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Key Findings

n Attendance at an evidence-based, near-peer-led
comprehensive sexual education program for fe-
male adolescents in South African secondary
schools was suboptimal, even after extensive
community engagement and modifying the delivery
of the program based on the school’s preference.

n Participants reported high interest and
acceptability, but this did not translate to
consistent attendance because of barriers,
including participants’ security concerns and
competing priorities on their time.

n Providing adolescent-friendly health care screen-
ings early as part of the study may have
influenced learners’ desire to later attend the
program intervention sessions.

Key Implications

n National stakeholders in South Africa should
consider new ways to address barriers to after-
school programming, without which adolescent
learners may be deprived of access to extra-
curricular activities. In-school programming,
although effective, is not a sustainable strategy to
overcome these barriers because if it is overused,
it risks congesting the school day and interfering
with core educational activities.

n Program managers should promote clear roles
and responsibilities among near-peer educators
and limit research facilitation responsibilities.

ABSTRACT
Comprehensive sexual education (CSE) is an important approach
for health promotion dissemination in schools, particularly when
delivered in participatory ways that are sport based, peer or
near-peer led, and include concepts of gender and power dy-
namics. Sufficient attendance at CSE sessions is critical to ensure
content exposure and build potential for impact. This article
details implementation lessons from the delivery of an after-
school, near-peer-led CSE program called SKILLZ during a cluster
randomized controlled trial among 40 secondary schools in
Cape Town, South Africa. SKILLZ is an evidence-based program
previously implemented in similar contexts. Attendance in this
study was suboptimal (less than 50%) despite qualitative indica-
tions of high acceptability and extensive efforts to adapt imple-
mentation and boost attendance. Qualitative and quantitative
data gathered during anonymous surveys, in-depth interviews,
and focus group discussions with participants with high and low
attendance records, near-peer coaches, and school staff from
both cohorts indicated that poor attendance could be attributed
to several factors. Program adaptations, such as delivering
difficult-to-access health services before participants attended the
SKILLZ program rather than after, may have reduced the incen-
tive for young people to attend the program. Practical barriers
to attendance were identified, including security concerns, compet-
ing priorities, and unfamiliarity with after-school programming cul-
ture in this setting. Community engagement and acceptability of
sexual education programs for adolescents alone may be insuffi-
cient to ensure program uptake and engagement.

BACKGROUND

Adolescents show disproportionately poor sexual and
reproductive health (SRH) outcomes compared to

other age groups, with high rates of unintended pregnan-
cy and sexually transmitted infections (STIs), including
HIV infections.1–3 School-based, comprehensive sexuality
education (CSE) is an effective strategy to reduce sexual
risk factors that may drive these outcomes by helping
HIV and SRH knowledge, enhancing self-efficacy, and
providing practical tools to better navigate safe sex
practises.4,5

Schools can provide a safe, equipped, and conducive
educational environment in which to reach adolescents
through both classroom-based and after-school extramural
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activities.3 In SouthAfrica, school attendance is com-
pulsory until the age of 15 years, and the majority
of adolescent girls (96.4% in the Western Cape
Province) are enrolled in secondary school.6 Half of
South Africans aged 15–23 years report having sex
before age 18 years (whether consensual or not).
Thus, schools provide an appropriate platformwhere
adolescents can participate in SRH interventions
that improve SRH knowledge, SRH risk manage-
ment, and self-efficacy before and after sexual de-
but, maximizing the potential to improve SRH
outcomes.7 The capacity for the impact of SRH
programs is linked to content exposure, necessi-
tating high program attendance. Attendance can
be influenced by program acceptability, feasibility,
and variability in implementation.8,9

We report on implementation lessons learned
from an evidence-based sexual health education pro-
gram in Cape Town, South Africa, called SKILLZ for
Girls (SKILLZ), which showed poor program at-
tendance despite high acceptability and interven-
tion support.

THE SKILLZ FOR GIRLS
INTERVENTION

SKILLZ is an evidence-based, near-peer-led CSE
program that provides a girl-centered and participa-
tory sports-based curriculum informed by social
cognitive theory.10 The program was delivered dur-
ing a cluster randomized controlled trial among
female secondary school learners across 40 public
schools in low-income, high-density, peri-urban
locations in Cape Town, South Africa. Girl-
centered programming was adopted in response
to the disproportionately high SRH burden among
adolescent girls in South Africa, including increased
risk of HIV infection, higher prevalence of STIs, and
unintended pregnancies.11–16 Although there is de-
mand from adolescent girls who are primarily edu-
cated in coeducational environments to have a
girls-only space to talk about SRH issues, the impact
of SKILLZ may be bolstered by the implementation
of parallel programming for boys.8

SKILLZ was developed in South Africa and has
since been adapted and delivered to adolescent
girls in other sub-Saharan African countries with-
in similar low socioeconomic, peri-urban settings,
with high rates of attendance (more than 90%)
and had a modest impact on sociobehavioral indi-
cators of gender norms, self-esteem, and sexual
health knowledge.17,18 In this study, the curricu-
lum was adapted to complement the national
South African CSE program, which is a teacher-
led, in-school, mandatory curriculum on life skills

and SRH issues, with an emphasis on the conse-
quences of early pregnancy and the importance
of schooling. The SKILLZ curriculum focused
purely on SRH lessons andwent further to include
gender and power relations, STIs, healthy rela-
tionships, and positive self-concept. These are all
topics that have been previously shown to in-
crease the efficacy of CSE interventions in reduc-
ing unintended pregnancy and HIV incidence.5,19

In keeping with the original SKILLZ program, ses-
sions lasted 45–60 minutes and were held weekly
during the school term, excluding exam periods
and school holidays. Overall, the program deliv-
ered 10 sessions over 2 school terms (approxi-
mately 6 months). Participants who attended at
least 7 of 10 sessions were considered to have
met the threshold required to “graduate,”which
assumed sufficient exposure to a predetermined
degree of content to result in behavioral or atti-
tudinal change.8

SRH knowledge is best promoted when teach-
ers are comfortable with the material, programs
are peer or near-peer led, and a strong facilitator-
learner relationship is established.20–22 Yet CSE
delivery in South Africa is challenged by a rarity
of trusting, nonjudgmental relationships between
teachers and students, the influence of conserva-
tive teacher beliefs on SRH content, and the lack
of appropriate training opportunities for teach-
ers.20–22 Therefore, SKILLZ sessions were facili-
tated by trained, near-peer “caring coaches” (aged
20–30 years) over a 6-month period (2 school
terms), with a ratio of 1 coach per 25 participants.
A near-peer coach was defined as a nonprofessional
group facilitator and rolemodel of a similar age, gen-
der, and social group to the learner recruited from
their community. Recruitment criteria for near-
peer coaches were individuals who identified as fe-
male, were aged 20–30 years (median age recruited
was 25 years), completed secondary school, and re-
sided in the study area. When recruiting coaches,
these criteria were equally considered. Recent evi-
dence (2017–2022) supports the use of near-peer
and peer-mentorship models to build adolescent
and young people’s assets and pre-behavioral and
behavioral outcomes when paired with intentional
community engagement and health systems inter-
ventions.23–26 Coaches received a 1-week training
program and thereafter weekly professional devel-
opment sessions that included sessions on research,
facilitation, and the development of professional “soft
skills.” Coaches were mentored and supported by a
dedicatedmaster coachwhohadworked aminimum
of 3 years as a coach in other SKILLZ programs in a
similar setting. This approach is consistent with the
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original SKILLZ program. However, a key difference
in this study compared to previous SKILLZ programs
was that coaches were given additional research re-
sponsibilities, such as assisting with data collection,
recruiting participants, and facilitating attendance
reminders. Coaches were remunerated in line with
their dual facilitator and research roles, with salaries
greater than those provided in previous editions of
SKILLZ.

The primary aim of the study, the results of
which are reported elsewhere,27 was to evaluate
the SKILLZ program’s impact on SRH indicators,
including prevalence of HIV, STIs, and pregnancy,
as well as self-reported sociobehavioral measures
of social support, self-concept, and gender norms.
The study hypothesized that exposure to educa-
tional content and an opportunity for coach-
participant relationship building would facilitate
improvements in SRH and sociobehavioral indica-
tors, with a linear correlation between attendance
and program impact. During the adaption of
SKILLZ for this study, factors at the individual, re-
lationship, and community (school) levels were
considered with the potential to modify the inter-
vention effect on the outcomes. Mediating out-
comes were hypothesized to include perceived
social support and norms, degree of empower-
ment, self-concept and self-efficacy, trust in the
health care system, the schools, and the near-
peer “coaches,” and perceived stigma. Based on
qualitative and quantitative data gathered from
anonymous surveys, in-depth interviews, and focus
group discussions with high- and low-attending
participants, coaches, and school staff, factors
considered to influence the fidelity of program
implementation are reported here, which include
participant, school, and coach receptivity to and
understanding of SKILLZ, perceived appropriate-
ness and relevancy of SKILLZ, as well as potential
barriers and enablers to attendance.

Study Sites
Between 2018 and 2019, all 42 secondary schools
located in the study area, a single health subdistrict
within the Western Cape Province, were random-
ized to be a control school (n¼20), intervention
school (n¼20), or nonparticipating school (n¼2).
For logistical feasibility, study implementation was
split over 2 years, with 20 schools (10 interven-
tion, 10 control) engaged in 2018 (cohort 1) and
20 schools (10 intervention, 10 control) engaged
in 2019 (cohort 2). Eligible learners within each
school were required to be female, not pregnant,
and in school grades 8–10 (approximately aged

13–17 years). Pregnancy testing was included, as
pregnancy incidence was a primary study out-
come. Pregnancy tests were conducted in private
by trained adolescent-friendly health care profes-
sionals, and all participants who received a posi-
tive pregnancy test were counseled and referred
for further care if needed. The programwas adver-
tised by poster and in-class promotion by study
staff. Between 70 and 100 learners per school
self-selected to participate. Participants were fol-
lowed prospectively for a period of 8 months,
with a total sample size target of 2,800.

School and community engagement before
study commencement was extensive, involving
stakeholder consultations at the provincial, dis-
trict, and individual school levels. Each school
principal nominated a “teacher champion” who
acted as the school liaison between the imple-
menting team, school staff, and participants. At
that time, the implementing research team had
an established presence in all participating schools
through a larger national women and girls pro-
gram that included the delivery of SRH education
and services in schools. A Youth Community
Advisory Committee affiliated with the study site
that had advised on several studies and clinical
trials was consulted during the protocol develop-
ment process. As part of the curriculum develop-
ment process, a group of adolescent learners from
participating schools were engaged in pilot SKILLZ
sessions. Their feedback was incorporated into the
curriculum design, notably changing the sport
component of SKILLZ from solely soccer (football)
to include other activities, such as yoga and
stretching.

Intervention schools shared similar learner de-
mographic profiles, with no significant differences
in participant characteristics between control and
intervention schools or between cohorts 1 and 2.
Thirty-eight schools completed the study (18 incohort
1 with 9 intervention and 9 control schools; 20 in co-
hort 2 with 9 intervention and 11 control schools).
Two schools withdrew mid-implementation due to a
change in local policy thatwas interpretedasdisallow-
ing external providers to provide health care services,
such as HIV and pregnancy testing, during study visits
on school premises. One control school in cohort
1 requested to delay participation due to building
renovations on the school premises and, as such, was
included in cohort 2.

Of 2,791 participants enrolled, 1,344 (48.15%)
participants were included in the intervention arm
and 1,447 (51.84%) participants were included in
the control arm; 44.39% (1,239) participated in co-
hort 1 and 55.61% (1,552) participated in cohort 2.27
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Control and intervention participants were required
to attend 2 study visits (independent of SKILLZ
program sessions) at baseline and 8 months, where
demographic, clinical (including HIV, STI, and preg-
nancy testing), and sexual risk behavior data were
collected. Although 73.62% (2,119) of all partici-
pants attended both study visits, 17.52% (489)
were lost to follow-up and uncontactable across
multiple follow-up attempts. Despite high study
visit attendance among participants, their atten-
dance at SKILLZ was low across both cohorts, and
overall, 41.14% of participants did not participate
in any session (44.43% in cohort 1; 38.63% in co-
hort 2).

Ethical Approval
Ethical approval was granted by the Human
Research Ethics Committee at the University of
Cape Town (REC 138/2018). The trial was regis-
tered with BMC Trials (ISRCTN77395422).

SKILLZ ATTENDANCE
In cohort 1, 9 schools received the intervention
program, with sessions delivered after school as
intended. Mechanisms to support attendance,
identified through the literature and the study
team’s experience of SKILLZ delivery, included
providing refreshments, offering optional free
transport home after sessions, and engaging a
school-appointed “teacher champion” at each
school (Table).28 Qualitative focus group discus-
sions with participants, interviews with school
staff, and self-administrated post-intervention
surveys with participants found unanimously
that SKILLZ was perceived as highly acceptable
and responsive to gaps in existing SRH program-
ming and in learner knowledge. School staff
reported appreciating that the program facilitated
SRH conversations with learners, as the SRH

programs were considered scarce, and teachers
did not always feel equipped to facilitate these dis-
cussions in class. In cohort 1, 78.34% (340/434) of
participants rated their interest in the sessions as
8 or higher on a scale of 10 and further indicated
that they valued the intentional design of the in-
tervention, including the girls-only peer group,
sport-based participatory learning medium, and
safe spaces created by coaches.

Despite this positive feedback, cohort 1 showeda
mean attendance rate of 44.20% (standard error
[SE]: 5.22%; 95% confidence interval [CI]¼
33.18%, 55.22%) and only 27.79% graduated
from the program. Safety concerns linked to high
levels of community unrest, violence, and gang
activity were commonly reported as a reason for
non- or infrequent attendance. To mitigate some
of these known concerns, private transportation
was offered. However, this option was not always
sufficient if the driver could not take the learner
directly to their place of residence. This differs
from other similar settings in Cape Town where
SKILLZ has been delivered and where private
transportation arrangements were able tomitigate
safety concerns and allow for high attendance.
Participants also described competing priorities
(e.g., homework and household responsibilities,
such as caring for a younger sibling) as a common
barrier to attendance after school. Low attendance
at other after-school programs in the participating
schools was found to be widespread, with little to
no culture supporting attendance. School records
showed that although 7 of the 9 cohort 1 schools
had existing after-school programs other than
SKILLZ, only 2 of those schools reported high atten-
dance at after-school programs. Notably, the culture
of after-school programming has not previously pre-
sented such significant challenges regarding low and
nonattendance when delivered in similar settings.

TABLE. Comparison of Mechanisms of Support Offered to Schools Receiving SKILLZ in 2 Cohorts

Cohort 1 Cohort 2

� Sent session reminders to school
� Provided refreshments
� Provided transport
� Engaged teacher champion
� Provided certificate upon graduation (communicated in advance

to participants)

� Used preferential program delivery during school class time, during
lunchtime, or after school

� Sent session reminders to school and directly to participants via
WhatsApp

� Provided refreshments
� Provided transport
� Engaged teacher champion
� Provided certificate and medal provided upon graduation (communi-

cated in advance to participants)

Despite
participants
having positive
feedback about
the program
sessions, cohort
1 had amean
attendance rate
of 44%.
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An assessment conducted after the conclusion
of cohort 1 explored alternative delivery models,
including in-school sessions (either during class
periods or lunchtimes), weekends, and school hol-
idays. Although the latter options were found un-
equivocally unfavorable to participants, in-school
delivery during free class periods or lunchtime
periods was perceived as acceptable and led to
more than 90% in attendance when piloted in co-
hort 1 schools. These findings motivated an adap-
tion to allow cohort 2 schools to choose between
in-school or after-school session delivery based
on the school’s preference, alongside the intro-
duction of other additional attendance support
mechanisms (Table).

Nine new intervention schools were engaged in
cohort 2, of which 5 schools opted to receive an in-
school program (3 during class time and 2 during
lunch time) and 4 selected after-school delivery.
Compared to cohort 1, cohort 2 intervention schools
did not show a significant improvement in atten-
dance, with a mean attendance rate of 47.17% (SE:
4.90%; 95% CI¼36.81%, 57.52%) and a mean dif-
ference in attendance rate of 2.97% (P¼.684).27

However, schools that opted for in-school deliv-
ery showed significantly higher rates of gradua-
tion (50.24%) compared to after-school delivery
(18.69%, P<.05), as well as an observable but not
significant improvement in graduation compared
to cohort 1 (27.79%). Although SKILLZ coaches
perceived in-school delivery as more effective,
this option did risk overburdening learners with-
in the school day, especially for those who partic-
ipate in multiple programs.

Overall, the school-informed modifications
made to support SKILLZ delivery in cohort 2 did
not elevate attendance to levels comparable with
other SKILLZ programs. A key difference in this
study compared to other SKILLZ programs was
the provision of a health care screening visit at
the beginning of the program before any SKILLZ
sessions were delivered. In other SKILLZ pro-
grams, health care screenings were offered mid-
way or toward the end of the intervention as a
means of incentivizing attendance and reinforcing
health promotion messaging. Health care access
for adolescents in South Africa has been well de-
scribed as suboptimal, limited by inconvenient
clinic opening times and adolescent perceptions
of unfriendly health care staff.29 This study pro-
vided adolescent-friendly health services (as per
the World Health Organization’s standards) di-
rectly on the school premises at baseline and
8 months. Health care service access may have
been viewed as an incentive to join the study in

this setting. The early provision of the health care
screenings (overall, 73.62% attended both health
care screenings) may have influenced the desire to
attend subsequent intervention sessions (only
58.86% attended at least 1 SKILLZ session).

An SRH program for adolescent girls in Zambia
showed a similarly low attendance rate, where only
30% of participants attended more than half of the
sessions.30 This was attributed to the high vulnera-
bility of the participants and suggested that the very
social and economic factors that made them vulner-
able to poor SRH outcomes also prevented them
from participating consistently in SRH programs.
This supports the argument that SRH interventions
need to be delivered as part of multilevel combina-
tion programs that layer educational components
with health care services and social protection mea-
sures, for example, in the model proposed in the
multicountry DREAMS (Determined, Resilient,
Empowered, AIDS-free, Mentored and Safe) inter-
vention that focused on HIV prevention in adoles-
cent girls and young women.31

LESSONS LEARNED
We learned the following key lessons from our ex-
perience in sexual health program delivery in a
low-resource South African setting.

High Acceptability Is Not Sufficient to
Overcome Logistical and Structural Barriers
A systematic review of school-based skills develop-
ment interventions showed that intervention success
is commonly associatedwith the acceptability of pro-
grams among participants and variation in imple-
mentation.32 However, high program acceptability
of SKILLZ did not translate to consistent attendance
or practical implementation support from school
staff, with a wide variety of implementation barriers
and enablers observed across schools. These barriers
reduced the feasibility of the program overall and
likely undermined its potential to positively impact
SRH outcomes. A further consideration is that parti-
cipants may have found the program to be accept-
able but insufficiently relevant to their perceived
needs. However, the high attendance rates during
in-school sessions (over lunch times or free class per-
iods) indicate a willingness to participate if practical
barriers to attendance are removed.

Schools Differ in Ability to Accommodate
After-School External Programming
Adjusting the timing of program delivery to the
school’s preference may benefit schools that can

School-informed
modifications
made to support
SKILLZ delivery in
cohort 2 did
not elevate
attendance to
levels comparable
with other SKILLZ
programs.
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accommodate in-school delivery. However, those
schools that select after-school models may need
additional support to introduce, build, and main-
tain an after-school culture. Although they are
considered homologous units in cluster random-
ized trials, schools in the same geographic and de-
mographic settings may still vary markedly in
their ability to effectively participate in research
and after-school activities.

SRH Service Access May Have Incentivized
Visit Attendance
Although attendance at the intervention program
sessions was low, 73.62% of all control and inter-
vention participants attended both study visits
where adolescent-friendly SRH services were of-
fered. HIV, STI, and unintended pregnancy are all
highly prevalent issues in the South African con-
text, with adolescent girls and young women at
particularly high risk and often targeted for inter-
vention. Barriers to adolescent SRH services from
public clinic facilities are well described. Although
school-based health services have been long
supported in South African national policy, their
implementation has been stalled for more than a
decade.32,33 As such, the high demand for these
services is not surprising and may explain why
study visit attendance was higher than SKILLZ
program attendance.

Near-Peer Educators Should Have Clear
Roles and Responsibilities
An effective participant-coach relationship has been
reported in previous researchonSKILLZ as being im-
portant for intervention acceptability.17,18 In this
study, coaches had additional research responsibili-
ties, a departure from other SKILLZ programs that
are normally not delivered in conjunction with re-
search studies. The coaches showed varied capacity
to adapt systematically to implementation challenges
and a propensity to conflate research and program-
matic priorities. As a significant program resource, it
is recommended to clearly delineate between pro-
gram facilitation and research responsibilities.

CONCLUSION
Despite high acceptability among stakeholders,
extensive community engagement before imple-
mentation, and the introduction of additional
supportmechanisms, this evidence-based SRHpro-
gram showed suboptimal attendance that likely
compromised its potential to impact SRH out-
comes and the opportunity for that potential to

be evaluated. Poor attendance at least partially oc-
curred due to practical barriers to attendance at
the individual, school, and society levels and in-
cluded security concerns, competing constraints
on participant time, and the lack of an after-
school programming culture. Under such circum-
stances, the use of other evidence-based methods
(e.g., combination prevention programs) or prac-
tical adaptions to move aspects of programs in-
school or online may be considered.
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