
ISSN 1474-8460 print; ISSN 1474-8479 online/04/020137-17
© 2004 Institute of Education, University of London
DOI: 10.1080/1474846042000229476

London Review of Education, Vol. 2, No. 2, July 2004

Building on Experience: a formative evaluation of a peer
education sexual health project in South Africa

IAN WARWICK & PETER AGGLETON
Institute of Education, University of London, UK

ABSTRACT In South Africa, as elsewhere in the world, the promise of peer education as a means of
promoting sexual health has contributed to its increasing popularity. While structural and
organisational constraints can compromise the success of peer education, many of those involved in
modest local programmes in South Africa are able to address the sexual health and well-being of young
people through knowing about and making the most of proximal salutogenic factors—personal
qualities and local contextual characteristics that influence health. Participatory formative evaluation
can contribute to the development of peer education practice by providing opportunities for educators
to extend their pedagogic knowledge and skills and review and re-orient their work. However, to
embed new ways of working, sustained partnerships will be necessary.

Background

In accounts of HIV/AIDS in South Africa, it is commonplace to come across reports of an
‘impending catastrophe’ (loveLife et al., 2000), ‘spiralling rates of HIV infection’ (Eaton et al.,
2003, p. 150) and ‘. . . rocketing HIV levels amongst youth’ (Campbell & MacPhail, 2002,
p. 342). For young people, and particularly for girls and young women, sexual abuse is also
of increasing concern (Human Rights Watch, 2001; Richter et al., 2004). Yet, activities to
promote the well-being of young people in South Africa have been neither absent nor at a
standstill. They have, however, been relatively recently developed against a backdrop of other
far-reaching social, political and economic changes over the last 8 to 10 years (Sparks,
2003).

This is not to be naı̈ve about the social complexities of addressing AIDS and promoting
sexual health in South Africa. Denial, indifferent leadership, deprivation and illiteracy
among the population as a whole, abuse of the rights of women, pervasive gender
inequalities as well as stigma and discrimination directed against people living with HIV/
AIDS can combine to impede the best efforts of younger and older alike (van Niekerk, 2001;
Jennings et al., 2002; Wood & Aggleton, 2004). However, it is to emphasise that
opportunities exist to build on, invest in, and make the most of existing salutogenic
factors—the personal qualities as well as proximal and distal contextual characteristics that
can be utilised to promote health and well-being.
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For example, across the world many young people and their advocates have been making
the most of the circumstances within which they find themselves and have been
instrumental in addressing stigma, discrimination and HIV/AIDS (Shaw & Aggleton, 2002;
UNICEF, 2002; Warwick & Aggleton, 2002, 2004). In South Africa too, a great number of
young people across the nine Provinces have been involved in HIV/AIDS prevention and care
programmes by way of drama and songs, through the teaching of life-skills, by playing
with, and raising money for, younger children with HIV, and by running support groups for
people with HIV (DoH, 2002).

We know much about what constitutes successful sexual health promotion. We know it
is not achieved by a single peer education project, or a few life skills classes here and there.
Neither will it be realised via an individual media campaign, nor a condom distribution
scheme. It does not come about through the setting up of one or another youth group or
the development of a youth friendly sexual health clinic. Taken together though, a
combination of initiatives that respond to young people’s contexts, commonalities and
differences (in relation perhaps to gender, ethnicity, sexuality, religion, values and skills) are
likely to provide a way forward (Parker, 2004)

Programmes and projects should provide young people with a safe and supportive
environment in which to learn about sexual health and HIV/AIDS, provide opportunities for
them to clarify their knowledge and values and develop skills (so they can put into practice
what has been learnt), motivate them to build attitudes of respect for human rights, and
provide access to youth friendly health services (IIEP, 2002; UNICEF, 2002).

Despite adversity, a generally supportive programme of education about sexual health is
being put in place across South Africa (Department of Health, 2001; South African Human
Rights Commission, 2003). Specifically in relation to sexual health, the national
Departments of Education and Health have since 1995 been involved in developing a Life
Skills and HIV/AIDS education programme in which Master Trainers were charged with:

� providing training and technical assistance to teachers;
� conducting advocacy and motivational workshops for community leaders, traditional

healers, departmental officials and parents;
� developing materials and support resources; and
� encouraging peer education.

(Deutsch & Swartz, 2002, p. 3)

A number of factors, however, have hampered the successful implementation of this
programme in schools (Coetzee & Kok, 2001). Some teachers are better prepared than
others to support learning about sexual health and even the most committed may be
hindered in their work by few resources, such as the equipment to play video or audio
cassettes, or the electricity to power the technology. Furthermore, even if time can be
found in the school curriculum for education about sexual health, learners have varying
degrees of interest in this area, so impacting on educators’ teaching and learning
strategies. Within the local community, there may be resistance among parents, carers and
community leaders to education about sexual health. In some local areas, professionals
appear to have done little to support teachers and help them prioritise this area of work
(Coetzee & Kok, 2001).

To complement the programme of teacher-led work, greater investment is being made in
peer-led education. New resources and initiatives are being developed by the national
Departments of Health and Education to assist young people to educate others in and out of
school settings, as well as in higher education (for further information, see www.hsph.har-
vard.edu/peereducation).
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Concurrent with these developments, other sexual health and peer education initiatives
have been underway. For example, since 1999, loveLife has combined a national multi-
media campaign with countrywide youth friendly service development in government
clinics, and a national network of outreach and support programs for young people [1]. The
Planned Parenthood Federation of South Africa (PPASA) has also, during the 1990s,
extended reproductive health provision for young people [2].

As part of PPASA’s and loveLife’s work, support has been given for the development of a
youth friendly sexual health clinic in a youth centre in a semi-rural location outside of
Pretoria. In what was once a settlement area under apartheid, residents now experience low
rates of literacy, high levels of poverty, a poor transport infrastructure and poor access to
quality health, education and other services. Since 2001, a team of peer educators operating
out of the centre have run HIV/AIDS and sexual health educational activities in schools for
young people who would otherwise be missed by mainstream services.

Now funded by the national Department of Health and overseen by the local Health
District, the youth centre continues with its original broad aims of helping to reduce the
incidence of HIV, STIs and teenage pregnancy in the local area. In addition to the peer
education project, the centre provides clinical and counselling services (including
contraceptive provision), treatment for STIs, pregnancy testing, HIV testing, as well as
couple and relationship counselling.

The peer education project follows a model of recruitment, training and supervision
developed by the PPASA. Young people take part in a five-day participatory training course.
During a one-year probation period they recruit further trainees into the project, and
observe and co-facilitate lessons in schools. On earning a certificate of competence, peer
educators then lead classroom lessons. The team takes part in regular reviews of their practice
and ongoing training [3].

Peer educators had hoped their single, one-off lessons would provide learners with the
information needed to protect and improve sexual health. However, they wished to find out
more about the extent to which lessons enabled young people to learn more about sexual
health, and whether teachers valued their contribution. In collaboration with the Centre for
the Study of AIDS, University of Pretoria, a formative evaluation of the peer education
project was planned. This aimed to:

� identify whether lessons contributed to learners sexual health and HIV/AIDS-related
knowledge and practices;

� identify whether and in what ways teachers valued the contribution of the peer education
team; and

� consider the implications of the findings for peer educators’ practice.

But what is Peer Education?

Despite the increasing popularity of peer-led education in southern Africa (UNAIDS, 1999;
Campbell & MacPhail, 2002), there exists disagreement about the changes it brings about.
To understand its potential, and to contextualise the work of the peer education project
being evaluated, we need to clarify what peer education is, how it is put into practice and
how the context in which it is implemented can affect the outcomes that are brought
about.

There are a number of ways in which peer education is understood and practiced. For
some, contemporary discourse about it has ‘. . . an almost religious tenor’ (Frankham, 1998,
p. 179). Peer pressure, almost always seen as negatively influencing young people (and
peculiarly not often construed as influencing adult/adult relationships), can be turned
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around via enlightened conversations among young people. Through peer education, it is
claimed, young people can be trained to educate others in ways that are radical, relevant and
life changing.

A key element of successful peer education is perceived to be the commonality between
educators and educated, a shared social status, perhaps related to age, gender or ethnicity
(Parkin & McKegany, 2000). This is seen to make young people more credible in ‘delivering’
information to their peers and so more likely than adults to bring about changes in health-
related behaviours. Much peer education, however, works from a somewhat impoverished
pedagogic base, with little attention being paid to the processes and contexts that contribute
to effective learning (see Watkins et al., 2002; Jarvis et al., 2003).

We might hope that peer health education brings about behavioural change among young
people, or even decreases in biological markers such as HIV incidence. However, evaluations
more often than not identify changes related to young people’s knowledge, understandings
and values (UNAIDS, 1999; Parkin & McKegany, 2000), or social norms (Wolf et al., 2000),
each of which are necessary but rarely sufficient determinants of behaviour change. But even
these sorts of changes are inconsistent and dependent on context of the programme and its
implementation (Parkin & McKegany, 2000; Elford & Hart, 2003; Shuguang & Van de Ven,
2003).

Variations across programmes relate not only to how the work is viewed by young people,
sometimes ambivalently, (Richter, 1999, cited in James, 2002, pp. 179–180) but also to the
ways it is implemented. There may, for example, be a lack of clear aims and objectives for
a specific initiative, a lack of training and management of peer educators, and a failure to
secure multi-agency support for the work (Walker & Avis, 1999). It is also open to question
whether ‘peers’ are any better than non-peers at educating others (Mellanby et al., 2001; Ott
et al., 2003). Bringing about change appears to be as much about the styles of teaching and
learning used as it is about who has facilitated the educational experience (Parkin &
McKegany, 2000).

Developing the Formative Evaluation Framework

With work of the peer educators already underway, decisions had to be made about how
best to evaluate the work. While it is often useful to design evaluation and other project
activities together (Hawe et al., 1990; Warwick et al., 1998), this is not always feasible in real
life settings (Robson, 2000). Central to the formative evaluation that was planned was
building on and extending practitioners own learning (see Eraut et al., 2002) and
responding to their information needs as stakeholders (Patton, 1997).

The value of participatory approaches to evaluation is well known (Estrella with Blauert
et al., 2000; Springett, 2001; Gilliam et al., 2002) and often assists practitioners to critically
appraise the value of their work. Stakeholders can be involved at different points in the
evaluation, including its planning and implementation, and in the utilisation and
dissemination of findings (Gilliam et al., 2002). However, there are a number of challenges
to this style of working. These include disagreements about the aims of the work, distrust
of the evaluator, unhappiness with the requirements to assure the quality of the research, too
great a focus on one individual’s agenda and impatience among practitioners (Gilliam et al.,
2002).

With some of these potential difficulties in mind, the evaluator sought to agree what
would count as ‘good enough’ evidence in relation to the evaluation aims [4]. That is, the
evaluator and peer educator worked to the principles of ‘optimal ignorance’—knowing
what it is not worth knowing, and ‘proportionate accuracy’—recognising the degree of
accuracy required to produce useful findings (Chambers, 1981).
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A five step evaluation plan was developed. This commenced with a period of observation
of the peer education team in practice. Following this, opportunities were provided to
discuss what had been observed and what sorts of evaluation methods might best be used.
Next, the evaluator and peer educators worked together to develop data collection methods
and data collection. Following this, there was a joint analysis of information collected prior
to finding being fed back to schools through a specially prepared summary sheet, and some
discussion of whether and in what ways changes would be made to the peer education
project.

Step One

The lesson, run by a pair of peer educators, lasted 45–60 minutes (a teacher would be
present at each) with a class of around 50 learners (each class varied from 20 to 80 in
number) sitting in rows, most usually at fixed desks. Addressing HIV/AIDS, sexual abuse, or
loveLife, the lesson would begin with one or two ‘icebreakers’ to introduce the facilitators
to the group, to outline what topics would be covered and to encourage some pupil
participation [5]. Through a series of questions, facilitators then assessed learners’ familiarity
with the topic. They used this information to frame a semi-participatory lesson (chiefly
asking learners questions about what they knew, providing information in a sometimes
humorous, sometimes serious way, checking what had been understood and occasionally
using music and movement to lead from one activity to another). To remind students what
had been covered, diagrams and key words were written on the chalkboard. Following the
lesson, printed materials about loveLife and HIV/AIDS were distributed among learners.
Free condoms were provided to the school.

Step Two

It was apparent from the observation that collecting information from learners would add
a layer of complexity to the peer educators’ activities in classes. Although they assessed
knowledge during the lesson, they were unused to identifying at the end what had been
learned. To fit within the time in school allocated to them, peer educators had to collect
information relatively swiftly.

However, mindful that evaluation findings not only had to be useful to the peer education
team, but also had to have credibility with school principals and with the District Health
Manager (who could influence the centre’s access to resources), it was agreed to develop a
feedback form containing a number of closed and open-ended questions. Closed questions
asked learners for their age and gender, how difficult they felt the lesson to be, and the
extent to which they liked the lesson. Open questions asked them about what they had
learned, to what use they would put their learning, and what comments and advice they had
for the peer educators (to improve the lesson) [6]. A separate form was developed for
teachers that asked them to comment on the relevance and difficulty of the lesson, the extent
to which it was well structured, and invited them to make further comments.

Steps Three and Four

Questions were developed, revised and translated into learners’ first language (Setswana) by
the peer educators (and checked for accuracy by two other Setswana speakers) before forms
were piloted.

The team suggested that the forms could be completed by small groups of students, so
limiting the amount of forms distributed and collected, and providing learners with the
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opportunity to revise, through discussion, what they had just been taught [7]. Assessment
of learning, they believed, should in some way contribute to learning [8]. Encouraging
discussion and completion of forms in small groups, while making it impossible to identify
individual responses, would consolidate what had been learned and gather ‘good enough’
information for the peer education team to make use of.

After each school visit, completed forms were initially reviewed by the evaluator and peer
education team to identify preliminary findings. Forms were then analysed thematically to
draw out common and particular learning points and issues, and findings written up by the
external evaluator.

Step Five

Finally, the evaluator prepared a summary sheet of findings for each school visited. The peer
education team fed this information back to schools. They used the complete set of findings
during their supervision and training meetings to identify whether pairs of educators, and/
or the evaluation team as a whole needed to re-orient their work.

Findings

Feedback forms were used in five schools visited by the peer education team during August
2002. Information was collected from 1,519 learners (734 girls and young women and 785
boys and young men) and 29 in-school educators (teachers) covering Grades 8–12 [9].

HIV/AIDS, STIs and Sexual Abuse

Prior to visits to schools, peer educators noted that they often found it de-motivating when
school staff were sceptical of young people’s expertise to teach in schools. However,
comments on feedback forms highlighted that staff were almost universally positive about
what they had observed. Lessons were perceived to be relevant to learners, not only because
of the teaching style used, but because the content of lessons engaged with problems they
perceived existed in the school community.

The content of the lesson was excellent and relevant to pupils especially because
they are already involved in sexual intercourse. (HIV/AIDS & STIs, school 1)

This was a well-presented lesson. Learners were involved through questions. It
was also a relevant lesson since some of the learners are involved sexually and are
pregnant. I believe learners have acquired more information. Keep up the good
work. (HIV/AIDS & STIs, school 2)

The lesson was relevant to the learners . . . Our learners lack this information. We
have got boys who were infected with STIs this year. I think it is because of lack
of knowledge. (HIV/AIDS & STIs, school 4)

Learners highlighted that, on the whole, they had acquired new knowledge about HIV/AIDS
and STIs. Comments about HIV transmission and the symptoms of HIV/AIDS and STIs were
common.

We learned about the STIs (how you can be infected) and symptoms of an
infected person. (HIV/AIDS/STIs, school 1)



Sexual Health Education in South Africa 143

. . . STIs. If you have STIs you’ll have abdominal pains, burning urine, ulcers,
discharge. (HIV/AIDS/STIs, school 5)

Some learners reported more or less accurately the symptoms of STIs (even if these were not
differentiated according to the type of infection). Others confused the symptoms of STIs
with HIV infection.

We learned that HIV can affect a person. You cannot tell and see a person who
is HIV positive. A person with HIV has burning urine. (HIV/AIDS/STIs,
school 5)

Many learners noted that they now knew about how HIV and STIs were transmitted and
outlined ways they might protect themselves. Although peer educators had covered issues
relating to use of condoms, reducing partners and abstaining from, or delaying, sex, learners
often highlighted just one or another form of protection:

We learned about to abstain, be faithful and to condomise. (HIV/AIDS/STIs,
school 4)

We learned about informed choices . . . about shared responsibilities and about
delaying having sex, reducing partners and protecting yourself. (loveLife,
school 4)

We learned that people must use condoms to protect themselves against STIs.
(HIV/AIDS/STIs, school 5)

Peer educators were surprised to find out that some quite unintended new beliefs had
arisen as a result of their lessons. For example, some young people now thought that sex
and the use of condoms could be harmful. Another group stated that they should refrain
from sex altogether. Yet others believed that chastity prior to marriage was the best moral
option.

We learned that sex is not safe for us students and that a condom is not safe. (HIV/
AIDS/STIs, school 2)

We learned that we must abstain from sex. (HIV/AIDS/STIs, school 1)

Sex before marriage is a sin. (HIV/AIDS/STIs, school 4)

When commenting on lessons about sexual abuse, school staff again noted the relevance
of lessons to pupils, occasionally noting that sexual abuse affected learners in their
school. Some staff felt that learners needed ongoing encouragement to address sexual
abuse.

The lesson was relevant because sexual abuse was well discussed and we
experience such abuses which are mainly carried out by boys. (Sexual abuse,
school 1)

It was a well planned lesson, but please do keep on doing this kind of lesson to
motivate the learners. (Sexual abuse, school 3)
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Learners often stated that they now knew more about different types of touches: some
dangerous, some confusing, others caring and loving. Some made reference to their right to
say ‘No’ to unwanted physical contact.

We learned about sexual abuse, dangerous touch and confusing touches. (Sexual
abuse, school 4)

In our group we learned about loving touch, dangerous touch sexual abuse, rape
and the right to say ‘No’. (Sexual abuse, school 1)

We did not know about the types of touches before this lesson. (Sexual abuse,
school 3)

We learned about types of touches such as caring. (Sexual abuse, school 1)

We learned about many things such as emotional abuse, physical abuse, negligent
abuse, sexual harassment. We are glad to know about these things. (Sexual abuse,
school 2)

We learned you have the right to say ‘No’. (Sexual abuse, school 1)

Even though the peer education linked saying ‘No’ to sexual abuse, to young children’s and
young people’s rights, they realised that this was but one step towards enabling learners to
prevent sexual abuse and protect themselves from it. They also encouraged learners to talk
with trusted others, whether friends, or staff and volunteers at the peer educator’s youth
centre. After every lesson, peer educators would spend time in the playground providing
information and passing on telephone numbers to those learners who wanted to follow up
on what been addressed in the class.

We have learned that if you have a problem you must tell somebody else . . .
we need a trusted person who can help with these problems. (Sexual abuse,
school 3)

We need to visit your clinic and talk about it or we can call you. (Sexual abuse,
school 3)

Speak out if someone touches you on a sensitive part where you feel
uncomfortable. (Sexual abuse, school 5)

As with lessons on HIV/AIDS and STIs, peer educators were surprised by some of the
learning points noted by young people in relation to sexual abuse. For example, in one
school, learners stated that they now knew,

. . . to avoid sleeping with boys, stop going out in the evening, and stop wearing
short clothes. (Sexual abuse, school 2)

Peer educators noticed that learners had great difficulty in answering two particular
questions: one which asked them to identify changes they might make to their lives as a
result of what they had learned, and the other to identify what support they need to make
these changes. Time and again, learners asked what this meant and what sort of answers they



Sexual Health Education in South Africa 145

should give. On a number of occasions, peer educators sat with learners to discuss the
question and the possible answers that might be provided.

As part of their training peer educators had been encouraged to think in this self-reflective
way. Indeed, one element of their role as peer educators was to use what they learned during
training to conduct themselves in ways that would best prevent sexual abuse and the
transmission of HIV and STIs, and to support others to do so. This encompassed their
professional activities (such as referral and advocacy), as well as their personal lives (such
as their personal, romantic and sexual relationships).

In schools, however, peer educators found that learners were quite unpractised in this sort
of self-reflection. More used to didactic styles of teaching, learners puzzled over a question
that asked them to consider how they themselves might change as a result of the information
they had been given.

Improving and Extending Work in Schools

In some lessons, school staff noted that more could have been done by the peer educators
to aid comprehension. Although the unanticipated learning points noted by young people
were related to HIV/AIDS, STIs and sexual abuse, school staff felt that words and phrases
used in loveLife lessons were too unfamiliar (the acronym and meaning of SMART
objectives, for example)

. . . the language used should be the one the learners understand and terminology
should meet their standard. Anyway, everything was well organised and
understood by learners as they were able to ask and answer questions at the end
of the session. (loveLife, school 4)

Ask questions after every discussion to ensure pupils are on the same track with
you. Involving them in the discussion was a good idea because it is for their
benefit. Otherwise, the lesson was fruitful and well understood. (loveLife,
school 5)

After observing peer educators run lessons, school staff became more positive about their
work. Most felt that the question and answer format had enabled the peer education team
not only to build on learners’ existing understandings, but also to extend their familiarity
with a topic.

The introduction of the lesson was linked to the prior knowledge of learners.
Words of motivation: ‘Well done and keep it up!! Bravo. (Sexual abuse, educator,
school 1)

The style of teaching was fine because the subject teacher was using question and
answer methods. Learners were able to discuss and share ideas with the teacher.
I wish to invite the teacher to come again and share ideas with my learners about
teenage pregnancy, contraceptives, etc. (Sexual abuse, educator, school 5)

However, not all staff shared this view. Following one lesson on sexual abuse, for example,
and while expressing a concern about the extent to which young people knew about this
issue, one member of staff felt that a more didactic style would help increase knowledge
among learners.
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It was a good lesson. With regard to style of teaching try to give more information
rather than asking many questions. I realise that our pupils lack information when
coming to this type of action. (Sexual abuse, educator, school 2)

Other comments about improving the lesson related to peer educators at one school
speaking too swiftly and quietly. Both staff and learners, while still offering encouragement,
made these comments:

. . . The facilitator should not be too fast when talking. Try to slow down a bit for
better understanding. Be audible when explaining some of the terms. Otherwise
a well presented lesson. I enjoyed listening to it . . . (Sexual abuse, school 1)

Try to talk louder and keep it up. Do not give up. (School 1)

Realising that learners themselves could have a role to play as educators, the peer education
team encouraged young people to advise, guide and teach others about HIV/AIDS, STIs and
sexual abuse. Some groups indicated they had learnt about the need to do this, and a few
indicated that they would do so.

We learned to give advice and guidance to others that we got because some people
are unable to get this information. (Sexual abuse, school 1)

We’ll advise the others the way we have been taught today. (Sexual abuse,
school 4)

We must teach each other about sexual abuse. (Sexual abuse, school 5)

However, far more common were calls from learners that the peer education team should
come again to their own and others’ schools, and to work with the local community. With
such requests came many words of thanks and encouragement.

Our advice is that she/he must go on teaching others because some people
think that discrimination is funny and good but it is not good. (HIV/AIDS/
STIs, school 1)

You must go to the community and teach them more about AIDS. We love you for
helping us about AIDS. (HIV/AIDS/STIs, school 2)

My advice to [the peer educators] is that they must be strong and brave in their
work and God bless them because they help the people to tell them about the
strong disease AIDS. (HIV/AIDS/STIs, school 3)

Keep educating us about HIV/AIDS, STIs. (HIV/AIDS/STIs, school 4)

They must teach at more schools about HIV/AIDS. (HIV/AIDS/STIs, school 5)

Similar sentiments were made following lessons on sexual abuse. One group, in recognition
of the difficulties faced in the area in which they lived, suggested that more could be done
to educate and involve the police more fully.
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Teach this sexual abuse more than here and teach us more than you did. (Sexual
abuse, school 1)

We want people to work together with the police and we want them to come and
patrol in our area because people are raped and more crime happens. Please help!
(Sexual abuse, school 2)

They must not do this only at this school. They must also go to the community
as this will help more people. (Sexual abuse, school 3)

You are doing the right thing. Don’t give up on what you are doing. Keep on
giving others the light. (Sexual abuse, school 4)

School staff too, in recognition of the expertise of peer educators, both in terms of their
subject specialisation and the teaching and learning styles adopted, invited the team to come
again to the school. Some teachers made requests for more frequent visits, others more
specifically outlined the number of times that lessons should take place, and another hoped
that the school could work in partnership with the peer education team to educate
learners.

Everything she [the facilitator] said was more than relevant to learners. The style
of teaching was excellent. She is a good teacher. What I liked about her was that
basically on the topic of HIV/AIDS she laid out the foundation for learners. We
hope that she comes again to our school frequently. PLEASE. (HIV/AIDS/STIs,
educator, school 1)

The presentation was well prepared and well presented. This presentation
should at least be conducted twice or thrice annually. (Sexual abuse, educator,
school 3)

The topic was well presented . . . I suggest that topics like this be presented to our
learners at least once a year. I shall be glad if we can form partnership in fighting
this problem. (HIV/AIDS & STIs, educator, school 4)

Discussion

Despite the hopes of the peer education team, one-off lessons, even those that are partly
interactive in nature, can only go so far in assisting learners to know more about the nature
of sexually transmitted infections, the dynamics of human relationships and how to reduce
sexual health-related risks. Furthermore, being used to didactic styles of teaching, learners
were quite unused to clarifying their own values and developing the skills needed to put into
practice what they had learnt—all of these areas outlined as being important in HIV/AIDS
education (IIEP, 2002). Even with a supportive school context that has been prepared for an
ongoing education programme, changes in behaviour are less common than changes in
knowledge and attitudes (UNAIDS, 1999; Horizons, 2003).

Given this, the peer education project appeared to do well to encourage learning to take
place among young people in school settings in which lessons on HIV/AIDS, STIs and
sexual abuse were quite unexpected. Although there were some unanticipated learning
outcomes, most young people indicated they had learned about the key issues addressed by
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the peer educators and were keen to find out more. Teachers too perceived the content and
structure of lessons to be relevant to learners and wished that the peer education team would
contribute further.

Nevertheless, it is open to question what exactly led learning to take place. As noted, those
writing about peer education often play up the similarities between educators and those
educated. But this downplays the importance of the teaching and learning strategies adopted
by the peer educators—strategies which, in this study at least, young people had spent
considerable time learning, rehearsing, putting into practice, reviewing and revising. To state
that the impact of peer educators lies only in the similarity of their age to those being
educated, or the commonality of their background, or any one of a number of other in-
group characteristics, fails to identify the effort that young people, and those who work
with them, have put into the development of an educational programme. As the manuals
being developed through the Department of Health, outline peer education requires careful
planning, thoughtful implementation, attentive monitoring, and vigilant evaluation (see
www.hsph.harvard.edu/peereducation).

Still, the team recognised that improvements could be made to their project, particularly
in relation to assessing learning. Given the lack of resources available to them, it is unlikely
they could regularly adopt the use of feedback forms used for this formative evaluation—
except those used by school staff. However, the team did come to recognise that they wanted
to adopt a style of assessment that enhanced learning and performance (see Black et al.,
2002) so that the evaluation process was educational too. Although this form of integration
might by seen by some to compromise the ‘objective’ and technical/rational nature of
research, it perhaps corresponds better with current understandings of the production of
knowledge in education specifically and the behavioural sciences more generally (Slife &
Williams, 1995; Scott & Usher, 1999).

However, changes to the content of lessons or teaching styles used can only go so far in
improving learning. The schools visited by the peer education team did not have a
programme of HIV/AIDS education in place, and were said to be struggling to address life
orientation, a compulsory learning area of the curriculum [10]. A bigger impact in terms of
learning might come about by addressing meso-level factors that influence learning (see
Alheit, 2002), and which here might include: taking a whole-school approach to sexual
health, addressing the general ethos of the school (including the quality of relationships
among staff and pupils), gaining support of the senior management team, improving
teaching and learning practices and giving pupils a voice (DfEE, 1999). But even with a
broadly supportive policy context that includes a concern to develop schools as health
promoting organisations (see DoH/MRC/WHO, 2003) a lack of resources and specific local
factors can disorient the best of intentions (Coetzee & Kok, 2001).

When reviewing their work, the peer education team were somewhat disappointed to
learn that their intervention had only partly met their expectations. They then faced a
dilemma relating to the project’s coverage and quality. If they focused on fewer schools, they
could engage each in developing a programme of sexual health-related work, which may
well improve its impact. Yet if they focused on fewer schools, they would reach fewer young
people, a particular concern when hardly any other initiatives would reach learners in their
area. In the end, they decided to support one or two schools in developing a school-wide
programme of work, and pay periodic visits to others to raise awareness about sexual health
and well-being.

The opportunities provided to peer educators by the evaluation—to access the
perspectives of learners and school staff, to review what constitutes effective school-based
education about sexual health, and to consider the implications for practice—were made
possible by a joint commitment among the team, and of the evaluator, to improve sexual
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health education with and for young people. Being adaptable in terms of evaluation methods
(and having in mind Chamber’s (1997) cautionary tales about Whose reality counts) meant that
enough information was collected to consider how improvements might be made to this
particular peer education project.

On its own, one modest project of this kind may do little to alter sexual meanings and
practices among young people. However, as we learn more about the emerging history of
successful work to address young people’s sexual health and well-being in South Africa, we
may well come to value those initiatives that draw and build on the commitments and
enthusiasms of local leaders, campaigners, advocates and practitioners, as much as we
recognise the importance of more sizeable programmes (Reproductive Health Research
Unit, 2001; DoH, 2002) [11]. Research to support the development of critical and reflective
practice at a local level, while not yet having the cachet or funding of multi-component
evaluations, could do much to identify the sorts of proximal and contextual characteristics
that, along with sufficient resources and learning from best practice, result in more positive
outcomes (see Pawson & Tilley, 1997). If such evaluation support were also action-oriented
in nature, and engaged people over time, much could be done to concurrently build
research and practitioner capacity (Bradley et al., 2002). Even so, how best to strike a balance
between informal, voluntary and statutory sector activities so as not to stifle leadership and
innovation, remains open to question (Save the Children, 2001).

The greatest problem with peer education is not that it is successful at one place and time
and not another. If anything, we should be seriously surprised if a single programme
engendered the same effects regardless of learners and their context. This would go against
what we know about learning (Harrison et al., 2002), and about the nature of the social
behaviour itself (Slife & Williams, 1995). The greatest problem with peer education is that
we have neither significantly explored its educational dynamics nor committed ourselves to
the critical development of its greatest resource: its practitioners.
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Notes

[1] For further information see www.kff.org/about/southafrica.cfm and www.lovelife.
org.za/kids/index.html

[2] For further information see www.ppasa.org.za
[3] The centre was managed by a trained nurse (who also oversaw the peer education

project). A peer education coordinator (a trained teacher) had responsibility for the
day-to-day management of the peer education project. During the financial year
2002–2003, around 115 young people took part in peer education training and at any
one time around 20 peer educators were involved in education and counselling
activities.

[4] Campbell, in reporting on a study in a South African township, describes the tensions
generated between researchers and community members involved in the study. Such
tensions ‘. . . ran very high over time, with players on each side almost coming to
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physical blows at one stage. The survey team were driven by notions of “independent
scientific rigour” and “technical expertise”, which derived from an academic world
which was very far removed from local people’s everyday lives’ (Campbell, 2003,
p. 177).

[5] The lesson on HIV/AIDS and STIs covered symptoms of HIV/AIDS and STIs; ways in
which HIV and STIs are transmitted; how to prevent transmission of HIV and STIs
(including delaying having sexual intercourse, reducing numbers of sexual partners,
using condoms); links between acquiring HIV and STIs (such as inflammation of
genital tract making it easier for HIV to be transmitted); skills needed to protect
oneself from HIV (such as communication skills and decision-making).

The lesson on sexual abuse covered different types of abuse (including rape, incest,
harassment and neglect as well as physical, emotional and verbal abuse); different
types of touching (good and dangerous touching); where someone who is abused
could go for help (teachers, social workers and the police).

The lesson on loveLife covered what loveLife is (a South Africa-wide campaign to
raise awareness about HIV/AIDS) and how young people can be involved in it (such
as becoming a ‘groundbreaker’ to help others learn about HIV/AIDS); how to prevent
HIV transmission (delay sex, reduce partners and/or protect by using condoms); from
where to get help (such as the youth centre); the importance of setting and working
towards personal goals.

[6] In response to the closed question, almost all learners indicated they had liked the
lesson and had not found it too hard so these responses are not specifically reported
below.

[7] Learners were asked to complete the form in English unless they had difficulty doing
so. A small number of forms were completed in Setswana and translated.

[8] The peer educators understood evaluation of knowledge, attitudes and behaviour, or,
cast in educational language, assessment of pupil learning, as an opportunity to
enhance learning. Recent debates in education highlight just how important
assessment can be to enhancing pupil self-esteem, motivation, understanding and
performance (Assessment Reform Group, 1999; Black et al., 2002).

[9] The differences in female and male pupils reached reflected proportions of learners in
schools rather than any focusing of work by peer educators or school staff.

[10] The Life Orientation Learning Area aims to prepare learners for life and its possibilities.
Specifically, it seeks to equip learners for meaningful and successful living in a rapidly
changing and transforming society. It is concerned with the social, personal,
intellectual, emotional and physical growth of learners, and with the way in which
these facets are interrelated (DoE, 2002).

[11] Although Parker (2003) offers a critique of the impact of loveLife.
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