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This chapter reflects on the health of older children in the school setting as 

schools are a site that is frequented by about 11.5 million learners nationally 

per year. Several National Health Policies are outlined that guide the services 

provided to older children. The role of School Health Services in particular is outlined 

and the indicators related to its implementation strategy are described. The crucial 

need for the development of systematically planned and evaluated health promotion 

programmes that address the determinants of behaviours that place older children at 

risk is illustrated through the evaluation of the Department of Education’s Life-skills 

programme focusing on HIV. While recommendations to improve this programme 

are made, the crucial conclusion regarding the health of older children in general is 

that there is an urgent need for the adoption of a planned and systematic approach 

to intervention development that aims at addressing the determinants of their health 

behaviours.
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Introduction
South Africa (SA) may be characterised as a growing 
population. Just under half of the population (43%) is 
under-19-years of which 32% are of school-going age 
(5 to 19 years old).1 The school setting itself provides 
for about 11.5 million learners nationally from grade 1 
to grade12.2 KwaZulu-Natal province has the highest 
number of school-going children followed by the 
Eastern Cape – with about 2.6 and 2 million learners 
respectively. Nationally and provincially there are just 
under twice the number of primary school learners 
compared to secondary school learners. The findings of 
the October Household Survey of 1999 showed that the 
majority of older children 7-17 years, were perceived by 
the respondents to be in good or excellent health and 
in better health than younger children,3 while other 
studies carried out amongst older school-going learners 
showed that learners engaged in behaviours that placed 
them at risk of contracting several preventable illnesses 
or diseases.4,5 The first National Youth Risk Behaviour 
Survey (NYRBS) carried out in 2002, provides crucial 
data on eight behaviours that place young people at risk 
of developing various physical and mental aberrations, 
makes recommendations for the specific analyses of 
the determinants of the risk behaviours, and informs 
interpretation of the determinants and the systematic 
and effective development, implementation and 
evaluation of interventions.4

This chapter provides an overview of the policies that 
guide service delivery to older children (5-19 years old), 
some data about the health of school-going children 
and the behaviours that place them at risk, a report of 
an evaluation of a life-skills programme that focused 
on HIV prevention and recommendations that will 
help enhance service coordination and intervention 
development, implementation and monitoring.

Framework for monitoring and 
evaluation

National Health Policies 

In SA there are several international and national  
policies in place to guide and promote the health 
and well-being of children. Examples include the 
Convention on the Rights of the Child6 and the 

Framework Convention for Tobacco Control7 at an 
international level and at a country level, the adoption 
of the National Programme of Action for Children 
(NPA)8 reflects the framework provided by the 
Convention, the goals of the 1990 World Summit on 
Children and the Reconstruction and Development 
Programme. 

The need to address specific priority areas like the 
prevalence of HIV resulted in the development of ‘The 
HIV and STI Strategic Plan for South Africa 2000-
2005’9 in which youth and their sexual behaviour is 
highlighted as a priority for research and service delivery. 
The Policy Guidelines for Youth and Adolescent 
Health10 incorporates a range of legal, policy and 
treaty obligations that impact on service delivery and 
the health of older children. In several policies the age 
groups and the needs emphasised do not necessarily 
relate to school-going children but overlap with either 
the older youth (20-24 years) or younger children (0-5 
years) and place a specific focus on the needs of other 
youth; for example, youth out of school. There appears 
to be a general lack of policy, evaluated interventions 
and data collection about the health trends of school-
going children. This chapter therefore aims to highlight 
the health needs of school-going children between 5 
and 19 years.

The national Departments of Health and Education, 
have developed specific documents that provide 
guidelines to address the health of school going children 
from a health and education perspective respectively. 
The National School Health Policy and Implementation 
Guidelines – 200311 specifically address the health needs 
of school-going children. These include needs related to 
poverty and the environment such as nutrition, sexual 
activity, HIV and reproductive health issues, trauma 
and violence, and substance abuse. Physical needs like 
hearing, vision and speech impairment are achieved 
through regular health assessment for learners in grades 
R or 1, Health Promotion and Health Education for 
grades 2-12, referral and follow-up. School Health 
Services also responds to other issues like control and 
management of disease outbreaks, counselling, parasite 
control and provision of treatments for minor ailments 
as the need arises.11 
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The five-year plan of the Department of Education 
(DoE) entitled ‘The Tirasano Programme’ was 
launched to transform the education and training 
system in SA from one of segregation and disparity 
to one of equal opportunity for all South Africans.12 
This programme spans both the health and education 
needs of learners to include sexuality, gender, substance 
misuse and HIV prevention. The implementation of 
the programme is supported by the development of the 
concept ‘Curriculum 2005’: Lifelong Learning for the 
21st Century.13 The curriculum now has eight learning 
areas targeting various aspects of education like the 
development of new knowledge, skills and technologies. 
Life-orientation is one of the eight learning areas in the 
curriculum and is the designated learning area within 
which health related issues pertaining to sexuality and 
substance use for example, are taught. 

School Health Services 

The health of school-going children is overseen  
primarily by the Department of Health (DoH) in colla-
boration with the Department of Education (DoE). 
The 2003 School Health Policy and Implementation 
Guidelines developed by the DoH, delineates the vision, 
principles and objectives, target population and package 
of services as well as guidelines for implementation, 
monitoring and evaluation.11 The rationale for the 
development and provision of an effective school health 
service is that it provides a safety net for children who 
have had limited access to the health system between 
birth and starting school. This is achieved through the 
health assessments that are carried out on children in 
grades R or grade 1. The health assessments focus on the 
early detection of problems and the appropriate referral 
thereof, pertaining to gross motor, vision, hearing, 
oral and anthropometric testing. For grades 2-12, the 
provision of health promotion and health education are 
viewed as crucial activities that need to be incorporated 
into the school curriculum on an on-going basis 
throughout the school years. Such education needs to 
focus on life-skills, child abuse and high risk behaviours 
such as substance abuse and violence amongst others, 
and needs to be carried out in an environment that 
supports healthy practices through the development of 
Health Promoting Schools. 

The implementation of the guidelines is devolved to 
the provinces to tailor the delivery of the school health 
service according to their needs. This is monitored 
by a set of indicators at district, regional, provincial 
and national levels. As School Health Services are in 
the process of being phased back into the education 
system, the indicators developed are primarily to track 
the implementation process in terms of service delivery; 
for example the percentage of schools receiving the 
service.11 A review of the list of indicators (Table 1) 
suggests that the challenge for School Health Services 
lies in developing an evaluation plan to assess the 
implementation of the National School Health Policy 
and Guidelines, the impact of the service and to obtain 
evidence about its level of effectiveness. 
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Table 1:  
Proposed Indicators for Implementation of School Health Services 

Indicator Purpose of Indicator

National Level

Number of provinces with 100% of districts with a fully 
functioning school health service

Will assist national level to support provinces struggling to 
implement the service

At Provincial Level 

% of districts with fully functioning school health service 

Provincial indicators can assist provinces to identify the 
districts in need of most support and resources 

% of districts with school health staff: population ratio as per 
the required norm

% of districts with functioning coordinating forums

Presence of provincial person dedicated to managing the 
school health service 

Ensuring management structures are in place
% of districts with person dedicated to managing the school 
health service 

At District Level 

Allocation of person responsible for managing school health 
service 

Will give districts an invitation of the management structure 

Presence of a coordinating forum for the school health service 

Coverage of the school health services in each district (% of 
schools reached by the health service)

Useful for planning the coverage and expansion of the school 
health service

% of schools receiving the complete set of school health 
activities 

Gives an indication of which schools receive all the proposed 
school health activities. Further analysis as to which activities 
are not delivered and reasons for this would help districts to 
improve the full coverage and quality of the service

% of learners who had Grade R/l assessments 

School health staff: population ratio Will assist planning and allocation of required staff resources 

% of referrals of learners with health problems

Would assist districts in monitoring how well the referral, 
treatment and follow-up systems work

% of learners with identified health problems successfully 
treated 

% of learners with health problems who have been followed 
up at least once 

% of school with fully-equipped first aid kit 

% of school with at least one staff member trained in first aid 

Impact Evaluation
Indicators must be developed to measure the impact of this 
service.

The ultimate impact of the school health service needs further consideration. 

Source: 	 DoH, 2003.11 
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At district level, the quarterly report is an example of 
the data that are captured on the above indicators. The 
information in the report reflects the demographic 
information about the schools, the number of schools 
that received services for the quarter, general information  
for example, the number of Health Promoting Schools 
launched and functioning and the health assessments 
done in terms of total number of learners assessed, 
the defects detected and the total number of learners 
referred for further assessment and treatment. The 
health assessment includes a full examination and 
specifically screens for gross motor, vision, hearing, 
speech, anthropometric measures, immunisation, oral 
health, child abuse and neglect, mental health and 
other minor ailments like scabies and skin infections. 
The data collected at district level reflect the extent of 
the ailments suffered by early school-going children 
and the line of action taken that is either treated or 
referred. 

The challenge that lies ahead for School Health  
Services is to effectively address the development, 
implementation, monitoring and evaluation of 
programmes that target the factors that have been 
identified to impact on the health of school-aged 
children. These include: 

✦	 Poverty and environment;

✦	 Nutritional status;

✦	 Sexual activity, HIV and reproductive health;

✦	 Trauma, violence and mental health;

✦	 Substance abuse and risk taking;

✦	 Hearing, vision and speech impairment; and

✦	 Trauma and violence. 

Further to this, a range of indicators for each of theses 
factors need to be identified that will serve to monitor 
the impact of the programmes. A recommendation 
for a surveillance system, for example the periodic 
administration of the NYRBS, will serve to track 
changes and trends in the targeted behavioural practices 
of older children.

Youth Risk Behaviour 

The first NYRBS investigated eight risk behaviours that 
older school children engage in.4 Some of the behaviours 
investigated, for example unsafe sexual behaviour, 
tobacco use, inadequate nutrition and physical activity, 
showed that substantial numbers of young people are 
at risk of developing HIV-related diseases, lung cancer, 
obesity and cardiovascular disease later on. As these 
diseases are preventable, a systematically planned health 
promotion strategy to effectively curb the prevalence of 
such behaviours is needed. Such a strategy needs to be 
based on an effective planning and evaluation model 
that systematically addresses the questions to be asked 
and evaluated to ensure that the appropriate strategy 
is used to address the specific determinants of the risk 
behaviour. In applying the planning and evaluation 
model, specific questions need to be addressed.14 

Box 1: 
Questions for Planning and Evaluation

The questions related to the planning are:

Step 1: 	 How serious is the health, social or 
developmental problem?

Step 2:	 Which health related and social behaviours 
are involved?

Step 3:	 What are the determinants of those 
behaviours?

Step 4:	 Which interventions may change the 
behaviour?

Step 5:	 How can the intervention be 
implemented?

The evaluation questions are:

Step 6:	 Has the implementation been carried out 
as expected?

Step 7:	 Has the intervention been received as 
planned?

Step 8:	 Have the determinants of the behaviour 
changed?

Step 9: 	 Has the behaviour changed?

Step 10:	 Has the problem been reduced? 
Source: Reddy et al., 1995.14
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Figure 1:  

A model for planning and evaluation of interventions

PLANNING

	 Problem - Behaviour - Determinants - Intervention - Implementation

EVALUATION

Source:	 James et al., 2006.15

To illustrate the importance of systematically planned 
and evaluated interventions the results of an evaluation 
by James et al.15 carried out on the Life-skills HIV 
programme (LHAP) in secondary schools is outlined 
below. The LHAP was the collaborative effort of the 
Departments of Health, Social Development and 
Education to address the prevalence of HIV amongst 
young people.16 

Evaluation of the Life-skills HIV 
Programme

Description of the Programme

The aim of the LHAP was to bridge the gap between 
the high levels of awareness reported by adolescents 
and their unsafe sexual practices. Schools were already 
committed to reform and were implementing the 
‘Curriculum 2005’ syllabus, based on outcomes based 
education with a designated learning area for decision 
making, critical and creative thinking, effective 
communication, development of healthy relationships, 
and a positive self-concept. These were seen as broad 
themes within which core skills (empathy, self-awareness 
and problem-solving, coping with stress and emotions, 
and interpersonal relationships) are developed and 
presented in a culturally sensitive manner.13 The LHAP 
intervention is a 16-hour curriculum that has 11 key 
learner objectives.17 

Methods

Intervention Learner Objectives are to:

✦	 Demonstrate a clear and accurate understanding of 
sex, sexuality, gender, and STIs; 

✦	 Identify ways in which HIV and STIs can and 
cannot be transmitted; 

✦	 Identify and evaluate the effectiveness of HIV and 
STI prevention methods;

✦	 Identify, access and mobilise sources of assistance 
within a community; 

✦	 Critically evaluate reasons for delaying sexual 
intercourse or practising abstinence; 

✦	 Respond assertively to pressures for sexual inter-
course and unprotected sex; 

✦	 Critically evaluate reasons and methods for having 
protected sex if sexually active;

✦	 Accept, cope and live positively with the knowledge 
of being HIV-positive; 

✦	 Show compassion and solidarity towards persons 
living with HIV and those affected; 

✦	 Be able to provide basic care for persons living with 
HIV in the family and community; and 

✦	 Understand and cope with the grieving process.

The lessons were to be taught at least once a week over 
two schools terms. The content covered a range of 
topics that included facts about HIV and the use of life 
skills focusing on HIV risks; for example, assertiveness 
and decision making to guide behavioural choices. 
These sessions were intended to be implemented in 
classrooms by teachers using didactic and interactive 
teaching, group work and role-play methods. 



289

17
T he  H ealth    of Older   C hildren      in  a school   setting   

Programme Evaluation Findings 

James et al.15 evaluated programme outcomes and 
process amongst 22 schools (totalling 1 141 grade 9 
learners with a mean age of 15.6 years) in KwaZulu-
Natal province, The schools were randomised into 
treatment (those implementing the programme) and 
control (those not implementing the programme). The 
following outcomes were measured by a self-report 
questionnaire: 

✦	 knowledge about HIV;

✦	 attitudes towards condom use (perceived positive 
and negative consequences);

✦	 attitudes toward people living with HIV;

✦	 perceived social support;

✦	 confidence to assert oneself;

✦	 perception of sexual behaviour;

✦	 communication about HIV and safer sex; and

✦	 reported sexual behaviour and intended condom 
use behaviour. 

Measures were taken at baseline, six months after 
baseline immediately following the implementation, 
and four months after the completion of the pro-
gramme. The results of the multi-level analysis carried 
out on the intervention and control groups showed 
that except for knowledge there were no significant 
differences between pre- and post-intervention scores.

The process evaluation of teacher implementation 
of the programme sought to ascertain what teachers 
recalled teaching, how often they taught the lessons and 
the methodology they used. Teachers indicated using 
mostly didactic teaching methods. Schools did not 
implement the programme uniformly or with fidelity 
to a programme design intended to build skills. Schools 
could be differentiated by frequency of lessons, topics 
covered and methods used. Dose of implementation 
was indicated by number of topics (learner objectives) 
taught. Seven schools were designated as fully 
implementing the programme because they reported 
working on all 11 learner objectives whilst 4 schools 
partially implemented the programme (taught 7 or fewer 
learner objectives). The teachers taught the sections of 
the curriculum that covered information about HIV 
and less about the life skills components of the course 
and caring for people living with HIV. All schools used 

formal lessons, group work or a combination of both as 
a means of delivery.18 

Further analysis carried out on the differentiated study 
groups (full implementation, partial implementation 
and control groups), showed that under conditions of 
full implementation, the programme was associated 
with increases in knowledge about HIV, more positive 
perceptions of sexual behaviour, a decrease in reported 
sexual activity in the preceding six months and an 
increase in condom use at last sexual encounter in the 
short term i.e. immediately after the intervention was 
implemented. In the longer term – four months after the 
intervention was implemented – learners were able to 
maintain the significant effects found on the variables 
immediately after the intervention was implemented 
as well as experience a higher level of perceived social 
support.17
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Cognitive / behavioural factors 
influencing risk behaviours
✧	 Attitude to condom use
✧	 Descriptive norms
✧	 Intentions to use condoms
✧	 Pregnancy prevention
✧	 Self-efficacy to obtain / use 

condoms
✧	 Knowledge about HIV
✧	 Beliefs about transmission 
✧	 Communication about 

condom use
✧	 Perception of risk – HIV 
✧	 Denial about HIV
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Sexual risk behaviours
✧	 Early initiation of sex
✧	 Multiple sexual partners
✧	 Unprotected sexual intercourse

Social / Environmental factors influencing 
sexual risk behaviour 
✧ 	 Proof of virility
✧ 	 Sexual coercion / violence
✧ 	 Poverty
✧ 	 Gender inequities – men – proof of 

fertility; fatherhood; multiple partners; 
females - condemnation of premarital sex 

✧ 	 Parent communication – disapproval of 
youth sex

✧ 	 Accessibility of condoms – non-
availability; lack of user-friendly clinics

✧ 	 Peer influence
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Figure 2:  
Modified Precede� Risk Model

�	 Procedure stands for:	 Predisponsing, Reinforcing and Enabling  
	 Constructs in Educational/Environmental  
	 Diagnosis and Evaluation 

Source:	 James et al., 2006.20

Suggestions for improving the Life-skills 
HIV Programme 

In an effort to make substantial recommendations for 
programme improvement, a review of South African 
literature related to sexual behaviour, curriculum 
material and the evaluation reports by James et al., 
Magnani et al. and Visser et al.15,17,19 were carried out. 
From the literature, a model of risk behaviour (figure 2) 
as well as a logic model (figure 3) depicting the intended 
programme inputs, outputs, potential determinants of 
behaviour or mediating variables and outcomes of the 
programme were developed.20 

The risk model provides an example of a detailed 
needs assessment and the areas that may be targeted to 
effect changes in the cognitive and / or environmental 
determinants of sexual behaviour. 
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Figure 3:  
Life Skills Programme Logic Model

Programme 
inputs

Outputs: Preparation for 
implementation

Output Implementation Learner or Community 
Outcomes Cognitions 
and skills

Learner or Community 
outcomes - Behaviour

Health 
Outcomes

Curriculum 
design based on 
life skills model

Existing 
life skills 
programme

Partnerships:

Department 
of Education, 
Health 
and Social 
Development

Training plan

External 
consultant 
trainers

Provincial 
implementation 
plans

Teacher Training :
✧	 HIV and AIDS 

knowledge

Presentation of HIV and 
AIDS knowledge and 
awareness activities

✧	 Knowledge of 
HIV and AIDS 
transmission, and 
protection

Improve life skills related 
behaviours:
✧	 Decision making and 

problem-solving
✧	 Assertive 

communication
✧ 	 Negotiation skills

Decrease 
in HIV 
prevalence 
among 
youth

Knowledge of STIs and 
contraception

Teacher training:
✧	 Application of life 

skills to HIV and AIDS

Implementation of life 
skills training applied 
explicitily to HIV and 
AIDS (e.g. sexual risk 
situation {SRS} decision 
making)

Safe sex skills 
development

✧	 Self – awareness of 
personal meaning, 
social norm, SRS

Re: relationships, 
sexuality, HIV persons 
living with HIV

Translate life skills related 
behaviours to specific HIV 
risk reductions

✧	 Master teachers, 
teaches adaptation 
of materials to own 
cultural group and 
situation

✧	 Master teachers, 
teaches change agent 
and build capacity 
roles and skills

Implementations 
systematic adaptation of 
lessons to local/cultural 
parameters

✧	 Personal control and 
skills to communicate 
assertively in the SRS

✧	 Skills in SRS decision 
making, problem 
solving and coping 

✧	 Skills in caring for 
persons with HIV

✧	 Strong skills and 
positive attitudes 
about condom use

✧	 Skills to communicate 
with and care for 
persons living with 
HIV 

Decrease in HIV risk 
behaviours

✧	 Increase age at 
sexual initiation

✧	 Increase secondary 
abstinence

✧	 Increase condom use 
at first sex, consistent 
condom use, condom 
use at last sexual 
encounter 

Provide all LHAP 
teaching in an interactive 
participatory way that 
facilitates normative 
change and cultural 
adaptation that is going

SOCIAL AND ENVIRONMENTAL LEVEL CHANGE

Implementation Support
✧	 Time allotted
✧	 Teacher/ student 

relations facilitative
✧	 Non-exam subject 

priority 
✧	 Supportive principal 

behaviour
Fit curriculum with other 
realignment

Implement capacity 
– building – training of 
local teachers implement 
capacity – building 
linkages to parents and 
community

Teacher knowledge and 
skills for HIV prevention
Parent and community 
leader knowledge and 
skills for communicating 
with adolescents and for 
HIV prevention

Teachers consider ways 
for school norm change 
to facilitate dialogue 
about safer sex
Parents and community 
leaders consider ways for 
school norm change to 
facilitate dialogue about 
safer sex

Key:	 Implementation / Obtained 	 Planned / Not Implemented	 Additional Recommended Component (either unplanned or insufficient)

Source:	 James et al., 2006.20

Beginning on the left side of the model are the 
components that contributed to the design and 
implementation of the Programme. Moving to the 
right across the columns, all programme components 
and outcomes have been coded as either implemented/
obtained, planned but not implemented, or a com-
ponent that was not included in the original programme 
plan but that might be needed to better address the 
factors depicted in the risk model in Figure 2. The 
first two categories are from the review of the three 
evaluation studies of the Programme while the third 
one depicts elements that do not seem to be present, 

but would be necessary to fully address factors in the 
risk model. The programme was analysed as it was 
described in the reports and depicted characteristics of 
the programme reading from the left column of the 
figure as the following: 

✦	 Inputs such as partnerships for the design and 
implementation of the LHAP.

✦	 Outputs including: (1) processes to prepare for 
implementation such as teacher training and (2) 
those processes involved in implementation such as 
instruction provided by teachers.
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✦	 Outcomes including: (1) learner and community 
cognitive and skill changes such as decision 
making and condom use knowledge and skills, (2) 
learner and community behavioural changes such 
as application of decision making to sexual risk 
situations, and (3) health such as decreases in HIV 
risk exposure.

✦	 The outcomes may also be re-written as indicators of 
behaviour that tests the efficacy of the programme 
over a period of time. To monitor the effectiveness 
of programmes addressing sexual behaviour 
indicators like the percentage of learners that used 
condoms at last sexual encounter or at first sex may 
be developed and tracked. 

The gaps depicted in this picture of the programme 
projected the foundation for the recommendations to 
improve the programme; for example, the development 
of teacher skill to enhance HIV risk reduction in 
learners.21

Summary 
The risk model depicts several social, environmental, 
cognitive and behavioural factors that contribute to the 
three very specific behaviours (early initiation of sex, 
unprotected sexual intercourse and multiple sexual 
partners) that lead to HIV transmission. The logic model 
depicts the extent to which implementation to address 
student HIV risk behaviours have been met following 
a review of three evaluations undertaken on the South 
African school-based Life-skills HIV Programme. The 
areas that showed the least implementation guided 
the focus for revision. These areas pertained to the 
actual delivery and content of the programme. The 
delivery was ineffective at two levels: Firstly, teachers 
felt inadequately prepared to translate the life-skills 
behaviours to HIV risk reduction situations and 
secondly, school management (principals) felt pressured 
to concede to the competing needs of the curriculum 
resulting in teachers not fully implementing the 
programme. These barriers to implementation are not 
uncommon and have been found to hinder teacher 
implementation. The barriers identified related to a lack 
of time, resources and content delivery requiring more 
innovative teaching methodology.21 Further delivery of 
a skill based HIV risk reduction programme may be 

new to many schools and requires on-going monitoring 
and evaluation. 

Conclusions and 
Recommendations
The health of older children is impacted upon by 
a host of determinants some of which were outlined 
above. The quality of intervention development, 
implementation and evaluation, health promotion as 
well as health education efforts designed to address 
these determinants will impact on the eventual health 
outcomes of older children. The evaluations outlined 
above confirm that the degree of change in expected 
outcomes was associated with the quality and content 
of the programme. Programme developers therefore 
need to ensure that programmes are underpinned 
by sound theoretical and empirical data and address 
the determinants of the behaviour in a targeted and 
specific manner. Specific measures to ensure that actual 
implementation of the programmes does take place, 
together with provision of the necessary skills and 
support structures like adequate materials, teaching 
time and principal support needs to be available to 
those implementing the programme. 
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