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Abstract

This study explores the path from policy to practice of sexual health education in Zimbabwe, in order to identify barriers to programme implementation and key elements for success. Zimbabwe’s relatively high secondary school enrolment rates make secondary school a potential source for providing young people with the knowledge and skills they need to protect themselves from risks and lead healthy lifestyles.

The international literature identifies some key elements for success within school-based sexual health programmes. It suggests that programmes need clear policy objectives, which promote a holistic approach and acknowledge the importance of influencing behaviour. Social learning theory and the life skills approach appear to be two successful methods; but they need to be more widely tested within local contexts. External factors also play a role in influencing sexual behaviour.

In Zimbabwe, sexual health education focuses on HIV/AIDS and the policy is implemented through a joint Ministry of Education, Sport and Culture/UNICEF programme. This study found that there are a number of problems with programme implementation. Although the programme has been compulsory in all secondary schools since 1993, coverage is low and teacher training has failed to provide teachers with the necessary skills to deliver the lessons. There are also widespread problems of ownership and resistance. 

Ultimately, it appears that the original project design did not acknowledge the radical nature of the participatory life skills approach within the Zimbabwean education system. The programme needs to be adapted and improved, based on the needs of the students and on wider consultation with key stakeholders.
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Chapter 1

Introduction

1.1 The Issue

Are young people in Zimbabwe receiving adequate sexual health education to protect themselves from risks and to enjoy a healthy lifestyle? All school children from Grade 7 primary to Form 6 secondary are supposed to receive HIV/AIDS education through the Ministry of Education, Sport and Culture’s AIDS Action Programme for Schools. This study will explore the path from government policy through to practice in schools. The aim is not only to compare policy with practice, but, more importantly, to identify the barriers to programme implementation and the key elements for success.

The path from policy to programme implementation is full of obstacles. There is increasing consensus in the international literature about some elements of “best practice” (see Chapter 2), yet much of the evidence comes from the West. In translation into programme implementation in other contexts, “best practice” is affected by cultural and environmental factors that need further consideration. Sexual health education still remains a contentious issue, and the support or hindrance of key stakeholders at national and local level can make or break a programme. Implementation factors such as curriculum development, teacher training, material development, piloting, monitoring and evaluation are also important considerations, as are development of aims, objectives and the approach. All of these factors are explored in this study in order to analyse the AIDS Action Programme for Schools.

In this study the term “sexual health education” is used broadly to cover a wide range of issues to do with reproduction and reproductive health, sex and sexuality, sexually transmitted infections (STIs), puberty and contraception. It also encompasses the feelings, emotions, attitudes and values that are evoked by these issues, as well as a wide range of curricula that differ with respect to aims, scope, implementation and content. This study explores “sexual health education” in Zimbabwean secondary schools. The main focus is on “HIV/AIDS education” as this is the compulsory element that is outlined in the government’s policy and supposed to be implemented in all secondary schools. However, HIV/AIDS education cannot take place in isolation from other sexual health issues. Therefore, the broad term “sexual health education” is used where appropriate, and “HIV/AIDS education” is used to refer to the specific element of the AIDS Action Programme that is supposed to be taught in Zimbabwean secondary schools.

1.2 Objectives

The objectives of this study are:

· to critically analyse government policy and government guidelines on sexual health education in Zimbabwe;

· to review the literature on sexual health education in order to identify key issues for, and common barriers to, success;

· to assess current teaching and learning approaches to sexual health issues in secondary schools in Zimbabwe against accepted good practice;

· to analyse the institutional mechanisms for the translation of sex education policy into practice within the Ministry of Education, Sport and Culture;

· to understand the key factors that facilitate and block the translation of policy in to practice.

1.2.1 Research questions

The research questions addressed in this study are:

1. What is the policy on sexual health education in Zimbabwe?

2. How is policy supposed to be translated into practice?

3. How is sexual health education actually being practised in schools?

4. To what extent is sexual health education meeting the needs of young people?

1.3 Rationale

Between 1995 and 1998 I worked in Zimbabwe with an organisation called Students Partnership Worldwide (SPW). SPW places youth educators in rural schools to raise awareness about health issues. One of the remits of the youth educators is to address sexual health education, with a focus on HIV and AIDS. During my time with SPW I visited over 100 rural schools in different parts of the country, and talked at length with many headteachers about HIV and AIDS. During these discussions not once was the Ministry of Education, Sport and Culture’s AIDS Action Programme mentioned. Despite the fact that the programme had been compulsory since 1993 no HIV/AIDS lessons were taking place before SPW’s youth educators arrived in the schools. As a result of this situation, I decided to investigate the policy of the Ministry of Education, Sport and Culture on sexual health education. I was amazed to discover that a programme existed which formed the basis of the Ministry’s policy and that its implementation was compulsory in schools. It was obvious that there was a wide gap between policy and practice, and therefore two years later I chose to investigate the reason for this further in this study.

There are several reasons why the Zimbabwean situation is special within sub-Saharan Africa. Firstly, in comparison to many other countries within the region, the number of students attending secondary school is high. 1996 statistics indicate that 49% of boys and 39% of girls enrol in secondary school, compared with 34% and 21% in Zambia; 9% and 5% in Mozambique and 7% and 4% in Malawi respectively (UNICEF, 1999c). Therefore, the secondary school, more than any other institution, has the potential to reach large numbers of adolescents. 

Secondly, a national AIDS Action Programme for Schools is in existence. This demonstrates that there is a level of commitment and recognition of the problems within the government. This is a vital basis for the initiation of any widespread sexual health education programme.

Thirdly, there are risk factors within Zimbabwean society, which strengthen the need for sexual health education. The HIV/AIDS epidemic is a humanitarian crisis that demands address. Zimbabwe has one of the highest rates of HIV prevalence in the world. It is estimated that 25.06% of adults (aged 15-49 years) are infected with the virus (UNAIDS, 2000). This includes an estimated 25.76% of females and 12.85% of males aged 15 to 24 years (UNAIDS, 1997b). It is estimated that 160 000 people died because of AIDS in 1999, 30 000 more than in 1997 (UNAIDS, 1997b; 2000). 900 000 children under the age of 15 years are estimated to be maternal or double orphans* (UNAIDS, 2000). Every week it is estimated that 2000 new people are affected (Kaim, 2000).

HIV/AIDS is not the only sexual health risk faced by young people:

“With youth consisting about 40% of the population, figures show that 30% of girls aged 15-19 years are sexually active, with this percentage rising to 50% by age 18.8 years. Only 7.5% of girls and 11.4% of boys in the 15-19 year age group are using a modern contraceptive method. The vulnerability of these young people puts them at risk of contracting STDs or HIV/AIDS, or facing unwanted pregnancies, illegal abortions, infanticide and other reproductive health problems.” (Kaim, 2000)

Statistics from the Zimbabwe Demographic Health Survey of 1989 demonstrate a high level of teenage pregnancy. The survey found that 16% of 18 year old females were already mothers and a further 4% pregnant with their first child. According to the Youth Advisory Services Survey of 1989, 32% of pregnancies among 14-24 year olds are unwanted (Kaim & Ndlovu, 1999). All these figures demonstrate the importance of efforts to protect young people, particularly efforts that strive to equip young people with the knowledge and skills to protect themselves. 

The fact that Zimbabwe has relatively high education enrolment and, arguably has the will, as well as the need, to address the problem of HIV/AIDS within schools, means that the grounding is there for a potentially effective sexual health education programme. Therefore, it is important that studies like this are conducted to investigate what the barriers to implementation are, as well as the key elements for success.

More and more studies are recognising the complex nature of sexual health education within sub-Saharan Africa (Kelly, 2000; 2000b). This study takes that experience and applies it within the specific context of government efforts within Zimbabwe. Some evaluation of the programme has taken place, however, this study aims to go beyond that research. To my knowledge, no other study has analysed the programme with reference to government policy and student concerns. Nor has any study questioned the learning approach adopted by the programme. 

1.4 Scope and Sequence

This chapter introduces the topic and the issues that will be explored in this dissertation. The structure and layout of the dissertation is explained,  the research questions are introduced and the importance of the study is outlined.

Chapter 2 discusses “What works?” in sexual health education. It attempts to use the international literature and examples of theoretical frameworks to identify barriers to implementation and key elements of success. Where possible, it refers to literature from within or concerning sub-Saharan Africa in order to relate more closely to the Zimbabwean context.

Chapter 3 documents the research methods and methodology that has been used in this study. The strengths and weaknesses of the research methods, as well as the limitations of the research, are highlighted.

Chapter 4 documents the research findings. It does so by answering the research questions in order to structure the information.

Chapter 5 discusses and analyses the research findings with reference to the issues discussed in Chapter 2. Other secondary sources which contribute to the discussion are referred to as appropriate. 

The final chapter draws together the findings of the previous chapters and summarises the conclusions. From these conclusions, recommendations for change and adaptation to the programme are made.

Chapter 2

What Works?

The AIDS epidemic has been spreading for over a decade. More and more people are being infected every day. As a result, increasing numbers of programmes are being designed and implemented to try to tackle the problem. As the interventions multiply it is vital that lessons are shared, so that key elements of success can be identified. 

This chapter will investigate the “lessons learned” with reference to the international literature and key analytical frameworks. Where possible, it focuses on material relating to sub-Saharan Africa.

2.1 Can Sexual Health Education Work?

It is important to answer this question initially in order to show the relevance of this study and to highlight the potential of sexual health education. This section focuses on research into the impact of sexual health education. 

2.1.1 Evaluation

There are several studies that have evaluated the impact of sexual health education on young people. A major study carried out by UNAIDS in 1997 revealed that in 22 out of 53 interventions evaluated, it was reported that HIV and/or sexual health education either delayed the onset of sexual activity, reduced the number of sexual partners, or reduced unplanned pregnancy and STD rates. (UNAIDS, 1997a) 

Similar results were found in other studies. A review carried out by Peter Aggleton in 1994 concluded that interventions for sexual risk reduction “can bring about and sustain sexual behaviour change in both adults and young people” (Aggleton, 1994, p.13). All 13 studies reviewed report “modest to substantial positive effects” (Aggleton, 1994, p.23). Seven of these interventions were either school-based or aimed specifically at adolescents. Studies done by Douglas Kirby in the United States have also concluded “sex and HIV/AIDS education in schools have a modest but important impact on sexual behaviour” (Kirby, 1995, p.311). 

However, it is important to recognise the limitations of the research. The main limitation, relevant to this study, is that the majority of interventions that have been thoroughly evaluated have been in the United States. All of the interventions reviewed by both Aggleton and Kirby, and most of those reviewed by UNAIDS, took place in the United States.

“This raises a question as to whether intervention principles generated primarily within one cultural context can be generalised to other situations… evaluations from the developing world are almost entirely lacking… Programming in these countries may therefore have to rely upon models formulated elsewhere” (UNAIDS, 1997a, p.22). 

When material from local evaluations is not available, it is understandable why many countries in sub-Saharan Africa are using models from the U.S. as prototypes. However, models formulated in one cultural context may be totally unsuitable for another. 

Evaluation of sexual health education programmes is taking place within sub-Saharan Africa. Both Barnett and Gachuhi give examples of programmes in The Gambia, Tanzania, Kenya, Ghana and Ethiopia which have resulted in either increased knowledge, increased contraceptive use at first intercourse or delay in the initiation of sexual activity (Barnett, 1997, p.2; Gachuhi, 1999, p.12). Although these results are not necessarily evidence of the adoption of safe sexual practices per se, they do indicate that programmes are succeeding in some of their aims. The problem is that few of these evaluations are meticulous enough to meet the strict guidelines of international reviewers. According to Price and Hawkins:

“… few programmes have been subjected to rigorous evaluation, and thus few firm conclusions can be reached about ‘key elements’ or ‘best practice’ in developing countries.” (Price & Hawkins, 1998, p.15)

Rigorous evaluations are usually complex, time-consuming and expensive. However, enormous amounts of money are being spent on HIV/AIDS work, especially by the international community. In the rush to deal with the epidemic, the importance of piloting, pre-testing and evaluation must not be overlooked. Models that have been developed and tested within a completely different context cannot be relied upon.

It is not enough to acknowledge that sexual health education can work. As discussed in Chapter 1, “sexual health education” is a broad term that can be used to describe a variety of approaches, from very liberal sex education to more conservative models, often referred to as “population education” or “family life education”. Therefore, it is even more important to discover what can work. The following sections attempt to do this.

2.2 The Learning Approach

This section discusses some of the different approaches that are being used to implement sexual health education in schools. It will focus on the objectives of implementation and some specific approaches to learning.

2.2.1 The Objectives

“Possibly of more fundamental importance than achieving objectives in sex education is reaching an agreement on what the objectives should be. Only then will effective methodologies actually be delivered in the classroom.” (Mellanby et al, 1992, p.458)

Not all schools teach sexual health education for the same reason. Objectives can include increasing students’ knowledge of sexuality and reproduction, decreasing the problems associated with teenage sexual activity, advocating values of chastity and fidelity or promoting abstinence. Mellanby, Phelps and Tripp voice frustration at the lack of consensus as to why sexual health education should be taught in schools. A lot of the discussion revolves around appropriate teaching techniques and the school environment, without actually considering the objectives. Without clear objectives there will be confusion among educators and students and a wide range of approaches will operate based on individual values and beliefs rather than a co-ordinated strategy. 

Strong, clear policies at national and school level can help to overcome this confusion. However, these must take into account the objectives of parents, communities and religious bodies if schools are to be able to implement them without opposition (see 2.3.3 below).

There does seem to be some consensus among researchers about two appropriate objectives. These are discussed below.

Abstinence

Increasing evidence indicates that programmes that advocate abstinence-only are not influencing behaviour. The recent UNAIDS report on the global HIV/AIDS epidemic claims that “prevention campaigns that promote no sex until marriage seem to be failing young people in most continents” (UNAIDS, 2000, p.57). In their 1997 review UNAIDS also concluded that:

“An abstinence-only approach ignores the developmental diversity in young people’s sexual health, and marginalizes, and possibly alienates, those who, for whatever reason, do not adopt the “no sex” option.” (UNAIDS, 1997a, p.19)

Statistics show that young people are having premarital sex (AGI, 1998; UNAIDS, 2000). Therefore abstinence programmes are either failing in their aim, or failing to meet the needs of many adolescents. Whichever way, it does suggest that sexual health education that focuses solely on the promotion of abstinence is not appropriate. 

However, this does not mean that abstinence should not be encouraged as a potential means for preventing HIV transmission and other sexual health risks. Young people should be made aware of the various options available to them in order to lead healthy sex lives – including condom-use and abstinence. Educators should also be realistic about their approach. Whereas abstinence may be unrealistic for some people, condom-use may also be unrealistic if the services do not exist to provide young people with access to condoms.

Behaviour Influence

The second issue about which there is significant consensus is that providing information does not necessarily influence sexual behaviour. For example, in Uganda:

“… a study of 4,510 young people ages 15 to 24 found that knowledge about condoms was high, and that men and women had a positive attitude about condoms. Yet, while more than three-quarters of young men and women knew that condoms prevent STDs, fewer than 13 percent of males and virtually no females (fewer than 1 percent) said they used condoms.” (Barnett, 1997, p.3)

It is important that policy makers are clear about what they are trying to do. Undoubtedly, most sexual health educators would claim that their ultimate aim is to influence behaviour, but what is actually happening is knowledge acquisition. They rely on the assumption that giving correct information will influence behaviour. Yet, the theory that knowledge increase leads to behaviour change (known as the “KAP” model) has largely been discredited:

“Critics have claimed that it lacks theoretical support to explain the relationship between knowledge, attitudes and practice and that it ignores the influence of social and cultural factors on practice. However the most damaging criticism comes from the fact that when this model was applied in practice it did not work, as shown by the failure of many family planning programmes.” (Pridmore, 1998, p.9)

However, just because there is increasing, widespread consensus that knowledge increase does not necessarily influence behaviour (Oakley et al., 1995; Grunseit & Aggleton, 1998; UNAIDS, 1997; Barnett, 1997; Kirby, 1992; Carr-Hill, 2000; Mellanby et al.,n 1992; RHO, 2000) this does not mean that there is a consensus as to which models do. Several complex theories and models have been developed to explain individual and group/community behaviour change which take into account psychosocial and cognitive influences (Kalichman, 1997), socio-cultural factors and context, and the larger issues of structural and environmental determinants (Sweat, 1995). The next section will look in more detail at specific approaches that are being used for school sexual health education.

Teachers and school authorities need to be aware that their objective should not be just to increase knowledge among their students, but that their ultimate goal should be to influence sexual behaviour. As models for behaviour change become more and more complex, the question needs to be asked whether teachers can be expected to use such models, especially if they are untrained or have not specialised in this area of education. Introducing new learning approaches which are very different from the techniques normally used by teachers needs careful thought, and planners need to be realistic about what teachers can be expected to do and what support mechanisms they will need.

Conversely, another danger resulting from the consensus that knowledge does not necessarily lead to behaviour change is that planners will misunderstand this emphasis and programmes will fail to provide young people with the information and facts about sexual health issues that they need.

“Imparting knowledge may have little effect in behavioural terms, but dangers to health cannot be avoided without knowledge and appreciation of risks.” (Mellanby et al., 1992, p.460)

Providing young people with correct information about sexual health issues is fundamentally important in order to correct misconceptions and to allow young people, where possible, to make informed choices.

Sexual health education can be a contentious issue. In sum, clear policy and programme objectives, which consider key stakeholders’ concerns, are necessary for programme success.

2.2.2 Models for Teaching and Learning

Sexual health education is influenced by a multiplicity of factors, and what actually goes on when the educator interacts with the learner is a fundamental component. This section will look at two interrelated approaches that are becoming increasing acknowledged as the most appropriate for school-based sexual health education (Kirby, 1992: UNAIDS, 1997a; O’Donoghue, 1995; Gachuhi, 1999; Carr-hill, 2000; Kelly, 2000a). 

Social Learning Theory

Much of the academic debate about school-based sexual health education is dominated by Douglas Kirby and his associates. His thorough and extensive evaluation of sexual health education in schools in the United States has led him to conclude that one of the common characteristics of programmes that “successfully achieved delays in first intercourse, and/or increased the use of contraception or condoms” is a theoretical grounding in social learning theory or social influence approaches (Kirby, 1995, p.2).

Bandura’s social learning (or social cognitive) theory states that new behaviours are learned either by modelling the behaviour of others or by direct experience (King, 1999). Central tenets are self-efficacy – the belief in the ability to implement the necessary behaviour, and outcome experiences – the belief that the behaviour will lead to the expected outcome.

“Programmes built on social learning theory integrate information and attitudinal change to enhance motivation and reinforcement of risk reduction skills and self-efficacy. Specifically, activities focus on the experience people have in talking to their partners about sex and condom use, the positive and negative beliefs about adopting condom use, and the types of environmental barriers to risk reduction.” (King, 1999,)

The main criticism of social learning theory is its focus on the individual without acknowledgement of external determinants of behaviour:

“Overemphasis on individual behaviour change with a focus on the cognitive level has undermined the overall research capacity to understand the complexity of HIV transmission and control. Focus only on the individual psychological process ignores the interactive relationship of behaviour in its social, cultural, and economic dimension thereby missing the possibility to fully understand crucial determinants of behaviour.” (King, 1999)

Although social learning theory does consider the influence of others as potential role models in terms of behaviour change, it does not necessarily consider other external factors, such as societal norms, religious criteria or gender-power relations as relevant determinants.

Studies by Kirby et al claim that programmes based on social learning theory (SLT) have influenced behaviour. However, the examples he cites in his article “School-Based Programs to Reduce Sexual Risk-Taking Behaviours” are combinations of social learning theory and other theoretical frameworks, including the social influence or social inoculation model and cognitive behavioural theory (Kirby, 1992, p.282). These theories are variations of social learning theory, which have been adapted, particularly, to take into consideration the influence of external social pressure on behaviour.

The positive outcomes of some of these programmes are reasons to be optimistic about the potential of these models, although evidence suggests that reliance solely on one theoretical framework can be restrictive: Interventions must be relevant to the target population, and therefore, adherence to a rigid theoretical framework may be contextually inappropriate.

Life Skills Programmes

The life skills approach is a skills-based model that has been used for sexual health education at programme and policy level in Africa, Asia and Latin America. “Life skills” is a term used to describe a group of interpersonal and psycho-social skills used in every day situations. The approach is based on recognition that young people need such skills, as well as knowledge, in order to tackle the challenges they face relating to their sexual health. 

Life skills are defined by the World Health Organisation as “abilities for adaptive and positive behaviour that enable individuals to deal effectively with the demands and challenges of everyday life” (WHO, 1993). The five foundation life skills areas are as follows: decision making and problem solving, creative and critical thinking, communication and interpersonal skills, self-awareness and empathy, and coping with emotions and stress (O’Donoghue, 1995)

This is not a definitive list and other publications use different title categories (Republic of Uganda/UNICEF, n.d.; Gillespie, 2000; RHO, 2000; WHO/UNFPA/UNICEF, 1999); however, the basics tend to remain conceptually similar.

According to Gillespie the purpose of the life skills approach is:

“… to enhance the already positive and healthy, pro-social characteristics of the majority of young people … (and) to prevent or reduce risks to health and other aspects of development, such as social and emotional development, through reducing myths and misinformation, harmonising negative or anti-social attitudes, and preventing or reducing risky or harmful behaviours.” (Gillespie, 2000)

Therefore, the life skills approach focuses on enhancing young people’s positive characteristics, as well as preventing or reducing risks.

Appropriate learning methods are an important consideration. According to Gachuhi:

“Such skills are best learned through experiential activities which are learner centred and designed to help young people gain information, examine attitudes and practice skills.” (Gachuhi, 1999, p.11)

Examples of such activities include group work and discussions, brainstorming, role plays, educational games, story telling, practising (life) skills and skills specific to a particular context with others and audio and visual activities (Gillespie, 2000).

However, these methods are often different from the information-focused, teacher-led methods that are used widely in schools across sub-Saharan Africa. In the base line study conducted in Uganda it was found that:

“teaching strategies in schools were content and examination driven/focused and were therefore neither pupil centred nor suitable for life skills transmission.” (UNICEF/Republic of Uganda, n.d.)

Therefore, it has been necessary for teachers in Zimbabwe, Uganda, Swaziland, Lesotho, Malawi and Botswana - where life skills programmes are being implemented - to adopt new teaching techniques. Although experiential, learner-centred techniques are often argued to be synonymous with good quality education, asking teachers to simply adopt a new method of teaching without sufficient training and support is unrealistic. Where the level of implementation has been assessed in Zimbabwe, Uganda, Namibia, Lesotho, Malawi and Botswana, teacher training and teachers’ ability to carry out experiential learning activities have proved to be significant stumbling blocks (Gachuhi, 1999). 

The life skills approach affects more than the techniques used by teachers in the classroom. It often requires teachers to deal with sensitive, personal and emotive issues, contextualise issues and adapt material to the local environment, alter their relationship with their students, and promote specific values which they are expected to adhere to. Students learn all sorts of culturally acceptable life skills outside of school – some in contradiction to those listed above (see 2.3.3). For example, in some cultures young girls are not supposed to make their own decisions. Teachers are fully aware of the contradictions. Many teachers find the task of teaching life skills education too daunting and challenging.

Although life skills education is very widely cited as an effective HIV/AIDS education approach, there is still a dearth of evaluation on the impact of life skills education on behaviour. In most of the countries listed above, the limited amount of evaluation that has been done has focused on the extent to which the programmes have been implemented (“process” evaluation). The results of these studies have highlighted significant problems in the first stages of implementation: insufficient teacher training, insufficient access to materials and insufficient integration of life skills education into the school timetable or the current curriculum (Gachuhi, 1999). It seems that no evaluation has yet been done on the impact of life skills education on sexual behaviour in sub-Saharan Africa, despite the fact that several national programmes have been running for over five years.

The life skills approach is based on findings “of associations between low self-esteem and unsafe teenage behaviour” (Mellanby et al, 1992, p.451) and that children in high risk areas have insufficient life skills (Republic of Uganda/UNICEF, n.d.). The life skills approach is also grounded in social learning theory in that it promotes experiential learning techniques and the development of skills. Thus, it is also subject to the same criticism: it is basically an individual behaviour change approach and implementers need to recognise the “interactive relationship of behaviour in its social, cultural, and economic dimension” (King, 1999). 

Life skills programmes basically have a sound theoretical grounding. Further evaluation needs to be done to show that a good theoretical framework can be translated into an effective sexual health education programme, particularly at national level. 

The next sections will look at sexual health education within the context of the school and national environments.

2.3 The School Environment

Sexual health education does not take place in isolation. Students, teachers, parents, church groups and local authorities are all part of the school community. Home life, peer pressure, cultural values, religion and role models all play a part in moulding the student on his path to adulthood. This section will look at the comprehensive role of the school as an institution within the community and its wider remit concerning health education. It will then discuss the role of stakeholders within the community, and their participation in sexual health education programmes.

2.3.1 The Changing Role of the School

In order to provide a conducive environment for sexual health education, schools need to examine the whole context in which students come to learn. Young people have faced serious and deadly health risks for many years, such as teenage pregnancy, abortion, malaria and TB; however, it is HIV/AIDS that is finally challenging notions of what school is actually for.

As well as teaching academic subjects, schools need to provide new skills to try to prevent infections, offer counselling and a sensitive environment to those who have already been infected (or affected) and enhance coping strategies for dealing with grief and loss. If schools, and education systems, are to realise their potential they will need help and support to adapt to their new role, particularly in terms of teacher training. The changes that are needed are fundamental, and therefore schools cannot be expected to become centres of experiential learning, skills development and counselling overnight. 

HIV/AIDS is also having an enormous impact on schools and the education system. In particular, trained teachers (and trainee teachers) are becoming infected with HIV. In Zambia the number of teachers dying from AIDS is greater than the output from all teacher training colleges. Teacher productivity is also being affected by personal sickness and the sickness and death of family and friends. And teacher stress is affecting their work. A survey in Zambia to ascertain teachers’ knowledge, attitudes, practices and skills in the teaching of HIV/AIDS found that “approximately 25 per cent of the teachers admitted to worrying about their own HIV status, and nearly 40 per cent would like to talk to somebody about their own HIV/AIDS related problems” (Siamwiza & Chiwela, 1999). This suggests that many teachers need support in dealing with their own situation before they can take on the role of providing training and counselling services to their students. It is vital that any sexual health education programme in schools recognises the impact that HIV/AIDS is having on the whole education system, and takes this in to consideration when planning an approach.

The school environment must also be conducive to sexual health education. According to Kelly, many students are in danger of sexual harassment from teachers, their peers, and strangers (Kelly, 2000b). Evidence from Kenya and Zimbabwe describes how teachers systematically undermine girls in school by insulting them and tolerating boys bullying, teasing and assault. There is also evidence of sexual relations, sometimes abusive, between students and teachers. Some girls leave because they find the climate at school so hostile (Population Briefs, 1997; Leach, Machakanja with Mandoga, 2000). Effort at all levels within the education sector must be made to stamp out such a situation in schools. If teachers are involved in harassment and abuse, or they allow it to happen, they cannot be appropriate sexual health educators.

Cohen reminds us that “the educational system is simply a microcosm of society as a whole and reflects its core values” (Cohen, 1999, p.8). Young people cannot be expected to adopt messages of responsible behaviour if the society around them, in particular the institution that is delivering messages of responsible behaviour, is operating in direct conflict with those messages. Education systems need to focus, comprehensively, on the whole school environment, and not just the lessons that students are to receive.

2.3.2 Stakeholder Participation

A school is made up of students and teachers who are directly affected by the policies and practices of the education sector. A school is also part of a community and a community has many members. Therefore many different people have an interest in the sexual health education of young people. Sexual health education programmes cannot be implemented without taking this into consideration.

Young People’s Involvement

Gachuhi, Barnett, RHO and UNAIDS all stress the need to enlist children and young people in programme design and in programme delivery. Unfortunately, examples of the involvement of young people in formal curriculum development are difficult to locate. One exception is offered by the Planned Parenthood Association of Ghana which involved young people in the development of curricula and materials for peer educators (Population Concern/PPAG, 1999). Such participation by young people in curriculum development helps to ensure that programmes consider the needs of young people.

More common is the practice of incorporating young people as peer educators in the delivery of sexual health education:

“Programs that use peer-educators build on the evidence that adolescents relate well to people of similar age, interest, and backgrounds… With adequate support and training, peer educators often reach their target audience as well as relatives, friends, and neighbors.” (RHO, 2000, p.2)

The practise of using peer educators in sexual health education programmes is widely supported (Senerowitz, 1997; WHO/UNFPA/UNICEF, 1999; PATH, 1998).

Parents and community members

As well as involving the young people themselves in sexual health education programmes, it is important that other members of the community participate. 

“Individual behaviour does not take place in isolation but is sanctioned, penalised or evaluated by other actors in the young person’s social world. Specific beliefs and practices driving young peoples’ sexual decision-making are often formed and reinforced by specific “gatekeepers” in the community.” (Safe Passages to Adulthood, 1999, Appendix B)

The term “gatekeepers” is an apt phrase used to describe people who have the power to control the level of access young people have to knowledge, awareness, support, skills-training and services relating to sexual health. Such “gatekeepers” might include parents and relatives, religious leaders or village elders, church groups, local authorities, or teachers and head teachers. Kelly stresses the need for extensive advocacy programmes “that will speak to all stake-holders, but in particular will win over the support of parents, churches, and traditional leaders” (Kelly, 2000, p.35). 

Sexual health education in the classroom cannot be separated from the wider role of the school, or the influence of the local community. If community stakeholders have genuinely participated and there is still widespread and strong resistance, then programme planners may need to consider to what extent the proposed programme clashes with local culture, and to what extent this will affect the programme’s potential.

Sadly, genuine participation seems to be lacking in national sexual health education programmes throughout sub-Saharan Africa. According to Kelly:

“Programmes appear to have been developed from the top, with minimal participation of classroom teachers, parents and young people themselves.” (Kelly, 2000a)

The lack of teacher participation enhances all the difficulties and problems already discussed in this chapter, as teachers are given increased roles and responsibilities without the opportunity to discuss their situation. 

This section has focused on students and local community members (and teachers briefly), but there are many stakeholders who influence and are affected by sexual health education programmes. No key stakeholder should be left out of the design of sexual health education programmes. If people are not given the chance to voice their opinions, they will be unlikely to feel a sense of ownership. This can result in resistance to a programme, which in turn can hinder its success.

This section has also shown that sexual health education cannot take place unaffected by the school environment, and the school cannot operate in isolation from the community. The next section discusses the influence of the wider national environment.

2.4 The National Environment

Sexual health education is influenced by policy at many different levels – in the school, the district, regionally and at national level. What is happening nationally can significantly influence the impact of sexual health education in schools.

2.4.1 The Government Response

“Until political figures and respected community leaders speak out and breach the wall of silence, there is little hope of mounting a vigorous, broad-based effort against the epidemic.” (UNAIDS, 2000)

In its recent Report on the global HIV/AIDS epidemic, UNAIDS stresses the importance of a co-ordinated national response to HIV/AIDS. Governments need to face up to the reality of AIDS – that it is a fundamental developmental crisis. Evidence of such a national response can be seen in Uganda:

“… President Museveni took active steps to fight its spread through action by the Government and other groups in society, including religious leaders and community development organisations, which were encouraged to tackle HIV and AIDS in ways that made best use of their particular skills.” (UNAIDS, 2000, p.9)

This broad-based approach to the epidemic is believed to have contributed to a decrease in Uganda’s estimated prevalence rate. 

In response to the evidence that schools have a major role to play in the prevention of HIV/AIDS, and also considering the impact that HIV/AIDS is having on schools and the education sector, it is vital that ministries of education develop a clear policy for dealing with the epidemic. 

2.4.2 Stigma, Fear and Denial

According to the Executive Director of UNAIDS, Dr. Peter Piot, stigma remains “the most significant challenge in AIDS”:

“It makes prevention through education very difficult… (It) undermines the political support we know is so necessary. Therefore eliminating stigma must be central in the response to AIDS.” (quoted in Kelly, 2000a, p.33)

Until the stigma attached to people infected or affected by AIDS significantly decreases, stigma will remain a major barrier to the prevention of HIV/AIDS. 

According to UNAIDS, “a country in which denial flourishes is a country whose citizens are vulnerable to the silent spread of HIV” (UNAIDS, 2000). The school can do much to confront stigma and denial through comprehensive sexual health and HIV/AIDS programmes:

“… through its equal treatment for all its members, through vigorous action against petty … teasing and bullying of those infected or affected…, through arranging for people living with AIDS to address the school community, through role-playing and drama presentations that bring HIV/AIDS out in the open, through consistent manifestation that it is ashamed of the shame itself…” (Kelly, 2000, p.33)

However, the school will struggle to achieve this if it is not supported by similar efforts in the wider community, and by clear supportive messages from education ministries and other national influential figures. A national environment in which HIVAIDS is openly and sensitively addressed, is crucial to fighting the HIV/AIDS epidemic.

Yet HIV/AIDS cannot be discussed in isolation from other sexual issues. An environment that cannot openly discuss sex cannot discuss HIV/AIDS. Governments must lead the way in influencing change in order to create environments that give young people the opportunity to seek help and discuss their problems.

This chapter has discussed the key issues of impact evaluation, learning approaches, and the influence of local and national environments on sexual health education in order to identify elements for programme success. There are many other issues that influence the potential success of sexual health education, and there are many factors that need to be evaluated further before their influence on success can be truly understood. Such analysis is beyond the scope of this chapter, but it should be recognised that the success of sexual health education is influenced by many complex, contextual factors, which need constant reflection and analysis if we are to move further in discovering what really works in sexual health education.

The next chapters will focus specifically on sexual health education in Zimbabwe.

Chapter 3

Methodology

This chapter will explore the methodology of this research study. The work for this study involved a combination of primary and secondary research. The core research focused on primary research carried out in Chegutu district using a case study approach and on the analysis of government and UNICEF documents. The results are combined with research carried out by other organisations in order to compare and validate findings.

3.1 Research Limitations

This study was conducted between June and September 2000. As the parliamentary elections were taking place during June, access to schools, rural areas, the Ministry of Education, Sport and Culture and other organisations was restricted during most of this month. School holidays began in the beginning of July and therefore field research opportunities in schools were impossible after the end of June.

So, research was limited by several timing factors: the inability to access information because of the election period, the need to conduct the research quickly because of the school holidays, and therefore the opportunity to only spend one day at the schools. 

I was also conducting my research as a stranger and an outsider. This may have restricted some of the responses I received from students and Heads. Talking about sexual health is a sensitive issue, and some people may not have wanted to provide me with their information and experiences. There is also the possibility that some people will have told me what they thought I wanted to hear. And as a cultural outsider there is the danger that some of my interpretations may be culturally biased. If time had allowed, I would have preferred to have met with the students and headteachers over several sessions in order that we could become more familiar with each other. More time would also have probably given me an increased insight into the situation.

As a result of these limitations I was forced to rely partly on primary research conducted by others to inform my research findings. Although I chose my sources carefully and am confident of their reliability, being dependent on other people’s research means that the material is, obviously, not completely geared to my own objectives.

However, despite these limitations I was able to access most of the important documents that I needed and to speak to several key people. I also feel that the research from Chegutu, despite the limitations, provides a useful insight into the current educational provision, the views and attitudes of Headteachers and the needs and concerns of the students.

The methodological limitations of the research techniques are discussed below.

3.2 Research Methodology

In order to choose the methods for my case study research, I analysed the methods used in several studies on sexual health education (Gordon, 2000; Ndlovu & Kaim, 1999, Kaim & Ndlovu, 1999; Kaim, Chidhakwa & Chingwena, 1997; Sellers, 1994). The majority of these studies took place in Zimbabwean schools. This was important, as I wanted the methods to be locally appropriate. As a result of this analysis I chose to use qualitative research methods using a participatory approach for my study. The following reasons influenced my decision:

· The project area covers sensitive issues. It is therefore difficult to obtain valid quantitative data (Kaim et al., 1997). The sexual health issues and concerns of young people are not always necessarily easily identified or understood by themselves or others. A qualitative, participatory approach allows for an element of exploration as issues arise. This was especially important in this instance, as I had limited time available with the research participants and therefore needed to be able to clarify issues there and then.

· “Dealing with the reproductive health of adolescents demands understanding their perceptions and working within their frame of reference” (Kaim et al., 1997). As a stranger and cultural outsider it was important that the young people were given the space to express themselves in their own way, as much as was possible within the time frame and language restrictions. Quantitative research methods would have posed further restrictions on the freedom of expression of the groups.

· It was important that the students and other research participants understood that I wanted to listen to their stories, respect their opinions and draw on their own experiences to analyse their problems and priorities. The use of participatory methods enabled me to adopt the role of listener and observer, whilst they took control of the discussion or participated in the activities.

· “One of the greatest strengths of PRA (Participatory Reflection and Action, also known as Participatory Rural Appraisal) is that it offers a creative approach to information sharing and analysis” (Ndlovu & Kaim, 1999). The use of PRA tools in this study – semi-structured interviews, venn diagrams and matrix ranking – encouraged the students to analyse and explore their own needs and concerns.

Were this study to be extended this methodology could be developed into a PLA (Participatory, Learning and Action) approach. Such an approach was not possible within the time frame of this study, but would have several advantages. More time spent with the students would enable them to explore their own needs, concerns and situation more deeply, and to consider potential solutions to their problems and concerns. For example, it would be interesting and useful to allow the students to develop their own action plans as to how schools should implement sexual health education.

3.3 Sampling Frame
The study was undertaken in Chegutu, the urban centre of Chegutu district, a commercial farming area 120km south-west of Harare. Chegutu is a relatively wealthy district in comparison to other areas in Zimbabwe. It ranks 8th out of 77 districts on UNDP’s Human Development Index (UNDP, 1998). However, these statistics mask some of the realities of the socio-economic situation. There are a large number of workers employed on the farms who receive meagre subsistence wages. And Chegutu’s relative prosperity was sustained by the employment of a very large number of people in the local mining company. The closure of the mine in 1999 has resulted in increased unemployment and poverty. All the schools visited were in the high density suburbs of Chegutu town. School B and School C are government schools, and School A is a Roman Catholic church school.

The choice of location was purely based on opportunity. The District Education Office representative was willing to help me with my study and provided me with the opportunity to visit 3 schools in the area and conduct my research.

In each school I met with and interviewed either the Headteacher or the Deputy Headteacher using semi-structured interviewing techniques (N=3). Eight students, four boys and four girls aged 15 to 18 years, were randomly selected from Form 3 or Form 4 in each school (N=24). The wide age range resulted from the diverse age range of students within the two Forms. At each school the selection was carried out by a teacher. These students took part in the participatory activities.

Although I had the opportunity to work with larger groups of students, small groups of students were chosen from each school because of the evidence from Kaim & Ndlovu’s study that students feel inhibited in full-class discussions (Kaim & Ndlovu, 1999).

3.4 Research Design

Table 3.1 sets out the methods, tools and techniques used in order to explore the research questions. Each of the methods is studied in more detail below.

3.4.1 Semi-structured Interviewing
Semi-structured interviewing was used in this study to guide one to one discussions with key individuals. It is described by Pretty et al. as:

“Guided conversation in which only the topics are predetermined and new questions or insights arise as a result of the discussion and analyses.” (Pretty, Guijt, Thompson & Scoones, 1995)

The significant advantage of semi-structured interviewing is that the interview is not restricted by the rigid questioning of the interviewer. Instead the interviewee has the opportunity to affect the direction of the interview. As the interviewee responds to the questions, the interviewer, in turn, takes lead from the responses. Therefore, the interviewer is able to gain a deeper insight into the priorities, opinions and thoughts of the interviewee.

Semi-structured interviews were conducted in Chegutu with two headteachers, one deputy headteacher and a representative from the District Education Office. They were also carried out with representatives from the Ministry of Education, Sport and Culture, the Netherlands Embassy and UNICEF. Some key open-ended questions were prepared in advance to guide the interview, but the interviews were not restricted to these questions.

Headteachers/Deputy Headteacher

Interviews with headteachers focused on the way sexual health is being practised in schools. Questions used as an interview guide were:

· How is sexual health education practised in your school?

· Who is responsible for sexual health education in the school?

· What training and support are you receiving from the Ministry?

· What do you think of the AIDS Action Programme for Schools?

· Do you think sexual health education is effective in this school?

Table 3.1: Research Methodology Table

	RESEARCH QUESTIONS
	METHODS
	TOOLS/TECHNIQUES
	PARTICIPANTS

	1. What is the policy on sexual health education in Zimbabwe?
	Analysis of documents

Semi-structured interviews
	· Interview guide
	Representatives from the Ministry of Education, Sport and Culture

Representatives from UNICEF



	2. How is policy supposed to be translated into practice?
	Analysis of documents

Semi-structured interviews
	· Interview guide
	As above

	3. How is sexual health education actually being practised in schools?
	Participatory activities

Semi-structured interviews

Analysis of secondary sources
	· Personal response sheets

· Chapatti diagrams 

· Brainstorming

· Matrix ranking

· Interview guide
	School A

4 boys and 4 girls aged 15-17 years

Headteacher

School B

4 boys and 4 girls aged 15-17 years

Headteacher

School C

4 boys and 4 girls aged 15-18 years

Deputy Headteacher

District Education Officer, Chegutu

	4. To what extent is sexual health education meeting the needs of young people?
	Participatory activities

Statistical analysis


	· Personal response sheets

· Matrix ranking

· Anonymous questions
	As above


These interviews were restricted to between 10 and 20 minutes because of time limitations. Had more time been available it would have been interesting and useful to explore barriers to implementation and key elements for success according to the interviewees. It would also have been helpful to ascertain what changes the interviewees would make to the programme.

The other three semi-structured interviews were with Ministry and UNICEF representatives and the questions were guided by policy and policy implementation issues. These were not restricted by time (they lasted between 30 minutes and two hours) and explored personal opinions as well as policy and protocol. 

Through the experience of semi-structured interviewing I was able to learn a lot about issues which I was not aware of, and therefore would not have posed questions about in a formal or structured interview.

3.4.2 Participatory activities in the schools

Participatory activities were carried out in all three schools with groups of eight students. In School C, because of the hot-seating arrangements, I was unable to meet with Form 3s and therefore I extended my study sample to include Form 4s as well. All the participatory activities had been pre-tested with two students in Harare. As a result, some changes were made in the language used in order to increase clarity before going to the schools.

I spent approximately 90 minutes with each group. The time limit meant my research methods were restricted and I had to prioritise those activities that I thought would give me the most important information, the students would feel most comfortable with, and could easily be completed without rushing in the time available. Therefore I chose to focus the activities primarily on how and where students got information and support about sexual health issues.

I began each session by clearly explaining who I am, what I am doing and why I am doing it. I told the students that I wanted to learn from them and that that was the point of the session. I also explained that anything that was said or written was confidential and would not be linked to them personally or to the group. I tried to encourage them to talk openly and freely, but made it clear that nobody would be forced to talk if they did not want to.

Before commencing the activities, we briefly discussed what was meant by “sexual health”. Initially, the students’ definitions of sexual health focused solely on pregnancy, STIs and HIV/AIDS. I encouraged them to take a more holistic view and to include all the feelings, changes and emotions that affect these issues and relationships in general. It would have been better to have spent more time allowing the students to come up with their own definitions, but this was not possible. However, their responses to the other activities indicated that they were using the term “sexual health” holistically to cover a broad range of issues.

Personal Response Sheets

Students were asked to answer the following questions in writing as individuals. They were asked to write a maximum of five points in response to each question. 

1. What are the main sexual health concerns of people of your age?

2. How do you get information and support about sexual health?

3. What does your school do to raise awareness about sexual health issues?

4. Ideally, how would you choose to learn about sexual health issues?

This activity was done first in order to encourage the students to start thinking, as individuals, about the issues that we were going to investigate further in the session. In hindsight, it might have been more informative to have them fill in Question 4 at the end of the session after they had been thinking about and discussing the issues for a while. The evidence, referred to in Chapters 4 and 5 suggests that students are rarely asked their opinions on how they would like to learn, and therefore more time on this issue might have encouraged more creative thinking.

It would also have been more informative to have asked the students to be more specific in their answers to Question 2. In response, many students listed “family”, “relatives” or “parents” as their sources of information and support. The terms “family” and “relatives” were not specific enough to tell me exactly who the students were getting their information from. 

The responses are collated in Annex 2.

Venn Diagrams

Venn diagrams (also known as chapathi, pie or fufu diagrams – depending on the cultural context) provide:

“… a very simple and visual way of letting participants describe where they place different aspects, entities, institutions, person or concepts – for example – in relation to each other, or in relation to the informant or community itself.” (Edstrom & Nowrojee, 1997)

In this instance, the participants were asked to create very simple individual venn diagrams to illustrate their sources of information and support in relation to how frequently they were accessed. See Figure 3.1:

Figure 3.1: Example of Venn diagram (produced by student in School C)
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The students placed themselves in the centre as the central figure and their sources of information and support around the page in relation to themselves. They were asked to use the length of lines between themselves and the sources to indicate how frequently these sources were accessed. The longer the line the less frequently the source is accessed. The difference in the length of the lines as drawn by the students is also based on individual perceptions of time. The advantage of PRA tools is that they take into consideration individual perceptions of measurements. Measurements such as “frequently” and “rarely” are just as valid as specific numeric measurements.

Students were also asked to use the size of the circles around the sources to illustrate the importance of that source to the individual. The larger the circle the more important the source. However, the circles around the diagrams were not specifically different to reflect students considerations – they tended to differ in size according to the length of the word they surrounded. Therefore, the size of circles was not used to indicate the importance of the source to the students. Had it been used it would also have raised questions as to how “importance” was measured and perceived by the students.

The data collected from the venn diagrams is set out in Annex 3.

Brainstorming

A brainstorming session was held with the students to look at sources of information and support within the school. The responses were put on to a spider diagram as they were called out. 

The brainstorming technique was used to gather information quickly. As a group technique it also had the advantage of encouraging responses from an increasing number of participants. As individual students provided information they reminded the other students of other sources which they had forgotten about. Initially the activity began slowly with students referring to the formal sources of information and support within the school, but as the pace increased they provided information about informal and extra-curricular activities, such as AIDS Awareness Clubs and visits by the pastor, which provided a much more holistic picture of school provision and potential.

Matrix Ranking

“Ranking and scoring methods can be used to explore people’s perceptions, elicit their criteria and understand their choices regarding a wide range of subjects…” (Pretty et al., 1995)

Matrix ranking was attempted to explore how the students felt about some of the sources of information and support. Five sources were chosen based on the responses of the students from School A to the question “How do you get information and support about sexual health issues?” These were ranked against six criteria for preferring the sources (see table below). These criteria were chosen by me before the activity began because of the time restriction. Each group was allocated 25 beans for each criteria to distribute along the row across the different options.

There were several problems both with this method and my use of it. Firstly, it does not give a true comparative picture. If the number of beans are added up vertically, scores can be calculated for each source of information and support. However, the criteria are not necessarily equally weighted, i.e. a student might place much more importance on confidentiality than on access. 

Table 3.2: Example of (blank) matrix ranking table

	
	Aunts/Uncles
	Radio
	Friends
	Magazines
	School

	More Informative
	
	
	
	
	

	More private/ confidential 
	
	
	
	
	

	Easier to understand
	
	
	
	
	

	Feel more comfortable
	
	
	
	
	

	Easily accessible
	
	
	
	
	

	More likely to meet your needs
	
	
	
	
	


Secondly, each row was restricted to 25 beans to allocate between the cells. Therefore, if several sources were highly ranked for meeting a particular criteria, then they would automatically score less than sources which were highly ranked against several low scores.

Therefore, the only valid way in which the results of this study can be collated, is if each criteria is focused upon separately from the others. Initially, I had intended to ask the participants to use the pairwise preference ranking exercise to rank the criteria in preference order. This had been done in the pre-testing and had enabled me to weight the criteria according to preference. Had this been done with the students it would have enabled me multiply the scores in the matrix ranking with the number accorded to them by preference and therefore to produce comparative results for the sources. Unfortunately, the time available meant this was not possible. In hindsight, it would have been better to have chosen another activity which could have been fully completed within the time available.

The limitations of this activity affected the validity of the results, and therefore they have not been used to influence the research findings. Were the activity to be amended it could produce detailed, gender-specific information on how young people like to learn. 

Anonymous Questions

All students were given the opportunity to write anonymous questions for me to answer, if possible. I explained to the students that I wanted to give them the opportunity to ask me questions, in return for the information they had provided me with. This had been the main reason for this activity.

All the students wrote questions, some of them wrote several questions. The eagerness with which the students responded to this opportunity overwhelmed me, and the nature of the questions taught me a lot about the students’ concerns and level of knowledge.

The questions are listed in Annex 4.

3.5 Validity
To a certain extent the validity of this study is based on trust. I have to trust that most of what I was told by my interviewees and research participants reflected their true opinions, attitudes and perceptions of the situation. 

The main method used to increase validity was cross-referencing. Several of the activities referred to the same topics. For example, students concerns were dealt with in the personal response sheets and by the anonymous questioning, and sources of information were dealt with in the personal response sheets, the venn diagrams, the brainstorming session and the matrix ranking. Some cross-referencing also took place externally where the results of this study could be compared with the results of other research studies. 

This chapter describes the research methodology used in this study. In doing so it highlights the strengths and weaknesses of the methods used and summarises the research limitations. Despite the limitations the study has identified many key issues for concern. Although not conclusive on its own, the use of qualitative research methods enabled me to access a wealth of information which has implications for further research, policy and programme implementation.

In order to protect the confidentiality of the research participants, no specific names are mentioned in this research, and the schools are referred to as School A, School B and School C.

Chapter 4

Research Findings

This chapter highlights the findings from my research into sexual health education in Zimbabwean secondary schools. Using the information gathered through the primary and secondary research, it attempts to answer the four research questions in order to understand how sexual health education policy is being developed, interpreted and implemented.

4.1 What is the policy on sexual health education in Zimbabwe?

In this study, “policy” refers to “a plan of action adopted or pursued by a government” (Collins, 1999). This section will refer to two main documents that set out the government policy on HIV/AIDS and STI education in Zimbabwean schools. The first is the Government of Zimbabwe’s recent “National Policy on HIV/AIDS” (1999). The second is a Circular from the Ministry of Education, Sport and Culture outlining their policy on HIV/AIDS education (1993) (see Annex 1). 

4.1.1 National Government Policy
As a result of the HIV/AIDS crisis, the government of Zimbabwe has produced a document on the “National Policy on HIV/AIDS for the Republic of Zimbabwe” (1999). Chapter Eight underlines the guiding principles which should govern HIV/AIDS/STI education in Zimbabwe. 

It stresses the importance of access and clarity, including language. It highlights the need for strategies that are appropriate, relevant and participatory. It addresses issues of gender and culture:
“Issues of gender imbalance and gender inequality need to be redressed in order to create a supportive environment for HIV/AIDS/STI prevention, control and care.” (p.33)

and 

“Society needs to accept that avoiding addressing difficult subjects such as sexuality and sexual relationships will only fuel the epidemic.” (p.33)

It also promotes particular experiential methods and techniques. The strategy is to:

 “Integrate life skills and HIV/AIDS issues into all educational and training curricula and develop and apply appropriate guidelines on HIV/AIDS education.” (p.33).

Also, of significance to young people and sexual health education is Guiding principle 8 in the Chapter on Public Health, which states that “condoms should be made available, accessible and affordable to all sexually active individuals.” (p.9)

This is a significant input into government policy. Up until now, nurses have been reluctant to issue contraceptives to young people below the age of 16 on the basis of the Child Protection and Adoption Act which makes them a minor (Runganga, 2000). This new clause is relevant to sexual health education where there is confusion and disagreement as to whether schools should advocate condom use to students. At present, the Ministry of Education, Sport and Culture is in the process of trying to clarify its position.

For the purpose of this research it is important to remember that this policy document was only released in December 1999. Therefore, there has been no time to assess its influence or effect.

4.1.2 The Policy of the Ministry of Education, Sport and Culture
The policy of the Ministry of Education, Sport and Culture (hereafter known as “the Ministry”) is set out in the "Chief Education Officer's Circular Minute No. 16 of 1993" (CEO circular 16/1993) – see Annex 1. This circular - sent to all headteachers of primary and secondary schools in June 1993 - makes the teaching of HIV/AIDS education compulsory:

"The Ministry is... introducing with immediate effect HIV/AIDS education in schools from Grade 4 through A-level through the AIDS ACTION PROGRAMME FOR SCHOOLS. This programme is compulsory for all schools, primary or secondary."

The Circular allocates a specific amount of time for HIV/AIDS education in a school timetable – “once a week using one 40 minute lesson” in secondary schools. It also states that:

“The approach recommended for HIV/AIDS education is a pupil-centred participatory methodology in which pupils are fully involved in the learning process and the teacher only acts as the facilitator of learning.”

The AIDS Action Programme for Schools (AAP) is a joint UNICEF/Ministry initiative. It is this programme which has been adopted as education policy and is therefore the focus of this research. However, the Ministry also gives its support to a large number of other sexual health initiatives, including UNICEF’s Sara Project, the Ministry’s Girl Child Network Sexual Abuse programme, peer education and counselling, health awareness clubs, the Johnson & Johnson Reproductive Health Community Service, UNESCO’s Human Rights, Peace and Democracy programme, WHO’s School Health programme, the Ministry of Health’s Family Life Education programme, UNFPA and UNESCO’s Population Education, the Ministry’s Better Schools Programme and other projects initiated by research organisations, universities, local authorities, NGOs and religious groups (Runganga, 2000).

There are also two overlapping curricular subjects that deal with aspects of sexual health, including HIV and AIDS – “Education for Living” and “Guidance and Counselling”. The latter was supposed to have superseded the former, but both still appear to be in existence.

The reason for making HIV/AIDS education compulsory is rationalised, in CEO Circular 16/1993, by statistics showing the increasing rate of HIV prevalence in Zimbabwe. 

In June 1998 a memorandum was sent by the Permanent Secretary to all 9 regional directors to remind them of their duty and obligations in implementing the programme (UNICEF, 1999a). 

4.2 How is the policy supposed to be translated into practice and how is sexual health education being practised in schools?

There are several documents developed by the Ministry of Education, Sport and Culture and/or UNICEF that set out the way the AAP is supposed to be implemented in schools. This section will refer to these documents in order to highlight the main strategies for translating policy into practice.

This section will also investigate how sexual health education is being practised in schools. It will refer to primary research done by myself, and also by the Zimbabwe AIDS Prevention Programme (ZAPP) on their Regai Shiri project, and to an independent evaluation of the AAP carried out for the Government of the Netherlands (1998). 

Both research questions will be answered in this section in order to demonstrate contrasts and similarities between policy intentions and practice more clearly. 

4.2.1 Programme Objectives

The aims and objectives of the AAP have been amended throughout the course of the programme. They were last amended in 1998 and now read as follows:

· To provide accurate and relevant AIDS and life skills concepts (and to influence behaviour change) among teachers and pupils in schools in Zimbabwe.

· To increase the use of participatory approaches for HIV/AIDS and Life Skills Education in schools.

· To foster an enabling environment (for) HIV/AIDS Prevention Programming in schools, regional offices, head office and communities.

          (UNICEF, 1999a)

These revised objectives reflect a process of change from a student-focused programme to recognition of the need to focus more widely on teachers and their techniques and the school environment.

4.2.2 Institutionalising the Programme

The AAP was initiated as a collaboration between the Ministry of Education, Sport and Culture and UNICEF, with the Netherlands Government operating as the main donor. It appears that confusion and a lack of adherence to protocol weakened the initial stages of the collaboration. “Because of the emergency nature of the programme”, UNICEF began its negotiations directly with the Minister herself. (O’Donoghue, 1995). This resulted in the following problems:

Since regular procedures for starting a new donor-funded initiative had not been followed, large parts of (the Ministry) felt they had been by-passed; other sections … were unsure of the status of the AIDS Action Programme for schools. Of particular consequence was the inadvertent exclusion of (the Ministry’s) senior management… UNICEF now acknowledge that they committed a serious (though unintended) faux pas… UNICEF began to realise, about six months into the process, that there were serious problems with parts of (the Ministry) not being on board.” (O’Donoghue, 1995)

In my interviews with representatives from the Ministry, UNICEF and the Netherlands Government, all the interviewees admitted that ownership is still a problematic issue. Two fundamental issues emerged in these discussions. Firstly, both the representatives from UNICEF and the Netherlands Government stressed that at the time of programme initiation the Ministry had no policy, nor plans, to deal with the problem of HIV/AIDS. 

“The government was in no way ready to accept the seriousness of the problem. It was taboo. The Ministry of Education was quite courageous by agreeing that UNICEF would do this. UNICEF had to do it more or less on their own.” (Representative, Government of the Netherlands)

The second issue, which was stressed by both the representatives from the Netherlands Government and the Ministry, was the issue of UNICEF’s programme cycle structure. UNICEF works with government in cycles of five year plans:

“The cycle of programming and designing is done by UNICEF. Then they have workshops and call in the government.” (Representative, Government of the Netherlands)

The Ministry representative felt that the restrictions posed by having to work through UNICEF’s cycles, particularly the budget and spending time restrictions, are the most significant barrier to effective implementation. She claims it does not reflect the pace of the education sector, and that the requirements are often “unrealistic”.

The problem of “ownership” is at least recognised by all three parties involved. The Government of the Netherlands is currently considering funding a transition phase specifically to oversee the transfer of the programme to full Ministry control. And an HIV/AIDS Secretariat has been set up within the Ministry, specifically to co-ordinate the AAP.

4.2.3 Implementation

Coverage

As mentioned above, it has been compulsory for secondary schools to teach one 40 minute lesson of HIV/AIDS education per week since 1993. However, the evidence shows that few schools are implementing the programme in the way it was intended.

My own experience of working in Zimbabwe between 1995 and 1998 (described in Chapter 1) was that there was no evidence of the programme at all in many schools. HIV/AIDS lessons were not taking place in any of the rural schools where SPW worked before the arrival of SPW’s youth educators. The only evidence of any Ministry sexual health education strategy was that some schools timetabled “Guidance and Counselling” lessons, which sometimes included sessions on sexual health issues such as pregnancy, human relationships, marriage and family roles. 

The independent evaluation conducted for the Government of the Netherlands also found that none of the 24 schools visited were fully implementing the project in the way it was intended, although most provided some information about AIDS:

“Where course materials are available, they are partially being used. Typically, some aspects of the course are included in other subjects such as Education for Living, Life Skills, or Religion and Moral Education, but usually not weekly. In one region the Scripture Union was found to be providing a seven session course covering much the same ground in schools but unaware of the UNICEF project.” (Government of Netherlands, 1998)

Of the three secondary schools I visited in Chegutu in July 2000, only one school was implementing the programme in the way intended. At School B, pupils were receiving one lesson of HIV/AIDS education per week based on the materials provided by UNICEF and the Ministry. At School A students were not receiving any HIV/AIDS education lessons. “Education for Living” was taught by the Headteacher, but did not focus on sexual health issues. These issues were covered by occasionally inviting outsiders to visit the Form 4 students.

At School C students receive some HIV/AIDS and sexual health education in “Education for Living” lessons – sometimes using the designated material. Students are supposed to have one lesson per week, but because the lessons take place outside the students’ official school hours because of “hot seating”*– some students do not attend. Also, the Deputy Headteacher explained that:

“This is a busy office. A teacher is not always available to take the lessons.”

At School C “Education for Living” lessons are also used to discuss other topics such as culture, marriage and careers. A combination of few lessons and many topics to cover leads the Deputy Head to admit that:

“By the end of term we have done very little.”

At all three schools some factual information about reproductive health issues is given in integrated science lessons, but no discussion takes place. However, sexual health issues are addressed through extra-curricula and informal activities. At all three schools there is an AIDS awareness club, input from the local pastor or chaplain, and the schools have been visited by external drama groups performing plays about HIV/AIDS. At School B a counselling committee consisting of 4 teachers has been set up to offer students confidential support. Students are very aware of this committee and according to the Headteacher it is well used. 

At School A, the Headteacher felt confident that what the school was doing was effective:

“The school is quite influential. Students have faith in what they learn at school. We don’t have many students who are sick, so this suggests we are effective.”

At School B the Headteacher was more pessimistic:

“The Ministry is saying we must do it. People don’t seem to be learning much. Nor changing their behaviour. If you move during the night in this township you will wonder whether young people are learning.”

It appears that one of the problems with implementation is that HIV/AIDS and sexual health education are not seen as priorities. At School A the Headteacher argues that it is difficult to accommodate “AIDS and sport” because the school offers a wide range of subjects. This suggests that AIDS and sport are seen as the least important subjects. At School B the Headteacher points out that:

“Considering that there is no exam on that subject, it becomes a bore to them (the students)”

A representative from the District Education Office for Chegutu also comments on the issue of “examination orientation”. He believes that the problem of timetabling is “an excuse”:

“Heads don’t believe Guidance and Counselling is important. This is an examination system. They don’t understand Guidance and Counselling. They are mostly interested in As.”

And, according to the independent evaluation for the Netherlands Government, teachers, especially, were perturbed by the requirement to teach the course:

“We are all striving for good results in our subject areas. At the end of each year each teacher is assessed on the basis of his subject’s results. We therefore cannot sometimes make use of the HIV time slot for syllabus coverage. Results are very important.” (p. 15)

This marginalisation of sexual health education matches findings in the ZAPP research. In focus discussions with teachers at three different schools in Masvingo District, teachers complained of lack of support. They said that the AIDS education lessons were not taken seriously. At one school the lessons do not appear on the master timetable – the teacher has to negotiate separately with the students to find free periods. In two schools there is a shortage of classrooms, so HIV/AIDS education is taught outside. This means that very few lessons take place during the rainy season – November to March.

Despite these consistent implementation problems, the majority of students consulted in Chegutu felt that the school either played a role, or they wanted the school to play a role, in sexual health education.

Teacher Training

The cascade training model was chosen for in-service teachers because it was “easy to organise, relatively cost-effective and widely used in many sectors” (UNICEF, 1995). The model was designed to go through five stages: national, regional-cluster, regional, district and school levels. It involves training trainers at the highest level, who in turn train other trainers at the lower level, and so on, until the teacher is finally trained. Training began at the top in October 1992 and by the end of 1994 training had been completed down to and including district level. At this point, a new stage – school-cluster level – was developed as an intervening level between district and school, in order to address the diminishing quality higher up the cascade. In the cluster system, Heads and teachers from five different schools come together, and the teachers receive training from all five Heads. They then receive further training from their own Head at school. Training at district and school level is supposed to last for 2 days, following a modular programme incorporating 10 units (UNICEF, 1995). 

Pre-service training for teachers did not begin until 1997, funded by USAID. Pre-service training is the responsibility of the Ministry of Higher Education, and not the Ministry of Education, Sport and Culture. The first group of students to have completed the training are now graduating from college. There is now a requirement for all pre-service secondary teachers to teach HIV/AIDS education during the practical part of their training in schools.

The independent evaluation for the Netherlands Government, in 1998, found serious weaknesses in the in-service training implementation. Not all headteachers had received the training, and those few teachers who had received training had participated in workshops for only a few hours.

“Headmasters were at best ‘sensitized’ to the topic, but not trained to train others, despite the cascade model’s dependence on that… Those few teachers who had been to workshops also simply debriefed others and did not provide training.” (Government of the Netherlands, 1998, p.15)

At School A, the Headteacher told me that 2 teachers had attended workshops, although this seemed irrelevant as the school is not implementing the programme! At School B 3 teachers had undergone training, and they had run a workshop with the rest of the teachers at the school to pass on messages and skills. The teachers had also complained during staff meetings that they did not know how to teach this topic, and the Headteacher had borrowed a copy of the UNICEF video in order to help them. However, he says that some teachers are still “not keen”:

“They say they don’t feel comfortable because they haven’t received enough training. They also might be widows or widowers because of AIDS. But it is part of their job. A teacher can’t refuse.”

At School C the Deputy Head told me that: 

“No teacher has received any training. A few teachers have attended some short seminars, but they have not been trained.”

This Deputy Head was responsible for teaching the Form 4s. He feels unhappy with this role:

“A person of my age talking to these pupils – it is very, very difficult. If you ask them to feel free and confident you have to give in to some extent… As Deputy Head I am also the disciplinarian.”

He does not feel that teachers are the right people to do this job:

“It is a very critical area. We are losing human life. The Ministry should get a special trained team – then pupils can say anything. They can listen to them much better than we who are in the community… I don’t think teachers are the best. “

What is clear is that those teachers who are involved are not receiving the training as intended. The evaluation for the Netherlands Government found that:

“Virtually all the teachers expressed a strong need for training, especially in participatory methods, but also to be more comfortable with the sensitive topics surrounding sexuality and to be better informed.”

The evaluation concludes that:

“The lack of adequate training of teachers and sensitizing of headmasters is perhaps the most serious problem in the effective implementation of this project, even where the subject has been incorporated in the curriculum.”

Another problem is that there are no guidelines for the selection of teachers to be trained in HIV/AIDS education. According to the Ministry, Heads tend to either ask for volunteers, send the Guidance and Counselling teacher, appoint the senior teacher, or attend themselves.

Materials

In CEO Circular 16/1993 it explains that students' and teachers' material will be provided for each form, and that the teaching should begin immediately on arrival of this material. (At this stage only the Grade 7 material had been distributed). In the meantime, schools were advised to begin discussions with parents and teachers to explain the programme.

These materials are fundamental to the implementation of the programme, as their arrival in schools was meant to signify the beginning of AAP for the relevant form, and they set out the structure and content for each lesson. In secondary schools there are eight core texts called “Think About It” consisting of a students’ book and a teachers’ book for each form.

Production and distribution of the materials has caused some problems. Secondary schools did only received the materials for Forms 1 and 2 in 1995, and Forms 3 and 4 a year later. This means that there was a gap of over three years between schools receiving the Circular, and receiving the materials necessary to implement the programme for all year groups. 

Nor have books been provided in large enough numbers to provide a copy for each student during the time they are being taught. The evaluation for the Government of the Netherlands found that, typically, there was one book for five to eight students at each form, “sometimes considerably less” (Government of the Netherlands, 1998). This does affect the use of the material as it is designed with the assumption that students will have access to their own copy. For example, several of the chapters in each book require students to work on their own or in pairs, using the material in the 

book. Also, there is a reference section in each book for students to access factual information. This is very difficult if they do not have close access to the book.

The materials, themselves, have been received positively by many students and teachers who found them “informative and interesting” (Government of the Netherlands, 1998). However, the teachers from rural schools involved in focus group discussions with ZAPP voiced four main criticisms.

Firstly, they complained that the material does not take into account cultural considerations. For example, they pointed out that the hairstyles of the girls and the sugar daddies with cars which are illustrated in the books do not depict rural environments (see Fig. 1). Therefore students see the situations as “alien”. This consideration was also raised by the Deputy Head at School C:

Figure 1: Picture from “Think About It” for Form 4

“I don’t rely very much on the books. It gives us a rough idea of where we are going The books are quite good. But you have to look at your area – what is relevant to these kids. I have to change the stories to suit the local environment.”

Secondly, the teachers involved in the focus group discussions with ZAPP pointed out that there is not enough time to complete the lesson in one 35-40 minute session. For example, in Chapter 3 of the Form 4 Book students are supposed to complete numerous tasks in one lesson: read a short case study; consider 3 options for the ending to the case study; act out the case study choosing their own ending and present it to the class; discuss the different ending options; brainstorm and discuss ideas that evolve from the words “sexual responsibility”; hold a class discussion covering over ten different questions about sexual responsibility and morality, and write up their own personal code of sexual behaviour. Running out of time is particularly problematic as many of the lessons move from negative to positive issues. The teachers find they run out of time and therefore end on a negative point.

Thirdly, the teachers complained that the English language is too difficult for their students – whose mother tongue is Shona. Therefore, the teachers were constantly forced to translate the material into Shona. All secondary education in Zimbabwe is taught in English; however, as this subject is not examinable teachers would like to be able to use materials in the vernacular languages as they feel it would be easier for the students to understand and to express themselves. The teachers’ guides issued by the Ministry and UNICEF do state that teachers should be free to conduct the lessons in the vernacular. However, materials are still produced in the English language.

Fourthly, the teachers reported that the issues discussed in the lessons sometimes led students to come to them with personal problems. The teachers felt ill equipped to deal with this role as they are not trained in counselling skills.

Anonymous questioning carried out in the evaluation for the Government of the Netherlands, indicated the opposite problem:

“You cannot ask nor discuss your private sexual issues with teachers because they will label you as promiscuous.” 

Apparently, this comment represents the concerns aired by many of the students (Government of the Netherlands, 1998, p.18). 

Monitoring and Evaluation

CEO Circular 16/1993 provides some details about monitoring and evaluation, within the school:

“… heads are to supervise the teaching of HIV/AIDS education in their schools and ensure that appropriate records are kept by teachers.”

and by the Ministry:

“A number of programme support activities will be carried out and heads are expected to support and cooperate with the personnel involved. In this regard there will be a number of monitoring and evaluation activities whose success will depend on the cooperation of schools.”

The independent evaluation carried out for the Government of the Netherlands in 1998 appears to be the most substantial piece of evaluation that has been done so far. It mainly focuses on levels of implementation. Internal progress reports have been produced every year by UNICEF. They provide figures for the number of teachers trained and materials distributed, but fail to report on levels of quality or impact. One of the criticisms of UNICEF by the representative from the Netherlands Government, is that these Progress Reports were misleading.

The Ministry’s Action Plan for 2000-2004 highlights some of the weaknesses of the programme and the action that is planned to address these issues. However, not all actions planned correspond with the weaknesses listed. For example, according to the plan, there is no action being taken to address apathy among school heads and teachers towards the programme; marginalisation of the subject; the omission of community involvement, and inadequate multi-sectoral coordination and networking with organisations working with in-school youth (Ministry of Education, Sport and Culture, 2000). 

This section outlines wide differences between policy and practice. The main problems appear to be with coverage, teacher training, programme materials and monitoring and evaluation systems.

4.3 To what extent is sexual health education meeting the needs of young people?

This section will look at the needs of young people, as perceived by themselves, and as perceived by others. It will then address the extent to which the AAP is addressing these needs. It will refer to primary research done by myself in Chegutu, and by the Adolescent and Reproductive Health Education Programme (ARHEP) in Mashonaland East. It will also refer to documents that provide indicators of young people’s sexual health.

4.3.1 Students’ Concerns

Students in the focus groups in Chegutu were asked, individually, to list the main sexual health concerns of people of their age (see Annex 2). The total number of concerns listed by the 24 students (who could list up to five concerns each) included 24 different topics ranging from pregnancy and STIs, to puberty, love, relationships and peer pressure. This suggests that students are concerned about a wide range of sexual health issues. STIs, HIV and pregnancy were the most commonly cited as concerns by approximately half the students. Other concerns listed by four or more people were abstinence and pre-marital sex, relationships and dating, Most other concerns were only listed by 2 or 3 individuals (see Annex 2). At all three schools, more girls than boys expressed concern about pregnancy (9:3), STIs (10:4) and HIV/AIDS (6:4). One third of boys expressed concern about sexual attraction and controlling sexual feelings. This issue was not seen as a concern by the girls.

Students were also given the opportunity to ask anonymous questions about sexual health issues. Again the questions covered a wide range of issues. The most common questions related to STIs and relationships, followed by contraception, pre-marital sex or abstinence, masturbation, relations with parents and issues around living with AIDS such as:

“What can one do to live for some more days after being told that you have got a virus which causes AIDS?”

and 

“What are the AIDS symptoms?”

Questions asked that had not been included in the list of concerns were to do with masturbation, HIV testing, parental relationships and sugar daddies.

None of the questions from students at School B – where the students receive one HIV/AIDS education per week - were requests for factual information. All of the questions except one were focused on relationships with either their parents or with boyfriends or girlfriends. For example:

“Why our parents feel embarassed when we talk to them about HIV?”

However, at the other schools there were many written requests for factual information, which indicated a significant level of ignorance and misunderstanding about sexual health issues. Here are some examples:

“Can you get any health disease if you masturbate?”

“When you are taking a pill do you get pregnant?”

“Can a girl get pregnant during her first time of having sex?” 

“Do these STDs have an effect if failed to be treated properly?”

Some of the questions were framed as requests for my opinion, possibly indicating a level of wariness amongst the students. For example:

“What do you think of sex before marriage?”

and 

“What do you think about teenagers who roam about with sugar daddies?”

All the students were extremely keen to write anonymous questions for me to answer. As I was answering the questions, some students started writing more. Their enthusiasm suggested this was a rare opportunity. 

Research done by ARHEP at four schools in Mashonaland East, also investigated young people’s sexual health concerns. The students ranked their concerns according to how they perceive the importance of each concern. As in the Chegutu research, it was found that young people had a wide variety of concerns which varied between schools, the sexes and individuals. High priority concerns among boys included parental control, peer pressure, difficulty making decisions about relationships, HIV/AIDS, candy mummies and masturbation. The girls ranked lack of money, bad communication with parents, sugar daddies, unwanted pregnancy, rape and sexual abuse, menstrual disorders, sexual harassment, peer pressure and heartbreak as high priority concerns. No single concern was ranked as a high priority in more than two out of the four schools (Kaim, 1999).

4.3.2 Sexual Health Problems among Young People 
The statistics concerning the sexual health of young people in Zimbabwe also highlight some of their needs. CEO Circular 16/1993 rationalises the need for the AAP by highlighting the increasing risk of HIV/AIDS and the need to protect young people. Many other sexual health risks are highlighted in Chapter 1, including high rates of unwanted teenage pregnancies and low rates of condom use among sexually active adolescents. Young women are particularly at risk. Statistics show that 15-19 year old women are five times more likely to be infected with HIV than their male counterparts (Kaim, 1999). 

These statistics indicate the need to provide young people, especially women, with the opportunity and ability to protect themselves. 

4.3.3 To what extent is the AIDS Action Programme meeting these needs?

The AAP was conceived as a programme in response to the growing AIDS epidemic in Zimbabwe. Its ultimate aim is to reduce HIV infection among Zimbabweans. In order to protect young people the programme attempts to provide them with the knowledge, attitudes and skills needed to protect themselves and influence their behaviour. However, there are several barriers to achieving this aim.

Firstly, as discussed earlier, if students are not receiving the lessons then the programme is not reaching them. Secondly, it is widely acknowledged by the Ministry and UNICEF that in order for the programme to be effective teachers need to trained. So far, the necessary training has been sparsely implemented. Therefore, the programme is not reaching students in its intended form.

Thirdly, the material does not appear to be providing students with the necessary factual knowledge. The research done by myself, ARHEP and the evaluation for the Government of the Netherlands, suggests that students’ knowledge of sexual health issues, including HIV/AIDS, is limited by ignorance and misunderstandings (see above). 

Most of the topics raised by the Chegutu students as concerns are covered in some way, at some point, by the programme material. Masturbation is the most obvious exception. However, the books do not tend to provide factual information. Instead they focus on case studies of real life situations, and then use participatory techniques such as brainstorming, role plays, discussions, and group work to analyse feelings and develop important skills such as decision making and negotiation skills. These are very important techniques that have shown to work in sexual health education (see Chapter 2.2). However, the students also need the impart knowledge as well for these techniques to be effective (see 2.1), and this appears to be a weakness in the core material.

For example, Chapter 9 in the Form 4 book focuses on STIs. Facts about STIs are given through a true or false questionnaire, in which students answer the questions individually, and the teacher reads out the correct answer. Students are also asked to brainstorm in small groups on the types of STIs, common names, transmission, signs and symptoms, prevention and consequences. They are supposed to come up with the information from each other, and from the teacher. The only information given in the books is:

“Remember: You can only get an STD if you have sex. Many STDs can be cured as long as they are treated EARLY. STDs can make it much easier to contract the deadly STD HIV virus which causes AIDS.”

No direct information on the prevention of STIs, other than abstinence, appears in the text. This issue is left to the teacher.

Issues like condom use and contraception are not dealt with directly, but are sometimes mentioned in case studies. For example, in one of the stories a male character worries:

“If I use a condom, Nomsa might think I have other girlfriends. She might lose her trust in me. Anyway, the condom is not 100% safe. It might break or have a small hole in it.”

Students are supposed to discuss this issue, but they are not taught how to use a condom, how it works, or where they can access one.

Many students do see school and teachers as one of the few places where they do get information and support. In the Chegutu study, in response to the question “how do you get information about sexual health issues”, half the students cited school as one of the ways. It was the most commonly cited place after television and magazines, and equal to friends. When asked, “ideally, how would you choose to learn about sexual health issues”, one third of the students responded that they would ideally like to learn from teachers. The two most common responses were from friends and from the television, followed by teachers, the radio and magazines. Others wanted to learn from drama, AIDS Awareness Clubs, open discussion, peer education and books, all of which either are, or can be, provided at school (see Annex 2).

According to the students themselves, schools could and should be a main source of sexual health education. The next chapter will analyse this and the other findings from this chapter in relation to the international literature referred to in Chapter 2.

Chapter 5

Discussion and Analysis

This chapter will discuss and analyse the research findings. It will also refer to the international literature on “best practice” discussed in Chapter 2. 

5.1 Policy Implementation

Chapter 4 outlines the two government policies which refer to sexual health education in Zimbabwe. The policy of the Ministry of Education, Sport and Culture is to implement sexual health education through the AIDS Action Programme for Schools (AAP).

5.1.1 Coverage

One of the major weaknesses of the AAP is that it is not being fully implemented as intended. For the last seven years it has been gradually and partially implemented in some schools, in a variety of ways. Methods include infusion across other subjects, integration into an existing or “carrier” subject, practised as a separate lesson, or dealt with through informal activities. Sometimes schools provide a combination of the above, and sometimes very little is done. 

It is impossible to determine the impact of the programme on young people if it is not even being implemented. And if, after several years, the level of implementation, especially implementation as intended, is so low, then it needs to be questioned whether the programme design, approach and intentions are appropriate and/or realistic.

The excuse that is regularly given for lack of implementation in schools is that the timetable is overcrowded and there is no room to devote one lesson per week to HIV/AIDS education. It appears that the Ministry is allowing too many inter-related subjects and projects to be initiated in schools (see Chapter 4.1.2). The District Education Office (DEO) representative for Chegutu partially blames this situation on Zimbabwe’s dependence on donors:

“Zimbabwe suffers from donor syndrome. Before we have analysed what we want or need, we jump on it. Guidance and Counselling was donor funded by the Swedes. There is supposed to be groundwork before implementation. This was not done.”

It seems that donor-funded Guidance and Counselling was implemented despite overlapping with Education for Living, in the same way that the donor-funded AAP has been implemented despite overlapping with both of the above. None of the existing subjects has been officially replaced, and therefore all three are still being taught (or not) despite the obvious overlaps. With such a large number of initiatives being pushed on to schools, it is not surprising that Headteachers are putting up resistance or ignoring guidelines. The DEO representative was obviously frustrated with this situation. His comments imply that the Ministry needs to consider the requirements of the education sector before accepting initiatives from outside.

One of the problems with the AAP is that UNICEF designed it before the Ministry adopted it. Therefore, the prescriptive format was not designed to be integrated into any of the Ministry’s existing subjects. It would make more sense to implement the programme as a carrier subject, integrating it into one other existing subject, or to implement a new subject area consisting of a combination of the most needed and appropriate, relevant topics. This would remove the problem of timetable overcrowding for Heads and would create a consensus of understanding as to what is realistically supposed to be being taught in schools. The Ministry and UNICEF discussed this strategy as a possibility in 1999, but no decision was made and no changes have occurred (UNICEF, 1999a).

5.1.2 Teacher Training

The training of teachers has not gone according to plan. This can be largely blamed on the cascade strategy, which trained teachers only after it had trained national, regional and district education sector personnel. This was extremely inefficient and unproductive as it meant that the people who were supposed to be using the approach were not trained, whereas those who were not supposed to be using it, but only needed to be familiar with it, were trained first. In the meantime, the untrained teachers were supposed to be teaching the programme lessons. HIV/AIDS education was made compulsory in 1993, and yet the first teachers were not trained until 1995. Those who have now been trained have been trained ineffectively because the training they have attended has been too short. This has been a further waste of precious resources. 

As well as the length of time taken to reach the teachers the cascade model of training has three further limitations. Firstly, the quality of training tends to be weakened as the cascade progresses. Those who are trained first receive the training in its purist form, but as the trainees from each level train the next level it is inevitable that some of the original messages are lost. This means that the teachers, who are at the bottom of the cascade, receive the training in its weakest form. Secondly, the training did not include training methods. Training somebody to implement a programme is not the same as training somebody to train somebody to implement a programme. Thirdly, the training needs of national, regional and district education officers are not the same as the training needs of teachers and headteachers who are going to be taking the lessons. Therefore to use the same training approach for all the levels is completely inappropriate. The cascade model was chosen because it is “easy to organise, relatively cost-effective and widely used in many sectors” (UNICEF, 1995). The cost of choosing this model has been high. Seven years into the programme the training of teachers is still inadequate.

Efforts are now being made to increase the length and quality of training, including a new emphasis on the knowledge, attitudes and skills of the teacher, and the cluster model has replaced the cascade approach. This should lead to an improvement in the quality of training, but it will be many years before there are enough adequately trained teachers to begin to influence programme implementation.

A further barrier to the teacher training goal is that there are no Ministry guidelines as to how schools should select teachers for HIV/AIDS education. Such a directive, based on participatory evaluation, would help to focus the training on a specific number of teachers who really need it. Time, money and resources would not be spent on training people who are not going to be teaching the programme. If teachers were allowed to volunteer to take HIV/AIDS education, this would also help to deter teachers who are uncomfortable with or apathetic about the subject.

5.1.3 Decision-making, Power and Ownership

Another fundamental problem with the AAP is that there is tension between the various stakeholders relating to decision-making, power and ownership. This tension, which is most obvious at top level, appears to influence the whole process from policy to implementation.

Policy Level

The tension between UNICEF and the Ministry of Education, Sport and Culture has a historical legacy, relating to the fact that the Ministry, apparently, began its role in the programme as a “sleeping” partner. However, the current problem probably has more to do with definitions of “ownership”. UNICEF’s desire for the Ministry to take over control of the programme may be genuine, but their definition of “ownership” is problematic. UNICEF designed the programme and UNICEF also played the dominant role in the early stages of initiation. Once the programme was in place UNICEF expected the Ministry to take over “ownership”. Yet, the Ministry never “owned” any of the preliminary processes that made the programme what it is. Had the Ministry been more of a genuine partner at the earlier stage, ownership may have been less of a problem.

More relevant to the current tension is that UNICEF still controls the programme in several ways, even though it is now supposed to be the Ministry’s programme. Of most significance is the fact that UNICEF designs the programme cycle to fit in with its own institutional programming structures. UNICEF also controls the budget, which it fundraises for from other donors. Although these structures may result from logistical rationality, they still do not give the impression that the programme belongs to the Ministry. It appears that as long as these structures exist, rightly or wrongly, necessary or unnecessary, the Ministry will not fully control the programme. It is therefore likely that scapegoating and blaming will continue when problems emerge.

Regional Level

At regional level there appears to be a lack of consistency with the Ministry approach at national level. In Mashonaland West the regional office produced their own syllabus for Guidance and Counselling that incorporates the AAP, and various other programmes, within it. HIV/AIDS education is still taught as prescribed by the Ministry and UNICEF, yet it is put in the context of other related topics including personal and social guidance, educational guidance and vocational/career guidance. This sensible directive was apparently the result of a strong Education Officer for Guidance and Counselling in the region. In the absence of direction from the top, it is fortunate for schools that some regional officers have taken it upon themselves to provide an integrated structure for social and health education. It may also be that a policy of de-centralisation and regional autonomy, with committees of communities and teachers, may be the best way forward. However, if this is to become the organisational structure, it should be a clear policy rather than an inconsistent ad hoc programme structure.

In Schools

At the school level it appears that Headteachers are choosing whether to adhere to policy requirements or not. This is obvious from the numerous different ways in which the programme is, or is not, being implemented. The research suggests that HIV/AIDS education is often marginalised, either by not being given a slot in the timetable, not being taught in a classroom, cancelled in favour of “more important” academic subjects, or not taught at all. 

The reasons for this lack of implementation or marginalisation need to be investigated further. The excuse given by many headteachers is that they do not have room in the timetable. The representative for the DEO in Chegutu argues that many Headteachers are only interested in examinable subjects because these produce visible results. However, he does not believe that sexual health education should be examined:

“Guidance and counselling (including HIV/AIDS education) is meant to change or modify behaviour. I don’t believe you need an examination. Somebody might come out with an A, but not change his behaviour.”

Instead, he believes the answer is to evaluate the programme so that headteachers and teachers will see results. Yet, he complains that:

“An age, time and money has been spent on arguing what type of evaluation should take place. There is still no evaluation.”

What is clear is that some headteachers feel able to not comply with Ministry policy. Zimbabwean social psychologist, Agnes Runganga, claims that a culture of autonomy developed in schools under colonialism and UDI, when teachers disobeyed the ruling government and taught children what they felt they ought to know, rather than what the government decreed (Runganga, personal communitcation). She believes that some headteachers and teachers are not implementing HIV/AIDS education because they do not believe the programme to be appropriate:

“Depending on their personal beliefs about sexual health and ideologies about sex education, they may facilitate the implementation of a programme or undermine its success.” (Runganga, )

This attitude of autonomy was reiterated by the Deputy Head at School C. He felt able to use the parts of the programme that he felt were appropriate and to supplement it with what he felt was more appropriate material (see Chapter 4.

The evidence does suggest that many headteachers are not comfortable with the AAP, or at least with parts of it. The programme is compulsory, the materials have been distributed, most headteachers have received some training, and yet the programme is not being implemented. In order for policy to be translated into practice there needs to be full co-operation from the school. Headteachers need to be onboard if the programme is to take off. The Ministry is planning to monitor teaching in schools. This is a good idea, yet such high levels of resistance in schools suggest the problem is more fundamental. Extensive participatory research needs to be done to ascertain what the problems are. Headteachers and teachers need to feel they are being listened to and their concerns are being fully considered. The evidence strongly suggests that unless headteachers and teachers support the programme the next seven years could also be a period of resistance. 

Among Stakeholders

Research also shows that sexual health education needs to involve the relevant stakeholders (see Chapter 2). In the 1995 report, UNICEF admitted that:

“Teachers, as users of the materials, could have been more involved in the Programme..” (O’Donoghue, 1995, p.21)

 “.. other groups in civil society, e.g. parents’ groups and churches were consulted only in passing or not at all. Greater consultation outside the education sector early on would have been beneficial to the Programme in the long run.” ( O’Donoghue, 1995, p.7)

Three years later the evaluation for the Netherlands Government criticised the programme for its lack of parental and wider community involvement. UNICEF’s plans, set out in 1999 following this critical evaluation, involved the setting up of the Life Skills Parent’s Outreach Project. This is apparently being piloted in 16 schools and there are plans for scaling up. 

However, in the Ministry’s Action Plan for 2000-2004, there is no mention of this initiative. Although the lack of community involvement was recognised as a “gap” in the programme, there is no mention of plans to address this problem in the action plan. Lack of community, or parental, involvement can be a serious barrier to implementing sexual health education. Chapter 2 highlights the issue of “gatekeepers” who can “sanction, penalise or evaluate behaviour” (Safe Passages to Adulthood, 1999). Young people’s behaviour is influenced by many factors outside of school, and therefore giving information and developing life skills cannot take place only within the classroom environment. If the messages students receive in school are very different or even clash with the messages students are receiving outside of school, then students will be confused by mixed messages and even more unsure about which paths to follow. The representative from UNICEF describes this situation as analogous to “running a bath without the plug in.” This is a very apt description, but unfortunately UNICEF and the Ministry’s actions have failed to reflect the importance of genuine stakeholder participation.

The Life Skills Parent’s Outreach Project is a positive step in the right direction, but it should not be an UNICEF initiative. If the Ministry is the “owner” of the programme they should be fully involved from the research and design stage to ensure that key people support the initiative. Monitoring and evaluation procedures will also need to be strengthened if the community’s participation is to matter. Structures are needed so that the thoughts and ideas at community level will be related to those at policy level. As this particular project is a new initiative, lack of genuine partnership between UNICEF and the Ministry cannot be blamed on a historical legacy. 

Students

Despite recommendations in the international literature and in the National HIV/AIDS Policy, students’ participation in the design and evaluation of the programme has been minimal. Apparently, Form 1s were involved in the pre-testing of the material, although their response appears to only be worth a couple of sentences in UNICEF’s 1995 report (O’Donoghue, 1995). Much of the material design was completed before the results from the pre-testing had been analysed anyway.

The evidence from the research findings suggests that students do want school to be a place where they learn about sexual health issues. It also exposes large gaps in their factual knowledge, and concerns about a wide variety of sexual health issues. Their involvement must be more than tokenistic if the programme is to deal with their needs.

The research also suggests a number of ways that students would like to learn about sexual health issues, other than in class lessons. If students’ views are taken into consideration, many of the sources of information they would like to learn from could be provided by the school (see 5.2.2). 

The AAP suffers from tension between stakeholders at all levels related to decision-making, power and ownership, and also to needs, concerns and provision. Decisions need to be made as to who is responsible for what. This should not mean a concentration of power at the top, but should involve the potential roles of all stakeholders being taken into consideration. The development of clear roles and responsibilities at all levels, especially among students, teachers, Heads and community members, would share out responsibility as well as decision-making and power.

5.2 The Approach

5.2.1 Teacher Training

The method used to deliver HIV/AIDS education in schools is a Life Skills approach, to be implemented using participatory teaching techniques. Both the approach and the techniques were a novelty in Zimbabwe at the time of initiation (UNICEF, 1995). This made the training of teachers more complicated and very important. Many factors were ignored in the development of the training, especially the knowledge, attitudes and practices of the teachers, as well as their own psycho-social needs. Teachers are also affected by HIV/AIDS and need their own support networks.

The mistake of UNICEF and the Ministry was that they did not fully recognise that the skills and techniques for teaching HIV/AIDS education were significantly different from current teaching practices. The training was not nearly long enough to address the personal knowledge, attitudes and needs of teachers, as well as to learn a completely new approach to teaching. Lifeskills education involves the teacher taking on a new role which is much more facilitatory than the didactic teaching approach that is widely used in Zimbabwe. 

In-service teacher training is now being increased to five days, which is definitely still too short to prepare teachers for their role, but may be the best that can happen, given the Ministry’s limited capacity. Had the programme been less ambitious and not tried to implement a programme that was completely different from everything that had gone before (and using an approach that has not been properly evaluated or pre-tested within the local context) it may have succeeded in enabling young people to increase their knowledge and develop a couple of life skills through one or two participatory learning techniques. This might not have been seen as adequate, but it would have provided the basis for a less ambitious programme that could have been built upon as time and resources allowed. 

5.2.2 The Role of the Teacher and the School

It has also been questioned whether the teacher is actually the most appropriate person to teach sexual health education:

“Children feel freer to talk to someone other than the Head. We bring in outsiders to address these issues.” (Headteacher, School A)

“A person of my age talking to these pupils about it is very, very difficult.” (Deputy Head, School B)

“You cannot ask nor discuss your private sexual issues with teachers because they will label you as promiscuous.” (student, quoted in Netherlands Government, 1998).

Some of these attitudes might change if teachers were properly trained, and if the teachers who teach sexual health education are the ones who have volunteered to do so. 

Another serious consideration is that high levels of abuse have been identified in Zimbabwean schools. A recent investigation found that:

“… the abuse of girls in the …schools where the research took place was widespread and took the form of aggressive sexual behaviour, intimidation and physical assault by older boys; sexual advances by male teachers; and corporal punishment and verbal abuse by both female and male teachers (on boys as well as girls).” (Leach et al., 2000)

If this is the kind of environment that exists in schools, then much must be done to stamp out abuse if they are to be appropriate places for young people to learn about sexual health issues. Otherwise, the messages communicated will seem hypocritical.

More emphasis could be taken away from the teacher by supplementing HIV/AIDS education lessons with other activities within the school. Popular suggestions made by the students for ideal ways to learn about sexual health education included from television, radio, magazines, health professionals and each other. It would be possible for the school to provide students with some of these options. For example, access to libraries where materials about sexual health issues are available, occasional television or radio broadcasts if possible and visitors from the health sector can all supplement the curriculum provision. For example, at School A, where there is a school library where students can access magazines, the majority of students cited magazines as a source of information. This is much higher than at any of the other schools. Yet over half of the students at School C stated that they would ideally chose to learn about sexual health issues from magazines if possible. 

Another option is peer education. A peer education programme is being piloted in Mashonaland West by UNICEF and the Ministry. Such initiatives enable students to learn from each other – as they do - but with the added value that key peers are trained, and thus hopefully more able to provide accurate information and influence attitudes and behaviour.

Nevertheless, there is some support from the students for learning about sexual health issues in school and from a teacher (see Chapter 4.3.3). This reflects the potential of the school. Therefore, sexual health lessons should not be replaced by other activities, but effort should be made to improve the lessons and supplement them with other activities.

5.2.3 The Materials

The participatory approach used in the materials is apparently liked by many students and teachers, despite problems with implementation and teacher training (Government of the Netherlands, 1995). However, the questions asked by the students in the Chegutu research indicated that they lack important factual information. Many of the questions asked by the students were not answered at all by the text books. At School B, where the AAP is being implemented as intended and most teachers have received some training, students did not ask for factual information. However, they could not have got their factual information directly from the text books, so they must have got the information from the discussions within the lessons or from other sources. The lack of factual information in the text books is placing more emphasis on teachers to deliver the programme effectively. As many teachers are untrained, the programme is at risk of giving incorrect information, not giving students opportunities to request information, or even reinforcing misinformation. 

The unwritten policy of the Ministry, according to the representative interviewed, is that:

“Reproductive health information is an issue which will come from the learner when they are ready. Instead of designing material which decides what every child of a certain age needs to know, we must wait for the signs. In our culture we can’t say this is what you need to know.”
In relation to condom use this means that:

“The Ministry promotes abstinence, but when children ask they should be given information. We discourage teachers to come up with the information.”

The representative also suggests that:

“Teachers should be innovative. When the time is right they can call in a health educator to address these issues.”

This last statement is contradictory to the programme approach. Whereas the material calls for discussions about these issues within the classroom as part of the lesson, the Ministry representative is suggesting that teachers should allocate the role of information provider to someone else. This would mean that issues would not be dealt with as and when they arise. Again, the emphasis is being placed on the teacher to know when a student needs information, to have that information to hand, or to be “innovative” and to be able to access somebody else to come and provide the information. 

One of the programme objectives is to equip students with knowledge. If it is genuinely acknowledged that students do need information then a more direct method is necessary. The current method relies too much on the teacher and on chance. There is a danger that students do not perceive their own risk and therefore do not ask the necessary questions or discuss the necessary risks. (According to UNICEF, 50% of sexually active females, aged 15-19, do not perceive themselves at risk of contracting HIV (UNICEF, 2000)) It is also possible that a student used to a didactic teaching environment will not feel comfortable with raising his or her concerns and asking questions in the classroom.

The research findings from Chegutu and Masvingo (ZAPP) suggest that in some areas the material is not seen by teachers to be culturally appropriate. For example, the pictures and stories do not equate with “real life” in some communities. It would be extremely difficult to design material that would depict “real life” for all people in Zimbabwe. In particular, there is a large difference between the way of life in urban and rural areas. Yet, if the material is not reflecting reality for many young people, there is a danger that it will sustain low risk perception, as many young people do not equate themselves with those who might be at risk. 

It is important to have material which teachers and students can use effectively. The textbooks do promote discussion, role plays and group work in which students are asked to relate the material to their own environment and this is one way to promote cultural appropriateness. Another way would be to make the lessons less prescriptive and to allow more scope for the teacher to add material. However, this would only be appropriate if effective teacher training and monitoring systems were in place; otherwise implementation would become even more ad hoc than it is now. A third way would be to translate the textbooks into local languages, and therefore use terms which the students recognise. For example, when dealing with the issue of sexual abuse, students from some areas might understand and relate to words such as “chiramu” (fondling by an in-law) and “kuzvarira“ (pledging of a young girl in marriage), more than they would to the term “sexual abuse”.

All the research consistently suggests that the programme is failing in its objectives. Coverage is weak and teacher training is inadequate, and therefore the level of implementation is so low that the programme cannot hope to create the impact it intends. Tension and resistance are evident at all levels and this is also disabling effective implementation. There are glaring gaps in the policy and guidelines, such as which teachers should teach the lessons and whether condom use should be advocated, and these all contribute to a weakening of the strategy.

If resistance to implementation is so widespread there have to be fundamental reasons. This chapter has highlighted the lack of teacher training and the lack of stakeholder involvement as key reasons for this. However, the most fundamental reason for programme failure appears to be that the programme approach is far too radical and ambitious, and cannot be implemented successfully within the local environment without fundamental changes taking place throughout the whole education sector. The way teachers teach, the way students learn, the level of stakeholder participation and the role of the school are all barriers to programme implementation.

Even if radical changes were to occur, the programme would still need to make important alterations in order to meet the needs of the students. The evidence suggests that students are not acquiring enough factual knowledge or life skills to protect themselves from risks and enable them to lead healthy lifestyles. The school needs to make use of its potential as a source of information, support and skills development, and explore a variety of ways in which it can provide for its students, according to their needs and concerns.

Chapter 6

Summary and Recommendations

6.1 Summary

This final chapter will summarise the conclusions that have been made from this study. It will also make some recommendations for the way forward. 

The aim of this dissertation was to explore the path from policy to practice in order to identify barriers to implementation and key elements to success. 

Chapter 2 uses the international literature to identify key elements of success in sexual health education initiatives. It concludes that more thorough evaluation needs to take place within sub-Saharan Africa so that “best practice” can be identified within local contexts. It acknowledges social learning theory and the life skills approach as two potential models for sexual health education, and stresses the importance of clear policy objectives, the creation of conducive school, community and national environments, and of genuine stakeholder participation. 

Chapter 3 analyses the methodology of the case study approach used in the Chegutu research. The limitations of this study are highlighted, and it is placed in the context of other local studies and secondary research.

Chapter 4 summarises the research findings, and these are discussed and analysed in Chapter 5, with reference to key elements in Chapter 2. The discussion and analysis concludes that policy is not being implemented as outlined in the AIDS Action Programme for Schools. There is widespread resistance to the programme, and widespread tension caused by issues of decision-making, power and ownership. The programme is failing young people because the level of implementation is so low.

It is therefore difficult to identify key elements of success. However, the evidence suggests that increased stakeholder involvement, more consideration to cultural appropriateness, and a wider variety of sexual health activities within the school to take the emphasis off the role of the teacher, would help to improve the programme. These strategies were also recognised as “best practice” within the international literature. But these elements will not completely solve the problem of low implementation.

Ultimately, it appears that the AAP is too ambitious. It conflicts with the existing educational approach, methods of teaching and of teacher training and the school environment. To a large extent the programme has been imposed from outside and above, and because of problems of ownership at the top, it is not enforced with the full weight of the Ministry. It is seven years since the programme was made compulsory in schools. Materials have been distributed and some teachers have been trained, yet levels of implementation are still low. This suggests that the programme cannot be implemented in its current form and radical changes need to be made to develop a more appropriate programme strategy which will be both enforceable within the current constraints of the education structure and will meet the needs of young people in Zimbabwe. As long as implementation levels are low, it will be impossible to measure the impact of the programme on young people, because there will be very little impact. The AIDS Action Programme, in its current form, is failing young people.

The following section discusses how the programme could go forward.

6.2 Recommendations

Although the AIDS Action Programme has achieved a very low level of implementation, much time, effort and resources have gone into the programme. Therefore, it would be difficult and probably unnecessary to redesign a completely new programme, although substantial changes are needed. The following recommendations focus on adapting and improving the current programme, and supplementing it with new or existing projects that address the gaps that are emerging in the existing system.

At present UNICEF and the Ministry are aware of the implementation problems. They are also in the process of discussing amendments to the programme, which include wider parental involvement at community level; peer education projects; and increasing the quality of teacher training to include focus on related cultural, gender and psycho-social issues at personal level as well as at professional level. The following are suggestions for further action at research, policy and practice levels.

6.2.1 Research

To identify key elements for success:

· Where the programme is being implemented as intended, research needs to focus on the impact of the programme.

· Further qualitative, participatory research needs to be carried out with students, teachers and headteachers to identify needs and concerns.

· Information on other agencies working locally on this issue needs to be gathered, and mechanisms need to be created to learn and develop understanding of what constitutes good practice.

6.2.2 Policy

To address the wider implications of low levels of implementation:

· Discussions as to the extent to which the life skills and participatory approaches used in the programme are conflicting with the standard approach should be held. Attempts to marry the two should be made, ideally, by making realistic changes to both approaches, based on the needs of the students.

To address the contentious issue of programme ownership and control:

· UNICEF and programme donors should work with the Ministry of Education, Sport and Culture to strengthen the capacity of the Ministry to enable it to take full control of the programme.

· Donors should consider direct funding of the Ministry, rather than funding the programme through UNICEF.

To address problems of clarity, and reduce the problem of time table overcrowding:

· The Curriculum Development Unit of the Ministry of Education, Sport and Culture should provide a clear directive stating which subjects it is compulsory to teach, and if necessary, combine all subjects under a Guidance and Counselling Department in schools which would eradicate any overlaps.

· Clearer guidelines should be issued on how sensitive issues, such as condom-use, should be addressed in schools.

To address some of the problems of teacher training:

· In-service secondary school teachers should, where possible, be allowed to volunteer to teach HIV/AIDS education. It is these teachers who should receive the new training. 

· Pre-service secondary school teachers should be able to elect to teach HIV/AIDS and life skills education. These teachers should receive extensive training in the subject during their time at college. The training should be thorough enough to enable teachers to be innovative with the materials provided and use them in the most appropriate way within the local context.

To combat resistance and apathy within schools, and increase stakeholder particpation:

· The Ministry should embark on a campaign to raise awareness within the education sector about the importance of learning about sexual health issues and developing life skills, in relation to other academic subjects.

· The AIDS Education Review Committee, currently consisting of representatives from UNICEF, the Ministry, the National AIDS Council and the Heads of Denominations, should be extended to include Headteacher, teacher and parent representatives. Ideally, it should also include student representatives.

· Discussion on the issue of decentralisation should take place in order to address the strengthening of capacity and autonomy at local level.

To increase the cultural appropriateness of the lessons/materials:

· The textbooks, if possible, should be translated into local languages. 

· Supplementary material, which is more flexible and adaptable, should be designed and pre-tested in schools.

· Training of teachers should be thorough enough to allow for an element of innovation in the techniques and material used.

To increase awareness about what is happening in schools:

· Monitoring and Evaluation systems must be strengthened.

6.2.3 Practice

To maximise the potential of the school to inform and support young people, and to lessen the emphasis on the role of the teacher:

· The development of school libraries, which are easily accessible to students and provide a variety of material on sexual health issues, should be encouraged.

· Schools should continue to make good use of extra-curricular activities, such as AIDS awareness clubs and peer education, as a form of sexual health education. The development of such extra-curricular activities should form an important component of the programme.

To address the problem of access to materials, and the limited supply of factual information within the materials:

· All students should receive their own copy of the reference section of the textbooks.

· Supplementary material providing factual information about wider sexual health issues should be developed, based on the needs and concerns of young people.

This study began by asking whether young people in Zimbabwe are receiving adequate sexual health education to protect themselves from risks and to enjoy a healthy lifestyle. It concludes that this is not yet happening, but the author hopes that schools will be able to develop their potential, and make their contribution to this goal. 
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TEXT OF THE EDUCATION CIRCULAR

Reference: D/109/3

Ministry of Education and Culture

PO Box 8022

Causeway, Zimbabwe

June 1993

Chief Education Officer’s Circular Minute No. 16 of 1993

Distribution

Regional Directors

Heads of all Primary and Secondary Schools

ZIMTA

Church Education Secretaries

AIDS Action Programme for Schools

Rationale

AIDS is a disease which is now affecting millions of people throughout the world.  In Zimbabwe, 21,500 cases of full-blown AIDS were reported at the end of March 1993.  This figure is thought to be low because in many cases the disease is under-reported or not reported at all.  It is generally assumed that there are 60,000 /AIDS cases and about 500,000 total HIV-infected people in the country.

The Statistics from the Ministry of Health and Child Welfare reveal that the 5-19 age group is the least affected by HIV/AIDS while the 20-29 age group has the highest cases.  These figures show that the Ministry of Education and Culture needs to take urgent action to try to ensure that the 5-19 age group is protected from HIV infection and also assist the group in developing behaviour which will reduce the risk of HIV/AIDS.  Urgent action is required since there is no cure for ADIS and the only protection that young people have lies in changing attitudes and behaviours.

The Ministry is, therefore introducing with immediate effect HIV/AIDS education in schools from Grade 4 through A-level through the AIDS ACTION PROGRAMME FOR SCHOOLS.  This programme is COMPULSORY for all schools, primary or secondary.  Below is information which will assist in the implementation of the programme at school level.

1. CARRIER SUBJECTS AND TIME-TABLING

From Grade 4 to Grade 7, the HIV/AIDS education shall be taught once a week using one 30 minute lesson.  At ZJC and O-level HIV/AIDS education shall be taught once a week using one 40 minute lesson.  At A-level it shall be taught as part of the General Paper using one-hour lesson a week.

Schools are also encouraged to integrate HIV/ADIS in other subjects wherever opportunities arise.

2. IMPLEMENTATION

Teaching of HIV/AIDS education in schools, WHICH IS COMPULSORY, should begin immediately after the arrival of pupil’s and teachers’ material for a grade or form.  The first materials now being distributed are for Grade 7. Schools are therefore expected to introduce HIV/AIDS education in Grade 7 classes as soon as they receive the materials.  The same applies to other levels as materials become available.

It is important for schools, however, to discuss the introduction of HIV/AIDS education with parents and teachers so that they understand why this is being done.

3. TRAINING WORKSHOPS

Workshops for Head and Teachers will be conducted at district and school-cluster levels.  Already training workshops for some Education Officers and Headmasters have been held at National, Regional-cluster and regional levels.

4. MATERIALS

As has already been mentioned above Teachers’ and Pupils books for each grade or form will be distributed to schools as soon as they are printed.  These books are school property  and should be covered and looked after carefully.

Heads are requested to complete the questionnaires which accompany the books delivered to their schools and return them to the address given.  One copy of a book HIV and AIDS: A TEACHING GUIDE FOR TEACHERS will also be sent to all schools.  This book should be used only as a resource/reference book by teachers.

TEACHER SUPPORT

Additional support to teachers will be given through Radio and the teachers’ journal.  All teachers are requested to listen to these radios broadcasts, read and contribute articles to the journal on HIV/AIDS.  Heads are asked to organize staff meetings on these broadcasts and articles to facilitate interaction on HIV/AIDS among teachers.

4.2 ANTI-AIDS CLUBS

Heads should encourage Anti-AIDS clubs among interested pupils as a form of extra-curricular activity.

LINKAGES


Health personnel with expert knowledge on aspects of HIV/AIDS should be invited to give talks to teachers and pupils. However any invitation to Health personnel to participate should be done through Provincial Health Authorities.  Other relevant personnel within the community who can contribute to HIV/AIDS education should also be invited to participate.

SUPERVISION AND RECORDS

As in other aspects of the curriculum, heads are to supervise the teaching of HIV/AIDS education in their schools and ensure that appropriate records are kept by teachers.

The approach recommended for HIV/AIDS education is a pupil-centred participatory methodology in which pupils are fully involved in the learning process and the teacher only acts as a facilitator of learning.

5. PROGRAMME SUPPORT

A number of programme support activities will be carried out and heads are expected to support and co-operate with the personnel involved.  In this regard there will be a number of monitoring and evaluation activities whose success will depend on the co-operation of schools.

HIV/AIDS is a serious public health hazard in this country and it is hoped that heads and teachers will take it with the seriousness that it deserves.

6. CONCLUSION

HIV/AIDS education must take place within a framework which encourages pupils to consider the moral dimensions of their actions. It should recognize the value of family life and understand the importance of loving relationships and mutual respect.

The programme should also recognize the central role played by parents.  They are the key figures in helping children cope with mental, physical and emotional problems relating to growing up.

E J MUSUMHI

CHIEF EDUCATION OFFICER (CDU/AVS)

for: SECRETARY FOR EDUCATION AND CULTURE

Annex 2 

Personal Response Sheets: numbers of male and female students reporting on different sexual health issues and concerns (out of 8 students per school)

	
	School A
	School B
	School C
	Totals

	What are the main sexual health concerns of people of your age?
	Girls
	Boys
	Girls
	Boys
	Girls
	Boys
	

	Pregnancy
	2
	1
	3
	2
	4
	
	12

	STIs
	3
	1
	3
	3
	4
	
	14

	Relationships/dating
	2
	
	
	
	1
	1
	4

	HIV/AIDS
	3
	2
	2
	2
	1
	
	10

	Abstinence/pre-marital sex
	1
	1
	3
	3
	
	
	8

	Poverty
	
	1
	
	
	
	
	1

	Peer pressure
	
	1
	
	
	
	
	1

	Suffering from AIDS
	
	2
	
	
	1
	
	3

	Tiredness & exhaustion
	
	2
	
	
	
	
	2

	Failure in school
	
	1
	
	
	
	
	1

	Unprotected sex/safe sex
	
	
	3
	2
	
	
	5

	Problems in early sex
	
	
	1
	1
	
	
	2

	Using condoms
	
	
	2
	
	
	
	2

	Sexual attraction/feelings
	
	
	
	2
	
	2
	4

	Self-control
	
	
	
	1
	1
	
	2

	Peer pressure
	
	
	
	1
	
	
	1

	Puberty
	
	
	
	
	1
	1
	2

	Losing virginity
	
	
	
	
	1
	
	1

	Love
	
	
	
	
	1
	1
	2

	Sexual intercourse
	
	
	
	
	
	1
	1

	Self-reliance 
	
	
	
	
	
	1
	1

	Not having children
	
	
	
	
	
	1
	1

	Losing friends
	
	
	
	
	
	1
	1

	Watching pornographic films
	
	
	
	
	
	1
	1

	How do you get information about sexual health issues?
	
	
	
	
	
	
	

	Family
	
	
	
	1
	2
	1
	4

	School
	1
	2
	3
	2
	2
	2
	12

	People in community
	
	
	
	
	1
	
	1

	Friends
	2
	2
	1
	2
	3
	2
	12

	Television
	4
	3
	2
	3
	4
	1
	17

	Leaflets
	
	
	
	
	1
	
	1

	Books/novels
	1
	
	1
	1
	1
	
	4

	Magazines
	3
	4
	4
	1
	1
	2
	15

	Newspapers
	
	
	
	
	1
	3
	4

	Relatives
	1
	2
	
	1
	1
	2
	7

	Radio
	4
	2
	
	2
	1
	1
	10

	Peer educators
	
	
	
	
	1
	
	1

	Clinics/health centres/hospitals
	
	
	1
	2
	2
	
	5

	Drama groups
	
	
	
	2
	1
	
	3

	Parents
	
	
	3
	
	1
	1
	5

	Posters
	
	
	
	
	
	1
	1

	Group discussions
	
	
	
	
	
	1
	1

	Organisations/AIDS informers
	
	
	
	
	
	1
	1

	AIDS Awareness Club
	
	
	
	
	
	1
	1

	Pharmacies
	1
	
	
	
	
	
	1

	Doctors
	1
	
	
	
	
	
	1

	Health workers
	1
	
	
	
	
	
	1

	Church
	1
	1
	2
	1
	
	
	5

	Youth centres/youth clubs
	
	1
	1
	
	
	
	2

	Elders in community
	
	2
	
	
	
	
	2

	People from other countries
	
	
	
	1
	
	
	1

	Biology
	
	
	
	1
	
	
	1

	What does the school do to raise awareness about sexual health?
	
	
	
	
	
	
	

	Outside speakers
	2
	
	
	1
	1
	
	4

	Provides magazines
	1
	1
	
	1
	
	
	3

	Teaches science/biology
	2
	
	
	
	
	
	2

	Youth Clubs
	1
	
	
	
	
	
	1

	Drama plays (by outsiders)
	1
	
	
	
	2
	
	3

	Posters
	1
	1
	
	
	1
	
	3

	AIDS Awareness Clubs
	2
	1
	4
	
	2
	1
	10

	Chaplain/pastors
	1
	1
	
	
	2
	
	4

	Peer education
	1
	
	
	
	2
	2
	5

	Lessons
	
	
	4
	4
	3
	3
	14

	Drama Clubs (within school)
	
	
	2
	1
	
	1
	4

	Provides books
	
	
	3
	2
	
	1
	6

	Provides counselling services
	
	
	
	1
	
	
	1

	Ideally, how would you choose to learn about sexual health issues?
	
	
	
	
	
	
	

	Discussions with a variety of people
	
	
	
	
	1
	
	1

	Television
	1
	1
	
	
	4
	3
	9

	Radio
	2
	1
	
	1
	3
	1
	8

	Magazines
	
	2
	
	
	4
	1
	7

	Videos/films
	1
	
	
	
	1
	1
	3

	Friends/peers
	2
	1
	3
	1
	1
	2
	10

	Peer education
	
	
	
	2
	1
	
	3

	Open discussion
	
	
	
	
	2
	2
	4

	Clinic/Health Centre
	
	
	
	1
	1
	1
	3

	Parents
	2
	
	2
	
	
	1
	5

	Relatives
	2
	
	1
	1
	
	1
	5

	Outside organisations
	
	
	
	
	
	1
	1

	Newspapers
	
	
	
	
	
	2
	2

	Youth Clubs
	2
	
	1
	
	
	
	3

	Teachers
	3
	1
	2
	2
	
	
	8

	From people with AIDS
	1
	
	
	
	
	
	1

	Health Professionals
	1
	1
	
	1
	
	
	3

	Youth Health Centres
	1
	
	
	
	
	
	1

	Drama
	1
	
	
	1
	
	
	2

	AIDS Awareness Clubs
	
	2
	
	
	
	
	2

	Talking to elders
	
	2
	
	
	
	
	2

	Books
	
	1
	1
	1
	
	
	3

	
	
	
	
	
	
	
	



(Values represent the number of students mentioning each source (totals for 3 schools in brackets)

Other sources: (1 or 2 mentions only)
· Propaganda

· Visiting infected people

· Road Shows

· Internet

· School Library

· Aunt

· 


· Family's friends

· Peer educators

· Local library

· AIDS Clubs

· Youth Groups/ Centres

· Booklets/leaflets

· 


· HIV/AIDS counselling centres

· Girlfriends

· District workshop

· Travelling

· Textbooks

· Stickers

Annex 4 

List of Anonymous Questions
School A

· How do I understand that changes in me are normal?

· How can I control relationships without failure because of my feelings?

· Can you get any health disease if you masturbate? 

· Does a blood test sometimes give you false information?

· Does somebody with AIDS can live up to 20 years?

· When you are taking a pill do you get pregnant?

· How long would AIDS carriers survive? 

· Is masturbation hazardous to our health?

· What can one do to live for some more days after being told that you have got a virus which causes AIDS?

· What do you think about teenagers who roam about with sugar daddies?

· Do contraceptives prevent STDs?

· Is there any problem in practising masturbation after all it saves from having AIDS?

· Can a girl get pregnant during her first time of having sex?

School B

· Is it good to get in love with a girl at an age of 16 – all of you will be students?

· Is it possible for a girl to first meet a boy and say she is in love with him?

· Why our parents feel embarrassed when we talk to them about HIV?

· Why is it that my father is shy to teach me about things that happen in life? Is it because I am growing to be an adult?

· Why is it that some parents do not allow their children to join youth clubs whilst they do not teach them about these problems?

· Is there anything wrong with having lovers at this age of ours?

· Naturally teenagers are highly attracted to people of their opposite sex. We as teenagers how can we avoid premarital sex as nowadays sex brings diseases like AIDS.

School C

· What do you think of sex before marriage?

· Which is the best way to prevent STD between abstinence and having one long life partner?

· Do these STDs have an effect if failed to be treated properly?

· Which sex male or female is badly affected when suffering from an STD related disease?

· How long do STDs get to show if you have the disease?

· What are the STD symptoms?

· What are the AIDS symptoms?

· Is it bad dating out with your boyfriend or even kissing him? Is there any problem?

· What are the problems likely to be faced when you have sex before marriage?

· Are condoms 100% safe?
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*The term “maternal orphan” refers to a child whose mother has died. “Double orphan” refers to a child who has lost both parents.


* “Hot seating” is the term used when there are not enough school facilities for all the students, so they come to school in shifts.
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