar to outcome expectan-
cies, determine attitude, normative beliefs about im-
portant referents’ approval or disapproval of the
behavior determine subjective norm, and control be-
liefs about factors that facilitate or inhibit perform-
ing the behavior determine self-efficacy. We felt
that the theory’s focus on norms of peers and part-
ners was particularly appropriate for young adoles-
cents, who are engaged in the process of identity
formation through social comparison [22].

It might be argued that the reasoned action ap-
proach has limitations for use in South African cul-
tures, where family and the broader community
have large influences on behavior. However, in
accord with the reasoned action approach, behav-
ioral beliefs and control beliefs about condom use
have been tied to the intention to use condoms
among young South African adolescents [23].
Moreover, certain features of the approach make it
excellent for use in South Africa [24]. For instance,
the approach allows the possibility that the relative
importance of attitudinal, normative and self-effi-
cacy determinants of intention and behavior may
vary in different cultures. Attitudinal determinants
might be especially important in one culture,
whereas normative determinants (e.g. normative
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Fig. 1. A model of the integration of culture into the reasoned action approach. Culture can influence beliefs, the relations of beliefs to
attitudes, subjective norms and self-efficacy, and the relations of attitudes, subjective norms and self-efficacy to intention.

beliefs about family and community) might be es-
pecially important in another culture. More gener-
ally, the approach can accommodate culture in
several ways: as shown in Fig. 1, culture can
affect the beliefs people hold, the relations of beliefs
to the determinants of intention—attitude, subject-
ive norm and self-efficacy—and the relation of those
determinants to intention. Another feature of the
reasoned action approach that lends cross-cultural
utility is the strategy it offers for identifying the
relevant behavioral, normative and control beliefs:
conducting formative research with the population
to identify population-relevant beliefs about the be-
havior, which may be different for different popula-
tions. Identifying and targeting those beliefs tailor a
reasoned action intervention to the specific
population.

Formative research

To support the development of the intervention and
a questionnaire to evaluate its efficacy, we con-
ducted focus groups at schools. Male and female
isiXhosa- and English-speaking facilitators age 30

years and older who had at least a college degree led
all focus groups following standard protocols and
scripts. Questions were included to elicit behavioral
beliefs, normative beliefs and control beliefs [21]
that were common in the population and therefore
potential targets of the intervention. Additional
questions concerned cultural factors and contexts
relevant to HIV sexual-risk behaviors. Qualitative
analysis on data from facilitators’ and researchers’
notes and transcripts of audiotaped sessions identi-
fied and categorized themes or patterns of responses
relevant to intervention development.

Participants

The formative research participants were 89
isiXhosa-speaking sixth grade learners who partici-
pated in nine focus groups, 34 parents of sixth grade
learners who participated in four groups and 12 tea-
chers of sixth grade learners who participated in one
group. These groups were held between January
2001 and February 2003. Between October 2003
and May 2004, sixth grade learners participated in
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three pilot tests of the interventions: 30 in the first
pilot, 43 in the second and 43 in the third. All lear-
ners and teachers were recruited through announce-
ments at their schools, and parents were recruited
through letters their children received in school and
took home.

Besides conducting formative research, we
established a community advisory board of parents,
teachers, school principals, physicians and represen-
tatives from the Ministries of Health and Education
and non-governmental organizations that served
adolescents. They advised us on the design and im-
plementation of the intervention study and the cul-
tural, gender, contextual appropriateness and
feasibility and acceptability of the interventions.
For instance, they suggested that rather than our ori-
ginal choice as male facilitators, ikhankatha—the
men who played the educational role in the circum-
cision rites of passage for young men—that we train
unemployed teachers and other respected men from
the community irrespective of whether they were
ikhankatha. They suggested that we address sexual
and reproductive health in single-gender groups. In
addition, they suggested that we include schools in a
nearby semi-rural settlement, Berlin, rather than
only schools in the urban township, Mdantsane.

Description of the intervention

‘Let Us Protect Our Future!” was designed to: (i)
increase HIV/STD risk-reduction knowledge and
decrease cultural myths about HIV, (ii) enhance be-
havioral, normative and control beliefs supporting
abstinence, condom use and limiting the number of
sexual partners and (iii) increase skill and self-
efficacy to negotiate and practice abstinence and
condom use. It consists of 12 1-h modules of inter-
active activities, games, brainstorming, role-play-
ing, comic workbooks and small-group discussions.

A structural reality that influenced the interven-
tion’s design was lack of electricity in many schools,
which meant we could not employ videos, a valu-
able component of many efficacious interventions
[25-29]. We surmounted this challenge by creating
comic workbooks with a series of characters
and storylines addressing HIV/AIDS, stigma,

pregnancy, the impact of risky behaviors on goals
and dreams, abstinence, condom use and coercive
sex. According to social cognitive theory, skills
practice with performance feedback is an effective
way to increase self-efficacy and behavioral skills
[15,30]. However, a challenge to skills building with
young adolescents is that they may be reluctant to
participate in role-plays. To help address this chal-
lenge, instead of facilitators reading aloud the char-
acters’ dialogs, participants read them aloud, which
helped prepare them for the graduated series of
scripted, partially scripted and unscripted role-
plays in the final session.

Adolescent focus group participants suggested
the name of the intervention, which became its
theme. Initially, we thought the name would be
‘Protect Our Future!”. However, the participants
made clear that they meant, ‘Let Us Protect Our
Future!’. We infused this theme, which reflects a
more collectivist perspective rather than an indi-
vidualistic perspective, throughout the intervention.
As shown in Fig. 2, the logo is an image of the
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LET US PROTECT OUR FUTURE

Fig. 2. ‘Let Us Protect Our Future!” logo.
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traditional shield that protects adolescents and their
family and includes the main characters in the comic
workbooks—the mother, father, sister, brother,
older sister and teacher—with the shield behind
them. The names of the brother ‘Khusela’, meaning
‘protect” in isiXhosa, and his twin sister,
‘Nangamso’, meaning ‘future’, also suggested by
the adolescent focus groups, dovetail nicely with
the intervention’s theme.

The comic workbooks also provided a way to in-
corporate testimonials and narrative, which accord-
ing to social cognitive theory [15] are ways to
address outcome expectancies and self-efficacy.
The comic workbook characters, Khusela and
Nangamso, faced challenges similar to those of the
adolescents, which provided the opportunity for par-
ticipants to read about and discuss how the charac-
ters grappled with realistic challenges. For example,
in addressing inappropriate romantic relationships,
cross-generational sex, and exchanging sex for gifts,
issues that came up in the focus groups, the support-
ing comic storyline featured Khusela writing a love
poem for a girl he likes. His twin sister, Nangamso,
is anxious to learn for whom he wrote the poem. In
the next episode, however, participants learn that
Khusela’s love interest was, in fact, his math
teacher.

As we shall see shortly, the focus groups re-
vealed that parents had difficulty talking to their

children about sex. Accordingly, we employed
take-home assignments to increase parent—child
communication, to enlist parents’ help in empower-
ing their children and to ensure that parents were
aware of the nature of the interventions. As shown
in Table I, the topics addressed were initially benign,
but became increasingly sensitive over the series of
assignments. At the succeeding session, participants
shared any difficulties they encountered in talking
with their parent and brainstormed possible strate-
gies to overcome those difficulties.

Traditionally, in amaXhosa culture, women
should not discuss sexual and reproductive health
matters with boys, and men should not discuss
such matters with girls. To ensure that participants
felt comfortable, the comic workbook was used to
introduce puberty and adolescent sexuality in single-
sex groups led by the same-sex facilitator. Thus,
girls could have fruitful conversations about topics
such as Nangamso’s first period with their peers and
female facilitator, whereas boys discussed
Khusela’s wet dream with their male peers and
facilitator.

Besides the intervention’s theme, the series of
comic workbooks, the graduated series of take-
home assignments and the single-gender activities
already mentioned, we created additional activities.
For instance, hats have special significance in
amaXhosa culture, which led us to create a ‘Hat

Table 1. Take-home assignments in the Let Us Protect Our Future intervention by intervention session

Session Take-home assignment

1 Discuss concerns the parent had about the child’s growing up, things parents wished they discussed more with the
child, parent’s goals and dreams for the child, the child’s own goals and dreams, obstacles to the child’s goals
and dreams and ways to overcome those obstacles.

2 Discuss HIV/AIDS, ways people get HIV, the meaning of abstinence, why abstinence is important, how HIV can
interfere with the child’s goals and dreams and how abstinence can help the child achieve his or her goals and
dreams.

3 Discuss facts the child learned about HIV in the session

4 Discuss the parent’s advice on how the child might handle a series of scenarios (e.g. someone wants to kiss them,
a boyfriend/girlfriend wants to touch them below the waist, someone wants to have sex with them).

5 The children were to pretend they were the host of a radio talk show presented with HIV sexual-behavior risk

problems from callers. They were to discuss the callers’ problems with their parent and write down advice to
the caller. In addition, the child and parent signed a pledge to always talk in the future.

Note: Each intervention session included 2 of the 12 modules of the intervention. Session 6 did not have a take-home assignment

because it was the final intervention session.
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Activity’ to help participants consider the many
roles or ‘hats’ they wear in life and to address self-
pride. We created a ‘Doll Activity’ to address atti-
tudes toward women and sexual coercion.
Participants used dolls with changeable clothing to
express their views on how young women dress and
considered whether a girl who dresses sexy is asking
for sex or deserves to be forced to have sex. To build
the participants’ self-efficacy and skill to avoid risky
situations, we created the ‘Long Walk Home’ in
which participants identified risky situations they
may encounter en route to and from school, traced
the safest path to avoid dangerous situations and
brainstormed strategies to reduce their risk of
sexual coercion.

To address some issues, we adapted existing
activities from other efficacious interventions that
seemed appropriate [31-33]. For instance, we
adapted an activity on goals and dreams for the
future [31-33] in which the adolescents considered
how abstaining from sex or using condoms could
help achieve their goals and dreams. In another ac-
tivity, the ‘Benefits of Abstinence’, [31] participants
brainstormed the good and bad things about abstin-
ence even if they were sexually experienced and
considered what it takes to practice abstinence suc-
cessfully. To build condom-use self-efficacy and
skill, in a ‘Correct Condom Use’ activity, partici-
pants learned the steps of using condoms correctly
and practiced by putting condoms on anatomical
models after the facilitators modeled the skill
[32,33].

We implemented the intervention in isiXhosa fol-
lowing translation and back-translation to English.
In the target communities, people did not generally
refer to genital organs or sexual activity with
isiXhosa words. Indeed, such words were con-
sidered obscene (Z. Ngwane et al., submitted for
publication). People were more comfortable with
English or other foreign equivalents. To balance re-
spect for the culture with using language that the
adolescents would understand, we ‘Xhosalized’ cer-
tain words, creating a hybrid of English and
isiXhosa to maximize both comfort and understand-
ing. For example, in discussing body parts, we
mixed English and isiXhosa terms by adding the

isiXhosa article ‘i’ at the beginning of words such
as ‘ivagina’ for vagina and ‘ipenis’ for penis.

In the main trial, we implemented ‘Let Us Protect
Our Future!” and the health-promotion attention-
control intervention during the extracurricular activ-
ity period at the end of the school day with learners
who provided parent/guardian informed consent and
adolescent assent to participate rather than attend
other extracurricular activities. We implemented
the 12 modules of the intervention in six 2-module
sessions on consecutive school days. To accommo-
date the academic calendars of the schools and our
personnel resources, we divided the nine matched-
pairs of schools into three groups in implementing
the trial. Pairs 1-3 received the interventions in
October and November 2004; pairs 4—6 received
the interventions in January, February and March
2005 and pairs 7-9 in October and November
2005, with 12-month follow-up data collection com-
pleted in December 2006 [10]. Table II lists the
activities and the variables addressed in the
modules.

Pilot testing

Before implementing the HIV risk-reduction inter-
vention and the health-promotion attention-control
intervention in the main trial, we conducted three
pilot tests. Each pilot study was a RCT, with learners
randomly assigned to the six-session HIV risk-re-
duction intervention or the six-session health-pro-
motion attention-control intervention based on
computer-generated random number sequences.
Co-facilitators with extensive experience imple-
menting HIV/STD and health-promotion curricula
in the United States conducted the first pilot in
English in Mdantsane, and pairs of isiXhosa-speak-
ing male and female adults observed. We subse-
quently trained these isiXhosa-speaking adults to
serve as co-facilitators conducting pilot tests in
isiXhosa in Berlin and in Mdantsane. Sexual matters
are taboo within amaXhosa culture and conse-
quently we were concerned about parents’ reactions
to the interventions. To assess their reactions, the
last take-home assignment in the first pilot test of
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the interventions included a brief questionnaire for
parents to complete.

Facilitator training

In the main trial, we trained as co-facilitators 21
women and 22 men aged 27-56 years (mean =42)
from the community who were bilingual in English
and isiXhosa in September 2004. Their education
ranged from a technical school degree to a
Master’s degree (median=a Bachelor’s degree);
65% had worked as teachers and 63% had imple-
mented HIV education. We randomly assigned them
to receive an 8-day training to implement ‘Let Us
Protect Our Future!” or the health-promotion control
intervention, which randomized the facilitators’
characteristics across the interventions. Trainers
modeled the interventions, and facilitators learned
the background content of their intervention, the
design and methodology of the study, the theoretical
framework and the skills to implement the interven-
tion with fidelity; practiced implementing their
intervention and received feedback from each
other, the trainers and investigators. They were
trained to model gender equality in the delivery of
the intervention, including the distribution of labor.
Thus, we trained them not to give the impression
that the female co-facilitator was assisting the
male co-facilitator, but to be equal partners in the
delivery of the intervention with shared responsibil-
ity. One common difficulty in implementing sexu-
ality related interventions for adolescents is that
teachers are uncomfortable with sexual material
and therefore do not implement interventions with
fidelity [6-9]. To ensure facilitators’ comfort with
sexual terms, they had to verbalize, in both English
and isiXhosa, every term they had ever heard for
reproductive system body parts.

In Mdantsane and Berlin schools, learners are ex-
pected to defer to teachers, to speak only when tea-
chers speak to them and to stand when they address a
teacher in class. This poses a barrier to children’s
free expression of beliefs and feelings as participants
in interactive activities. Accordingly, the training
stressed that the success of the intervention largely
depended on the adolescents’ willingness to share

their beliefs freely during the activities. We empha-
sized facilitation and group process over the prevail-
ing didactic approach and employed small groups of
9-16 adolescents and circular seating of the adoles-
cents and facilitators with everyone at the same
height level. Another important part of the training
was an emphasis on fidelity of implementation ac-
cording to the detailed standardized manuals we
gave facilitators. Overall, the training went well
and facilitators received it enthusiastically (Z.
Ngwane et al., submitted for publication). All 43
facilitator trainees attended each of the 8 training
days.

Acceptability of the intervention

The acceptability of an intervention, how it will be
received by the target population [35-38], is con-
sidered important because if an intervention is not
acceptable to the population then it is unlikely that it
can be taken to scale or employed widely with the
population. We assessed the acceptability of the
intervention to participants using measures similar
to those employed in several previous intervention
trials [28,29,39,40]. Learners provided ratings of
‘Let Us Protect Our Future!” on 5-point Likert
scales in the post-intervention assessment. We as-
sessed the degree to which they liked the activities,
felt comfortable talking and sharing their thoughts,
learned from the activities and would recommend
the program to others. In addition, a measure of ac-
ceptability of the take-home assignments included
items on how much they liked the take-home assign-
ments, felt comfortable with them and learned from
them. We also asked the facilitators to provide rat-
ings of the acceptability of the intervention to the
participants after each session. They rated how
much participants liked the activities, felt comfort-
able during the activities, learned from the activities
and paid attention during the activities.

Results

Formative research

One theme that emerged in the adolescent focus
groups was that ‘condoms destroy the sensation of
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meat to meat or flesh to flesh’, which is a hedonistic
belief or outcome expectancy [23,41], a belief about
the negative consequences of condom use for sexual
enjoyment. Another behavioral belief concerned
consequences of practicing abstinence. Achieving
goals was seen as a reason to abstain from sex. For
instance, one adolescent said, ‘telling yourself that
you want to finish your schooling and you don’t
have time for other things.” Other themes were ‘con-
doms prevent AIDS’, which is a prevention behav-
ioral belief [23,41], and ‘peers would approve of
sex’, which is a normative belief [23,42,43].
Normative referents who disapproved of sex
included parents and ancestors. There were also cul-
tural beliefs that would have to be addressed in the
intervention. For instance, participants said, ‘by
having sex, you can pass on your seed’, ‘bad
muthi (witchcraft) can cause AIDS’, ‘People can
put a curse on you—maybe if they are jealous of
you’, ‘sex with a virgin can cure AIDS’ and ‘men
cannot say no to sex’. Participants suggested that
girls faced risk of sexual coercion. To reduce this
risk, they said, girls should never stay alone in the
house, walk alone at night or accept anything from a
man.

A theme that emerged in the parent groups was
that parents find it difficult to talk to their children
about sex. A father said, ‘Truly speaking, it is very
difficult for us to talk about these things with our
children, as Black people we don’t sit down with
children and discuss sex’. A mother said, ‘I cannot
sit down with my child and talk about sex’. Parents
also mentioned age—discordant relationships. One
mother said, “The girls don’t [use condoms] because
they sleep with older men and the men don’t use
condoms because they think to themselves the girl
is still young and as a result is free of diseases’. This
suggests that the intervention should address age—
discordant relationships and the gender power
imbalance common in such relationships.

Consistent with the parents’ comments, the tea-
chers said ‘parents are uncomfortable talking to chil-
dren about sex’ and ‘parents would say it’s not their
culture to tell the child about things that involve
sex’. The teachers also raised the issue of interge-
nerational sex saying: ‘Because of poverty, if [ am a

taxi man always having cash, I would buy things for
these children and in return would expect her to give
me her body’. When asked why children do not use
condoms, the teachers said, ‘“They say you can’t eat
a sweet with its paper so they want to taste the
original thing’.

Pilot testing

Of the 30 learners, 27 returned their parents’ ques-
tionnaire on reactions to the intervention included in
the last take-home assignment in the first pilot test of
the intervention, and none of the parents had nega-
tive comments. Here are some examples of their
comments: ‘The program deals with things that are
happening in a kids’ life and gives them in-depth
knowledge/information’. ‘It teaches our children
about protecting themselves and knowing how to
say “no” when they are pressured by friends’. ‘It
gives children and parents knowledge about them
growing up’. ‘It teaches parents to talk to their chil-
dren about things that are not easy to talk about’.
‘T was so ashamed to speak to my child about con-
doms, sex, periods, etc., so guys thanks. You started
the way, so I am going to follow your footsteps’. A
parent of a child in the health control intervention
said, ‘Good things are about how to take care for
themselves and other people in their community. It
also develop the child as a whole and bout how they
must eat healthy food’.

Acceptability of the intervention

Participants’ ratings of ‘Let Us Protect Our Future!’
were high. As shown in Table III, the mean ratings
indicated that the learners liked the activities, felt
very comfortable talking and sharing their thoughts
in the group, learned a lot from the activities and
would recommend the program to others. Girls’ rat-
ings of liking and learning from the intervention
activities were significantly higher than the ratings
of boys. Ratings of the acceptability of the take-
home assignments were also high. Similarly, facili-
tators’ ratings of how much participants liked the
activities, felt comfortable during the activities and
learned from the activities were high (Table IV).
There were significant differences among the six
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Table IIl. Learners’ mean (standard deviation)

ratings of the acceptability of the ‘Let Us Protect Our Future!” HIV/STD

risk-reduction intervention, South Africa, by sex

All participants Boys Girls
Variable (N=556) (N=252) (N=304) P-value
Liked the activities 4.73 (0.42) 4.61 (0.48) 4.83 (0.31) <0.0001
Comfortable with the activities 4.65 (0.63) 4.59 (0.66) 4.69 (0.60) 0.0711
Learned from the activities 4.77 (0.47) 4.58 (0.57) 4.92 (0.28) <0.0001
Would recommend to others 4.87 (0.40) 4.85 (0.43) 4.88 (0.38) 0.3081
Acceptability of the take-home assignments 4.86 (0.33) 4.84 (0.39) 4.88 (0.26) 0.1468

Notes: P-value is the significance probabilities for the #-test of mean differences by sex. Ratings were on 5-point scales where higher
scores indicated greater agreement with the statement. Acceptability of the take-home assignments is a composite of three questions:
how much they liked the assignments, felt comfortable with them and learned from them.

Table IV. Facilitators’ (N=21) mean (standard deviation) ratings of the acceptability of the ‘Let Us Protect Our Future!” HIV/
STD risk-reduction intervention to isiXhosa-speaking adolescents, South Africa, by intervention session

Variable

Intervention session

All 1 2 3 4 5 6 P-value

Liked the activities
Comfortable with the activities
Learned from the activities
Attentive to lessons

4.79 (0.42) 4.66 (0.48) 4.67 (0.53) 4.86 (0.35) 4.78 (0.42) 4.86 (0.35) 4.90 (0.31)  0.0005
4.55 (0.58) 4.25 (0.66) 4.45 (0.68) 4.52 (0.55) 4.68 (0.47) 4.63 (0.49) 4.75 (0.43) <0.0001
4.64 (0.50) 4.54 (0.55) 4.48 (0.58) 4.65 (0.48) 4.68 (0.47) 4.72 (0.45) 4.75 (0.43)  0.0044
4.66 (0.50) 4.69 (0.49) 4.61 (0.57) 4.65 (0.51) 4.64 (0.48) 4.63 (0.49) 4.73 (0.45) 0.7226

Notes: P-value is the significance probabilities for the F-test of mean difference among the six intervention sessions. Ratings were

on 5-point scales where higher scores indicated greater agreement with the statement.

sessions in these facilitator ratings. Significant
Bonferroni-adjusted linear contrasts (Ps < 0.002)
indicated that the ratings increased over the six ses-
sions. The facilitators also rated the participants as
attentive to the activities, but these ratings did not
vary by session. An objective indicator of the lear-
ners’ positive view of the intervention is the adoles-
cents’ high rate of attendance, which did not vary by
gender [10]. All adolescents attended Session 1, and
97.0-98.6% attended Sessions 2—6.

Discussion

HIV continues to have a devastating impact in South
Africa. Addressing this problem requires the identi-
fication of behavior-change interventions for all
populations that engage in risk behaviors [6]. Such
interventions are likely to be most efficacious if they

are acceptable to the target population and address
the mediators of behavior change in that population.
One important population is adolescents, and
schools are an important venue in which to expose
adolescents to risk-reduction messages. Schools
provide an opportunity to reach most adolescents
before the onset of sexual activity and before pat-
terns of sexual-risk behavior become habitual and
more resistant to change.

This article described the steps taken to ensure
that ‘Let Us Protect Our Future!” would be accept-
able and that it would influence mediators of behav-
ior change. We collected relevant information about
the context, culture and dynamics of the sexual be-
havior of South African adolescents. We integrated
this information with the social cognitive theory and
the reasoned action approach. In the intervention,
we employed a series of engaging interactive activ-
ities to increase theory-relevant beliefs supporting
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abstinence, condom use and limiting sexual partners
and to increase skill and self-efficacy to negotiate
and practice abstinence and condom use. Some of
the activities were created specifically for isiXhosa-
speaking South African adolescents to address
issues identified in formative research, whereas
others were adapted from appropriate activities
used in successful interventions with adolescents
in the United States.

Several sources of evidence suggest that the re-
sulting intervention was acceptable to the target
population. First, the participants gave the interven-
tion high marks: their ratings of the intervention
indicated they liked it, were comfortable with the
activities, felt they learned a lot and would recom-
mend it to others. Consonant with these ratings were
the facilitators’ perceptions that the learners liked
the intervention, felt comfortable during the activ-
ities, learned a lot and were attentive. In addition, the
participants gave favorable ratings of the take-home
assignments they completed with their parents. The
high attendance rates provided an objective indica-
tor of acceptability because the learners chose to
attend the intervention, which we offered during
their extracurricular activity period when they
could have engaged in other activities. Finally, at
least a modicum of evidence of acceptability is pro-
vided by the high regard with which the parents in
the first pilot study held the intervention.

‘Let Us Protect Our Future!” should be viewed in
the context of other interventions evaluated in sub-
Saharan Africa, especially South Africa. Like
several HIV risk-reduction interventions in sub-
Saharan Africa, it drew upon social cognitive
theories [44—48]. One novel component of the inter-
vention was the comic workbooks and the distinct-
ive way in which the intervention employed them.
As far as we know, no other interventions targeting
adolescents in South Africa have employed comic
workbooks. We used them to introduce a variety of
issues and to prepare the learners for the skill-build-
ing role-plays. Another novel aspect of this interven-
tion was the way in which we involved parents.
None of the reviews of HIV risk-reduction
interventions in sub-Saharan Africa cited interven-
tions that included parents [7-9]. Indeed, we are

aware of only one intervention study in South
Africa that tried to involve parents, but that study
intervened only with parents of adolescents, not with
the adolescents and did not report effects on the
adolescents’ behavior [49]. Similarly, a study in
Kenya intervened with parents, but did not report
sexual behavior outcomes for adolescents [50]. We
included parents in an innovative way. Rather than
trying to engage parents by having them attend inter-
vention sessions, we involved them through take-
home assignments and prepared the children to
engage in communication with their parents. A
third novel feature of the intervention is that it tar-
geted young adolescents in the earliest stages of
sexual involvement. The children who received
our intervention were younger than the participants
in any other HIV risk-reduction intervention trial
conducted with adolescents in sub-Saharan Africa,
and only 3.3% of them reported sexual experience.
Thus, this is the first intervention in South Africa to
focus on primary prevention of sexual risk behavior
before habitual patterns of sexual behavior have
been established. Another unique feature of this
intervention was the use of male and female co-fa-
cilitators who modeled gender equality as they
implemented the interventions.

Lessons learned

For those who would design and implement inter-
ventions with adolescents, particularly young ado-
lescents, in South Africa, this research has
highlighted several challenges, including the taboo
regarding sexual matters, gender appropriateness of
discussions, lack of electricity and didactic styles of
teaching. We found that many potential facilitators
were very uncomfortable with sexuality and terms
for sexual and reproductive body parts. This dove-
tails with studies reporting implementation difficul-
ties centering on intervention facilitators, typically
teachers, who did not implement aspects of the inter-
ventions concerning condom use [6-9]. In our study,
the majority of the facilitators were former teachers.
We addressed this problem in two ways. First, in our
selection of facilitators, we used performance-based
criteria in which candidates had to demonstrate an
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intervention activity, condom demonstration, and
screened out those who seemed very uncomfortable
handling the condom or doing the activity. Second,
during the facilitator training, we tried to build com-
fort with sexual words by ensuring that the facilita-
tor trainees had to use them repeatedly, which is a
common technique for increasing comfort with
sexual matters.

In a similar vein, parents were uncomfortable dis-
cussing sexual matters with their children. We ad-
dressed this with a series of take-home assignments
on increasingly sensitive topics to make parents
more comfortable talking to their children about
reducing the children’s sexual risks and increasing
children’s self-efficacy to communicate with their
parents. The taboo regarding sexual matters also
came up when we wanted to provide knowledge
about puberty and reproductive anatomy, which is
necessary in interventions with young adolescents.
It was considered culturally inappropriate to cover
this material in mixed-gender groups; accordingly,
we addressed it in single-gender groups led by the
same-gender facilitator. This solution, however,
may not always be available in schools. If the tea-
cher is a female and no male teacher is available, for
instance, she may have to cover the material with
both girls and boys. In such circumstances, it might
make sense to cover the material with the girls and
boys separately.

Another challenge is lack of electricity in some
settings, which means it may not be possible to use
technology, including televisions, in the interven-
tions. The use of comic workbooks, as done here,
is a way of achieving many of goals that are com-
monly addressed with video, and it has the add-
itional benefit of affording an opportunity for the
children through the experience of reading the dia-
log before the group to gain confidence to engage in
role playing later in the curriculum.

Finally, the didactic style of teaching in many
schools in sub-Saharan Africa possess a challenge
in that the children are not accustomed to participa-
tory learning activities, which are important for
highlighting the beliefs of the learners and for skill
building. Getting learners to participate in such
activities is a challenge. A related challenge is

getting the facilitators to implement the activities
in an interactive way rather than in a didactic way.
We tried to overcome this barrier by the use of a
circular setting arrangement with the facilitators
seated with the adolescents. The trouble is that fa-
cilitators might implement the intervention with
themselves outside the circle behind a desk, or
they might stand while the participants are seated,
or they may fail to arrange participants in a circle.
These deviations do not encourage the free partici-
pation that is important for the adolescents to get as
much as possible out of the intervention experience.
To address this, monitoring, supervision and de-
briefing of facilitators with re-training when neces-
sary can make a big difference in whether the
intervention is delivered properly.

Conclusion

In conclusion, the ‘Let Us Protect Our Future’ inter-
vention’s strengths include using behavior-change
theory and formative research in its development
to ensure that the intervention was both theoretically
grounded and culturally congruent, using appropri-
ate activities adapted from other efficacious inter-
ventions, and creating novel activities specifically
for young sexually inexperienced isiXhosa-speak-
ing adolescents that addressed issues identified in
the formative research. On the other hand, the use
of self-reports for the acceptability data and the
sexual behavior outcomes in evaluating the inter-
vention is a limitation because social desirability
response bias can affect self-reports. We tried to
mitigate the influence of such bias by assuring the
participants confidentiality, encouraging them to re-
spond honestly so that the results, which would be
used to develop programming for other youths like
themselves, would be accurate, and employing as
data collectors, not the facilitators who implemented
their group, but other research staff members.
Another limitation is that we do not know whether
the results generalize to other populations of adoles-
cents in sub-Saharan Africa.

Finally, systematic reviews of HIV/STI preven-
tion intervention studies targeting young people in
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sub-Saharan Africa have found significant effects on
non-behavioral outcomes, including self-efficacy,
knowledge, beliefs and intentions, but limited
effects on sexual-risk behaviors [6,7,9] and have
highlighted the need for greater attention to imple-
mentation difficulties. Viewed in this context, the
‘Let Us Protect Our Future!” intervention is promis-
ing: it reduced both self-reported sexual risk behav-
ior and mediators of such behavior; it surmounted
potential implementation difficulties and it was ac-
ceptable to young adolescents, engaging and retain-
ing them [10,14,24]. Despite the enumerated
limitations, then, this article suggests that Let’s Us
Protect Our Future! should be considered for use
with young adolescents in South Africa.
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