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EXECUTIVE
SUMMARY:
Zimele was a comprehensive HIV prevention programme for adolescents (aged 10-24
years), interpreted and implemented by the Desmond Tutu HIV Foundation (DTHF, grant
sub-recipient) on behalf of the Western Cape province Department of Health (grant primary recipient). DTHF implemented a prototype of what a comprehensive, integrated,
and sustainable model of adolescent health provision could look like for the Western
Cape province, using the individual building blocks supplied through the national Young
Women and Girls programme funded by The Global Fund to Fight AIDS, Tuberculosis
and Malaria, under the Young Women and Girls programme, variations of this model
were implemented across different provinces in South Africa. The programme was interpreted and when allowed, adapted based on evidence, published literature, ongoing assessment of needs of the setting, feasibility, and the extensive and long-term experience
of DTHF in programming for adolescents.
Zimele set out to create a comprehensive, wrap-around system to support and promote
adolescent health across the second decade of life. It adopted a socio-ecological framework whereby interventions were pitched at the individual, social, community, policy,
and environmental levels. This approach recognised the need for multiple entry points
into the healthcare system and the need to simultaneously create services that were adolescent friendly and accessible and that drove demand creation and health promotion
from outside the clinic. As a result, a hub-and-spokes model was designed centered on
local primary health care clinics surrounded by schools, community venues, and mobile
clinics. To manage this, Zimele used unique identifiers (biometric fingerprints) to track
attendance, intervention exposure, and referrals into health and psychosocial care.
This report speaks directly to the Western Cape’s Zimele model and describes the
achievements and challenges encountered during this endeavour over a two-year period (January 2017 – November 2019).
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VISION:
Adolescence (10-24 years) is a developmental period between childhood and adulthood
that encompasses neurocognitive, psychological, psychological, and social changes
that are characterised by increased autonomy, heightened risk-taking behaviour, sexual debut, and increased peer influence (Patton et al., 2016). While considered generally
healthy otherwise, adolescents are often at increased risk of poor mental health or sexual and reproductive health (SRH), including increased vulnerability to HIV/AIDS, sexually
transmitted infections (STIs) and maternal conditions. Adolescents in sub-Saharan Africa
(SSA), a rapidly growing population, are particularly vulnerable, with mortality 13 times
higher for 10-14 year olds and 7 times higher for 15-19 year olds compared to high-income countries (WHO Global health Estimates 2016). HIV remains a leading cause of
mortality, but this age group is the least likely to attend HIV Testing and Counselling
(HTC) and show significantly greater loss to follow-up, poor adherence and high HIV viral load (Nglazi et al., 2012; Makadzange et al. 2015). Adolescent girls and young women
(AGYW) are particularly at risk of poor SRH outcomes in SSA, and carry a higher burden
of HIV and STIs, alongside high rates of unintended pregnancy. In an HIV epidemic dominated by heterosexual transmission. AGYW are 4-6 times more likely to be infected than
their male counterparts, with their risk driven by early age of sexual debut (<15 years),
multiple and often older sexual partners, inconsistent or incorrect condom use, coercion
and violence, and transactional sex (Ramjee et al., 2013; Idele et al. 2014). SA adolescents
also show high rates of STIs, (with chlamydia trichomonas particularly dominant), which
suggests that unprotected sex is common. Undiagnosed, untreated STIs can cause infertility, adverse pregnancy outcomes, enhanced HIV transmission, and adverse psychological health. As SA STI services use syndromic management, although 80% of STIs
are thought to be asymptomatic, it is likely that a large proportion of cases are missed.
Despite all of this, HIV risk perception amongst adolescents remains low and engaging
and retaining adolescents actively in health care promotion and provision is challenging
in every setting worldwide.
South Africa faces significant and serious challenges in this regard. With almost 1800
young women infected by HIV and many more with other STIs every week, combined
with high rates of gender based violence, unintended- and termination of pregnancy
rates as well as high numbers of school drop-out and unemployment, there is an urgent
need to find scalable, effective ways to intervene.
6
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The Western Cape has historically not had the overall numeric burden of HIV that some
of the other eight provinces in South Africa have faced, but at the same time, Cape Town
accommodates some of the poorest and largest high density informal and semi-formal
townships in the country, with a stark Gini coefficient and very high rates of urbanisation,
particularly among the youthful population from other provinces. Within these communities, HIV, STI and TB rates are as high if not higher than some of the well-known and
well-researched areas in the country. Effective harm reduction interventions are needed
to ensure that AGYW, and all identified young key populations with respect to HIV vulnerability are provided with tailored information,

Zimele "Hub and Spokes" Community Model
Hub: AYFS Clinic
Spokes: Schools, Mobile Units, School Health
RNs,WoW.
•
Model: 1.) Walkable services. 2.) Linking services to
health facilities biometrically. 3.) Health utilisation.
Operational Footprint:
•
50 Primary Schools
•
45 Secondary Schools
•
24 Health facilites
•
14 Community venues
•
•

It is now widely acknowledged that combination HIV prevention packages that include
effective, acceptable, and scalable biomedical, behavioural and structural interventions
have the greatest impact on preventing new infections (Bekker et al., 2015). The vision of
Zimele was to create a comprehensive, wrap-around health and social system to support
and promote adolescent health across the second decade of life. Zimele recognised the
need for multiple entry points into the healthcare system and the need to simultaneously
create services that are adolescent friendly, accessible and that drive demand creation
and health promotion from outside the clinic. Comprehensive school health services for
10-18 year olds is one potential solution, yet while implementation of school health services in SA schools is described in the National Integrated School Health Policy of South
Africa (Policy Guidelines 2012), it remains a policy statement with minimal implementation at provincial or local school level. Comprehensive sexual education (beyond the
often inadequately and inconsistently applied compulsory Life Orientation curriculum) is
still controversial amongst educators and teachers, with limited input from the National
Department of Health provided. Consent for any health service including HIV testing is
legal in South Africa from 12 years, however,
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HIV testing in schools is restricted. Connections between public services such as schools
and clinics are limited, but there is huge potential for them to be strengthened through
the construction of robust referral systems and human support systems (such as peer
navigators in clinics and healthcare staff in schools). This is particularly important as the
HIV prevention field expands to include access to new biomedical interventions such as
oral pre-exposure prophylaxis (with alternative solutions in the pipeline) and a future HIV
vaccine.
For young women that have dropped out or graduated from school, community based
programmes that focus on female empowerment could close the gap in HIV susceptibility. Empowerment-based interventions that are participatory, provide comprehensive
healthcare knowledge, and directly address gender norms can have a significant impact
on reducing HIV incidence and gender inequalities (Haberland, 2015; Robinson et al.,
2017). Programmes such as SASA, SISTA, Stepping Stones and IMAGE have shown some
success in various outcomes, however these interventions are typically multi-session
and resource-intensive (Abramsky et al., 2014; Jewkes et al., 2008; Pronyk et al., 2006;
Wingood et al., 2013). Synthesizing the most effective elements of these interventions
and delivering elements of them in fewer, more diverse or more flexible sessions could
enhance uptake of and adherence to the combination package with the resultant improved SRH outcomes and improved resilience to gender-based violence. In addition,
empowering young women around financial resources may also lead to more agency
and efficacy, with increased capacity for sexual control and equal negotiation.
The strategic placement of programmes across the adolescent lifespan (using a lifecourse model) is such that an adolescent could pass through multiple age-appropriate
interventions from early to late adolescence, both in and out of school. The movement
of an individual adolescent through this process and the level of exposure to different
simultaneous interventions is expected to have a synergistic impact on health outcomes.
Zimele adopted a socio-ecological framework whereby interventions were pitched at
the individual, social, community, policy, and environmental levels. Zimele adopted a
novel “hub and spokes” model, whereby education and health facilities were connected through walkable or co-located services/interventions, staff members, and tracked
referrals (see Figure 1). Innovation in measuring the impact of these interventions was
needed. South African public healthcare systems are predominantly still reliant on paper registers, which makes tracking co-enrolment and referral procedures cumbersome.
Zimele designed and attempted to implement a system that used unique identifiers (biometric fingerprints) to track attendance, intervention exposure, and referrals into health
and psychosocial care. The successes, limitations and challenges to this are described
in detail in this appraisal.
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OVERVIEW OF
THE ZIMELE
PROGRAMME:
In partnership with the Western Cape Government, and funded by The Global Fund to
Fight AIDS, Tuberculosis and Malaria, the Desmond Tutu HIV Foundation (DTHF) implemented The Zimele Project, a unique multi-dimensional health and social intervention
programme for youth aged 10-24 years. The programme was designed to reach 20 000+
adolescents (aged 10-24 years) and comprised of multiple, age-targeted programmes.
Project funding was granted for a three-year period, although due to a delay in hand
over to DTHF, who signed on 16 November 2016, the project effectively ran only from
March 2017 post recruitment and training, with the unfortunate loss of 12 months of programming. Notably, this also meant there was no time for piloting any aspect of the programme or evaluation, a significant limitation given the complexity of the overall programme and each of its components. In addition, the tight timelines meant there was a
missed opportunity to “co-create” the elements and contents of the programme components, although DTHF has a youth community advisory board and utilised inputs from
the youth CAB and “youthful” staff members whenever possible.
The Zimele programme aimed to initiate and implement integrated, adolescent-friendly
healthcare services together with strong educational support and social empowerment
to Cape Town’s youth, specifically the young women and adolescent girls. The primary
objectives of the Global Fund for the project were to:
1. Reduce HIV infections among adolescent girls and young women in the study area,
with an overall goal of a 50% reduction by 2019.
2. Reduce the incidence of pregnancy in young women under the age of 18 years.
3. Increase school retention of girls and access for young women to career development and jobs.
THE ZIMELE PROJECT: 2020 REPORT
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These ambitious objectives encompass demonstration of safer sexual behaviour (such
as consistent condom use, delayed sexual debut, fewer concurrent sexual partners and
reduced transactional sex); increased HIV testing and modern contraceptive use; increased parenting skills among teenage parents and parents of young women and girls;
and increased self-efficacy of the young women themselves.

Programmes included:
• School-based interventions for 10-14 year old boys and girls modelled on  Soul        
City’s Soul Buddyz clubs that followed an SRH education activity
guide.
• School and community-based programmes for 15-19 year old girls, called Keeping
Girls in School (KGIS), that support school attendance and provide in-school sexual
    health education, homework assistance, and home visits for identified vulnerable   
individuals.
Figure 1: Hub and spokes model for adolescent services that integrates local community,
education and health service delivery. CSE – Comprehensive Sexual Education. AYFS – Adolescent and Youth Friendly Services. PrEP – Pre-exposure Prophylaxis. ESP – Economic
Strengthening Programme.

The programmes, including the curriculum content, were selected by the Global Fund to
Fight AIDS, Tuberculosis and Malaria (Global Fund), with additional add-on programmes
or adaptions made by the Desmond Tutu HIV Foundation (DTHF). These programmes are
detailed below and in Figure 2. There was an understanding that programmes may have
an impact on individuals not actually “enrolled” in Zimele,
through friend or family contact. This is the so-called “herd effect”. As such, it was seen as
critical to strengthen services generally in the sub-district in order for all adolescents (directly enrolled or indirectly impacted) may have access to improved, adolescent friendly
services in public facilities such as local healthcare clinics.
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• Weekly empowerment sessions for 19-24 year old women, called Women of Worth
(WOW), that include gender and power dynamics, sexual and reproductive health
education, and professional development.
• Parenting workshops, child protection services, career jamborees and community di
alogues for men hosted throughout to increase community engagements and pro
vide additional opportunities for healthcare engagement
• Local healthcare facilities were assessed, trained, monitored, and accredited for ado
lescent-friendly health services, with support from the placement of peer navigators
in each clinic.
• School health services were established to promote school-health integration, where
trained adolescent-friendly nurses visited schools on a weekly basis to provide SRH
services.
• A team of social auxiliary workers were available for all programmes such that adoles
cents could be easily referred into care.
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LOCATION:
The project took place in Cape Town, Western Province, South Africa. The Cape Town
Metro bears the highest HIV prevalence of 5.5%, within the Western Cape. The study location chosen was the Mitchells Plain/Klipfontein health sub-district, a multi disease-burdened, under-served, peri-urban area located in the Cape Town Metro. This sub district is
home to almost 1 million individuals with an estimated 200 000 adolescents aged 15-22
years (in a 5 hectare sq area). The population is racially mixed with predomnantly African
black and Coloured residents, and the majority have either isiXhosa or Afrikaans as their
home langauge (Stats 2011). Unemployment is high (>50%) and the average income per
household is estimated <$250 per month. All 90 primary and secondary schools involved
were public schools that are generally under-resourced with a low socio-economic status and quintile status 2-5. 98.9% and 90.1% of SA 14 and 17 year olds are in education
respectively, of which 92.7% attend public schools with equal gender representation. Although retention in school is protective, SA learners remain vulnerable due to a high
population HIV/STI burden and low healthcare service uptake. There are 24 public sector health facility clinics and 2 government hospitals within this health sub-district.
Adolescents in both Klipfontein and Mitchell’s plain settings grow up in historically and
currently disadvantaged communities, and face high levels of gangsterism, crime and
violence, substance abuse, teenage pregnancy, high levels of STI, HIV and TB (Bray R.
2015).

The Western Cape has high rates of HIV (5.5%), adolescent motherhood (9.6%) and the
highest 12-month and lifetime prevalence rates of mental health disorders amongst
youth in all provinces. Klipfontein is poorer, more crowded, and bares the highest HIV
prevalence with at least 15% HIV prevalence amongst 15-22 year old adolescents (STATS
SA 2016).

COMMUNITY
ENGAGEMENT:
DTHF has worked in the Klipfontein area for more than 20 years, starting with our involvement in HIV care and treatment delivery in 1999. Since then DTHF work has included ART
treatment, vaccine awareness and general testing and care. In 2004, DTHF fundraised
and built the Hanan-CRUSAID ART treatment site, from which Global Fund ran their treatment programmes. N 2005, the Emavundleni Prevention centre was built to house prevention research, and in 2008 the mobile units known as the Tutu Testers were introduced which have traversed the area testing more than 100 000 individuals. Through
these programmes, DTHF has established very good community relationships with the
district officials in education and health and has worked collaboratively with them to
provide complimentary services such as mobile health services and provide support for
the delivery of services in schools and health services. Besides Government partnership,
Zimele is connected to other organisations in the geographic area working with young
people (such as Grassroot Soccer). DTHF has a youth Community Advisory Board (CAB)
and has been responsible for bringing youth related NGOs together for many years.
Being a health NGO, the DTHF did not have an existing relationship in each of the 92
schools required in Zimele, however, within 3 months of the program’s commencement
DTHF had individually contacted and established a relationship in 50 primary and 42
secondary schools. These relationships were maintained throughout the programme,
with positive feedback from the school staff. The majority of the secondary schools (especially and predominantly in the Klipfontein region) were happy to engage around the
introduction of sexual and reproductive health services.
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DTHF experienced an increase in high unemployment and the resultant opportunistic
crime in the form of muggings, vehicle hi-jackackings, smash and grabs, theftand armed
robberies during the programme implementation period. The Mitchell’s Plain and Nyanga police precincts in the study area are in the top 10 worst police precincts for total
crimes in South Africa, and the Nyanga police station sees the highest murder rates
across the country. DTHF trained and employed community members as community
watch support, organised and held numerous stakeholder meetings and met with the
safety and security MEC of the City of Cape Town. DTHF had numerous meetings with
the local police brigadiers and other leadership, local city councillors and community
leaders. In addition, a community-wide advocacy and mobilisation project with community members was launched to rally support against crime. The criminal element is not
part of the ordinary citizens in the communities and almost all staff including those from
the community witnessed or have been victims of crime, most of it involving weapons,
violence and loss of property. Because of commitment and passion, our staff continued
to persevere and turn up for work daily.

MEASURING
PROGRAMME
SUCCESS:
The three core indicators used by the Global Fund to measure progress were linked to
SRH education programmes, cash transfer Women of Worth programme, and HIV testing (see Table 1). For the purposes of this appraisal, and in line with the hub and spokes
model, the main indicators will instead be viewed as (1) SRH education, (2) Community
Interventions, and (3) Adolescent health services. The challenges and achievements
linked to each of these indicators will be discussed in detail in each chapter.
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Table 1: Project Indicators and reach over the grant period
(April 2016 – March 2019)
Indicator

Programmes

Target
Reach

Actual Reach

1

Young people (1024yrs) reached by
life skills-based HIV
education in and
out of schools.

Primary school (Soul Buddyz);
Keeping Girls in School; Rise Clubs
(In and Out of School); Teen
Parenting programme; Child
Protection Services.

7 720

12 217

2

Young women (1924yrs) reached with
cash plus care.

Women of Worth: implemented as
a randomised control trial to assess the impact of conditional cash
transfers.

10 000

10 000
(following a no-cost
extension of 6 months)

3

Young people (1024 yrs) that have
received an HIV
test and know their
result.

Mobile clinic units (Tutu Kwik, Tutu
Teen Truck, Tutu Tester);
Adolescent and Youth Friendly
Clinic services; School Health
programme; Health and Welfare
jamborees

14 000

17 523

the South African CCM uses a Red-Orange-Green system for grant monitoring. Within
the primary indicators, each individual programme adhered to different recruitment targets and had different measures of reach, which sought to quantify the level of exposure
to the programme over and above simple registration. Reach was reported as a target
number of participants, which was then used to classify whether a programme was in
the:

This system is used here to indicate programme success overall and by area, as it highlights some of the variability in the challenges and enablers present in the different
school, community, and public health facility environments. The colour black is used to
identify schools or facilities that were offered the intervention but for various reasons did
not accept. Where possible, reasons for intervention decline are noted.
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The study area was split into four distinct areas, called “villages”. Areas were distinguished geographically, however, distinct demographic differences were also apparent.
For certain projects within Zimele, staff were assigned exclusively to a village (for instance, each village was assigned a research nurse to oversee the clinic and school
health programmes). This approach was in keeping with our “hub and spokes” model of
ensuring most services were within a walkable distance to young women.

Village

Area

Demographic Variation

1

West Klipfontein

Mixed demographic. High levels of gangsterism is
associated with some neighbourhoods. School
quintile range 4-5.

2

Gugulethu/Nyanga

Densely populated, predominantly black African.
School quintile range 2-4.

3

Philippi/ Crossroads

Densely populated, predominantly black African.
School quintile range 2-4 (although only one
quintile 4 school is present).

4

Mitchells Plain

Predominantly Coloured, with higher average
socio-economic status. School quintile range 4-5.

* Schools are rated by the government by quintile (range 1-5), with quintile 1 schools having
the lowest socio-economic status and requiring the most assistance from government and
quintile 5 schools having the highest socio-economic status and receiving the lest government assistance.

INDICATOR 1:

SEXUAL AND REPRODUCTIVE
HEALTH EDUCATION:

Adolescence is a period highly conducive to education and learning. (Patton et al., 2016,
Gallant et al., 2004) Schools have long been identified as an ideal entry point for HIV and
sexual and reproductive health (SRH) education as they offer the greatest opportunity to
reach multiple adolescents; in a safe environment equipped for and conducive to education and large group activities, including after-school extramural activities. (Gallant et
al., 2004) As school attendance is compulsory by law until age 15 or the end of Grade 9,
the majority of adolescents in South Africa attend secondary school for at least a partial
period of time. What has been clearly shown globally, but also in South Africa specifically
(Matthews C, et al), is that there is a significant missed opportunity to provide SRH services in either a linked (off-site) or preferably on-site way (in schools).

A.) OVERVIEW (PROGRAMMES,
INDICATORS AND PROGRESS)
The overall objective of these programmes was to provide skills-based HIV/SRH education that promotes safer sexual behaviour, increased uptake of HIV and family planning
services, and increased retention in school among young women and girls. Secondary
components included identifying vulnerable individuals as indicated by school absenteeism or signs or abuse or behavioural disorders.
Education programmes were delivered through multiple age-appropriate programmes
in primary schools, secondary schools, and for adolescents out of schools. Activities were
delivered in school by trained peer facilitators; after school by trained social workers; or
self-facilitated in clubs with regular mentorship. The curriculum materials and posters
were developed by Soul City Institute, with adaptions made by DTHF. Key programmes
and their indicators are listed in the Table below.

16
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Indicator

Programmes

ATarget
Reach

Actual
Reach

1 250

3453

Secondary schools (Keeping Girls in
5 000
School, KGIS): girls (14-18 yrs): SRH
education, homework assistance, and psychosocial support through home visits.

6959

Rise Clubs (In School): girls (15-19 yrs).
1 000
Sub-component of KGIS, not counted towards indicator total. Self-facilitated clubs.

549

Rise Clubs (Out of School): girls (19-24 yrs).
Changed to the Economic
Strengthening Programme (ESP)

1 000

186 Rise Out
171 ESP

Teen Parenting programme: 14-18 years.
Workshops for teenage parents (500 from
schools and 500 from the
community).

1 000

690

Hands on Parenting: parents from Soul
Buddyz Schools. Workshops on
parenting.

1250

870

Young people (10-24 yrs)
Primary school (Soul Buddyz): girls and
reached by life skillsboys (10-24 yrs): in school SRH activities
based HIV and SRH education in and out of school.

Child Protection Services (CPS): 10-17
210
years. Camps for identified high-risk children (i.e. children showing
behavioural problems, signs of abuse, etc).

209

Youth Friendliness activities in all local
health facilities, including peer
navigators, information and specific training of staff providing adolescent friendly
services.

N/A

Not
measured

.

7 720

12 217

*Note that where actual reach exceeds target reach, this was most often a result of participants dropping out/growing out of the programme and being replaced to maintain an
overall number of participants per quarter.
Adolescents living in the Zimele sub-district were able to partake in more than one programme simultaneously or sequentially. For example, a KGIS participant might sign up
for a Rise club and also take part in the Teen Parenting Programme. Similarly, a Soul Buddyz participant might also attend one or more CPS camps.
Initially our monitoring and evaluation plan included a biometric link (as provided by Broccoli) between all registered participants and all programmes to attempt to, in real time
measure both diversity and intensity in terms of attendance. Unfortunately, as discussed
below, although the biometric tracking presented great promise, implementation of the
system was challenging in practice.
18
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B.) APPROACH:
The DTHF sought to bring comprehensive SRH education that was based on the most recent, evidence-based, findings and that drove demand creation for SRH services. Above
and beyond what was stipulated by the grant, DTHF implemented the following adaptions or additions.
Keeping Girls in School Curriculum - Feedback from adolescents regarding the KGIS sessions was that they were didactic, “boring” and not sufficiently participatory. DTHF was
therefore concerned that these health sessions were unlikely to impact SRH utilisation
and/or school attendance meaningfully on their own. Outside of the mandate, the DTHF
hired an expert SRH consultant to revise the first three KGIS sessions (year 1) and develop
a new facilitator guide based on these updates. The revised manual included activities
that were highly participatory and in line with the most recent evidence-base for SRH
education. This manual was never implemented as the sessions were changed before
it could be deployed. Therefore, it was used for the ESP (Economic Strengthening Programme) sessions on SRH. The ESP programme is discussed later as an important modification to the ill-fated Rise Out of School Clubs. These health sessions were well-received
by the participants and added value to the programme. Empowerment-based sessions
that involved a participatory process, provided comprehensive healthcare knowledge,
and directly addressed gender norms are highly acceptable and furthermore evidence
suggests that interventions with these attributes can have a significant impact on reducing HIV incidence and gender inequalities (Haberland, 2015; Robinson et al., 2017).
Tandem school-based SRH education programmes (non-Global Fund): To strengthen KGIS
and enable an increase in school retention via a reduction in teenage pregnancy, DTHF
followed the evidence supporting the benefit of mentored  activity-based programmes
and sought to collaborate with Grassroot Soccer. This was accomplished through an
additional ViiV Healthcare Grant that aimed to evaluate the additional impact of an after-school, sports-based component. To carefully quantify the “additional” impact, this
was run as a cluster-randomised control trial, called Goals for Girls, where 50% of KGIS
schools received these sports-based SRH education lessons for KGIS participants. As of
31 March 2019, 10 schools received the integrated model and a preliminary analysis has
commenced. The tandem study also provided additional biometric and social behaviour
evidence to inform implementation, acceptability and impact of KGIS. Interviews with
educators and focus group discussions among adolescent learners were used to inform
this appraisal report.
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School Health Programme – Recognised by public health and championed by adolescent
health sectors globally as a need in schools, but hampered by policy and ideology, is the
on-site provision of SRH services. There was a great need identified during Zimele implementation in secondary schools to create a SRH health service that simultaneously drove
demand for healthcare among adolescents and provided adolescent and youth-friendly
services (AYFS). Through multiple departmental consultations and individual discussions
with each secondary school, an agreement was reached with each school to allow a
nurse to visit weekly and provide a pre-specified package of SRH services. This allowed
participants to be followed up immediately with SRH testing services after receiving the
information in class, and increased the ability for KGIS educators to make referrals and
ensure linkage to care. It was felt, and DTHF contends, that if allowed to develop and mature, this would be the most likely way to “keep girls and boys in school” most effectively.
This novel and important programme addition is discussed in detail under Indicator 3.

Soul Buddyz:
Soul Buddys Clubs involved the construction of clubs at different primary schools.
Teacher champions were identified to lead the clubs, under the mentorship and support
from a Zimele staff member. Teachers were responsible for recruiting participants into
their clubs and following the Soul Buddyz activity guide. Attendance was tracked using
a Goldmine tablet-based application. Reach was defined as attending at least eight out
of the ten sessions.

Programme

Target Reach

Actual Reach

Primary school (Soul Buddyz):
girls and boys (10-24 yrs)

1 250

3072

A summary of the schools recruited to take part in the sessions and their status as of 31
March 2019 is depicted below. Green schools are those where 75-100% of attendees
attended eight or more sessions; orange schools are those where only 36-74% attended
eight or more sessions, and red schools are those where 35% of attendees or less attended eight or more sessions.
Village 1
West Klipfontein

20

Village 2
Gugulethu/
Nyanga

Village 3
Philippi/
Crossroads

Village 4
Mitchell’s
Plain

Total (%)

Total Schools 13

12

8

19

52%

Green

13 (100%)

12 (100%)

7 (88%)

19 (100%)

51 (98%)

Orange

0 (0%)

0 (0%)

1 (13%)

0 (0%)

1 (2%)

Red

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)
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Soul Buddyz was well received overall, with 98% of schools achieving green status. This
programme also did well in the Mitchells Plain area, where principals were grateful for
the initiation of this project in their schools. The education guide was found to be informative, and learners were motivated by what they learnt. There were reports of Soul Buddyz participants enjoying the sessions, sharing what they had learnt in their community
and encouraging each other to adopt positive behaviour change. Challenges centred
around competition for school time with other sports and culture activities. Further integration of Soul Buddyz-like model into the official curriculum would be a way to prevent
this. Implementation success was highly dependent on the establishment of good relationships with stakeholder, such as teachers and parents and consistent communication
with the supervisor.

Keeping Girls In School:
KGIS consisted of health education sessions delivered during normal class time (typically Life Orientation allocated class time). The KGIS content does not differ widely from the
national curriculum; however, it is presented in a participatory, visual manner to enhance
learning outcomes. SRH topics, such as puberty, contraception and HIV, were covered
in the first year of implementation, followed by topics on relationships and substance
abuse were focused on. KGIS participants were required to attend six sessions (equivalent to three full topics) in order to be counted as reached. The stipulated 5’000 target
reach was cumulative, such that the same 5’000 participants recruited at the start of the
programme were expected to be carried forward. This was not always the case and, as
reflected in the final reach number, new participants were continuously enrolled to replace participants who dropped out. Drop outs primarily occurred due to the way in which
schools allocated learners into the programme. Some schools choose to recruit learners
they identified as high risk, while other schools allocated whole classes or grades to the
sessions. The following year, the same grade may be allocated which would introduce a
whole new cohort of participants.

Programme

Target Reach

Actual Reach

Secondary schools (Keeping
Girls in School): girls (14-18 yrs):

5 000

6959

Although tempered by communication and permission challenges, most secondary
schools involved in the KGIS programme were welcoming and interested in the project.
Three schools declined the programme with reasons cited as one already having a similar programme running, one concerning conflict with academic commitments, and one
simply stating non-interest. KGIS was evaluated among adolescents through targeted
focus group discussions in September 2018 at three different schools. The general report
was that girls felt excited about the programme, and particularly liked that it was a girl’s
programme and that it felt like a “sisterhood”.
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This was largely because it made them feel comfortable and able to share their stories
and concerns around sensitive topics. Importantly, there were repeated mentions that
the programme changed their beliefs on the type of romantic relationship they wanted.
They mentioned wanting caring partners who listen and respect them. A few also mentioned that they stated to take action around their health, such as going for an HIV test or
initiating onto family planning. However, there was some feedback around adjusting the
material to make it less judgemental and cognisant of not stigmatising girls in the room
who might be HIV positive or pregnant. For instance, one girl commented:
“I am in grade 9 and one of my friends is pregnant, so I felt like some of the things
were not supposed to be said in her presence. It felt like they were said because she
was there, and they were directed at her. So, I was uncomfortable.”
Zimele committed to extending the “Keeping Girls in School” Programme beyond health
education, home visits and homework support and explored off site linkage and on-site
provision of health services in detail. With regards to the homework support, the KGIS
Health Educators and Peer Group Trainers expressed that learners attending needed
subject content experts to assist them. As junior staff (who often did not have post-Matric qualifications themselves) and since no guidelines or additional training was given,
staff felt ill-equipped to offer this component.  To make up the time, the KGIS school staff
resorted to study invigilation sessions either after school or during exams period for all
learners in the class. This activity boosted the attendance to 100% but was later discounted by the GF CCM and LFA as not serving the intention of the grant because non-KGIS
learners were signing the registers as well.
For the home visit component, it was intended that KGIS school staff would receive a list
of learners absent for 3 – 5 days for reasons other than medical reasons from the school
and then conduct a home visit. Following the home visit, they would refer appropriately
to the social work team and file the documents in the Supervisor’s office. In discussion
with the schools, this was to be done by the LO teacher, class teacher or secretary. In
reality, this activity proved to be labour intensive for the schools because it meant additional administration.  DTHF staff resorted to contacting class teachers directly as an
alternative strategy, but this proved to be inconsistent due to time constraints: each KGIS
team had one day at a particular school a week in which to do the full KGIS and Rise in
school activities.   When students were able to be identified, staff reported two challenges with home visits. Firstly the areas were unsafe to visit (many staff would have to walk)
since many areas were densely populated with high criminal activities; and secondly,
many learners commuted to school from different areas, therefore home visits were not
practical to do due to distance. In the end staff waited for learners to return to school and
did the referrals to the Social Work from the school. This approach was successful but
meant that the after school home visitation programme as intended was unsuccessful.
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When considered by village (see below), it is apparent that predominantly Afrikaans-speaking schools in Villages 1 and 4 showed poor KGIS outcomes relative to predominantly isiXhosa speaking schools in Villages 2 and 3. Only one school showed a red
status (Glendale Secondary in Village 4, Mitchell’s Plain), which was due to the principal
being opposed to having the lessons conducted at that school. A summary of the school
status by village as of 31 March 2019 is depicted below.
Village 1
West Klipfontein

Village 2
Gugulethu/
Nyanga

Village 3
Philippi/
Crossroads

Village 4
Mitchell’s
Plain

Total (%)

Total Schools 12

7

10

15

44 (100%)

Green

5

7

9

5

26 (59%)

Orange

7

0

1

9

17 (39%)

Red

0

0

0

1

1 (2%)

Red

Table 2: KGIS by facilitator
Village

No. Schools/
facilitator

Green

Orange

Facilitator 1

1, 2 & 3

5

4 (80%)

1 (20%)

Facilitator 2

1&2

4

4 (100%)

Facilitator 3

1

5

Facilitator 4

1&3

4

3 (75%)

1 (25%)

Facilitator 5

2&3

4

3 (75%)

1 (25%)

Facilitator 6

2

1

1 (100%)

Facilitator 7

2

1

1 (100%)

Facilitator 8

3

3

3 (100%)

Facilitator 9

4

3

3 (100%)

Facilitator 10

4

2

2 (100%)

Facilitator 11

4

4

2 (50%)

2 (50%)

Facilitator 12

4

4

1 (25%)

2 (50%)
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5 (100%)

1 (25%)
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Rise In School:
As a whole (in school and out of school), Rise Clubs were not well received by adolescents. The premise of self-organised and self-directed gatherings that this component
was based on is flawed in the context of adolescent development. Uptake was low in
both programmes, albeit higher in schools where there was a more captive audience
and the participants were easier to reach. The self-facilitated nature of the sessions was
a key barrier, as many groups were heavily reliant on their peer group trainer, to the point
where the trainer would take on the role of chairperson and secretary. The participants
enjoyed the reward incentives, but there is no further evidence that the programme was
acceptable or impactful. Numerous approaches were attempted, including going to already existing NGO youth organisations, approaching faith-based institutions and sports
groups. In all cases, despite initial interest, no sustainable engagement occurred.

Programme

Target Reach

Actual Reach

Rise Clubs (In School): girls 15-19 yrs)

1 000

549

A summary of the schools recruited to take part in the sessions and their status as of
31 March 2019 is depicted below. Green schools are those that recruited 25 or more
club members, orange are those that recruited between 10-25 club members, and red
schools achieved less than 10 members.
Village 1
West Klipfontein

Pregnancy incidence shows a decreasing trend overall, however if the Mitchell’s Plain
district is separated, then this decrease is more marked. Mitchells Plain, when considered
alone, shows no change in pregnancy incidence over the 3 years. Mitchell’s Plan was the
only district to completely opt for a restricted school health package that excluded HIV
testing and two schools declined school health overall. One reason provided for this was
rejection by the school governing body. These schools also performed the worst in the
KGIS, RISE and teen parenting programmes, despite the evident need.

Pregnancy incidence between 2015-2018 at Zimele secondary
schools: (per 100 learners).
Pregnancy ALL

Average

Median

Mode

Range

2018 (Zimele)

6.8

5.5

2

1-18

2017 (Zimele)

7.1

5

5

1-22

2016 (start Zimele)

7.6

7

8

1-17

2015 (pre-Zimele)

9.4

8

8

1-21

2018

10.08

11

11

1-18

2017

9.7

8

8

1-22

2016

8.6

8

8

1-15

2015

10.3

9

8

1-19

2018

5.27

4

2

1-14

2017

5.83

5

5

1-20

2016

6.86

6

5

1-15

2015

8.88

8

6

1-20

Pregnancy MP only

Village 2
Gugulethu/
Nyanga

Village 3
Philippi/
Crossroads

Village 4
Mitchell’s
Plain

Total (%)

Total Schools 9

4

8

5
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Green

2 (34%)

1 (25%)

5 (63%)

0 (0%)

8 (31%)

Orange

6 (67%)

3 (75%)

3 (38%)

4 (80%)

16 (62%)

Red

1 (17%)

0 (0%)

0 (0%)

1 (20%)

2 (8%)

SECONDARY SCHOOL PROGRAMMES – SPOTLIGHT
Secondary school programme performance varied by area, with villages 2 and 3 performing better than villages 1 and 4, both in their enthusiasm to the programme and in
the level of attendance. Programme performance was reviewed in context of educational attainment (as measured by the matric pass rate) and sexual health (as measured by
the pregnancy incidence) per school.
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Matric performance appears to be maintained in villages 1-3 throughout the programme,
indicating minimum disruption of programme implementation to educational curriculum.
Pregnancy incidence in these schools appears to improve between 2015 (pre-Zimele) to
2018. Schools in these villages performed well in most programmes, with the exception
of Rise clubs, and the majority chose School Health service package A, which was inclusive of HIV testing and contraceptive counselling.
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Pregnancy excluding
MP

To assess the impact of socioeconomic factors, schools were segregated by quintile
(quintile 2 schools baring the lowest socioeconomic status of those participating, and
quintile 5 schools baring the highest socioeconomic status of participating schools.
Schools were evenly dispersed across quintiles 2-5. No apparent differences in Zimele
programme performance, matric pass rates, or pregnancy incidence were observed between the quintiles. This indicates that differences are unlikely to have occurred due to
socioeconomic factors.
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The table below shows a summary of performance by school with programme status
calculated by attendance; school health by package of services chosen (black indicating
declined), Matric pass rate by % passed with green indicating 75% of higher pass rate and
red 50% or lower; and pregnancy by total pregnancies per school per year (green: 0-1;
orange 2-5; red 6+).
H
U
B
S

V1

SPOKES

QUINTILE

K
G
I
S

R
i
s
e

Teen
Parenting
(in school)

School
Health

Crystal High

NQ5

Mount View High

NQ4

Groenvlei High

NQ4

Rylands High

NQ5

Bridgetown Secondary

NQ4

B

Peak View Secondary

NQ4

Athlone High

Matric
Mark
2018

Matric
Mark
2017

Matric
Mark
2016

Pregnant
2018
(Gr
8-12)

Pregnant
2017
(Gr
8-12)

Pregnant
2016
(Gr
8-12)

Pregnant
2015
(Gr
8-12)

V4

26

NQ4

B

Aloe Secondary

NQ5

B

Glendale Secondary

NQ4

B

Lentegeur Secondary

NQ5

B

Princeton Secondary

NQ5

Woodlands Secondary

NQ5

B

Cedar Secondary

NQ5

B

MP School of Skills

B

A

Parenting programmes: Teen Parenting, Hands on Parenting,
and Child Protection Services

A

Programme

Target Reach

Actual Reach

A

Teen Parenting programme: 14-18 years

1 000

750

NQ5

A

NQ5

A

Hands on Parenting: parents from Soul
Buddyz schools

1 250

Alexander Sinton

870 (number validated)
1 470 (number who actually attened)

Ned Doman Secondary

NQ4

A

Child Protection Services: 10-17 years.

210

131

Spes Bona Secondary

NQ5

A

Garlandale Secondary

NQ4

B

Oaklands Secondary

NQ5

A

Sithembile Matiso High

NQ2

A

Oscar Mpetha Secondary

NQ2

Intshukumo Secondary

NQ3

A

I.D Mkize Secondary

NQ3

A

Fezeka Secondary

NQ3

A

Manenberg Secondary

NQ4

B

Heideveld Secondary

NQ4

Philippi High

NQ2

A

Zizukhanyo Secondary

NQ3

A

Sophumelela Secondary

NQ3

A

Sinethemba Secondary

NQ3

A

Dr. Nelson Mandela High

NQ2

A

Phakama High

NQ2

A

Phandulwazi High

NQ3

A

Intsebenziswano High

NQ2

A

New Eisleben Secondary

NQ3

A

Vuyiseka Secondary

NQ4

A

Westridge Secondary

NQ5

B

Strandfontein High

NQ5

B

Rocklands High

NQ5

AZ Berman High

NQ4

B

Beacon Hill High

NQ4

B

Oval North Secondary

NQ4

B

Portlands Secondary

NQ5

B

The Teen Parenting Programme:
The Teen Parenting Programme (TPP) was hosted in schools and in the community. The
school TPP was established in 24 schools. Not all schools received TPP because by the
time some schools provide permission for the programme to be facilitated there was
insufficient time to accommodate the 20 sessions before 31 March 2019 (project end). In
other schools (such as Princeton and Westridge High School) permission was never provided for the programme, despite ongoing engagement. The majority of programmes
that did start were well-received, with 62.5% receiving green status (attendance > 71%).
The schools classified as red suffered from poor attendance, with few and often different
participants coming every week. At Glendale High School a key problem was transport,
as parents typically paid for the child to be dropped at home and later pick up times
to accommodate the after-school sessions were not easily achieved. The school was
approached for in-school slots, but only after-school slots were ultimately offered. Another school, Dr Nelson Mandela, was classified as a red school because their session
delivery was delayed. These participants had only received 15 sessions by the end of the
project and so could not attend the minimum of 16 sessions required to be counted as
reachedTherefore, participants were accommodated in April 2019 at the DTHF offices to
finish off their sessions and ensure this critical content was delivered to them (despite not
being “officially” counted).
Participants indicated that they learnt coping skills in the workshop, including the ability to recognize and regulate emotions, different problem-solving strategies, as well as
ways of practising and developing patience.

V2

V3

Tafelsig Secondary
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Without exception, participants indicated that they would not change anything about
the programme and the consensus was that the Teen Parenting Programme is informative, beneficial and should be made available to more teenage parents. One participant
responded to the question with “Everyone must join this programme even if you do not
have a baby so that people can learn more information about teen parenting.” In addition,
community-based TPP classes were held in Village 2 (Gugulethu/Nynaga) and Village
3 (Philippi/Crossroads) at nine different venues. Village 3 performed slightly better than
Village 2, however, the community-based programme generally did not perform as well
as the school-based programme, primarily due to difficulties with recruitment. The age
limit was found to be a challenge for teenage parents coming from the community, as it
specified only those 21 years or younger. In most communities, interested parents were
22 years or older, however they were not able to take part in the programme due to the
age limit. Another barrier in the community group was that potential participants wanted
to receive a monetary incentive to take part in the programme.

Table 3: A summary of the schools recruited and camps held
and their status as of 31 March 2019 is depicted below.
HUBS

Schools (Parenting
programme)

No.
Green

No.
No.
Orange Red

Village 1: West Klipfontein

Teen Parenting Programme:
School
No community programme.

3 (60%)

1 (20%)

1 (20%)

Hands on Parenting

0 (0%)

1 (100%)

0 (0%)

Teen Parenting Programme:
School

1 (100%)

0 (0%)

0 (0%)

Teen Parenting Programme:
Community

1 (20%)

2 (40%)

2 (40%)

Hands on Parenting

4 (44%)

4 (44%)

1 (11%)

Teen Parenting Programme:
School

5 (71%)

2 (29%)

1 (14%)

Teen Parenting Programme:
Community

3 (60%)

2 (40%)

0 (0%)

Hands on Parenting

2 (33%)

3 (50%)

1 (17%)

Teen Parenting Programme:
School
No community programme.

6 (60%)

1 (10%)

3 (30%)

Hands on Parenting

1 (25%)

3 (75%)

0 (0%)
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19

9

Village 2: Gugulethu/ Nynaga

Village 3: Philippi/
Crossroads

Hands on Parenting (HOP):
The HOP programme was offered to all Soul Buddyz parents and caregivers in all Soul
Buddyz schools, yet there was initially very limited interest in the programme. The Zimele team put in a request to extend the programme to all parents in the school (not just
Soul Buddyz), which was granted. Despite improved recruitment, interest remained relatively low and in the end only 23 schools took part in the HOP programme with mixed
results. The majority (61%, 14 schools) showed average programme attendance between
50-70% (i.e. attendance at 5-7 out of 10 sessions). Two schools, Samora Primary school
in village 3 (Philippi/Crossroads) and Intshinga Primary school in Village 2 (Gugulethu/
Nyanga), performed particularly poorly with less than 50% attendance. The main reason
reported for this was apparent lack of interest or alternative priorities from busy parents ,
which persisted despite multiple follow up meetings with the school principals.
A qualitative survey was administered to HOP participants to assess their reasons for
joining the programme, what they had learnt or gained, and how the programme could
be improved. The significant majority joined the programme to acquire new knowledge,
with one participants responding, “I joined this programme because I want more knowledge of how to deal with children as parents” and another saying they would like to
learn more as they had the perception that “… we don’t understand our kids”. HOP parents highlighted skills acquisition regarding patient, paced and listening parenting. One
participant’s succinct response to the question provides a meaningful summation of the
general theme “Stop, think, listen, respond.” The majority of participants expressed a
desire for further and extended learning opportunities, or opportunity to apply what they
had learnt through sessions with their children or facilitated activities and outings. Overall, participants showed a general gratefulness for the knowledge acquired.
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Village 4: Mitchells Plain

Total no. programmes with
green/orange/red status

Child Protection Services (CPS)
This component was carried out in partnership with Lifeline- an excellent community-based organisation that specialises in this work. The CPS programme was successful
in reaching the target number of participants, who each attended a seven day residential
programme where they received therapy. Key successes included encouraging reports
of progress and positive feedback from parents and caregivers following the programme.
It was critical that parents and caregivers were included in the camps as this provided an
opportunity to build the parent-child relationship. Parents reported that the workshops
allowed them to gain new insight and parenting skills, as they learnt how to best support their children (who were mainly victims of sexual abuse). Challenges were encountered with regards to the recruitment process and the eligibility criteria for attendance at
the camps. Stakeholders often have children in nearby areas, such as Khayelitsha, who
would greatly benefit from the programme but who were ineligible. This caused frustration and upset. In addition, some child attendees were found to not have sufficient clothing and this was difficult for the team to cater to. If possible, emergency funds should be
available for extreme cases.
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Career Jamborees
Career Jamborees were hosted by Zimele and attended by large assemblies of Grade 9
KGIS learners and was geared to motivate KGIS learners to stay in school and to make
the correct subject choices for specific careers. Learners were informed about the
jamborees during the KGIS lessons and transport was provided to attend the events,
which were held on Saturdays. These events were popular and well attended by the
learners. Notable challenges included weak communication from schools, who often
did not RSVP to the event invitation and which necessitated individual follow-up calls
and visits from the project coordinator. The restriction to only Grade 9 females learners
was not supported by the schools, who would prefer that all learners (all grades, male
and female) be allowed to attend. Community events are commonly held on Saturdays
and it was at times difficult to find a suitable weekend to host the event so that it did not
clash with other community events. In particular, there was one instance where the
career jamboree was held the week after a City of Cape Town career expo, which
negatively impacted on attendance. Overall, the team worked with a range of vendors
(table below) to make the events a success and received positive feedback from the
learners and schools.

Developmental Partners, NGOs, Companies, Institutions of Higher
Education (Exhibitors) at the Jamborees
CAD 4All, City of Cape Town, Cape Career Exhibitors Association, Campus of Performing
Arts, Central Technical College, Centurion, City Varsity, College of Cape Town,
Concept Interactive, CPUT, CTU. Damelin, Edu-One, False Bay College, IMM, Inscape,
I-Student, LG Seta, Mancosa, Mer Seta, Milpark Education, Nine Film Academy,
Northlink, NYDA, OVC, Pearsons/CTI., Prestige, Richfields, SAICA, The International Hotel
School, The Paragon Generation, UCT, UNISA, University of the Free State, UWC, YUPP,
Department of Labour, Desmond Tutu Mobile Services

Health and Welfare Jamborees
The health and welfare jamborees were conducted once a quarter and offered to KGIS
learners. The focus of the KGIS component was to strengthen the capacity of schools to
support female learners academically, emotionally and socially so that they remain in
school until the completion of Grade 12 and as a result, prevent school dropout, a significant structural risk factor for HIV infection. These events were intended to bring together
a range of service providers on the premises of a school over a period of one day. Having all of these role-players together created a temporary and highly effective one-stop
shop for services for vulnerable young women.
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Services provided included sexual and reproductive health screening, TB screening;
condom distribution; sanitary towel distribution; screening for ENT (ear, nose, throat),
blood sugar, blood pressure, and body mass index was conducted. Educational sessions on a range of health topics (including smoking, eating habits, disability, cancer,
social services, and life skills) and catch up KGIS sessions were also hosted throughout
the event. These events were popular with high uptake of services and attendance at
the educational sessions. Barriers to attendance included safety concerns, such as one
event where attendance was impacted by taxi violence in the area, and exam periods.
The following statements were recorded from service providers at the events:
‘Having the learners grouped with the Keeping Girls in School (KGIS) staff and moving them through to various stations worked wonderfully as it created order. The
learners were interacting and cooperated’
Sr. Miriam Gqiza, Research Nurse DTHF
‘Well organised. Great opportunity created for learners to learn, applying learning
in Life Orientation. Excellent choice of grades. This is where we need to impact and
plant the seed. Well done to the organisers of this event and service providers.’
Viola Benjamin, Department Social Development
‘We are indeed appreciative of the various services and valuable advice offered to
the participating school children on the said day. We are confident that as the intended beneficiaries, our girl learners found the occasion to be worth their while.’
Mr ZS Pahlana, Principle of ID Mkhize Secondary School

C.) CHALLENGES:
During the provision of SRH education programmes, a number of overall challenges were
encountered. A key challenge centred around the establishment of new programmes in
schools. As national departments are typically siloed, despite the affiliation of the project
with the Department of Health, gaining permission to enter the schools required extensive engagement with the Department of Education at a provincial, district and school
level. Due to the 8 month initial delay, there was limited time and increased pressure
to roll out the programme, which meant intensive and urgent negotiation was required
upfront. Zimele targeted 100 schools in the sub-district and so considerable project staff
time was taken up in the early months establishing important and indispensable relationships. Schools differed in their receptiveness to the project and each required a modified
approach to engagement and implementation. This process was intensified by the concurrent implementation of School Health services alongside KGIS.
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Some schools were overburdened with NGO-based programmes and services and as
such were (understandably) reluctant to take on additional transitory programmes, due
to the potential for disruption or distraction of school learners from core work. The initiation of a new curriculum in schools that sits outside of core content, is not examinable,
and is not directly included in the South African Life Orientation curriculum can be problematic as it creates potential for competition between Zimele programme outcomes
and examinable core content. In Zimele, this arose primarily because LO teachers were
not tasked with the provision of content, but instead external peer-facilitators/health
educators were involved. While beneficial for the participants (who reported in qualitative assessments to enjoy having peer educators that are different to their LO teachers),
school staff do not always appreciate having external teachers come in. An example of
this conflict was that sometimes classes would be cancelled at the last minute or the
time slot changed. In other cases, conflict arose due to ineffective communication between the high-level authorities, the principals, the teachers, and the project staff, such
that principals did not know what was approved but the project staff had been tasked to
go ahead.
For co-ed schools, the delivery of programmes to girls only (half the school population)
could be problematic. For instance, as KGIS programme was offered to girls only, classes
needed to be broken up which caused consequent disruption. Eligibility based on age
and not grade was also challenging, as many grades in this area have a broad range of
ages (sometimes well beyond 18 years). This made logistics more complex and frustrated
the school leadership. The age and gender demographics of the school should be taken
into further consideration for effective implementation. Overall, the programme logistics
lacked flexibility. To improve this, programmes should be offered to units of classes or
grades, include both genders, with less emphasis placed on tracking individuals and
more emphasis placed on the quality of programme delivery. This will test the notion of
the “herd effect” at any school.

D.) LESSONS LEARNT:
HIV education programmes were on the whole successfully implemented through the
Zimele project. The table below summarises key implementation lessons learnt during
the study period, as well as identified research gaps for future work.

Programme
Championing health integration
into education:

•
•
•
•
•
•
•

Schools programmes

•

•
•
•

•

•
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It took substantial effort to bring the health and educa      tion    
agendas together and work within both systems simultaneously.
Initial meetings between the DoH and school health team are
essential to align processes and understand what each will
offer.
Provide adequate time for stakeholder engagement with
schools, ideally at least two terms (six months) in advance of
programme implementation.
Health and education integration would benefit from a
streamlined communication approach that includes both departments:
Outline the communication and feedback processes for all
affected departments upfront.
We recommend whole school training on policies that govern
school and health (e.g. Integrated School Health Policy).
Streamlining of programmes in schools    would ensure efficient use of resources.
After school: Feedback from tandem projects and the literature indicate that adolescents would benefit from an additional space during or after school, where learners can engage in
peer-lead SRH activities in interactive and participatory ways.
Safety challenges exists with after-school programmes in
many of the Zimele neighbourhoods and transport would
need to be provided to make this possible.
Home visits after school are also difficult as many learners
commute to schools from other areas (including those outside the programme district).
During school: programmes need to be incorporated fully into
the existing curriculum, with support for allocated times and
“outside teachers”. Lessons need to begin in January (Term 1)
in order to maximise exposure during non-examination terms.
LO teachers expressed concern around contact time used for
other activities because it impacted their lesson delivery. DBE
LO subject advisors need to be engaged upfront in advance
to minimise impact on lesson plans.
For girl-only programme, alternative activities for boys must
be provided.
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•

•

•

HIV Education Curricula

•
•
•
•
•

Building peer model guidelines

•

•
•
•
Monitoring systems

•
•
•
•
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Programmatic support: it is essential that buy-in at all levels
(including the principals and affected teachers) is achieved
before implementation commences. Schools do not always
receive immediate communication from the relevant authorities about the programme or there can be misunderstandings
about what it will entail. This process must be streamlined to
reduce implementation delays.
Multiple programmes: many schools receive multiple programmes from different NGOs. This can lead to principals refusing an intervention or becoming frustrated due to competition for school periods. NGOs should collaborate to ensure
reduced overlap and consistent messaging.
Since the District DBE does not collect this level of detail, we
recommend that each school has a database of services providers and services offered to ensure coverage of services to
learners is holistic and documented.
SRH curricula would benefit from greater inclusion of gender
norms and power dynamics, as there is evidence to support
the direct positive impact on SRH health outcomes
SRH curricula should be participatory, non-didactic and increase opportunity for adolescent leadership and engagement
SRH education should be delivered in a non-judgemental
manner, that does not isolate participants with existing undesirable SRH outcomes (pregnancy, HIV positivity)
SRH sessions should be delivered by educated, well-trained
staff that are able to handle complex and diverse questions
Printed material should be developed and issued to the
schools, such that they have reference to what is being taught
and also so that they have access to materials generally.
Educators, supervisors and mentors either need to be hired
at a higher qualification level or they should undergo a strict,
robust training programme that properly quips them to both
deliver the work required and to do so in a professional manner (work etiquette development).
Staff would greatly benefit from extended and continuous
training on SRH content and facilitation
All facilitators need real-time, ongoing support and mentorship.
Encourage peer-to-peer debriefing and an opportunity for
Best Practice guideline development.

Research Gaps
HIV Education Programmes

•

School Health

•

•
•
•

Teacher & Peer Educator Capacity

•

•
•

Inclusion of young men and boys
(YMB)

•

•

It is easier to count units of classes or grades. Attempts
should be made to take programmes to scale by measuring
the class/grade exposure rather than the individual.
Attendance registers need to be electronic for a project of
this scale, however the software needs to have rapid accessibility and low technical expertise requirements.
The monitoring system needs to be resilient to large variations in digital connectivity, such that electronic data capturing can function offline as well.
Monitoring system need to be able to deliver real time reports
that allow supervisors to adjust as the sessions are delivered
or missed.
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Further collaboration is needed between organisations delivering school programmes to reduce overlap and ensure consistent messaging
Further development of the economic empowerment programme is needed. Ideally it should focus on current skills
shortages in the economy, with a focus on basic entry-level technical jobs, as well as building soft work skills such as
work ethic, professional communication, and conflict management. If employing school leavers, this may need to be
built into staff training and equipping in addition.
The on the ground need and desire for in-school SRH services in school was universally articulated in all secondary
schools. Whilst Zimele made significant progress in this regard, further research is needed to show impact and lack of
harm and thus build the best model for implementation of
school health programmes.
This includes management of adolescent rights to healthcare
and the schools real (or perceived) need to obtain parental
consent for school-based activities.
More community dialogue is needed in this regard.
Ongoing discussions between DoH and DBE should be held
at all levels to ensure acceptance of the programme services,
with whole school engagement (e.g. SGG, Parents) to be implemented to ensure buy-in
SRH education required a non-judgemental, open-minded approach that seeks to improve public health outcomes.
Teachers may greatly benefit from SRH training, similar to that
which nurses in AYFS facilities receive.
This would specifically focus on (1) how to navigate difficult
conversations around sex and sexuality, and (2) building
knowledge around new evidence around HIV and SRH health.
• In addition, the model would benefit from the development
of standardized guidelines on how to recruit, train, and support peer educators to optimise their contribution.
Although YWG carry the greatest disease burden during adolescence, YMB show increased risk as they get older. Some
of the social factors that drive YWG infections include gender
norms, power dynamics and gender-based violence.
Adolescence is the ideal age to begin to tackle these issues
with YMB if there is to be positive and sustained behaviour
change.
Future programmes should be included tailored, age-appropriate programmes for YMB (for instance, Zimele explored
and given more time would have engaged the programme
UJAMA).
This is especially important if female-only programmes are
delivered in schools, as during this time the boys need to be
kept occupied as well.
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INDICATOR 2:

COMMUNITY
INTERVENTIONS :

Cash and care is a combination prevention intervention that seeks to address a range of
vulnerabilities in young women and by doing so promote and support health-seeking
behaviour. This programme was only implemented in the Western Province and Kwa-Zulu Natal, although the programme designed for each province has significant differences
(outlined in Table 2).

A.) OVERVIEW (PROGRAMMES,
INDICATORS AND PROGRESS) :
Community intervention programmes were established for older adolescents (aged 1924 years) who had graduated from or left school. The primary challenge facing this cohort is the real and perceived lack of employment issues. This places them at high risk for
poor SRH outcomes, high rates of pregnancy, and low self-esteem. Empowerment programmes that provide guidance and support for this transition into adulthood in terms of
independent healthcare management and navigating further education and job seeking
goals are critical. The largest community intervention was a large-scale empowerment
programme for 10,000 young women that coupled empowerment sessions with conditional cash transfers. In addition, self-facilitated Rise Clubs for a smaller cohort of young
women out of school were explored, and in order to better inform what a healthcare
intervention for young men could look like, community dialogues with men were held
quarterly. The successes and challenges of implementing these community interventions are discussed here.

Indicator

Programmes

Target
Reach

Actual
Reach

Young women (19-24 yrs)
reached with cash plus
care

Women of Worth: implemented as a
randomised control trial to assess the
impact of conditional cash transfers.

10 000*

5 416

Young women (19-24 yrs)

Rise Clubs (Out of School, ESP): girls (19- 1 000
24 yrs). Self-facilitated clubs.

186 Rise Out
171 ESP

Young Men & Adolescent
Boys (all ages)

Community Dialogues for Men: mentor-facilitated dialogue sessions

600

600

*Reach for Women of Worth was defined as being registered onto the programme and
attending the first empowerment session.
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B.) WOMEN OF WORTH: CASH AND
CARE PROGRAMME:
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Table 4: Differences between the Western Province and
Kwa-Zulu Natal Cash and Care programmes Table 2. Differences between the Western Province and Kwa-Zulu Natal
Cash and Care programmes
Programmes Western Cape (Zimele)

Kwa-Zulu Natal

Setting

Peri-urban township

Rural

Study Design

Randomised control trial, 1:1 randomisation so only 50% of participants
receive cash

All participants receive cash

Venues

10 rented community venues

200 free venues (KZN war rooms made
available)

Participant target

10’000

20’000

Curriculum

Women of Worth (developed by DTHF) Women of Worth (developed by DTHF)

Research

Behavioural questionnaire required

No additional study materials required

Start Date

May 2017

January 2018

In Zimele cash and care was delivered as a randomised control trial, called Women of
Worth (WOW), amongst 10’000 young women (aged 19-24 years). It consisted of a voluntary participation in-group empowerment sessions that addressed topics such as gender
norms, identity and self-esteem, sexuality, sexual and reproductive health, and job readiness. Participants were randomised 1:1 to receive cash transfers (R300/Approx. USD20)
conditional on their attendance at each empowerment workshop. The key objectives
were to investigate the impact of the empowerment care packaged with or without conditional cash transfers on self-reported SRH outcomes (HIV and pregnancy), SRH service
utilisation, and attendance in the empowerment workshops in the cohort. A variety of
SRHS, psychosocial, efficacy and well-being indicators were also considered as secondary outcomes. This programme is also the subject of Dr. Trcaey Naledi’s doctoral thesis
currently underway within the Desmond Tutu HIV Centre and School of Public Health,
UCT. Whilst some of the process issues and baseline data are presented here, her analyses are ongoing and will be presented in detail in other peer-reviewed publications as
well as her thesis.
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WOW commenced implementation in May 2017, originally as a monthly empowerment
programme at numerous community venues across the study area (pilot or phase 1). Implementation was paused in December 2017 after approximately 1000 women had been
recruited to review and amend the protocol. The study re-commenced at the end of
March 2018, with empowerment workshops now offered weekly at ten fixed community
venues and using an alternative recruitment strategy (phase 2). Recruitment and reach
improved in the second phase as a result of the strategy amendments, with 5416 enrolled on the programme by 31 March 2019. The changes resulted in a 289% increase in
enrolments over the same amount of implementation time (seven months); however, this
remained short of the programmatic target. At the end of this randomised (first and second) phase (31 March 2019), there was an overwhelming sense that the cash reward had
had a remarkable impact on session attendance and it was assumed that the trial would
be adequately powered to meet its primary objective of understanding the impact of
cash. Formally and informally, participants reported that based on their sense of equality
and fairness, they did not enjoy the randomisation process and would prefer everyone
to receive cash. Therefore, from 15 April 2019, and following ethics approval, the WOW
study transitioned from a randomised-controlled trial to an open label trial where all participants received the cash incentive conditional on their attendance at the programme
(phase3). Findings from the trial will be shared with the funders and partners and submitted for publication in peer-reviewed journals. The second phase of WoW was extended
to Oct 2019 to complete the target 10 000 enrolments. The objective of this third phase
was to demonstrate how such an intervention could be implemented in a real life setting.
Other sub studies completed during this phase included qualitative work investigating
young woman’s resilience and preferences, costing studies, health record reviews as
well as programme data reviews. Challenges and lessons learnt are discussed below.

1.) Women of Worth Empowerment Curriculum
The WOW curriculum for the empowerment workshops was developed and designed
specifically for the project, with a team of experts brought in (without financial compensation) to compile new sessions based on the latest evidence and following a public
health, harm reduction approach. Sessions aimed to be participatory, inclusive of activities that allowed participants to actively “practice” principles, and with ample time for
story sharing amongst the group. Session topics focused on three overarching themes,
with one or more theme incorporated into each of the twelve sessions. These were as
follows:
• Sexual and reproductive health (incl. HIV/AIDS, STI, and family planning)
• Economic empowerment (incl. job readiness, financial literacy, and active citizenship)
• Mental health and psychosocial support (incl. self-esteem, gender norms and
power dynamics, healthy relationships, and substance use
The curriculum was developed and has been evaluated continuously throughout the
programme; it has undergone a number of revisions that aimed to simplify content to
improve facilitation or increase participation from attendees. Feedback from the participants in stakeholder discussions held in October 2018 was positive about the sessions
and the impact that it had in their lives (see Table 3). This curriculum was shared with the
Kwa-Zulu Natal Cash and Care project team and adapted for their context.
Each session has set but simple aims and practical outcomes. Facilitators (called “Ignitors”) are encouraged to adopt a test-teach-test teaching method and reflection at the
end of the session to check knowledge assimilation. Quality control for sessions was
checked through participant ratings (participants rate the session and the facilitator out
of five at the end of each session) and through fidelity assessments conducted by Zimele
managers and trainers.

Approach:
Women of Worth was structured as a randomised control trial and therefore follows a
research flow, whereby participants were recruited and consented onto the study, data
is collected at specified time points, and the intervention delivered with close monitoring
of uptake and retention. The approach to WOW can be divided into aspects related to
the curriculum and aspects related to implementation.
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Table 5: Feedback from WOW participants on the empowerment workshops and the impact they had on their lives (feedback discussions and quantitate surveys held between
October - December 2018).
WOW Session Feedback

Participant feedback

Phase 1: May – December 2017

•

During the first phase, empowerment workshops were offered on a monthly basis at
a variety of different free community venues. The empowerment workshops were sequential, such that participants were required to attend sessions 1-12 in order and with
their “class” or specific group. Recruitment was conducted using a door-to-door strategy
where recruiters went into the community and invited eligible young women to join the
study.
The following challenges were experienced with this approach, and an attempt to address them was made in phase 2.
Session delivery – from a programmatic and participant point of view, the month-long
gap between sessions was too long. Participants often lost track of when their next session was (the exact date and time), and the study team struggled to remind participants or
notify them of changes due to participants frequently changing phone numbers, shared
phones, and lack of human resources to maintain the call logs. Participants also reported
losing interest and moving onto other programmes, which was expected, as the phenomenon of “present bias” is well-described for adolescents. In addition, this structure
made it difficult to organise and implement catch-up sessions or facilitate class changes
when required. This was reflective of a lack of flexibility within the programme structure.
Venues – the use of free community venues was problematic, as many venues were
either unreliable or unsafe. The charitable arrangement around venue usage led to managers often being able to cancel or give the venue to other paying or preferred programmes. This led to last minute cancellations and delays in the programme implementation which contributed to low retention. Venues in hotspots or high-risk areas were
poorly secured, and led to instances of facilitators and/or participants feeling unsafe,
coming under attack, or having to call other staff members to come to their rescue. This
was unsettling, contributed to staff turnover and reduced participant retention. In addition, transport was required to transport staff to and from different facilities each day. This
was time consuming and cost additive.
Recruitment – The recruitment strategy, while reaching vulnerable participants eligible
for the study, failed to recruit the amount of participants required over the short study
time frame, as well as to recruit participants in high-crime or high-substance use areas.
Research assistants distributed poster and flyers, went “door-to-door” and attended popular events where potential participants could be engaged and invited to join the studybut again, recruiters favoured ‘safe’ areas with inadequate numbers being reached.

•
•
•
•
•
•

•
•
•

Impact of the sessions

•
•

•
•

40

2.) WOW Programmatic Implementation
WOW passed through two implementation phases: a formative phase and a second
phase where lessons learnt in the first phase were adopted. Due to limited time, all enrolments will count towards the Intention to Treat (ITT) analysis.

89% of participants surveyed said they found the sessions interesting and helpful, and all women rated their satisfaction level as 9/10 or
10/10.
The main reason given for non-attendance was due to conflict with work
or school.
Participants mentioned that they now share their problems with other
people.
Participants said that the session on financial literacy made them realise
that they don’t have to rely on men for money and to keep away from
“Blessers”
WOW taught them to love themselves before anyone else. They learnt
that they were all beautiful and valuable.
They learnt how to protect themselves from HIV infection and different
types of condoms and how to behave as young women
25% reported their favourite session as “Queen Building”, which focused
on building self-esteem and confidence. One participant reported it as
her favourite “because it talks about how to take care of yourself and
coping”.
19% reported “It takes a Village” as their favourite session, which focuses
on family planning. One participant said, “I understand that I need to wait
for better future and build a legacy for my children and be an example”.
The job hunting session was really helpful because now they know what
is expected of them when going for an interview
All participants liked the session where they had to draw their vaginas.
Some drew flowers and some drew diamonds to symbolise the importance of their vaginas and how they should be treated.
Participants realised that they all had similar problems, so sharing them
amongst the group members was much easier and therapeutic.
WOW instilled self-confidence. Some of them mentioned that, they were
very reserved before joining, but the study helped them to improve their
communication skills and to believe in themselves. One participant said
she never thought that one day she would speak on behalf of the whole
group on their graduation day.
WOW was more like counselling for them. They felt free to share their
secrets with others because they knew that confidentiality was always
maintained. The sessions were very easy to understand.
WOW was therapeutic for them. They stated that they would come to
the sessions with their problems but immediately as they got to the site
their problems would disappear.
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Although the correct profile of young women was selected in the recruited women, this
strategy was quickly found to be labour intensive with minimal return and unsuitable
for the area, due to the security threats faced by staff on the street. This was particularly
problematic for staff recruiting outside of their home neighbourhood.
Retention – Aside from the security issues, programme inflexibility and difficulty in contacting participants over a monthly period, there were two issues related to the use of
the electronic data capturing system (Broccoli): Firstly, the time to register a participant
resulted in participants waiting for extended periods. This detracted from core contact
time and may potentially have reduced participant interest in the sessions. Secondly,
during the initial implementation months (May-August 2017), there was a delay between
when a participant attended a session and when they received their cash incentive. This
was because the system was not automated and the team was reliant on actioning the
incentive each day. This eroded participant trust in the programme and made them reluctant to attend. Again, this does not fit well with the adolescent characteristic of present bias and the team quickly realised some modifications needed to be made. Other
reasons for missing sessions included conflicts with work or school attendance (26% of
those surveyed), not having friends in the session (4%), lack of transport (4%), or not liking
their Ignitor (4%). Graph 1 shows the decline in attendance by session for the first 861 participants. Note that the first session is where randomisation takes place and, in addition to
the reasons given above, the drop out of none-cash participants is expected to contribute significantly to the large decline seen between the first and second sessions. Groups
were analysed as a cluster if they started within a week of each other.

Phase 2 (April 2018 – March 2019)
The programme was paused in light of the challenges described in order to conduct a
short programme evaluation, consult with participants, amend the protocol, and retrain
staff. The key differences between the project in phase 1 and 2 are summarised below in
Table 4.

Table 6: Differences in Phase 1 (May-November 2017) and
Phase 2 (March 2018 – March 2019) Women of Worth
Implementation.
Phase 1 : May - November
2017

Phase 2: April 2018 – March
2019

Recruitment

Door to door recruitment with dedicated
recruiters

Snowball sampling with a cash incentive

Venue

Various free community venues

10 fixed rented venues

Empowerment
workshops

Monthly, with a set timetable and class
grouping

Weekly with a flexible structure: no set
order for sessions and can be completed at own pace

Staffing

10 facilitators

10 facilitators with 10 paired admin
assistants

Retention

Cash incentives were given to 50% of
participants as administered by Broccoli

Broccoli systems were improved to
reduce delays in sessions and to ensure immediate automation of the cash
incentive

Total reach
over phased
period

965

5416

A weekly, flexi-model for session delivery was adopted. The change from monthly to
weekly sessions was made to improve participant retention. The majority of similar Sexual Reproductive Health education and empowerment programmes in Sub Saharan Africa
implemented by both NGOs and/or research teams that have yielded positive results,
have adopted a weekly model (Jewkes et al., 2008; Wingood et al., 2013; Jewkes et al.,
2014; Gibbs et al., 2017). A flexible timetable where participants could complete sessions
2-11 in any order up to a maximum of one content session per week was implemented,
with only session 1 (introduction) and 12 (graduation) restricted to certain time points.
This allowed participants to attend sessions based on their own timetable, without attendance variance affecting the facilitator or requiring follow-up. Typically, other empowerment programmes have followed a structured, chronological order and thus not
catered to a “missed dose”. Participants were only able to graduate after attendance at
all previous 11 sessions. This reduced the chance of receiving a lower dose and made the
participant responsible for managing their own time. Overall, the new model was more
user-friendly and increased enrolment rates and retention.
42

THE ZIMELE PROJECT: 2020 REPORT

THE ZIMELE PROJECT: 2020 REPORT

43

The use of fixed, rented venues greatly reduced concerns around venue reliability, security, transport and quality of venue facilities. The Broccoli incentive payments were automated and the time for attendance registration improved. Administrative assistants were
employed at each WOW venue, where they were responsible for Broccoli
management. This improved the quality of data collection, reduced administrative
time with participants, and increased the session time and quality. All of these factors
contributed to the observed increase in participant retention.

Snowball sampling was adopted as an alternative recruitment strategy. This is a common
technique employed for hard-to-reach populations for HIV research studies (Johnson,
2014; Heckathorn, 1997; Salganik &amp; Heckathorn, 2004; Ramires-Valles et al., 2005).
Although young women are not typically described as hard-to-reach, the high crime
area in which they live reduces their accessibility significantly.
Based on the vulnerability profiles of the phase one cohort, it was expected that these
young women would be able to bring in women of similar vulnerability. The large number
of seeds (anyone graduated from the programme) would also ensure a representative
sample. This approach was adopted (called WOW Sisters) such that each women (WOW
Sister) who brought in 5 friends would receive R100, with a maximum limit of
R300 per Sister (with a maximum of 15 recruits allowed per person).
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Phase 2 Challenges and Lessons Learnt
Overall, the change to second phase session delivery model was successful in improving the recruitment and retention of participants (see Graph 2), as well as the quality of
session delivery. This was a success for the project, with the key implementation lessons
summarised in the table below. However, there remained three overarching challenges.
They are expected to have contributed to the low numbers enrolled relative to the target
enrolment numbers.
•
Recruitment strategy:
During the second phase, recruitment was strengthened relative to phase 1 but overall
the numbers were insufficient to meet the high targets. The improvement is thought to
be attributable to participants bringing in their friends at the beginning of the programme
when they enrol, an increased social media presence, and improved accessibility of the
programme (i.e. fixed venues visible in the communities).
The WOW Sisters initiative did not yet yield adequate recruitment numbers. When stakeholder discussions and informal feedback from facilitators was considered, this was
thought to be due to the nature of the study area. Participants reported having small social
networks (seldom more than five friends) and did not venture outside their small neighbourhood due to security reasons. This has been observed in other peri-urban township
areas in South Africa. Participants also reported not wanting to share the programme
with others, with concern that this may detract from their own “competitive edge” gained
from the programme. Finally, the need to get five friends before receiving the incentive
was thought to be too much work for too little reward (R100). The team used loud hailing
and 'launched' each venue by playing music to create interest and having the mobile
clinics be available during participant registration.
From October 2018 onwards, recruitment strategies included joint community events
that offered WOW sign up and health testing services. In addition,  targeted and concentrated recruitment at churches, clinics, and higher education institutions; increased social
media and newspaper exposure; and reduced barriers to receiving the snowball sampling incentive (R20 per participants, in place of R100 for five participants), were planned;
however, budget approval was not provided and thus these approaches were not implemented.
•
Broccoli Systems:
Although initial challenges were overcome and the speed and automation of the programme improved, the software continued to contribute to delays. Software development to improve efficiency and user-friendliness was undertook until the end of the
funding-period.
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Devices needed to be carefully specified to ensure optimal functioning – it was found
that the tablets initially recommended (and constrained by available budgets) had insufficient hard drive space and this led to problems with system updates, which in turn
led to problems with internet data overconsumption and a resultant loss in connectivity
when the monthly cap was reached. Some tablets were found to be relatively fragile with
charging components leading to frequent breakages and loss of productivity. Finally the
online registration system was not able to function offline in cases where connectivity
was poor again leading to delays, frustrations and data loss.
Peer Facilitators:
The use of peer facilitator “Ignitors” (female facilitators from the relevant study community) was successful in that participants felt able to identify with their facilitators. 22% of
participants reported enjoying their ignitor as a key factor as to why they attended sessions. However, in order to further improve the quality of the session delivery, a more
comprehensive training and support system is required. Ideally the facilitators should
undergo retraining every few months to ensure they remain focused. Challenges and
opportunities for this are discussed in detail in the Operations Section of this report.

Villages 1 is a mixed demographic area, while Village 4 is predominantly Afrikaans-speaking and Coloured. Both areas struggled to achieve high enrolment numbers and no
venues were scored green. Two venues were closed due to poor attendance with both
achieving less than 50 enrolments. Reasons for this may reflect the need for different
recruitment strategies among different demographics or that the programme itself was
seen as less appealing amongst this population.
When WOW became open-label in March 2019, enrolments were boosted across the
board. This increase in numbers can be ascribed to the fact that all participants were
able to receive the cash incentive; more staff were allocated to each venue reducing the
number of sessions lost or postponed due to staff leave; additional computers were allocated to each venue which reduced waiting time to register; and a dedicated community
liaison officer was hired to drive recruitment efforts. The lessons learnt in the first years
of implementation are now being applied and are supported by the extension budget,
showing that a programme of this nature can be delivered at scale
successfully.

A summary of the Community Venues and their status as of 31
March 2019 is depicted below.

WOW Extension

Village

Venue

Status

Reason for closure

The WOW programme was extended until September 2019 in order to reach its 10,000
target. The study design transitioned from a randomised control trial to an open label
trial as sufficient evidence was gathered to measure the impact of the cash transfer. No
social harms were reported related to the cash transfer. The open-label trial allowed
investigation into the logistics of scale up, costing, feasibility and process indicators to
inform other cash related programmes. The open-label trial cohort was analysed using a
modified Intention To Treat (mITT) analysis.  

Village 1:
West Klipfontein

Athlone

CLOSED

Closed due to poor attendance.

Village 2:
Gugulethu/ Nyanga

MasiKhanye

CLOSED

Initially good attendance but closed
due to staff feedback that pool of participants in the area was depleted.

CLOSED

Initially average attendance but
closed due to staff feedback that pool
of participants in the area was depleted.

The Farm

CLOSED

Closed due to poor attendance.

Portlands
Community Hall

CLOSED

Initially good attendance but closed
due to former staff souring relationship with venue management.

Europe
SANCO KTC

Shawco

Performance by area:
Looking solely at the number of enrolments per venue as an indicator of performance,
venues were classified as “green” if 400 or more enrolments were achieved; “orange” is
between 200-400 enrolments were achieved; and “red” is less than 200 enrolments were
achieved.
Villages 2 and 3, both areas predominated by an isiXhosa speaking, black African population, performed the best, with two venues achieving over 1000 enrolments. Venues
closed in this area were due to recruitment slowing when the pool of participants from
the area began to dry up. Post March 2019, new venues in these areas were established
and these achieved equally high levels of enrolment. These examples showcase that
participants are not willing or are unable to travel far to venues and
venues must be set up in their direct neighbourhood to ensure uptake and success.
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Village 3:
Philippi/ Crossroads

Powerhouse,
Philippi Village
Mfesane
Joyce Ndinisa

Lower crossroads
Village 4:
Mitchells Plain

Tafelsig

Tell Them Church
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Lessons Learnt: building a flexible, community-based model of
empowerment.

•

Significant progress was made towards the development of a flexible, community-based
model of empowerment through the cash and care project. The implementation challenges in WOW were overcome with innovative solutions, that if further refined could
provide a sustainable and impactful intervention for young women in this context. The
key implementation lessons and research gaps identified through WOW are summarised in the table below:

•

•

Women of Worth was a complex project that delivered a broad range of content in a high
risk context to very high numbers using lay community staff in a very short space of time.
The systems and software required to support successful progress of the project were
not properly established prior to programme implementation, and instead were built and
refined alongside.

•

In light of the insights detailed below, an overall recommendation would be to deliver
the comprehensive programme in regular cycles (e.g. 12 week cycles), that provide 1-2
week breaks in between cycles to accommodate staff training, staff leave, and reflection
on progress and strategy.

•
•

Implementation Lessons
Cash transfers

•
•
•

Session Delivery
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•
•

Although the analysis is still ongoing, preliminary data shows that the conditional cash transfer drove attendance at sessions. This is partially what
motivated the switch to cash for all after 31 March 2018.
R300 was sufficient to motivate attendance, which ensured exposure of
the participant to consistent empowerment content over a minimum of 10
weeks.
There is insufficient evidence as to whether the cash transfer had any impact
on transactional sex. A sub-study will look at how the participants used the
cash.

As described previously, WOW went through a restructuring midway to address
implementation challenges. We recommend the following session delivery
model as a suitable means of delivery programmes for out of school adolescents:
• Session timing: WOW started using a monthly model with the rationale that
the time in between would provide opportunity for the participant to digest
and enact new information from the session. However, it was found the
month break was too long and resulted in low retention and challenges to
follow up. Young women appeared to move on during this time to new jobs
and other programmes. WOW changed to a weekly model, which was highly acceptable with greater retention and positive feedback. This is also in line
with other similar empowerment programmes.
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•

Session content

•

•

Session pace and order: the programme strengthened when it became more
flexible and allowed the participants to complete the programme at their own
pace (with a maximum of one weekly session but no minimum) and doing sessions in any order (except for the first and last session). This increased flexibility
was acceptable and appeared to suit the adolescent mindset.
Participant retention through to graduation increased when they were provided
with multiple chances to do each session, as they could choose any week to
go. This prevented “missed dose” scenarios as well as the need for catch up
sessions.
Session venue: venues should be fixed and secure with consistent timetables
and staffing. While flexibility is provided in some areas, structuring these components was successful and allowed participants to understand the programme structure with limited need for communication from the study team.
This increased the reliability of the programme
Sessions were hosted in high crime neighbourhoods and notably in two neighbourhoods with the highest murder rates in the country. This lead to instances
where taxis refused to drive staff and participants to the sessions, where leaving and entering the venue was unsafe, and where, in one case, a dead body
was found near the venue. This creates real and psychological challenges for
staff and participants. These neighbourhoods are areas that stand to benefit
the most from the programme and should not be excluded, however these
challenges need to be acknowledged and where possible, security support
(and funds for such support) made available.
Graduations: despite high numbers qualifying to graduate, there was a dip in
retention for the twelfth sessions with some participants not arriving to collect
their certificates or take part in the ceremony.
There was insufficient evidence to support whether recruitment of new participants through an incentivised Sister programme was successful, due to firstly
delays in payments via the Broccoli system and secondly the finding that most
participants recruited their peers when still in the programme (during which
they could not receive the incentive). Specific recommendations:
Ensure payment is instantaneous
Payment should be provided per participant recruited and not per batch (>1) of
participants
Recruitment success was highest among venues that actively engaged their
neighbourhood through going out onto the street and talking to potential participants on messaging platforms (such as WhatsApp). Although this strategy
was attempted at the beginning of the project to little success, it is expected
that the presence of fixed venues from which staff could recruit was a key factor in making this approach successful.

Sessions need to provide the basics: basic knowledge of key topics (e.g. SRH,
how to write a CV) and access to basic resources such as computers, internet,
and physical working space. These environmental factors have a huge impact
on how session content is received as well as on retention at sessions, and its
influence should not be underestimated.
Sessions should be participatory and have multiple points for input from the
participants themselves. Facilitators allowed for peer-based problem solving,
such that participants could recognise that they were not alone in problems
and that their peers were sources of support. This was an engaging approach
and the participants absorption of these messages was reflected in their qualitative feedback.
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•
•

•

•

•

•

Staff

•
•

•
•

•

•
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Medical information should be delivered holistically and in context of the
psychosocial environment of gender norms, sexuality (and sexual pleasure),
mental health, and the need for economic empowerment in this life phase
Incorporation of topics outside of SRH, including job readiness, financial literacy, and active citizenship place health literacy in context and address indirect
risk factors for SRH, but also draws adolescents in who face multiple competing priorities and are especially concerned at this age about their education
and their ability to earn an income.
Sessions were found to create safe spaces for peer-lead discussions and sharing of personal stories. At times, and particularly with regard to gender-based
violence, these sessions evoked strong emotional responses. During informal
feedback and at graduation, it was not uncommon for participants to describe
the sessions as “feeling like therapy”, and reflect on how they realised that their
peers faced similar challenges to them. Due to the strong emotional content,
and incidences of participants breaking down and requiring assistance during sessions, we would recommend that counselling training is provided to
staff and that there is a dedicated social worker team that participants can be
referred to.
Participants reported valuing the confidentiality maintained in the sessions and
we recommend emphasising confidentiality to staff and to participants at the
beginning of the sessions. This was largely done through the informed consent
process as WOW was also a research programme, but it may be beneficial for
non-research programmes as well.
Participants (and adolescents generally) quickly reach saturation point and
have a limited ability to retain vast amounts of information, especially in the
face of competing priorities. Sessions should contain only 1-2 key messages
that are clear and easily digestible.
Giving out “homework” is not recommended, as it may lead to scenarios where
participants avoid coming to sessions because they feel embarrassed for not
having completed a task.
WOW utilised a peer educator model, where the facilitators recruited tended
to be female, from the community, and only slightly older than the participants
themselves. This was found to be highly acceptable by the participants.
When using a peer model, staff need extensive training and continuous mentorship to ensure quality delivery, especially as many of them may be facing
similar issues to the participants. When recruiting lay and/or community staff, a
longer lead time is required prior to project implementation to allow for adequate training and gaining familiarity with systems, procedures, and technology.
Lay/community staff require training on content, facilitation of group discussions, knowledge of group counselling methods, computers and technology,
basic work professionalism
Lay/community staff are also empowered through this process and they have
opportunities and support for personal and professional development. WOW
staff enrolled in other programmes and showed particular interest in social
auxiliary work studies during WOW implementation.
Due to the emotive nature of the content, facilitator may require structured and
regular psychosocial support throughout implementation. WOW offered staff
ad-hoc support, but recommend more structured delivery with ample time
(ideally a full day) for debriefing with a qualified facilitator/counsellor.
A level of management expertise is required that includes a curriculum expert, an IT technician, a project coordinator, and a staff trainer and mentor. This
would improve response time to problems and reduce delays in implementation.
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•

Programme
software and
hardware

Depth of staff is needed to support smooth, day-to-day running. WOW started
with a single facilitator per venue and later added an admin assistant to handle
registrations and Broccoli issues at each venue. In the current WOW plus programme, a third staff member per venue has been added to serve as a substitute for either of these roles, due to the disruption to registrations or sessions
respectively when one staff member was away.

WOW experienced a number of setbacks related to hardware (devices) and software (the Broccoli programme used to administer cash payments and monitor
attendance). In light of these challenges, we would make the following recommendations:
• Payment systems need to be automated and immediate in order to gain and
maintain participant trust in the system. Problems or delays with payments can
negatively impact on retention.
• oftware development should be complete prior to programme initiation with a
long lead time and a chance to test all systems in the field and with staff.
• Software programmes need to be user-friendly and designed to be used by
lay or community staff that have low computer literacy.
• Software programmes need to be able to work off-line and in areas where
internet connectivity is inconsistent.
• A dedicated technical manager should be hired to service the venues full time.
• Hardware devices (such as tablets) should be physically robust, with the
minimal number of different parts, and enough storage space for continuous
updates and software packages.
• In the context of South Africa, data is more expensive than in other countries.
2-4GB is insufficient to accommodate programme needs, software updates,
and personal use by staff members who have limited personal access to data.
Ideally, internet access should be offered to participants during sessions as
well, however this would require substantially more data and higher costs.

Research Gaps
Monitoring

•
•

Improved software development, particularly for areas with low connectivity.
Further implementation science research into linkage to care in South Africa
using a combined biometric and QR code system. Although Zimele made an
initial investigation into this approach, full development and implementation
was never achieved.

Incentive and
care

•

Success may be further improved if the cash incentive is more strongly linked
to job obtainment or additional economic empowerment outcomes. This may
be particularly relevant for young women (aged 19-24 years) out of school.
Zimele has developed the Economic Strengthening Programme (discussed in
detail below) to address this.

•
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C.) OTHER COMMUNITY INTERVENTION PROGRAMMES
Rise: ESP (Economic Strengthening Programme)
The RISE Young Women’s Clubs component of Zimele was designed to reach 1000
young women (19-24 years) who had left school. Young women were recruited into 50
clubs that would meet at least once per month and discuss pertinent issues affecting
the women in their community. These clubs provided platforms for women to share their
skills and kick-start women-led initiatives in the communities. Programme implementation started in June 2017 and was set to continue for one year. The initial cohort of young
women enrolled however reported that the programme did not offer what they wanted
or meet their needs. They emphasized that their main interest was in developing themselves economically either through tertiary education, work opportunities or assistance
with starting small businesses. These points were found to be consistent across the participating districts. DTHF consistently raised concerns about the evidence for feasibility
of the Rise Club concept. Our understanding was that clubs would be adolescent initiated, run and maintained. Given adolescent characteristics, the likelihood of this occurring successfully without additional support was low. Following consultation with the
Global Fund around these recommendations, a new approach was adopted and the Rise
Clubs became the Economic Strengthening Programme (ESP). ESP sought to provide
socio-economic development support and opportunities to these young women, to enable young women to become economically active and independent citizens, thereby
lowering the degree of vulnerability of young woman at risk of contracting and / or living
with HIV. From a programme implementation view point, it would have been useful if the
country programme could have had the flexibility to allow an SR to have opted out of
programmes such as “Rise” or to offer an alternative, more curated intervention since it
was felt from the very beginning that this model stood little chance of success. This involved a dual approach of increased practical skills training with subsequent work placements with stipends or subsidised salaries. Much improved uptake (although limited by
delays in PR/SR approvals, time taken to find suitable partners and approve service level
agreements and limited time to implement) suggest the potential of this programme in
the future and certainly should replace the “Rise” model in future.

ESP components:
•
•

52

Recruitment of young women to participate in ESP
Consistent programme monitoring, with opportunities to feedback to participants, for
the purpose of informing streaming and related activities. Stakeholder engagement
was maintained throughout the programme.
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ESP components:
•
•

•
•

•
•

•

•

Recruitment of young women to participate in ESP
Consistent programme monitoring, with opportunities to feedback to participants, for
the purpose of informing streaming and related activities. Stakeholder engagement
was maintained throughout the programme
The delivery of a standard package comprising personal development and job readiness
The provision of standardised assessments to stream young women into one or more
of four streams. To be enrolled into a development stream, participants must have
attended the standard package course and achieved 75% attendance at the personal development component, 80% attendance at the sexual and reproductive health
component, 80% at the professional development component, and 100% attendance
at the money management component. Participants were given a chance to attend
make up sessions to meet this criteria.
Basic Education stream: basic literacy, numeracy and communication skills were
taught through structured sessions.
Employment stream: structured sessions over 8 days with a total of 24 hours contact
time. Sessions included career guidance, workplace readiness, job exposure (including field trips to local business), vocational skill building, and job applications.
Entrepreneurship / enterprise development stream: intensive 14 day course (30
hours total contact time with home assignments) that prepared participant to start
their own small business. Sessions included coaching and mentoring, business exposure (field trips), basic business skills, and seed-funding competition.
Further Education Stream: classes conducted over 8 days with 24 hours of contact
time, to provide career guidance and assist with enrolment into tertiary institutions.
Classes included career guidance, workplace readiness, bursary and tertiary applications, with coaching.

Participant Profiles
1071 participants (aged 18-24 years) enrolled into the programme, all of whom were unemployed and out of school (as per the eligibility criteria). The majority of participants
lived with either immediate or extended families and did not have an independent income, although some women received child support grants. Unfortunately, due to the
long recruitment period which played out over 3 months, many women who initially enrolled did not start on the programme. The programme was divided into 2 phases: the
standard package and the development streams. The standard package consisted were
12 sessions in total, of which 380 of the 416 participants attended at least 80%. Of those,
181 participants opted to continue in a development stream (see Consort Diagram).
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Motivation for participation

Challenges experienced

The participants reported great appreciation and showed strong commitment to the programme. Motivation for taking part in the programme included reasons such as looking
for something to do, wanting to gain skills that would equip them for employment and
entrepreneurship opportunities; the need for assistance with basic and tertiary education; and previous failure in attempts to independently find such employment and/or
educational opportunities. A frequent response to the question “What led to you joining
the program?” stated a preference to engage in busyness rather than “… sit at home and
do nothing”.

Budget approval delays: There were major delays in the approval of the budget (not
clear whether at Western Cape or Central), which led to a 3 month delay in implementation. There was a further one month delay between the standard package completion
and the start of the development streams. A number of participants were lost during
both these phases. When followed up, the participants reported to have joined other
programmes in the community as they feared the ESP may not continue. Whilst this
was a great pity for this programme it demonstrates urgent need and level of motivation
among these young women.

No. Participants Recruited
1017

601 Participants lost due to:
•

3 month delay between recruitment and
start: waiting for budget approval. Participants reported loosing trust in the programmes

•

Incorrect recruitment information given by
Etafani (promising a stipend)

No. Participants that started 36 Participants lost due to:
•
Transport challenges: initial lack of transport
the Standard Package
and then long waiting queues in unsafe araes
416
(small budget allocation prevented improvement)
•

Venue: affordable venues in safer areas were

Incorrect recruitment message: The ESP subcontracted different service providers in
the community to assist implementation. It was later learned that one of these service
providers (name withheld for confidentiality purposes) gave incorrect information when
recruiting participants. They had informed participants that they were being recruited for
the SETA learnership programme and that they would receive a monthly stipend. Most
participants therefore did not continue with the programme after learning that a stipend
was not involved. This haunted the project throughout as even the participants who continued constantly reminded the staff how unhappy they were that they were given false
information during the recruitment period. Again, illustrating the level of dire financial
need amongst these young women.

either too expensive or fully booked.Budget
allocation not adequate for working in these
areas.

No. Participants with 80%
at the Standard Package
380

199 Participants lost due to:
•

Six week delay between standard package
streaming programmes: waiting for budgetary approval. Again participants lost trust or
moved to other programmes.

Achievements
•

51 participants in the employment
stream found employment

•

No. Participants streamed
181

•

Lack of child care

•

Active search for employment

•

Lack of stipends (especially after ecpectation
of stipend)

•

Lack of support from other communities

•

Relocation

25 participants in the basic education stream had positives, with 15
scheduled to rewrite matric

•

30 participants in the education
stream awarded bursaries and
enrolled in tertiary studies

•

7participants in the entrepreneural
streeam have approved business

No. Participants streamed
181

plans with seed funding

Diagram X: CONSORT diagram showing reported reasons for drop out at each stage of
the programme.
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Changing ESP development streams partners: Learning about the irregularities that were
conducted by the NGO partner warranted a change in the partnership for the continuation of the program. This meant a new budget had to be submitted, resulting in a further
one month delay between the standard package and the development streams. The
actual programme structure had to change as new partners came on board. This was
communicated with participants, however some participants did not return for the development streams after learning this and reported that they had lost trust in the program.
Logistics: Transport was the major logistical challenge in the program. Initially it was
assumed that all participants would have venues within walking distance for meetings. It
turned out at least 80% of participants required to be transported to the training venues.
The negotiations to add budget provision was made. A very small amount was allocated
meaning participants had to share transport as per the negotiations made with the local
taxi owner. It resulted in long waiting times for participants, often in unsafe areas. Venues for trainings were also a major challenge. The budget allocated was not sufficient
and most affordable venues were already committed to other community projects. In
peri-urban communities, particularly in areas that experience high rates of crime, adequate financial provision for transport and venue hire is crucial for programme success
and participant safety.
THE ZIMELE PROJECT: 2020 REPORT
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Successes

Reasons for discontinuation:

At least 90% participants who started the training for the standard package completed
the program. The development stream participants worked hard to achieve their goals,
with the following notable successes:

Reasons for discontinuation that were communicated included lack of child care, active
search for employment, loss of trust in ESP following budget delays, fatigue, relocation,
expectations to receive stipends, lack of support from the community, reference to other programmes that offer financial incentives and experiences of being let down by the
organisation.

Employment
stream:

51 Participants who participated in the programme have found employment.
Proof of employment has been obtained from 36 participants

Basic Education
stream:

25 participants had positive outcomes with 15 enrolled for matric support
programme and scheduled to rewrite matric in November 2019; 2 enrolled at
finishing school; and 8 enrolled for in-house Literacy and Numeracy course.

Further Education
stream:

30 participants were awarded bursaries and successfully enrolled into tertiary
institutions.

Employment
stream:

7 participants have approved business plans and were awarded seed funding
to start small businesses. All seven businesses are now active.

ID Applications:

28 participants were assisted with ID applications

ESavings accounts:

13 Participants were assisted to open the savings accounts

Participants in Education, Employment as well as the Entrepreneurship
streams further receiving the skills training as follows:
•
•
•
•

End-user Computing course: 18 participants enrolled
Cashier Course: 11 participants enrolled
Drivers licence: 27 participants enrolled
TEFL (Teaching English as a Foreign Language) Training :6 participants enrolled

Post ESP Support
All Streaming Phase participants have been invited to an 'ESP Support' WhatsApp group.
Job and other opportunities are daily posted to this group for the next month and most
likely for the rest of the year. Participants have access to the Business Activator PC Lab
until the end of April 2019 where 4 Timu interns are available for support with CV updates, online job search and applications, and online training.An e-learning platform, ReThink, has been used to make available to ESP participants the following refresher modules (Employment modules: Interview skills, my CV, Job Search and Life Skills modules:
Goal setting, professional development plan, and time management). These modules
were made available until June 2019. All 181 participants that were registered during the
Streaming Phase have an active Timu profile that gives them access to all relevant future
Timu job opportunities. The profile is also useful as an alternative CV to employers as it
gives verification for contact and other details.
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Community Dialogues with Men
The Men’s Dialogues started in April 2017 and ran until March 2019. There is a lack of safe
spaces for such engagement to unfold, with limited information and dialogue concerning gender roles, sexual abuse and consent, and the barriers that South African men face
in accessing health care services. This impacts on how the men contribute to the sexual
health and wellbeing of women. These dialogues were designed to encourage men to
introspect and interrogate how one contributes to women’s vulnerabilities as well as to
promote positive male norms. These dialogues addressed gender norms,gender power
and men’s health, and invited men to engage, unpack as well interrogate gender-based
violence, uptake of health services by men and the role of men in society. They encouraged men to adopt an alternative definition of masculinity that is not dependent on the
control of women and refutes ideas of sexual entitlement. These dialogues were designed to be participatory and promote the uptake of reproductive health services.
Target population: The target audience were young self-identifying men living in the
Klipfontein and Mitchell’s Plain sub districts. The target age group was 15 years - 35 years,
however older men were not turned away. The majority of the participants came from
Klipfontein, with 93% of the participants identifying as Black and IsiXhosa speaking males.
The remaining 7% identified as Coloured and Afrikaans speaking. These men were recruited through community outreach activities, social clubs, sports clubs, transport hubs,
community centers, and other public spaces and word of mouth. Dialogues where the
age range varied, were divided according to age into 2 separate groups (group 1: 30
men, aged 15-20; group 2: 30 men, aged 21 and above).

Eligibility criteria for participation:
•
•
•

Male (anyone who identifies as male) between the ages of 15- 30
Must have lived in the study area for 3 months
Not intoxicated at the time of enrolment
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Findings:
From these discussions, it became evident that the participants had different views pertaining to what a man’s role is. Some stated that men are seen as providers and protectors of their family, and others stated that they are the abusers and perpetrators. It is necessary for men to introspect in order to develop their understanding as well as to hold
each other accountable. The dialogues started a conversation that tackled ‘uncomfortable’ topics and created a space to confront and unpack gender norms and stereotypes in
relation to what a men’s role in society. Over 600 men were reached through these dialogues. Successful partnerships were formed with other stakeholders, which took part in
the dialogues, including Sonke gender justice, grassroots and the Emavundleni community advisory board. 11% of all participants screened for HIV during the dialogue sessions.

INDICATOR 3:

ADOLESCENT HEALTHCARE
SERVICES:
A.) Overview (programmes,
indicators and progress):
The delivery of HIV testing services was the final key indicator for the Zimele project. Incorporated into the DTHF’s organisational vision is the delivery of healthcare (for adolescents and other vulnerable populations) that is comprehensive, integrated, and holistic in
its approach. Although the provision of HIV testing and counselling services is integral to
all DHF services, it is seldom a stand-alone service and DTHF places a large emphasis on
service delivery that is both adolescent-friendly and sustainable. Therefore, HIV testing
targets required from Zimele were not achieved through mass testing events but through
provision of evidence-based, adolescent friendly service platforms: (1) adolescent and
youth friendly healthcare in public facilities; (2) adolescent-friendly mobile clinics in the
community; and (3) an in-school health programme. All of these services were comprehensive and integrated HIV testing with family planning (including pregnancy testing and
contraceptive counselling), screening for sexually transmitted infections and tuberculosis, and a range of other health services depending on the platform. All Zimele staff were
trained healthcare providers that had undergone additional adolescent-friendly training
and continued mentorship. Ultimately this approach results in slower testing rates than
mass testing events, as the services tend to be longer and require adolescent-initiated
uptake. However, the delivery of services in this manner reflects real world settings, is
supported by a robust evidence base, and is sustainable over the long term in terms of
both scalability and acceptability.
HIV testing specifics: HIV tests were counted as those that were conducted directly by
DTHF or participants that were successfully referred to other organisations (such as local
clinics) for testing services. The number of tests were cumulated annually. DTHF conducted HIV testing from adolescent-friendly mobile units (including the Tutu Teen Truck,
Tutu Tester, and smaller Kwik trailers). Testing was offered in combination with comprehensive SRH services on the trucks, and together with pregnancy testing on the Kwik
trailers.
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Cases where participants from Zimele programmes were referred to local clinics for HIV
testing services were also counted. The majority of HIV tests were conducted among
adolescent girls and young women, however allowance was made for 15% of tests (2’100
tests) among young men and boys to count towards the total.

Indicator

Programmes

Target Reach

Young people (10-24
yrs) that have received
an HIV test and know
their result.

Mobile clinic units
14 000
(Tutu Kwik, Tutu Teen
Truck, Tutu Tester);
Adolescent and Youth
Friendly Clinic services; School Health programme; Health and
Welfare jamborees

Actual Reach
17 523

B.) Approach: sustainably building
an accessible supply and driving
demand creation:
Adolescent uptake of health interventions is sub-optimal. This is driven by the perception
(among caregivers and adolescents) that adolescents are generally healthy, are sexually
abstinent, and do not suffer poor mental health. However, adolescence is a transition period where sexual debut and exploration begins, mental health issues emerge, and with
increased capacity for autonomy adolescents begin the process of taking control of their
own healthcare management. With these changes, there is complementary reduced
engagement with adult figures and an increased need for confidential, non-judgemental services. Adolescents are inexperienced with navigating the health system and new
to managing the emergent sexual and mental health risk. This puts them at high risk for
not accessing available services due to real or perceived barriers, and for not knowing
these services exist. There is a great need to simultaneously drive demand for healthcare among adolescents and provide adolescent-friendly services, both in public facilities and where the adolescents are (i.e. in the community and in school).
HIV education alone that does not seek to simultaneously tackle these issues would
be ineffective at improving SRH outcomes or reducing HIV infections. DTHF elected
to make all local clinics in the study area compliant with Adolescent and Youth
Friendly Service guidelines. In addition, a school health programme was
implemented in all secondary schools.
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Service guidelines. In addition, a school health programme
was implemented in all secondary schools. While outside the grant guidelines, these
additions significantly enhanced the overall programme and made significant progress
towards establishing much needed services for adolescents. The development and implementation of a differentiated model of healthcare provision for adolescents was an
immense undertaking, and in part outside of the Global Fund mandate.

C.) HIV Testing: Successes and Challenges

The approach adopted by the DTHF team focused on driving adolescents to services
that were consistently available (daily), rather than the hosting of mass testing events.
This was largely based on the fact that the intervention was designed to normalise testing and encourage a life habit rather than exceptionalising an activity. This meant that
testing was spread out over the period, rather than concentrated into specific events. By
nature of social behavioural change, uptake of new services starts slowly with only early
adopters taking it up. Uptake then increases as awareness and acceptability builds, positive stories of the experience are shared, and the service becomes normalised. Voluntary
uptake of services did not increase sufficiently to meet the required project targets.

D.) School Health Programme:
Successes and Challenges

School is protective for adolescents in terms of HIV and pregnancy, with school dropout
associated with increased risk of infection and pregnancy.1 The Integrated School Health
Policy by the Department of Education SA includes a school heath nursing programme
with nurses from primary health care required to visit schools once a year. Significant
challenges have been sited, including insufficient staff, time limits, lack of equipment &
environment, and challenges that come from rural environments. Thus, while the policy
and programme exists, it is yet to be translated and implemented successfully or sustainably. There is limited data available on similar programmes, with some data from
New Zealand, UK, USA, and Hong Kong.2,3 The Zimele school health programme comprised of weekly to fortnightly visits to secondary schools by dedicated nurses. Schools
were selected based on their location within the sub-district, having female students in
Grade 8-12, and having recoded student pregnancy data for the preceding three years.
Nurses offered a set package of services to each school, and saw participants on a voluntary basis. Nurses sent a weekly roster to the schools and learners were invited to sign
up for health services through their Life Orientation
teachers.
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Nurses also would avail themselves to the school outside of the scheduled visits for
emergency cases. The objective was to reach and screen learners pro-actively and allow
for rapid assessment and referral into local AFS facilities. This streamlined process was
expected to be instrumental in supporting school attendance, by preventing health crises and reducing time away from school for clinic visits. The development of the school
health programme involved extensive stakeholder engagement with Provincial Departments of Education (provincial and district level) and the secondary schools concerned,
with issues around HIV testing in schools and the need for parental consent central to
the discussions. After much negotiation, it was decided that schools would individually
choose one of three possible packages of health services. They were as follows:
•

•

•

Everything: general wellness (BMI, eye, ear and urine assessments), HIV testing,
pregnancy testing and contraception counselling, STI screening, TB screening, promotive health (substance use and mental health). All with referral as needed.
Wellness and Promotive Health: general wellness (BMI, eye, ear and urine assessments), pregnancy testing, STI screening, TB screening, Promotive health (substance
use and mental health). All with referral as needed.
Wellness and Screening Only: general wellness (BMI, eye, ear and urine assessments), pregnancy testing, STI screening, TB screening. All with referral as needed.

Of the 40 schools that gave permission for the school health programme to be implemented, the majority choose package A meaning that more than half of the participating schools elected to allow HIV testing and contraceptive counselling in their school
programme. No schools chose package C. Notably all schools in village 4 (Mitchells
Plain) elected for package B, which excluded HIV testing and contraceptive counselling,
despite being the area with the highest teenage pregnancy prevalence. Of the schools
that declined, one declined due to safety concerns related to gang violence at the time
and one school was not provided with confirmation of approval from the education department. The school health programme was abruptly ended in July 2018 due to a lack
of support from the Department of Education responsible for the district.
344 students took up the services between February and July 2018, of which 81% were
female and had a median age of 16 years (range 13-21). The majority (49%) of school attendees sought school health assistance for sexual and reproductive health issues. 50%
of attendees requested HIV test, of which only 4.6% were male. HIV testing results at
schools were largely negative (with a prevalence of 1-3%, higher in lower quintile schools)
and amongst female learners, which supported the assumption that the programme intervened at a time where prevention efforts could be optimised. The most common risk
factor identified was not knowing their partner’s status. 20% of male learners enquired
about circumcision, with a total of 44 referrals made.
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Pregnancy testing at schools was used to diagnose pregnancy, often earlier than if a
learner had gone to a clinic and in some cases early enough to expand choice (e.g.
allowing time for termination consideration). Of four positive pregnancy tests, two
requested access to termination services, one wanted to discuss with their parent, and
one was referred to antenatal services. Only 16% of learners that attended the health
screening reported using contraception, despite 61% reporting that they also never used
condoms. 4% showed symptoms of a sexually transmitted infections, although
acknowledging that approximately 80% of all STIs are asymptomatic. In a separate Goals
for Girls study, hosted over the same time period and at the same schools, 31% tested
positive for Chlamydia Trichomonas and/or Neisseria Gonorrhoea. Of all
students seen, approximately one third required referral to clinic services. These referral
systems were dependant on what was available in the area, and access to dedicated
project social workers, peer navigators, and AYFS champions was key. Other referral outcomes were limited by the public system, such as those related to eye screenings which
lead to learners being put on a month’s long waiting list for glasses. While school health
programmes can expedite access to healthcare, delays following referral need to be
further minimised to reduce impact on adolescent performance at schools. No social
harms were incurred through the provision of these services.
School health services were largely accepted, although with residual controversy around
whether HIV testing should be made available without direct parental consent.
These services helped strengthen the HIV education programmes (indicator 1), as
participants in schools were able to rapidly follow up with medical concerns or
questions that arose in class. Qualitative focus group discussions with Keeping Girls in
School participants said the following about the school health programme:
“I am happy because sometimes we go to the clinic and it’s already packed… here it’s
never packed”
“I am happy because clinic nurses are rude. If you are pregnant, they shout at you
and you are still going to be shouted at when you get home. Here, the nurse doesn’t
shout she just helps.”
“I am happy that there is a nurse here because we finish school late.”
This indicates that learners felt that the programme did help them overcome the
challenges commonly identified by adolescents as significant barriers to health service
access.
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In addition, adolescents seen by the nurses who are in need of additional psychosocial support could be referred directly to social workers. 8% of learners reported feeling
threatened by a partner or someone at home, all of which were sexual and physical and
the majority of which the perpetrators were family members. 11% showed symptoms of
depression. The challenges experienced and resistance from stakeholders are
expected from any new system and with time, and by showcasing the benefits of these
programmes, these challenges are likely to be overcome.

E.) Adolescent and Youth Friendly
Services: Successes and
Challenges:
Adolescent and Youth Friendly Services (AYFS) was developed by the DTHF based on
the World Health Organisation’s guidelines for AYFS. The SA NDoH AYFS programme
had ten standards originally, which were later reduced to the following five:

The forums provided a valuable network of support, innovation & problem solving that
allowed for cross-site pollination of ideas to improve implementation & meeting of AYS
norms & standards (see Table X). A faculty of the quarter was identified, which engaged
the faculties in friendly competition and was seen as a positive motivating force. A peer
navigator was permanently stationed at each facility and tasked with greeting all adolescents coming into the clinic (including adolescents not partaking in Zimele) and helping
them find or access the services they required. Peer navigators were not clinic staff and
thus were managed by the Zimele research nurse for that specific clinic. Peer navigators
were also briefed on all Zimele programmes so that if desirable an adolescent could be
quickly referred to a relevant programme. Validation and accreditation of the facilities as
AYFS facilities was the original plan, but this was later dropped by the City of Cape Town.
This was partially due to the adoption of the “Ideal Clinic” Model by the government,
which became their priority although it incorporated minimal AYFS standards. Accreditation processes were thus management by DTHF alone.

ADOLESCENT AND YOUTH FRIENDLY SERVICE STANDARDS
1. Management systems that support effective provision of the essential service   
package of AYFS.
2. Clinical services appropriate to the needs of adolescents are available and
accessible.
3. Systems are in place to train staff to provide AYFS.
4. Adolescents receive individualised care based on standard service delivery
guidelines.
5. The clinic provides continuity of supplies and services.

AYFS implementation commenced in April 2017 with 24 faculties enrolled. Local health
facilities, including the two midwife obstetric units, were accessed, trained, and
monitored through the study period for adolescent-friendliness. A phased approach was
used to engage the clinics based on an existing and widely used educational
outreach model. Nurse managers were equipped as facility trainers and in turn
delivered a series of short, on site, interactive training sessions over a period of
several months. Each facility was assessed for infrastructural needs such as
adolescent- friendly spaces, convenient hours of operation, ease of registration,
integration of services, and streamlined operations. Facilities were then scored and
improvements were made based on this criteria. A dedicated nurse was assigned to
each facility, and made regular visits to talk to AYFS facility “champions” about process
and challenges. Quarterly learning forums that brought together representatives from all
participating faculties were used to share progress and challenges.
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Diagram 1: AYFS Implementation Process

Table 7: AYFS Innovation: Ideas that arose out of
the AYFS forums
Host formal and regular school outreach clinics
Establish Facebook and WhatsApp Groups for clinic communication
Develop fast-track youth cards
Host AYFS launches to showcase services offered to local community stakeholders
Elect a Tuberculosis Ambassador
Host specialist adolescent clinics that include antenatal, dermatology, and psychiatry services
Allocate a dedicated youth space
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AYFS was assessed on five categories (management buy-in; available and appropriate
services; educational material; adolescent-centered care; dedicated staff) and overall
at baseline (December 2017), midway (June 2018) and a year post implementation (December 2018). The largest gains in AYFS care were seen in the clinics’ ability to provide
available and appropriate services and the provision of adolescent appropriate educational material. The programme also boosted staff dedication and the delivery of adolescent-centered care, both scoring moderately high at baseline, into scores well above
80%. The area that saw the lowest gains, and which proved to be a persistent challenges
across facilitation, was the level of management buy-in. Clinics that saw strong management buy-in also performed better, further highlighting the large
influence of management on incoming programmes and the importance of a strong faculty engagement plan prior to implementation. Management buy-in also suffered due
to lack of sufficient NDoH support and presence during implementation as well as their
ever-changing priorities. Ten of the 24 facilities received accreditation by the end of
the project, all of which scored 80% or above on their assessment in all categories. Of
note was Vuyani clinic (Village 2) which started with a baseline score of 10% and quickly
rose to over 80%. 8 other clinics on the verge of qualifying for accreditation (i.e. only one
standard still below 80%, typically management buy-in). Clinics not ready for
accreditation primarily suffered issues related to the AYFS champion, where the
champion had relocated or was on long-term leave, a new champion had been
vreported, there was no champion, or there had been a change in management.

AYFS was well received by the clinics and the majority (69%) scored 80-100% on the final
AYFS assessment (Table X). In addition, AYFS nursing staff indicated an increase in adolescents attending the clinics post-AYFS implementation, although this remains to be
verified by clinic registration data (an investigation is ongoing). isiXhosa clinics in
villages 2 and 3 performed well consistently, while more challenges were encountered
in the Mitchells Plain. One clinic, Tafelsig, received an assessment score of less than
50% at the end of the project. Tafelsig Clinic suffered a se back when the appointed
AYFS champion went on long sick leave and the faculty was unable to provide a substitute champion. Another exemplary clinic was Silvertown Clinic in West Klipfontein which
suffered due to the lack of an AYFS champion at the clinic (the champion originally appointed was promoted and transferred to another faculty) and problems with the peer
navigator (such as late coming, sleeping on duty, and failure to carry out work duties),
which resulted in a dismissal following disciplinary action in October 2018. Both clinics
are reflective of the staff challenges that arise due to high staff turnover and when only a
select few are trained in AYFS verses entire staff cohorts. In addition, it
reflects another key challenge seen across clinics where peer navigators (young, lay
staff) required extensive training and support. A monitoring and evaluation system for
PNs was difficult to establish, perhaps because whilst the PNs were valued by the clinic
they were not “managed” by the clinic leadership.

Table 8: AYFS implementation success by Village:
AYFS

Village 1:

Village 2:

Village 4:

West Klipfontein
Nurse: Beulah

Gugulethu/
Nyanga
Nurse: Miriam

Village 3:

Total Clinics

5

8

6

5

Green

4

7

6

2

Orange

1

1

0

2

Red

0

0

0

1

Philippi/
Crossroads
Nurse: Phindiwe/
Robin

Mitchells Plain
Nurse: Boneta

*Red/Orange/Green Scale: An AYFS assessment survey was performed at each clinic.
Green clinics scored between 80-100%, orange clinics scored between 50-79%, and red
clinics scored less than 50%.
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Other challenges to AYFS implementation also include staff having a maximum
patients quota that could be seen per day, which resulted in adolescents being turned
away, as well as safety concerns (predominantly in gang areas), competition from
other clinics (for those in the same catchment area, such as Hanover Park Clinic and CDC
which are located opposite one another), and the need for adolescent health
profiles (facilities struggle to source population characteristics and general health
profiles expected for adolescents in the area, often because the data available is not age
aggregated). One clinic suffered because they made it mandatory for all
adolescents to have an HIV test, a policy which was thought to deter adolescents from
visiting. Clinics also reported having trouble sourcing up-to-date and modern looking
educational materials.

F.) HIV Prevention Services: Pre-Exposure Prophylaxis

Since its inception, DTHF has firmly believed that all of the best evidence-based treatment and prevention should be made available to adolescents in the programme. As
such, strong advocacy has been underway to provide Pre-Exposure Prophylaxis (PrEP)
for the prevention of HIV acquisition. In May 2018, formal approval was given by the
Western Cape Department of Health (WC DOH) for PrEP to be offered to sexually active,
HIV-negative female adolescents, aged 15 to 24 years, in primary health care services
with adolescent youth friendly services (AYFS) in the Klipfontein/Mitchells Plain Health
Sub-district. Zimele was pleased to launch PrEP in six of the AYFS facilities (3 city and
3 provincial) in October 2018. Linking the PrEP rollout to an existing AGYW project provided opportunities for intensive demand creation, providing significant opportunities to
inform and initiate potential participants about PrEP and provide continuous adherence
support, as part of a comprehensive HIV and sexual and reproductive health (SRH) prevention package. Uptake and persistence was carefully monitored by Zimele staff and
reported to the TWG of the National Department of Health quarterly.
The six sites selected were, and remain as the following facilities Crossroad 2 CDC,
Nyanga CDC, Inzame Zabantu CDC, Gugulethu clinic, Phumlani clinic and Crossroads
1 clinic. The sites are visited weekly by the PrEP coordinator and data capturer to support the clinics and capture date as required by the NDoH. Training was provided by the
NDoH and then continuously by DTHF on request using NDoH training material. All clinics were able to take on the additional services, although staffing remained a challenge
due to limitations in staff availability. Demand creation took place through social media,
mainstream media, the distribution of information, education and communication (IEC)
materials in the clinics and community venues where possible, and through community
engagement and events.
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As of March 2019, PrEP uptake occurred primarily amongst females (98%) of median age
18 (range 14-45 years). Although 121 adolescents initiated onto PrEP, follow up was low,
with only 24% attending their first follow up appointment and 65% not attending a clinic
appointment within 2 months of initiation. Main reasons for non-attendance were reported as due to changes in relationship status or sexual activity; changes to health seeking
behaviour during exam and holiday periods; and accessing PrEP elsewhere (i.e. other
facilities). It is still very early days at 6 months of implementation which also crossed over
the December “holiday” period, to fully see the impact of PrEP implementation and we
would recommend that this pilot continues over a greater period of time, to be able to be
further and fully evaluate PrEP as a HIV prevention method in public healthcare facilities.

G.) Key Implementation Lessons and
Future Research Gaps

While mass testing events provide high numbers, programmes such as AYFS and school
health provide adolescents with continuous access that will improve as friendly and accessible services become the norm. The benefits therefore have a long lasting impact
and contribute considerable value to both Zimele and to future models of service delivery. While outside the grant guidelines, these programmes were innovative and made
significant progress in initiating the implementation of such services in the Western Cape.
Key implementation lessons and areas that require further investigation are outlined in
the table below:

Implementation Lessons
HIV testing services •

•

We recommend that provincial guidelines for consent procedures during
HIV testing are updated to be in line with international recommendations,
that is, WHO guidelines, where written consent and written confirmation of
the result is not required. During implementation of Zimele, we adhered to
provincial guidelines; however the use of international guidelines would significantly streamline and simplify the testing experience, as well as support
HIV testing where a signature could deter testing and enhance stigma.
HIV testing in schools is acceptable by adolescents, as well as the majority of principals, however there remains resistance to HIV testing in schools
from education stakeholders (government, school staff, and parents). The
Integrated School Health Policy refers to the need for HIV education in
schools, but stops short of recommending testing be available unless there
is parental consent (although the wording is vague). We recommend that
the policy be updated to include HIV testing with parental waivers, due to
the benefits that could be gained from early diagnosis and treatment access that improves outcomes, reduces morbidity and mortality and reduces
transmission, as well as provides early exposure into HIV prevention services
(prior to the known incidence spike between ages 19-24 years).
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•

•

•

•

•

•

Adolescent and
Youth Friendly
Services

•

•
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Robust follow-up and support systems are required for adolescents receiving
a positive diagnosis (at schools, mobile clinics or public facilities). The integrated school heath policy details a linkage to care plan but implementation of this
should be expedited. This policy should take into account and provide procedures to handle cases of parental non-disclosure, where the adolescent’s positive HIV status is known to the parent but they have yet to inform their child.
Referrals from schools or mobile clinics into HIV care should be immediately
paired with dual referral to social support. This was the procedure followed by
the school health and mobile team, with positive results. In addition, assistance
with parental disclosure should be offered as parents will need to manage care
for younger adolescents.
Referral systems for adolescents should be electronic or have a dual electronic/paper system if possible. This would assist with follow up and reduce the
need for adolescents to carry around referral letters that may be misplaced or
result in an incidental disclosure. We acknowledge the challenges that surround developing this type of system but support that this should remain the
goal.
Education around HIV testing, benefits and harms, the procedure, issues
around consent including the legal age of consent, is greatly needed for education stakeholders. HIV knowledge was generally found to be low (including amongst Life Orientation teachers) and incorrect information provided by
teachers had to later be corrected by school nurses and health educators. The
provision of contradictory information by persons of authority should be avoided at all costs to mitigate confusion and the spread of misinformation, which
could have significant impact on one’s health.
Improved data monitoring strategies would help facilitate strategic site selection for at-risk communities, such as through the use of geospatial hotspotting
maps. Identifying where HIV incidence is high and targeting resources to these
areas is more efficient. Those at low risk can be tested once or infrequently,
while those at risk (key populations and people of low socio-economic status)
can be tested more frequently. In Zimele, the repeat testing of the same adolescents was inefficient as this may not be required as per risk, and potentially
more could have been achieved by focusing on low quintile schools (even
when acknowledging that some adolescents move between high and low risk
areas to attend school)
Race was found to be a factor in testing uptake, with predominantly Coloured areas having lower testing uptake or requiring more encouragement than
Black African areas. The main reason reported from Coloured participants as to
why they did not want to test was simply that they were not interested in knowing their status. More robust research would need to be conducted to elucidate reasons as to why this observed difference exists.
While the majority of facilities were engaged in the AYFS programme, additional support from the NDoH or local substructures was required to further
support the implementation given that it is an NDoH requirement. This was further complicated by the implementation of the Ideal Clinic which incorporates
only very little of the AYFS standards. Clear communication and engagement
from the NDoH on this was required, however during the Zimele programme
the team struggled to get a response. We recommend that the ideal clinic
incorporates a greater focus on adolescent health and the AYFS standards put
forward as per the WHO guidelines.
AYFS required validation and accreditation by the NDoH, yet only two facilities
formally attained validation from the NDoH, with no follow-up thereafter despite communication and escalation. DTHF subsequently went on to inform facilities and conduct our own process to close off the process formally, without
the NDoH. This approach supported morale for the facilities as it gave them a
sense of achievement for the work they put in.
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•

•

•

•

Peer Navigators

•
•

•

•

•
•

Facilities themselves have a high rate of staff turnover and lack resources to
implement AYFS smoothly, resulting in variations in the AYFS champions and
management support and lack of space for an AYFS dedicated area, respectively. We recommend that all staff should be AYFS-trained. It was found that
staff buy-in and engagement was higher when the faculty manager was on
board with AYFS.Therefore, spending more time on management consultation
initially may be beneficial.
Continuous assessments are needed for each facility. Assigning one nurse
to 6-8 facilities by location (“villages”) ensures a quicker turnaround time and
improves quality assurance, as well as management of the peer navigators via
weekly check-ins.
More material should be available on site to educate the youth on adolescent
health topics not commonly and routinely discussed as outline in the NDoH
AYFS standards, for example, body awareness and self-esteem. These materials should be highly visual and directly targeted at youth.
Quarterly learning forums were viewed as an asset to AYFS teams to showcase
their work, discuss success and challenges and share learnings. It also provided healthy competition, which was further supported by awards for facility
of the quarter. We recommend this for future roll out of such services or even
with the implementation of the Ideal Clinic generally.
Peer navigators are representative of the youth and can increase perceived
accessibility to youth for AYFS, offering guidance through navigating them
through the clinic as well as educating, empowering and supporting.
Peer navigators have been described as a great asset to healthcare facilities in
the work they have done. However, on occasion, additional work was given to
them that did not support AYFS but rather supported the facility overall (such
as working behind the reception desk or with patient files). Clear boundaries
need to be determined with the facilities, which was difficult given line management by a non-facility staff member but DTHF staff. The Zimele team held
multiple meetings with faculty staff to re-emphasize and clarify the PN job
description, which was successful over time.
Enhanced training and support is required to ensure the peer navigator is
properly capacitated to carry out the work before placement in facilities. This
should include a rigorous interview process as well as an informal assessment
following training. Training could include a general overview of adolescent
health, covering topics similar to what is provided in the KGIS and WOW programmes. In general, PN’s that had some previous work experience or higher
qualification performed better than school-leavers. It is crucial this is done
before with updates thereafter.
Peer Navigators could be utilised further through additional outreach (health
promotion activities) activities and programmes, as well as links with local
stakeholders, such as schools and other public venues. This is limited however, through in-facility requirements and environmental aspects, namely safety.
However, could be incorporated for example in the morning during school,
with in-facility activities after school, conducive to adolescent daily lives. Peer
navigator of the quarter awards helped boost confidence and self-esteem
Bigger facilities (such as the provincial day hospitals) may do better with two
PN’s, while a single PN was found to be sufficient in smaller clinics.
Broccoli administration took up a large proportion of the PN’s time and this
could be avoided through the use of an alternative, more user-friendly system.
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School Health

•

•
•
•
•

School health packages were acceptable amongst adolescents, teachers and
principals. The services were reported as being more convenient and accessible, and possible even help prevent school absenteeism. The programme
was declined by the governing body of two schools, which were both Muslim
majority schools. It is thought that this decline was made on religious grounds.
Service uptake varied between schools, but overall there was a high uptake of
SRH services. Some schools also saw high uptake for eye screening and other
minor ailments.
There was a large need identified for social services and referral to social auxiliary workers. This service was also appreciated by the schools due to capacity
of their current social work team.
Increased on-site assessment of adolescent healthcare aids quick resolution
and referral, prevents further progress of disease/condition and overall reduces burden on existing healthcare systems.
Permission for further on-site management of minor ailments and treatment
delivery would further reduce the need for referrals and the burden on existing healthcare systems. To support this, strengthening education for teachers
would also reduce the need for nurses with respect to minor ailments (e.g.
headaches).

School Health

•

•

Implementation of the Integrated School Health Policy needs to be discussed
in collaborating with the Departments of Health, Education and community
stakeholders, as well as teachers, principals and parents, as well as adolescents themselves. More backing is needed to support actual implementation
of the policy in place, taking into consideration the recommendations made
here for policy expansion.
Barriers to HIV testing in schools (such as the need for parental consent) and
to sexual reproductive health as a whole, need to be overcome so that adolescents can access these services rapidly and conveniently, but ultimately
prevent unwanted health outcomes which impact healthcare services further.
ed for nurses with respect to minor ailments (e.g. headaches).

Research Gaps
Testing services

•
•
•

•

•

AYFS

•

•

•
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The development and testing of a robust, preferentially electronic, referral system that takes into account challenges with parental disclosure and the need
for tracking linkage to care.
The complexity of parental disclosure for adolescents that test positive at
schools, mobiles or clinics, warrants further investigation within the South African context.
As there are limited to no low cost intervention to increase testing, more innovation is needed around HIV testing. Self-testing is one example, although
concerns have been raised in the literature around the complexity of linkage to
care and the need for counselling with regards to adolescents
Further investigation is needed into one stop diagnostic and treatment on
mobile units. On one hand this has potential to reduce referrals and fragmentation of services, and be more efficient for adolescents; however, it would also
potentially reduce the clinic flow (slowing the service) and require additional
staff and dispensing licenses. Additionally, a new diagnosis might need considerable counselling and psycho-social support before starting treatment.
Further investigation is needed to evaluate preferred platforms for testing,
treatment and prevention in this population (i.e. mobile verses school verses
government clinics).
Further exploration of how to best support and motivate AYFS is required, of
which analysis is underway. Possible solutions could be providing awards
to facilities voted AFYS of the quarter, or establishing a regular forum where
champions could meet to share best practices, which was implemented in the
programme
Building a model that links AYFS, school health and social workers through a
robust referral system will ensure increased reach for adolescents. The implementation challenges and impact model need to be further explored in order
to support advocacy for adoption at a national level.
Start and end with gratitude: it is predicted that great success could be found
if the healthcare worker starts and ends their session by expressing gratitude
for patients’ health seeking behaviour/testing as it may increase recollection of
the experience as positive and thus promote continuous future uptake.
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PROGRAMME
OVERVIEW:

HUB & SPOKES:
A.) Overview

The table below reports overall status of programmes per village (hub) per spoke (health
facility, school, or community venue), using the following key to distinguish spoke types.
Health Facility: HF
Secondary School: SS
Primary School: PS
Community Venue: CV

Table 9: An overview of the performance of each hub and its
associated programmes
PROGRAMME SATUS

Village 1:
West
Klipfontein

COMMUNITY
Teen
Parenting

PUBLIC HF

School
Health

Teen
Parenting

Rise

KGIS

HOP

Primary
Secondary
School
School
Programmes Programmes

WOW

SPOKES

AYFS

HUBS

Soul
Buddyz

Zimele was a first attempt at a multi-modal, comprehensive programme that coordinated interventions in the community, education, and health sectors simultaneously to
achieve the ultimate goal of improving adolescent health and wellbeing. Even within
government, this cross-sectoral approach is uncommon, although the potential benefits
that can arise from such synergies are evident. This overview necessitates the evaluation
of Zimele as a whole, which is possible by applying the hub and spokes model.
Each hub is centred around a village , while the spokes are made up by the participating
primary schools, secondary schools, and community venues located within the defined
area. There are four villages: West Klipfontein, Gugulethu/Nyanga, Philippi/Crossroads,
and Mitchells Plain. This provides both a geographic distinction, but it also provides clusters that are likely to share similar demographic profiles and population groups that are
likely to face similar issues in assessing healthcare. As the hubs are all contained within a
single health sub-district, they also receive comparable governmental services. Correlations can therefore be drawn both between and within hubs.
An overview of the programmes and their status (classified as green, orange, red and
black) is outlined in the table below. Notable challenges and synergies are discussed
below, although it is immediately worth noting that these clusters show strong correlation in how they received and performed in each programme. It also illustrates areas
where some programmes did remarkably well, while others suffered, and this indicates
some of the variability in “hub climate” that can bear influence on implementation success. This is an important lesson from the programme as it clearly shows that a “one size
fits all” approach is flawed, and instead a tailored selection of programmes, chosen from
a predetermined set, based on a prior assessment of the hub and its spoke may provide
an optimised approach.

HF: Dr. Abduragmaan
HF: Lansdowne Clinic
HF: Silvertown Clinic
HF: Hanover Park CHC
HF: Hanover Park
SS: Crystal High
SS: Mount View High
SS: Groenvlei High
SS: Rylands High
SS: Bridgetown
SS: Peak View

74

THE ZIMELE PROJECT: 2020 REPORT

THE ZIMELE PROJECT: 2020 REPORT

75

SS: Athlone High

PS: Mseki

SS: Alexander Sinton

PS: Edendale

SS: Ned Doman

PS: Downville

SS: Spes Bona

CV (WOW): Masikhanye

SS: Garlandale

CV (WOW): Europe

SS: Oaklands

CV (WOW): SANCO KTC

PS: Belthorn

CV (WOW): Shawco

PS: Blossom

CV (TPP): Tambo Village

PS: Bokmakiere

CV (TPP): Nyanga Library

PS: Bridgeville

CV (TPP): Lusaka

PS: Reginal Coeli

CV (TPP): Lotus
Community Hall

Closed

PS: Starling
PS: Silverlea

Village 3:
Philippi/
Crossroads

PS: Surrey
PS: Belmore

HF: Mzamomhle Clinic

PS: Blomvlei

HF: Phumlani Clinic

PS: Athwood

Village 2:
Gugulethu
/ Nyanga

HF: Weltevreden Clinic
Closed

SS: Philippi High
SS: Zizukhanyo

HF: Heideveld CDC

SS: Sophumelela

HF: Manenberg Clinic

SS: Sinethemba

HF: Vuyani Clinic

SS: Dr. Nelson Mandela

HF: Gugulethu Clinic

SS: Phakama High

HF: Gugulethu CHC

SS: Phandulwazi High

HF: Masicedane Clinic

SS: Intsebenziswano

HF: Nyanga CDC 1

SS: NEW Eisleben

HF: Nyanga Junction CDC
(closed Sept 2018)

SS: Vuyiseka

SS: Sithembile Matiso

PS: Mzamomhle

SS: Oscar Mpetha

PS: Samora Machel

SS: Intshukumo

PS: Sokhanyo

SS: I.D Mkize

PS: Weltevreden Core

SS: Fezeka

PS: Bongolethu

SS: Manenberg

PS: Entshona

SS: Heideveld

PS: Naluxolo

PS: Bonga

PS: Eastville

PS: Intshinga

CV (WOW): Powerhouse,
Philippi Village

PS: Lehlihonolo

CV (WOW): Mfesane

PS: Luzuko

CV (WOW): Joyce Ndinisa

PS: Lwazi

Closed

CV (WOW): Lower Crossroads

PS: Xolani

CV (TPP): Lower Crossroads

PS: Willows
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HF: Crossroads 1 CHC
HF: Inzame Zabantu CDC

PS: Morgenson

CV (WOW): Athlone

HF: Crossroads 1 Clinic

PS: Sokhanyo

CV (TPP): Hub 27, Philippi
Village

PS: Easter Peak

CV (TTP): Browns Farm

PS: Voorspoed

CV (TPP): Siqalo Community
Hall
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CV (TPP): Siyahlala
Community Hall

Village 4:
Mitchells
Plain

Key: green – achieved or over-achieved programme specific targets; orange – achieved
above 50% of programme specific targets; red – achieved less than 50% of programme
specific targets; black – declined to take part in the programme. For School Health: A,
B and C status refer to the health package the school opted for following engagement
(for a description of the packages see Chapter 2: Adolescent Health Services). For WOW:
green achieved 400 or more enrolments; orange achieved between 200-399 enrolments;
red achieved less than 200 enrolments.

HF: Lentegeur Clinic
HF: Mitchell's Plain CHC
HF: Eastridge Clinic
HF: Rocklands Clinic
HF: Tafelsig Clinic
SS: Westridge
SS: Strandfontein High

Overall MP as a component of this health subdistrict did not achieve the same levels as
Klipfontein. Anecdotally, the team felt that programmes offered in the predominantly
Coloured areas were less well received. We speculated that either the
isiXhosa communities were responding out of a greater perceived need for services or
that DTHF had a more well-established footprint in the densely-populated areas around
the Emavundleni Prevention Centre in Crossroads The predominantly
Coloured communities were less familiar with or open to research, services and
programmes – even when it was presented the same way to all participants. the exception being the SBC primary schools, where the programme fared better.

SS: Rocklands High
SS: AZ Berman High
SS: Beacon Hill High
SS: Oval North
SS: Portlands
SS: Tafelsig
SS: Aloe
SS: Glendale
SS: Lentegeur
SS: Princeton
SS: Woodlands

Linkages and Referrals:
A fundamental connecting point between the hubs and spokes is the existence of a
robust and efficient referral system that both tracks referrals from programmes to the
clinics (here referred to as “Referrals”) and identifies programme participants who self-initiate to visit the clinic (here referred to as “Linkages”).

SS: Cedar
SS: Mitchell's Plain School
of Skill
PS: Alpine
PS: Beacon View
PS: Huguenot
PS: Lantana

Services from
mobile units

PS: Littlewood
PS: Mandalay

Total received
services

Number of \
participants
referred

PS: Meadowridge
PS: Mitchell's Heights
PS: Springdale

Source

TB

14059

5 Mobile services

STI

15378

149 Mobile services

PS: Caradale
PS: Caravelle

Social Worker

PS: Duneside

HST

PS: Eisleben
PS: Hazeldene
PS: Highlands
PS: Imperial

151

19 Social worker referrals

15779

426 Mobile services

Pregnancy Test

3151

0 Mobile services

Family Planning

3151

0 Mobile services

Total

51669

599

PS:Northwood
PS: Eastville
CV (WOW): Tafelsig
CV (WOW): The Farm

Closed

CV (WOW): Portlands
Community Hall

Closed

CV (WOW): Tell Them
Church
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Services

Total Zimele
Total
Accessing Services HCT

Linkage to Health Facilities (adolescents reporting to health
services who are registered in a Zimele programme)

3454

1744

Total

3454

1744
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The Global Fund Young Women and Girls programme was rolled out across ten priority
districts in South Africa. The HERStory quantitative report, drawing from a survey conducted amongst 14 000 AGYW from 201-2018, found that a large proportion (48%) of
AGYW reported taking part in at least one of the Global Fund intervention programmes
between 2017-2018. The report also notes that according to AGYW’s reports of participation in the Keeping Girls in School programme, and in contrast to the monitoring data,
AGYW in Cape Town’s exposure was not significantly lower than in other districts. AGYW
reported high levels of HIV testing, with 79% ever having had a test and 63% having had
an HIV test within the past year. This report is now published.
A tandem qualitative study found that among AGYW the risk of unintended pregnancy
was exacerbated by the lack of SRH services in schools and the lack of parental/caregiver support of the use of such services. However, the intervention programmes were
viewed positively by participants who reported feelings of increased self-respect, selfworth, and self-esteem, along with enhanced coping strategies, prioritisation of studies,
and improved SRH knowledge.

•
•

•
•

•

•

B.) Synergies
The Hub and spokes approach was feasible and effective but also underlined a few
principles detailed below:
• Adolescents require comprehensive, wrap-around services with multiple entry points
across the age-continuum.
• In order to improve adolescent uptake of sexual and reproductive health services,
comprehensive sexual education that drives demand creation should be offered in
tandem with differentiated models of adolescent healthcare (such as mobile clinics,
school health programmes, and AYFS clinic services).
• Two-way referral systems between healthcare, education/empowerment services,
and psychosocial services need to be trackable and can be linked through biometric-QR code systems.
• School health programmes are an effective and acceptable way to reach adolescents
of school-going age. This is both feasible and acceptable and safe. Further stakeholder engagement with teachers and parents is required to improve acceptability of this
intervention.
• Increased on-site management of adolescent healthcare (at schools or in mobiles)
reduces the need for referrals, aids quick resolution, and reduces burden on existing
healthcare systems.
• Adolescent and Youth Friendly Services are acceptable and their implementation is
feasible, however they require stronger support from health authorities at the national
and local level. Formally recognised training and accreditation processes are required.
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Empowerment programmes for adolescents out of school need to include job readiness aspects, skills development and opportunities for referral into employment.
HIV education programmes need to have content that adopts a public health approach, is based on the current evidence-base, and which includes gender norms
and power dynamics.
The use of peer educators is important, but necessitates a robust training and capacity building programme in order to fully realise its potential.
Young men and boys cannot be left out of programmes that aim to achieve HIV prevention or improved SRH outcomes among young women and girls. Programmes that
include young men and boys should be deployed in tandem, and focus on aspects of
male gender norms and the prevention of gender-based violence.
Programme quality, comprehensiveness, adolescent specificity and sustainability
should be prioritised over short-term interventions that are target-based. Adequate
time for stakeholder engagement (from the national level to the adolescent individual) should be accounted for.
Zimele did not have a strong family engagement component. This may well be a gap
and requires further investigation.

C.) Challenges
It is worth noting that the emphasis on “individual reach” and accountability for individual
participation undermined the ‘herd concept’. So much team time and energy was spent
tracking individuals rather than counting units such as classes, school grades or age
groups and thus there was lost opportunity to spend more time taking the programmes
to scale and ensuring quality. This is also reflective of the lack of a robust monitoring system to track adolescents that is easy to use in low income, peri-urban settings.

THE ZIMELE PROJECT: 2020 REPORT

81

D.) Lessons Learnt
It is worth noting that the emphasis on “individual reach” and accountability for individual
participation undermined the ‘herd concept’. So much team time and energy was spent
tracking individuals rather than counting units such as classes, school grades or age
groups and thus there was lost opportunity to spend more time taking the programmes
to scale and ensuring quality. This is also reflective of the lack of a robust monitoring system to track adolescents that is easy to use in low income, peri-urban settings.

Implementation Lessons
Stakeholder and
community
engagement:

The DTHF recognises the power of effective CE and strongly supports good
participatory practices. The late and urgent start undermined this and there is no
doubt the programme paid heavily. While this was done at a higher, bureaucratic level, it did not filter down to the implementation level in time. This meant the
first year was devoted to relationship building, planning while implementation
simultaneously. All of this greatly impacted project quarterly outputs in year 1.

Staff recruitment
and managemen

All of the staff (>100) were employed to commence the same time – (an error in
our planning that became apparent after recruitment), but not all the stakeholder relationships were in place and work plans were not drafted as yet. The staff
then commenced duty with ‘insufficient deliverables ’. When the programme
was ready for roll-out, a lot of management time went into a “back to work”
change management needs. The pressure to reach targets undermined the
best approach to project start up and implementation.

Performance vs
capacity building :

The ethos of the DTHF is to ‘grow’ staff – more especially those from the community we serve. This is an ideal that we practice, however, the deliverables and
timing of this grant necessitated having a skilled team ready to go at the start.
However, salary levels were not commensurate with the level of skills required.
This created a tension for implementation.

Innovation and
development

There was, in large part, innovation involved in the plan, e.g, biometric system,
which required time for piloting and testing which impacted the performance
output and final rating. This programme needed to use evidence-based, tested
systems to generate output.

Research Gaps
Robust Tracking
systems

Identifying movement of individuals between the various components of the
hub and spokes was not satisfactorily solved in Zimele and remains an area for
research.

Family involvement
We did not engage family structures in Zimele and this remains a gap.
Resource utilisation Use of unique identifiers and biometric tracking was explored but not entirely
solved in Zimele and would be an important contribution to programmes such
as this in the future.

82

THE ZIMELE PROJECT: 2020 REPORT

OPERATIONS:
A.) Overview
Aside from programmatic challenges, the project suffered a number of logistical and
implementation setbacks that lead to significant delays or failure to meet the projected targets. This includes issues around safety and security, data collection software,
and human resources. Each of these is discussed here, with key challenges and lessons
highlighted.
Three other aspects influenced the implementation of the project. The first was the delayed hand over and limited period for implementation and performance. The initial project set up was rushed, pressurised and there would have been great benefit provided
from more time being spent on project planning, piloting new innovation, the establishment of systems (specifically the monitoring and evaluation setup), and the hiring of
appropriate staff. Secondly, project set up, establishment of relationships in other departments (such as Education), and assistance with implementation challenges (such as
sourcing of venues) were extremely time consuming, the responsibility almost entirely of
the SR and thus also led to limitations of resources and delays. In addition, meetings and
report requests were constantly changed and indicated an urgent need for better planning and communication. These changing requests resulted in unnecessary time spent
away from implementation. Thirdly, the programme appeared to be relatively inflexible,
budgets were rigid and limited and there appeared to be little or no room for innovation,
adaptation or flexibility.

B.) Building the evidence base:
quality over quantity
Adolescent health is a rapidly growing area of research, although in sub-Saharan Africa
there remains a huge need to bring interventions and systems to scale. Adolescents,
while generally healthy, suffer the most from issues related to SRH, mental health, and
low economic opportunity. A commonly cited innovation is the need for programmes
that combine adolescent –friendly services (supply) with comprehensive sexual education and empowerment (demand).
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Zimele provided an ideal platform to design, build and implement such a system that
was comprehensive, integrated and sustainable. While beyond the scope of the initial
grant at times, the following considerations guided the DTHF in their implementation
strategy:
Creation of a sustainable supply and demand system that naturally drove adolescents
to HIV testing and other SRH services, without the need for once-off (and unsustainable)
mass testing events.
• Adoption of an implementation science approach whereby all materials were assessed continuously and updated to reflect the latest evidence base and best practise. An example of this was the KGIS curriculum.
• Ensuring programmes delivered were of high quality and adolescent tailored with
appropriate participation in design and cocreation instead of simply pushing for numbers.
• Building the evidence-base: more data was collected than specified by the grant in
order to gain greater insight into programme acceptability and impact. This added to
the need for monitoring and evaluation components beyond the attendance registers
required.

Table 10: Delineation of Zimele programmes and content provided by the CMM verses those developed and designed by the
DTHF.
Zimele Programmes – Young Women and Girls Project
Global Fund Provided
DTHF Additional Programmes
Programmes
(Western Cape implementation only)
(Country-wide implementation)
Soul Buddyz (10-14 yr old boys and
girls)

Although no additions were made here, there was a noticeable gap where the activities did not address gender norms
and issues of consent. This age group (10-14 years) is particularly susceptible to intervention, and a programme such as
UJama (for example) would have been very appropriate. This
programme provides opportunities for gender norming and
age appropriate SRH information and skills

Keeping Girls in School, KGIS (15-19 yr DTHF revised the KGIS curriculum as described, which later
old girls).
became the Rise ESP SRH curriculum. In addition, DTHF ran
a cluster randomised control trial simultaneously to compare
KGIS to a Grassroot Soccer after-school curriculum (Goals for
Girls – funded by ViiV healthcare).
Cash & Care (19-24 yr old women) –
only 2 provinces
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Women of Worth: randomised control trial where only 50%
receive cash. Curriculum developed by DTHF for both the
Western Province and Kwa-Zulu Natal.
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Rise Clubs In School (15-19 yr olds)
and Out of School (19-24 yr olds)

Economic Strengthening Programme (ESP) in place of Rise
Out of School. DTHF provided the SRH programme.

Social services:
Parenting programmes: Teen Parenting and Hands on Parenting (HOP).
Child Protection Services

Auxiliary Social workers were asked to straddle every programme and provide the safety net between all. They were
asked to keep case files on every referred case, as well as
noting where the referrals came from. This was seen as a
critical part of the Hub and Spokes model, since social and
mental health support in these communities was inadequate
despite the vast need.

Community Dialogues

Themes were gathered by a PhD student and used to
develop and design future interventions for men. This work is
ongoing.

HIV Testing (female adolescents,
aged 10-24 yrs)

Health system strengthening: school health programme,
Kwik mobile services, Adolescent and Youth Friendly Service (AYFS) implementation in 24 clinics (with accreditation).
Introduction of PrEP into AYFS clinics specifically for adolescent girls and young women.

Tracking system

Biometric (fingerprint) tracking system to register and monitor
uptake, use and retention in programmes across the whole
platform including into health facilities and from school and
mobile units.

Monitoring and evaluation
Broccoli biometric software was used for monitoring and evaluation of Zimele. Although Broccoli had been used for previous studies at DTHF, considerable effort was
put into developing a tailored model for the Zimele project. This included the development of innovative systems, such as a unique QR code tracking system to identify and
track linkages to healthcare facilities. In addition the system was used to track integration
of Zimele programmes and to assess co-enrolment and level of exposure (intensity) to
Zimele programmes. Despite some significant achievements, there was limited time for
software development available or for pilot testing of systems. This resulted in multiple
system challenges, delays and need for urgent duplication with paper based systems.
While implementation targets may have been met faster if a paper-based or simpler
system had been employed, the use of a biometric system was advantageous, and for
programmes like cash and care, highly necessary. In order to strengthen health services
and build sustainable systems, there needs to be a move towards electronic data capturing. As the system remains reliant and familiar with paper-based systems, especially
in community health facilities and programmes, initial implementation was expected to
be challenging.
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The existence of these challenges is not an indication that electronic or biometric systems are not feasible, but rather that they are novel and require time for modification,
adoption and adaption in an iterative way. The lessons learnt from this project will allow
future projects to adopt similar monitoring and evaluation systems more successfully.

Innovation:

Diagram 1: An example participant profile illustrating exposure to Zimele programmes
and healthcare services, overall and mapped out over an exposure time line. This was not
achieved within the time line of the study, but illustrates the overall aim of the system.

adolescents have multiple entry points into the overall programme and can be exposed
to multiple interventions simultaneously or at different time points (as they age and new
interventions become available to them). In order to understand the “dose” that each individual receives, it is important to have a system that tracks co-enrolment and exposure
per individual. Placing the same system in healthcare facilities (including mobile units
and school health providers) allows further linkage between
programmatic and healthcare uptake. A biometric system caters to this purpose, as it
provides an individual with a unique profile that can link their programme enrolment,
attendance, and uptake of healthcare services simultaneously (see diagram below). Although not yet successful, for the reasons outlined below, the use of the Broccoli system
in the Zimele project took steps towards developing this system and testing its implementation at scale. With the implementation challenges of the prototype now well understood, a blueprint for an improved version can be deployed.
ii.) Tracking referrals with a linked biometric-QR code system: a challenge persistent in both the HIV care cascade and in adolescent health generally, is how to effectively
link referrals into care (for diagnosis or treatment). With Zimele, where two-way referrals
are made between demand creation services and the healthcare providers, and in cases
with multiple entry points into demand creation services (i.e. different programmes) or
healthcare services (i.e. referral can be picked up in a mobile clinic, by a school nurse, or
by a peer navigator in the AYFS clinic), tracking referrals can be complex. However, doing so is essential if the impact and integrity of the system as a whole is to be evaluated.
DTHF, in collaboration with the NGO Broccoli, developed an innovative means of tracking referrals using a linked biometric-QR code system. The system is outlined in diagram
X below. While successful in principal, due to the challenges describe below the full potential of this system remains unrealised. Further research is required into how to refine
the process and maximise its impact.

Challenges:
With the design and implementation of a new programme, a reasonable amount of challenges and setbacks are to be expected. Systems are trialled, evaluated and then adjusted accordingly until fit for purpose. The components of the Broccoli system developed
specifically for Zimele were implemented without a sufficient pilot run, largely due to
time constraints and pressure. This led to delays, which required time to assess and fix.
Beyond this, challenges were present that compounded problems and added to delays.
These challenges are described below:

Diagram 2. Tracking referrals in the Zimele programme through the use of a linked biometric-QR code system.
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i.) Data collection requirements: the programme indicators required capturing of individual signatures on every occasion. While tracking class attendance is one way to indicate reach, an inordinate amount of programme time was spent on capturing fingerprints
in adolescent individuals and not delivering content.
• In order to reduce this time burden, DTHF elected to use a fingerprint system to
capture participants quickly, although unfortunately (due to delays in the biometric
system) this was not implemented in time and led to negative feedback to the programme and abandonment of this approach with reversion to paper registers.
• In programmes where time constraints were flexible (such as WOW) this was less
problematic, but with school programmes (such as KGIS) where time was restricted
into class periods it was a significant hindrance with registration and programme delivery in direct competition.
• A future alternative may be to capture programmes as “class units”, similar to how the
schooling systems monitor their programmes, or to allow the school to select the best
system in conjunction with the NGO. This would require less emphasis on individual
dosing and more “collective” dosing with an attempt to improve “herd immunity” as
described above.
ii.) Connectivity: internet connectivity is sporadic in the study area. Sim cards were used
in devices, however there were often times were connection was absent or very slow.
Broccoli required the system to synchronise between uploads, and therefore low connectivity led significantly to delayed registration processes. The system was adapted to
be able to function offline, but staff continued to experience delays in the system. The
choice of service provided was also found to be critical in this regard. Zimele went with
Vodacom due to budget savings. Subsequent feedback was that in this area, MTN may
have better coverage but again budget allocation did not allow flexibility in
changing.
iii.) Staff capacity: the Broccoli system was difficult for staff with low technical capacity
to manage as it required consistent query resolutions and an ability to problem solve.
This may have been particularly during the adoption/adaption phase. Once a robust
system was devised, the need for enhanced technical understanding would hopefully
reduce.  While the Broccoli staff could dial in remotely to resolve the majority of queries,
this was not ideal for a large-scale project where the majority of staff were non-technical.
Staff were trained to follow a technical work flow, but problem solving in the field (often
with participants present) was difficult to teach. This lead to continued implementation
delays. Staff also (taking the path of least resistance) tended to switch to paper-based
systems quickly or after a single problem had occurred, which resulted in inconsistent
data collection.
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iv.) Data Collection: due to the mixed methods approach (Broccoli verses paper-proforma) the ability to track participants between programmes and health-services was
compromised. A participant who was registered on paper would not be picked up in the
clinic with their fingerprint. In addition, it led to multiple profiles for a single participant
being created at different time points across different programmes they engaged in. Ultimately this arose because the system was complex, staff technical capacity was limited,
and systems were not provided with an adequate testing stage. Exceptions reporting
within the system in future could catch these anomalies and ensure the duplication was
addressed right away, thereby keeping the data unique but ensuring the various programme interaction was tracked against point of en
v.) Support: an area where Broccoli implementation suffered the most was undoubtedly
in the clinics. Despite efforts to engage facility managers in this aspect of the project, the
installation and safeguarding of the hardware and therefore the integrity of the tracking
of Zimele participants into facilities was poorly done. More than one device was stolen,
while others took months to install due to delays in opportunities to install (despite extensive engagement and multiple site visits). This may have been as a result of a perceived lack of priority associated with the project.
vi.) Dashboards and Reporting: although Broccoli offered Datasets outlining the content of Registrations and Attendance, the system was less well placed for real time data
feedback via dashboards which was found to be very necessary. Easily downloadable
datasets would have helped to construct reports on key deliverables, project progress,
attendance/participation tracking, visitation schedules and error reporting within Broccoli, which would have greatly enhanced Monitoring and Evaluation efforts.

C.) Setting, Security and Resource
Constraints:
Setting: The study district comprised of two sub-districts: Klipfontein and Mitchells Plain.
While classed together as a single health district, this area was managed by two separate education districts and multiple ward councillors. As a result, permissions for implementation of projects or when assistance with venues, a problem at a particular school,
or security advice was needed, multiple authorities (including the different City and Provincial departments) needed to be approached. These authorities often differed in their
responses and requirements, and this often lead to delays or confusion of
information.
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In addition, the two districts (MP and KP) differ drastically in their demographics, socio-economic status, and challenges. KP is a pre-dominantly isiXhosa speaking area that
carries a high HIV disease burden and on average has a lower socio-economic status.
This area suffered from frequent civil unrest and crime is common. Mitchells Plain is a
predominantly Afrikaans speaking area with a higher socio-economic status and lower
disease burden, but with much higher prevalence of substance use and gangsterism.
Many hotspot areas are situated in MP and have high levels of violence and gunfire.
Participants in each area responded to the programmes differently, and uptake differed
significantly. For instance, Soul Buddyz was very popular in predominantly Coloured
schools but less popular in predominantly Black African schools. Conversely, Hands on
Parenting (HOP) was popular in predominantly Black African schools but not in predominantly Coloured schools. As HOP is exclusively for Soul Buddyz parents, this led to a
dichotomy where HOP targets were not met because of this programme preference distinction between areas. The programme was devised centrally and “imposed” and suffered from a lack of tailoring to the communities concerned.
These problems manifested as limited uptake of programmes in certain communities
whilst others were very dangerous to work in (for staff and participants). This lead to reduced reach in both areas but for fundamentally different reasons. The key learning here
is that for neighbourhoods with cultural and social differences there is a need for alternative approaches for programmatic implementation that take these specific differences
into account. There is no “one size fits all” (even for communities geographically close to
one another).
Security: Klipfontein and Mitchell’s Plain are both high crime areas. Klipfontein showed
sustained petty crime rates, while Mitchells Plain is dominated by gang violence. Both
areas have high rates of gender-based violence. Crime in the area increased during the
study period. The consequence was a heightened security threat for staff, participants
and for project resources. Staff required transport when moving around areas, which added to logistical complexity of the project (as programmes shared drivers). Participants
did not attend workshops held after school or in high crime areas, and this impacted on
Soul Buddyz and Rise Club activities. Project resources, especially tablets, put staff at
increased personal risk and there were numerous instances of hijackings and muggings
among staff and participants alike. This level of crime is largely driven by the poverty in
the area and a very thinly stretched South African Police force presence, and victims are
people from inside and outside the community. A security response team was set up in
response, with an expert security consultant hired to advise. Staff were trained on basic
safety procedures and WhatsApp groups were established to ensure swift communication. During periods of protest violence, when Philippi Village (the Zimele headquarters site) was rendered inaccessible to staff and participants, a decentralised model of
operation was assembled that consisted of off-site work locations and meeting points.
Additional strategies and resources (financial and human) were needed to adequately
manage the security risk.
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Resources: the communities in which this project took place are inherently under-resourced. This is essentially what places community members at high risk of HIV and
generally poor health outcomes. In terms of project implementation, apart from driving
petty crime, this had a number or repercussions. Firstly, proportion of participants across
programmes struggled to meet their basic needs, including adequate clothing, food security (catering was incredibly important, and sometimes the sole reason for attendance),
and basic goods. Examples of this include children attending child protection camps
who only had a single set of clothes, parents attending parenting workshops who took
catered food (a single sandwich) home for their children, and Women of Worth participants who had no suitable clothes to attend mock job interviews. While programmes
aimed to provide what was possible, there can only be limited impact from education
and empowerment programmes when participants are hungry, cold or stressed about
competing priorities such as financial insecurity. Future programmes need to do more
to address these environmental constraints, either through providing funds to assist the
most desperate of participants (with clothing or food allocations) or through establishment of venues for sessions that are furnished to meet immediate needs (i.e. extra food
allowances, blankets for those without jackets, etc.)

D.) Staff
Zimele staff were primarily young (52% aged 18-29 years), female (79%), and had low educational attainment post-secondary school (39% had only Matric or below, 27.11% had
a higher certificate). Although Zimele was a three-year project, the average amount of
days spent on the project by an employee was 1.4 years, with 31% resigning during the
project period and 9.04% dismissed. The make-up of the staff component and the level
of turn over impacted on the project performance, and is discussed in detail
below.

Staff Characteristics and Turnover (Source: DTHF HR records
as of 31 March 2019).
STAFF INDICATOR

NO OF STAFF (% OF
STAFF)

Number of staff

177

Gender

Age
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Female

140 (79.10%)

Male

37 (20.90%)

50+

8 (4.52%)

30-49

77 (43.50%)

18-29

92 (51.98%)
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Highest Qualification

Movement

Status at project end

Days on project

Less than Matric

1 (0.56%)

Matric

68 (38.42%)

Certificate

48 (27.11%)

Diploma

20 (11.30%)

Degree

23 (12.99%)

Post-Grad

17 (9.60%)

Nil

155 (87.57%)

Lateral

3 (1.69%)

Promoted

19 (10.73%)

Extended

51 (28.81%)

Contract Ended

49 (27.68%)

Dismissed

16 (9.04%)

Resigned

55 (31.07%)

Retrenched

2 (1.13%)

Other (DTHF staff, students))

4 (2.26%)

Shortest

22 (<1 mo)

Longest

811 (2.2 yrs)

Average

504 (1.4 yrs)

A peer educator model was used for all programme facilitators and clinic navigators.
This approach was adopted based on evidence that adolescents in particular are highly
influenced by their peers and thus may be more likely to engage in interventions that are
peer-lead. This model produced mixed results, with many challenges and some notable
successes. There is power in this approach for engaging adolescents, but to fully realise that potential there are several considerations to be made. These considerations are
summarised here. Overall, experiences in the Zimele project support the idea that standardisation of and guidelines for the procedures for the recruitment, training and support
of peer educators from under-resourced communities.
Community context: There are numerous constraints on human capital and community
resources in the Mitchells Plain and Klipfontein sub-district, which arises partially from
the legacy of apartheid and in context of contemporary South Africa.
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These communities carry a high burden of poverty, which as a lived experience includes
overcrowding in unsafe areas, lack of access to nutritious food, as well as high rates of
unemployment, low wage jobs that lack job security, and children living apart from parents as a survival strategy (Moleklo & Visser, 2012, pg 275). As staff were recruited from
the study community, it is plausible to assume that the entry-level cadre of Zimele Project human resource also experienced the above elements of poverty in part or totality.
This can have a psychosocial impact on development, as well as attributes of personality
and motivation, and may result in characteristics such as a low need for achievement,
high levels of dependency, and learned helplessness (Moleklo & Visser, 2012). This manifests in the workplace and in voluntary programmes as limited uptake of self-directed
initiatives, avoidance and transference of responsibility, and overwhelming fears of failure (Moleklo & Visser, 2012).
Zimele: a complex system. In the Zimele project, the complexity of the system required
constant, consistent and frequent adaptations. This was largely a result of planning and
implementation occurring simultaneously, with no time given to system testing. While
necessary for implementation, this did not actually allow for expert redundancy and
higher cadre staff with the resources to make timeous and informed decisions, manage
financial and bureaucratic barriers, and absorb constant changes to the implementation
approach that were constantly required. As a result of this, entry-level staff with limited
competencies (and thus capacity) required a very high level of support.
Supporting Staff. The low salary benchmark limited the rank and experience of staff, and
thus the constrained our ability to meet the deliverables in a timely fashion. In contrast,
team leads (who were qualified and chosen for experience) struggled due to systematic
and structural issues. It is remarkable how much was achieved with such a young and inexperienced staff and the complexity and urgency of the programme. Capacity building
needs were high overall, with psychosocial support required for entry-level staff and HR
management support required for line-managers. Dedicated HR coaching and support
was desperately needed for this project, but fell outside budgetry constraints.
Training and Support approach: Health educators, supervisors and mentors were all
selected based on a peer educator model, such that staff tended to be young and from
the community. This approach was chosen because it has been found that adolescents
are highly influenced by their peers and thus may be more receptive to information provided by peer educators. In addition, departmental salary levels (and budgets) dictated
entry level staff with few qualifications only.
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Many of these peer educators, although selected for their enthusiasm or personalities,
had very little work experience and very few acquired skills and many were dealing with
many of the same issues that learners were facing. Although learners reported appreciating the peer educator and feeling more comfortable in their sessions, educators were
not always sufficiently equipped to deal with complex questions or subjects, or to offer
adequate homework assistance. This limited their ability to assist participants. Yet hiring
of more qualified or experienced staff was limited by low budget allocation. It is important
for staff to be young and from the area (to fit into the “peer” definition), however, this may
result in staff that have similar misunderstandings, perceptions or life problems to the
participants. While this can help them empathize, it can also perpetuate common misunderstandings and perceptions in place of the provision of corrective guidance. In Zimele, the low levels of professional experience among the staff meant that management
spent a disproportionate amount of time managing individual staff problems, supporting
fundamental work ethics, and in consistent re-training. To counter this, DTHF employed
a staff trainer/mentor full time to assist with providing ongoing training and mentorship
support to these young staff.

•

Enhanced staff training was implemented in March 2018, where an expert DTHF trainer and adolescent facilitator (DTHF budget) was engaged full time to work with each
component of the Zimele lower cadre staff on an ongoing basis. The Desmond Tutu HIV
Foundation (DTHF) Health and Well-being Facilitator Training adopted a holistic, positive human development approach where all trainees were mentored and coached to
“thrive”. Training focused on both soft and hard skills, including programme appropriate
facilitation skills as well as effective interpersonal communication, regulation of emotions, and instillation of a value for learning. For instance, for the Women of Worth programme, training outcomes included the ability to describe and demonstrate a variety of
facilitation skills inter alia interchangeable and additive empathy, suspending judgment,
questioning, and group work skills. Whilst an important contribution to the community
and social development overall, this factor needs to be considered in programmes such
as the YWAG programme which is likely to continue to employ entry level peer staff or
facilitators

•

Leassons Learnt and Recommendations:
• It is not necessary to hire more qualified people or discard the peer educator approach which is considered very valuable for adolescent engagement. In addition,
providing employment opportunities for individuals who wish to follow a lay public
health/education path is both necessary and commendable in a country like South
Africa where task shifting is both necessary and feasible.
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•

•

•

It is not necessary to hire more qualified people or discard the peer educator approach which is considered very valuable for adolescent engagement. In addition,
providing employment opportunities for individuals who wish to follow a lay public
health/education path is both necessary and commendable in a country like South
Africa where task shifting is both necessary and feasible.
Rather it is important to have a robust taining programme with regular refresher training, as well as ongoing support for personal development. This would encompass a
combination of soft and hard skills development.
In the South African context, this type of capacity building should be a priority for any
project, programme or organisation. This should be part of the onboarding process,
as more comprehensive and rigorous training at the start of the project may mitigate
the need for intensive training during implementation.
Aside from training, regular (weekly) debriefing meetings should be held with staff as
a whole and individually. This allows for rapid indentification of issues, shared problem solving, and accelerated conflict resolution.
Site or office managers are needed, to help with guidance and supervision. Strict time
keeping measures are required to track hours worked.
A robust and hands on HR department is also required to facilitate with ‘soft” HR issues in the workplace to enable and facilitate young and expereinced staff to learn on
the job while being supported by management.

E.) Stakeholder Engagement
DTHF worked to establish good community relationships with the district officials in education and health and worked collaboratively with them to provide complimentary services such as mobile health services and provide support for the delivery of services
in schools and health services. The WOW sessions were conducted in community resources that include community centres, churches, ECD centres, and NGO sites. Besides
Government partnership, Zimele was connected to other organisations in the geographic area working with young people (such as Etafeni and Grassroot Soccer). DTHF has a
youth Community Advisory Board (CAB) and has been responsible for bringing youth related NGOs together for many years. Being a health NGO, the DTHF did not have an existing relationship in each of the almost 100 schools required in Zimele but within 3 months
of the programme’s commencement we had individually contacted and established a
relationship in 50 primary and 42 secondary schools. Zimele also had a dedicated Community Liaison Officer (CLO) whose main responsibility was to engage community partners and assist with recruitment for each programme.
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CONCLUSION:
The Zimele project conducted over approximately 28 months and involving numerous
interventions among young people aged 10-24 years and more than 100 staff, had mixed
outcomes with respect to the prescribed Global Fund Targets. With a precipitous start,
improvements on all indicators were steady in 2018, demonstrating that the Zimele project found its rhythm towards the end. Just over 28 months is a very short time to design,
implement and see benefit from a comprehensive, complex inter-related programme of
this magnitude. HIV education programmes were on the whole delivered and the targets
met (including the ambitious 10000 in WoW) with the exception of the Rise Clubs Out of
School (Economic Strengthening Programme).
Over and beyond the mandate from the Global Fund, DTHF elected to do two things.
Firstly, we built Zimele as a single sustainable, comprehensive and integrated model
of adolescent healthcare. This was unprecedented in its scope and scale. Secondly, we
looked for chances to innovate and to build the evidence base, which was evident from
the development of the biometric-QR code linkage system to the school health SRH
programme. While at times outside of the brief, the work done and the progress made
has contributed to the future development of adolescent health in South Africa.

•

•

•
•

•
•

•
•

Increased on-site management of adolescent healthcare (at schools or in mobiles)
reduces the need for referrals, aids quick resolution, is safe and reduces burden on
existing healthcare systems.
Adolescent and Youth Friendly Services are acceptable and their implementation is
feasible, however they require strong support from health authorities, at the national
and local level. Formally recognised training and accreditation processes are required.
Empowerment programmes for adolescents out of school need to include job readiness aspects, skills building, and opportunities for referral into employment.
HIV education programmes need to have content that adopts a public health approach, is based on the current evidence-base, and which include gender norms and
power dynamics.
The use of peer educators is important, but necessitates a robust training and capacity building programme in order to fully realise it‘s and their potential.
Young men and boys cannot be left out of programmes that aim to achieve HIV prevention or improved SRH outcomes among young women and girls. Programmes that
include young men and boys should be deployed in tandem, and focus on aspects of
male gender norms and the prevention of gender-based violence.
Programme quality, comprehensiveness, adolescent specificity and sustainability
should be prioritised over short-term interventions that are target-based.
Adequate time for stakeholder engagement (from the national level to the adolescent
individual) should be provided for and tracked throughout the intervention.

The key implementation lessons from the Zimele Project overall were as follows:
•
•

•

•
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Adolescents require comprehensive, wrap-around services with multiple entry points
across the age-continuum.
n order to improve adolescent uptake of sexual and reproductive health services,
comprehensive sexual education that drives demand creation should be offered in
tandem with differentiated models of adolescent healthcare (such as mobile clinics,
school health programmes, and AYFS clinic services).
Two-way referral systems between healthcare, education/empowerment services,
and psychosocial services need to be trackable and can be linked through biometric-QR code systems.
School health programmes are an effective and acceptable way to reach adolescents
of school-going age. This is both feasible and safe. Further stakeholder engagement
with teachers and parents is required to improve acceptability of this intervention.
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The DTHF will strive to continue to refine
this model, building on the lessons learnt
through this project. We are grateful for the
opportunity to have undertaken this work.
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*Since completion of the Zimele Project, the
Desmond Tutu HIV Foundation has been renamed the
Desmond Tutu Health Foundation. This move
represents the widening scope of the organisation’s
work in public health research and communitydriven health responses, and acknowledges its
expanding expertise that, directly or indirectly,
contribute to its fight against HIV.

THE ZIMELE PROJECT: 2020 REPORT

99

