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ABSTRACT

Background: Rates of adolescent HIV and unintended pregnancy in southern Africa are
amongst the highest in the world. Gender-transformative interventions that address under-
lying gender inequalities and engage both males and females have been emphasised by the
World Health Organisation, amongst others, to target prevention. However, few such gender-
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transformative interventions have been rigorously developed or evaluated. Stig Wall
Objective: To expedite potential impact and reduce development costs, we conducted
a needs assessment to inform the co-design, in consultation with local stakeholders, of KEYWORDS

adapted versions of an existing gender-transformative Relationships and Sexuality
Education intervention for use in South Africa and Lesotho.

Methods: Adaptation of the intervention was guided by a modified version of Intervention
Mapping (IM). This process involved consultation with separate adolescent, community and
expert advisory groups and a collaboratively conducted needs assessment, which drew on
focus groups with adolescents (8 groups, n = 55) and adults (4 groups, n = 22) in South Africa
and Lesotho, and was informed by our systematic review of the literature on the determi-
nants of condom use among adolescents in the region.

Results: The findings clarified how the intervention should be adapted, which individual- and
environmental-level determinants of condom use to target, and actions for facilitating
successful adoption, evaluation and implementation in the new settings.

Conclusions: The IM approach allows for a systematic appraisal of whether components and
processes of an existing intervention are appropriate for a new target population before
costly evaluation studies are conducted. The findings will be of interest to those wishing to
rigourously develop and evaluate gender-transformative interventions engaging men to
improve health for all.

Sexual and reproductive
health; adaptation;
intervention mapping;
adolescent boys; gender
transformative

Background present with poorer adherence to treatment and clin-

. ) ical outcomes (i.e. hospitalisation and mortality rates
Adolescent sexual and reproductive health in ( P Y )

Southern Africa

Unintended pregnancy and HIV/AIDS (human
immunodeficiency virus/acquired immunodeficiency
syndrome) are major global adolescent health chal-
lenges. In 2019, around 170,000 adolescents aged
10-19 years around the world were newly infected
with HIV and concerns are that, if current trends
continue, hundreds of thousands more will be
become HIV-positive in the coming years [1].
Although HIV/AIDS has long been the primary sex-
ual and reproductive health (SRH) issue on the
national agenda for South Africa [2], HIV rates are
still high: 18% among 15-49 year olds and 6% among
adolescents [3]. Further, adolescents consistently

than adults [4]. Lesotho has the second-highest HIV
prevalence in the world, estimated in 2019 at 23%
among 15-49 year olds and 10% and 5% among
15-24 year old women and men respectively [5].
Additionally, nearly half (48%) of sexually active ado-
lescents in Lesotho report that they do not regularly
use condoms [3].

Adolescent pregnancy is also a pressing health and
social issue. Pregnancy is a leading cause of mortality
and morbidity for adolescent girls in low- and mid-
dle-income countries (LMICs) due to issues including
delivery complications and unsafe abortions [6]. It is
a significant contributor to gender inequality in edu-
cation, often resulting in interruption or termination
of girls’ schooling, and thus a major impediment to
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social and economic development [7]. Twenty-seven
percent of women in South Africa [8] and 19% in
Lesotho [3] are pregnant by the time they are 19 years
old. Over half of the 260,000 abortions that take place
every year in South Africa are unsafe (i.e. performed
by persons lacking necessary skills and/or in an envir-
onment that does not conform to minimal medical
standards), even though abortion is legal [9]. In
Lesotho, abortion is criminalised and unsafe termina-
tions account for up to 50% of inpatient deaths
among females aged 13 years and older in some
Lesotho hospitals [10].

Gender transformative interventions for young
adolescent boys

The continued existence of high rates of pregnancy
and HIV in African adolescents after 30 years of
focused attention suggests that there are deeply
rooted cultural and socio-economic factors that foster
high-risk sexual behaviours. It is now recognised that
a key determinant of these global health challenges is
gender inequalities plus restrictive masculinities and
associated practices that predispose adolescent men
and women to the risk of HIV infection and unin-
tended pregnancy (e.g. unprotected/condomless sex,
multiple and concurrent sexual partnerships, sex
while under the influence of alcohol and/or drugs,
and gender-power relations linked to sexual violence)
[11]. International health and development frame-
works therefore emphasise the importance of work-
ing with both boys and girls in order to reduce
gender inequality and improve SRH outcomes for
all [12,13].

Gender Transformative (GT) approaches seek to
examine and change harmful gender and power
imbalances and encourage men’s role as enablers
rather than inhibiters of women’s health and well-
being [14-16]. Typically, GT interventions in adoles-
cent SRH seek to address restrictive masculinity
norms relating to heterosexual prowess and gendered
power relations (e.g. promoting shared sexual deci-
sion-making between males and females) and chal-
lenge negative gender socialisation (e.g. challenge
perceptions that ‘real men’ don’t wear condoms or
that girls should not carry condoms) [17,18]. In line
with ‘social norms’ approaches, GT interventions
generally attempt to harness the misalignment
between people’s individual behaviours and attitudes
and existing social norms in order to affect change
[19]. Strategies often also include changing gender
norm attitudes among an influential social group and
leveraging their influence as agents of change in their
peer groups and communities [20]. Although GT
approaches have been applauded for their focus on
gender inequalities, evaluations of GT programmes
have also been criticised for their lack of

methodological scope and rigour [18,21]. Scholars
are also beginning to understand that, in order to
be truly transformative, GT programmes must also
seek to address the intersectional influences of other
social factors on gender inequalities including race,
ethnicity, sexual orientation, and poverty
[14,16,18,22].

While GT interventions recognise that men have
a vital yet neglected role in reducing unintended
adolescent pregnancy and HIV rates, there is
a global dearth of robustly evaluated GT programmes
targeting adolescent boys to prevent HIV and early
unintended pregnancy. This gap in programming has
been noted as a primary objective by a group of
global leaders known as the Bellagio Working
Group on Gender and Growth [23] as a means of
reducing gender inequality by 2030 [24]. Further,
a 2019 WHO systematic review of reviews on
research engaging men and boys in sexual and repro-
ductive health (SRH) indicated that only 8% of the
included reviews (39/462 reviews) reported studies
using a GT approach with men and boys, and only
10% of these (4 reviews) focused on adolescent SRH
[16]. A second WHO systematic review which exam-
ined the components and characteristics of GT inter-
ventions involving men and boys determined that
only 24% (16/68) of experimental studies used a GT
approach with adolescents [25]. Only five of those 16
studies specifically engaged male adolescents in pro-
moting sexual health and well-being (including HIV
and STI prevention), desired family size or ensuring
the health of pregnant and girls.
Furthermore, only two of those five studies were
located in sub-Saharan Africa (1 in South Africa
and 1 in Ethiopia). The South African study was
a quasi-experimental study that focused on STI/HIV
prevention only (not unintended pregnancy). This
body of work suggests that the evaluation and imple-
mentation of GT interventions in southern Africa is
absent and firmly supports the urgent need for con-
ducting and disseminating information about robust
evaluation programmes.

women

The value of intervention adaptation

In the field of adolescent SRH, scaling-up pro-
grammes that have demonstrated impact in
a specific context has been recommended by
Douglas Kirby as ‘the single most promising strategy
for reducing teen pregnancy and STI/HIV’ [26]
(p-187). A major challenge with this approach, how-
ever, is that the effectiveness of public health inter-
ventions is usually linked to the social and cultural
context in which they are implemented; thus, inter-
ventions that show impact in one context may not
necessarily be effective in a new setting or with a new
population [27].



Increasingly, therefore, public health researchers are
systematically identifying and modifying key interven-
tion components and implementation processes to fit
new contexts [28]. This approach may be particularly
valuable in LMICs, where resources are limited for
developing and evaluating new interventions and
where there is a greater reliance on evidence from
other settings regarding interventions that show pro-
mise in the original context. A recent systematic review
of adaptation processes recommends the use of rigour-
ous adaptation frameworks when scaling-up pro-
grammes to new settings, although such frameworks
are currently used in less than one-third of intervention
adaptation studies [28].

Our study aimed to address these gaps in the
literature by working with local stakeholders in
Lesotho and South Africa (where rates of HIV/
AIDS and unintended adolescent pregnancy are
among the highest in the world) to co-design con-
textually relevant adaptations of a SRH intervention
guided by a systematic adaptation framework. The
gender-transformative If I Were Jack (JACK) inter-
vention [29-31], developed for use in the UK, tar-
gets adolescent men through a variety of individual,
school- and home-based material designed to help
adolescents reduce sexual risk-taking (unprotected/
condomless sex) and address gender inequalities in
SRH. We used a systematic and participatory pro-
cess, working closely with local stakeholders, to
initiate what we believe is the first robust study of
a GT adolescent pregnancy- and HIV-focused inter-
vention specifically targeting adolescent men in
South Africa and Lesotho, but also applicable and
designed to be delivered to adolescent women
alongside adolescent men. This paper details the
development phase of a planned larger study
which will optimise and test the contextually-
adapted versions of JACK in a feasibility rando-
mised trial.

Aims & objectives

The aim of the study is to use a systematic and
collaborative process to design sociocultural adapta-
tions of the If I Were Jack intervention for use in
Khayelitsha, South Africa and Maseru, Lesotho.
Study Objectives (repeated in both countries):

(i) Convene Project Advisory Groups: Separate
adolescent and community groups were con-
vened in each country. Groups were con-
sulted twice during the project to decide
how best to: a) engage with the broader com-
munity for a successful project; b) address
culturally-sensitive issues; and c) adapt, as
needed, the JACK educational pedagogies
for local contexts.

GLOBAL HEALTH ACTION e 3

(ii) Conduct Needs Assessment: We conducted an
assessment of target population sexual and
reproductive health needs and clarified contex-
tually relevant determinants of condom use.
This was based on a new systematic literature
review and primary qualitative research (focus
groups) with local adults and adolescents.

(iii) Conduct Intervention Mapping Exercise:
Based on findings from the needs assessment
(systematic review and focus groups) and in
consultation with advisory groups, we con-
ducted an intervention mapping exercise.
This aimed to assess the acceptability and
feasibility of the JACK components for use
in these new settings and produce detailed
plans for adaptation, implementation and
evaluation of the original JACK into new
culturally bespoke interventions. These plans
formed the basis of proposals for further
research funding to develop and evaluate
the interventions.

Methods
Study design

The research design was grounded in three methodo-
logical approaches:

(1) The UK MRC (2008) Framework for the
Development and Evaluation of Complex
Interventions to guide the overall research
design [32]. This framework helped ensure
that this formative work was conceptualised
as an MRC ‘Phase 1’ development study that
would lead to either further development work
and feasibility testing at the next stages;

(2) Intervention Mapping [33] involving evidence
synthesis and primary research with local sta-
keholders to guide the adaptation process.
This framework was chosen because it offered
guidelines for a systematic process for cultural
adaptation; and

(3) A participatory approach to research involving
consultation with local stakeholders including
adolescents, parents, teachers, and commu-
nity-based service providers as a means of
including their unique experiences and needs
in relation to matters that affect them [34].

Ensuring methodological rigour was a primary con-
cern and we were guided in this endeavour by
Lincoln and Guba’s concept of trustworthiness, incor-
porating considerations of credibility, dependability,
confirmability and transferability [35]. Our approach
to incorporating each of these considerations is
addressed the relevant sections below.
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Original intervention

If I Were Jack [70,83,84] is an evidence-informed,
theory-based, gender-transformative (challenges gen-
der inequalities relating to SRH) RSE programme
designed to reduce unintended teenage pregnancy
and promote positive sexual health. It aims to
increase intentions to avoid teenage pregnancy and
HIV/STIs by encouraging delayed initiation of sexual
intercourse and/or consistent use of contraception
and is designed to be delivered in educational set-
tings. It specifically targets boys aged 14-15, however,
it can also be delivered to girls and used in same-sex
or mixed-class groups. It is designed to promote
critical thinking about the social pressures that nor-
mally situate teenage pregnancy and its prevention as
a female-only issue. Programme components include:
an interactive film which tells the story of 16-year-old
Jack, who has just found out that his girlfriend Emma
is unexpectedly pregnant; classroom materials for
teachers containing detailed lesson plans with specific
classroom-based and homework activities; a 90-
minute training session delivered by RSE specialists
to teachers implementing the programme and parent
components as described below. The JACK pro-
gramme and Trial methods are described in full else-
where [29,30] and more information about the
project can found at www.qub.ac.uk/if-i-were-jack.

Setting

The study was conducted in two countries, Lesotho
and South Africa. Lesotho and South Africa differ in
terms of culture, language and religion, but they both
have very high levels of poverty, unemployment and
gender-linked violence [36]. In Lesotho, the study
was located in the Maseru district, which consists of
the capital city, Maseru (population circa 330,000)
and other surrounding peri-urban and rural areas.
Lesotho is listed among the ‘least developed coun-
tries’ on the Development Assistance Committee
(DAC) list of Official Development Assistance
(ODA) recipients. Despite huge need in relation to
SRH in Lesotho with services mostly centred in the
capital, government expenditure on health overall is
only around 5% of gross expenditure [37]. In South
Africa, the study was located in the peri-urban infor-
mal settlement of Khayelitsha (population circa
500,000), which is situated on the outskirts of Cape
Town. While South African law guarantees access to
SRH services, there remains a large service gap with
an economic status gradient evident in places such as
Khayelitsha [6].

We chose to work in these countries for a number
of reasons. First, they are home to some of the most
vulnerable adolescents in Southern Africa who are
very much in need of evidence-based SRH

interventions. Second, we thought the differences
between them (in particular culture, poverty levels,
abortion laws and SRH services provision) would
allow identification of key factors that can promote
or inhibit adoption, implementation and evaluation
during future phases of the study. Importantly, the
project team in South Africa also had extensive
experience working in both country sites.

When compared to the UK, for which the original
intervention was designed, South Africa is comparable
in terms of reported gender equality indexes, while
Lesotho shows stark differences. In 2020, the Global
Gender Gap Report [36] ranked the UK 21* out of 153
countries, while South Africa was placed 17" and
Lesotho 88™. Further, the report highlights that while
29% of women in the UK and 21% of women in South
Africa report ever having experienced gender violence,
the figure in Lesotho is 62%. Additionally, while unmet
need for family planning in the UK stands at 6%,
figures in South Africa (15%) and Lesotho (18%) are
higher, as are incidences of maternal mortality (7 per
100,00 live births in the UK compared with 119 in
South Africa and 544 in Lesotho).

Due to the burden of HIV/AIDS in the region, it is
imperative that SRH interventions targeting adoles-
cents incorporate a focus on HIV reduction. For this
reason, the adapted intervention will appoint equal
focus on the avoidance of HIV/STIs and unintended
pregnancy. While we recognise the importance of the
full range of contraceptive methods available - the
JACK programme encourages the use of condoms
alongside another contraceptive method - we focus
on condom use because it is the only method of
contraception that provides dual protection from
STIs and pregnancy. Our definition of ‘unprotected
sex’ for this project therefore refers to sex without
a condom (‘condomless’ sex). When we refer to ‘con-
traception’, this includes condoms and all other
methods of contraception, unless otherwise specified.

Project advisory groups (PAGs) and focus group
participants

We used a systematic and collaborative process to
assess SRH need and plan sociocultural adaptations
of the JACK intervention for use in South Africa
and Lesotho. We employed a participatory
approach, working with local stakeholders to obtain
contextually relevant information pertaining to the
study objectives. This involved the establishment of
separate adolescent, community, and expert project
advisory groups (PAGs) in each country to consult
on how best to: a) engage with the broader com-
munity for a successful project; b) address cultu-
rally-sensitive issues; and c) adapt, as needed, the
JACK educational pedagogies for local contexts.
Table 1 summarizes the demographic characteristics


http://www.qub.ac.uk/if-i-were-jack

GLOBAL HEALTH ACTION e 5

Table 1. Demographic characteristics of project advisory group members and focus group participants.

Project Advisory Group

Lesotho Age Gender
Range

Adolescent 13-17

Representatives

N =9 (5 female; 4

4 Youth NGO; 2 secondary school students; 3 community members

Geography

6 urban; 3 peri-

male) urban
Community 18+ N = 8 (4 female; 4 2 NGO; 2 health workers; 1 teacher; 1 principal; 1 caregiver; 1 community leader 6 urban; 1 peri-
male) urban; 1 rural
Expert 18+ N = 13 (8 female; 5 6 Ministry of Education and Training; 4 NGO; 2 Ministry of Health, 1 UNICEF; 13 urban
male)
South Age Gender Representatives Geography
Africa Range
Adolescent 13-17 N = 8 (5 female; 3 8 community members 8 peri-urban
male)
Community 18+ N =7 (5female; 2 2 social workers; 2 teachers; 2 caregivers; 1 community leader 7 peri-urban
male)
Expert 18+ N =8 (5 female; 3 5 Western Cape Education Department; 2 NGO; 1 Department of Health 13 urban
male)
Focus Group Participants
Lesotho Mean Gender Representatives Geography
Age
Adolescent 16.1 N = 28 (15 female; 18 secondary school students; 10 community members 24 urban; 4 peri-
13 male) urban
Adult 44.2 N = 12 (6 female, 6 3 caregivers; 2 councillors; 2 pastors, 2 teachers; 1 police officer; 1 village health 12 urban
male) worker; 1 community leader
South Mean Gender Representatives Geography
Africa Age

Adolescent 14.6 N = 27 (14 female;
13 male)
Adult 42.0

male)

27 secondary school students

27 peri-urban

N = 10 (8 female; 2 2 teachers; 2 caregivers; 2 nurses; 2 community leaders; 1 NGO; 1 social worker 10 peri-urban

of the PAGs and study participants. Across both
sites, we recruited a combined total of 53 PAG
members and 77 adolescent and adult focus group
participants. We employed convenience and snow-
ball sampling to recruit focus group participants
according to pre-specified inclusion criteria that
ensured a mix in terms of gender, age and occupa-
tion. The PAGs acted in an advisory capacity only.
While their opinions were considered during the IM
process, no data were collected from them and their
views are not reported in detail in any publication.

Ethical considerations

The study was approved by the Health Research
Ethics Committee of Stellenbosch University [N19/
07/081] and the Lesotho Ministry of Health Ethics
Committee [ID 215-2019]. Prior to enrolment in the
study, informed written consent was obtained from
all adult participants. All adolescent participants
provided informed written assent and informed
written consent was also provided by their care-
givers. In order to promote privacy, focus group
participants were reminded that they should only
share information that they were comfortable shar-
ing publically and asked to verbally agree to ’group
rules’ that everything said during the discussion
should be considered private. In order to maintain
confidentiality,  participants  were  assigned
a participant identification number and this number
was used for all information collected. No other

information that would disclose the participant’s
identity was included in transcripts. All focus group
participants received R160/M160 in vouchers as well
as travel expenses to and from the focus group
venue. The research team developed and adhered to
a data storage and management plan, which detailed
steps for ensuring data quality across researchers and
countries and was approved by both ethics
committees.

Data collection and analysis

We used a modified version of Bartholomew et al’s
[33] Intervention Mapping (IM) approach to frame
and inform the data collection and analysis processes.
Key components of the IM-informed adaptation pro-
cess is to conduct a needs assessment (Step 1) and
then compare and contrast the components and the-
ory of change from the original intervention with the
needs of the new target population (Step 2).
Divergences between the existing intervention and
the needs of the new population indicate what
changes need to be made to the original intervention
informing adaptation, implementation and evaluation
plans at Step 3. Figure 1 presents the modified ver-
sion of IM used in this study. We conducted Steps 1
and 2 separately in both countries.

Following initial consultations, and positive feed-
back from PAGs regarding the potential suitability of
adapted versions of the JACK intervention for use in
South Africa and Lesotho, we conducted a systematic
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STEP 1: Conduct Needs Assessment

a) Consult with adolescent, adult and expert
advisory groups

b) Conduct systematic review: determinants of
condom use among adolescents in Southern
Africa

c) Conduct focus groups adolescents (n=55)

d) Conduct focus groups adults (n=22)

e) Collate findings from systematic review and
focus groups

f) Develop logic model of the problem

STEP 2: Conduct Intervention Mapping Exercise

a) Specify changes to intervention goals

b) Specify changes to intervention
determinants, objectives, input and
activities and outcomes

c) Specify changes to underpinning theory and
delivery methods

d) Draft intervention theory of change model

e) Draft intervention adaptation, adoption,
implementation and evaluation plans

f)  Consult with advisory group members

STEP 3: Plans for adaptation, implementation

and evaluation

a) Collate feedback from advisory groups

b) Finalise intervention goals, objectives,
outcomes, and theory of change model

c) Finalise intervention adaptation plan

d) Finalise intervention implementation plan

e) Finalise intervention evaluation plan

Figure 1. Modified intervention Mapping process.

review of qualitative and quantitative literature on the
determinants of condom use among adolescents in
Southern Africa, and a series of focus group discus-
sions with the adolescent and adult participants. The
aim was to ensure that the adapted intervention
would be based on a thorough understanding of the
needs of the target population and current commu-
nity capacity to implement it (Figure 1, Step 1).

The findings of the systematic review, reported
elsewhere [38,39] provided information on pertinent
population and contextual issues that helped inform
the needs assessment process and also informed, in
collaboration with PAGs, the development of the
semi-structured interview schedule used to collect
primary data.

We collected primary data from 12 focus group
discussions (6 in each country), eight with 55 adoles-
cents and four with 22 adult participants. Participants
represented a convenience sample, recruited via
requests for volunteers from non-government orga-
nisations on our advisory groups. To help ensure the

credibility of the findings (47), the focus groups were
facilitated by experienced research assistants who
were provided with training to ensure they had ade-
quate knowledge of the subject. Facilitators were also
provided with extra training to help them address
common challenges (e.g. dealing with embarrass-
ment, ensuring privacy, encouraging the expression
of difficult opinions) experienced in conducting focus
groups on sensitive topics [40]. Further, the research-
ers resided in the communities where the study was
conducted, and were first language speakers of
Sesotho or isiXhosa, the predominant languages in
the two sites. The researchers implemented reflexive
journals [41] during fieldwork and had regular meet-
ings with the project manager during the process,
reflecting on experiences and preliminary findings.
Following best practice [35], the focus groups used
a flexible format to explore the factors that affect
adolescent sexual behaviour and researchers spent
time at the end of each session checking and con-
firming that the key messages they heard were accu-
rate. During the focus groups, the facilitators spent
2-3 hours with the groups, using the pre-designed
topic guides to ask about views on knowledge, atti-
tudes, issues around self-efficacy, intentions, percep-
tions of risk, and perceptions of social norms relating
to sex. They also explored the relevance of the Jack
intervention materials with the participants and eli-
cited suggestions on how to adapt them in the two
African study sites. While data saturation was not
a guiding feature of the research design, mainly
because of time and resource constraints, we are
confident that the rich data provided from 12 focus
groups, triangulated with systematic review findings
is adequate to support the potential transferability of
findings [35]. To help ensure dependability of the
findings [35], we prepared and adhered to a study
protocol containing a detailed description of the
methods and established an audit trail of the data
collection and analysis processes.

The focus group interview topic guides were devel-
oped in English by the local research teams, trans-
lated into Sesotho and isiXhosa, and pilot tested with
the PAGs. The focus group discussions were con-
ducted in the respective first languages of the parti-
cipants in both countries. All focus groups were video
recorded, transcribed verbatim in the language of the
interview, and translated from Sesotho and isiXhosa
into English.

Two authors (SR, AA) submitted the transcripts to
thematic analysis [42], coding the data to help iden-
tify patterns in the data and recurring themes and
meeting regularly to discuss and confirm coding
accuracy, thereby helping to ensure confirmability
of the findings [35]. The analysis process followed
Braun and Clarke’s [43] six steps. First, we famil-
iarised ourselves with the data by reading the



transcripts twice. Second, the transcripts were
imported into ATLAS.ti 8 [44] to conduct initial
coding. This involved coding sections of data using
open theoretical coding linked to our overall research
objectives of understanding the determinants of con-
dom use and perceived intervention needs of the
participants. Examples of the codes applied at this
stage are provided in Table 2. At step three we exam-
ined the codes to see if they fitted clearly into
a theme, for example, several codes related to how
boys and girls were treated differently and these were
combined into an initial theme of ‘gender inequal-
ities’. At step four we reviewed the initial themes in
relation to the overall data set and to see if they made
sense. We followed the guidance of Braun and Clarke
[43] in relation to asking questions about whether the
data fits the theme, if the themes overlap, if there are
sub-themes etc. For example, we considered the
theme ‘lack of diversion for adolescents’ in detail
and decided that there was enough data and differ-
ences for it to constitute a separate theme rather than
sub-theme of barriers to condom/contraceptive use.
Finally, before the sixth step of writing up the find-
ings, we followed Braun and Clarke’s instructions to
‘define the themes’ or describe what they meant ‘in
essence’. This involved, writing reflexive memos [41]
while reviewing and coding the transcripts to help
synthesise emerging themes across the research
domains and paid particular attention to interrogat-
ing the data to test underlying assumptions to update
the intervention’s theory of change model . In prac-
tice this reflexive writing about codes and categories
was a part of the entire analysis process, often invol-
ving reflection on what was happening in a particular
discussion or statement and comparing with other
similar or different discussions or statements. The
memos were often also used for the researchers to
reflect on and challenge their own interpretations of
the findings [41].

Transcripts from each country were analysed sepa-
rately and then combined in the final synthesis. Any
similarities and differences between the countries
were highlighted. Most of the resulting themes pre-
sented below are at the descriptive rather than
abstract level. We agreed the presentation of semantic
(rather than latent) level themes was in line with our
aim to identify the explicit expressed needs of parti-
cipants and would facilitate the synthesis of findings
across the different data sources.

As illustrated in Figure 1 (step 2), we used the
findings from the needs assessment to conduct an
IM exercise led by AA in consultation with the
wider team and PAGs. This process relied heavily
on data source triangulation (systematic review and
focus group findings). The synthesis process began
with a consideration of the findings from the needs
assessment (review and focus group findings) and
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consultation with PAGs, and a whole-team discussion
of these based on the questions below.

(1) Why do young people in South Africa and
Lesotho have unprotected/condomless sex
(what are the determinants of unpro-
tected sex)?

(2) Which of these determinants can we target
with the adapted intervention?

(3) What components of the JACK intervention
are acceptable for use with adolescents in
South Africa and Lesotho and which compo-
nents are not acceptable?

(4) Are additional components needed?

(5) What applications (activities) are acceptable
for use with adolescents in South Africa and
Lesotho and which components are not
acceptable?

(6) What additional applications (activities) are
needed?

(7) Are there any implications for adoption of the
programme among the new target population?

(8) Is the JACK implementation process feasible
in South Africa and Lesotho? If not, what
alternative implementation processes need to
be applied/tested?

(9) Is the JACK evaluation process feasible in
South Africa and Lesotho? If not, what alter-
native evaluation methods need to be applied/
tested?

The answers to these questions were used to update
the project’s original logic model of the problem;
developing matrices that specified changes to inter-
vention goals, objectives, outcomes, underpinning
theory and delivery methods; and producing a draft
‘theory of change model’ and draft adaptation, adop-
tion, implementation and evaluation plans. These
were finalized following consultation with advisory
group members.

Results
Step 1: needs assessment

Table 2 presents an overview of the themes and sub-
themes, with exemplary quotes, relating to the deter-
minants of condom use that emerged from focus
group discussions. Four overarching themes (unequal
gender norms, peer influences, access and barriers to
condoms and other contraception, and a lack of
diversions for adolescents), including five sub-
themes, related to the perceived determinants of con-
traceptive/condom use among adolescents in South
Africa and Lesotho. A fifth overarching theme related
to responses to the JACK intervention.

The first theme related to reports of unequal gen-
der norms that place sexual decision-making, sexual
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pleasure and condom use as male privileges and pre-
vent females from carrying and using condoms with-
out stigma. A sub-theme related to unequal gender
norms, transactional sex, also emerged as important,
with participants reporting that some females engage
in condomless sex with older males in order to ‘make
ends meet’ or receive money or material goods.

A second theme related to peer influences, in which
peer pressure, restrictive masculinities and misalign-
ment between perceived social norms and participant
attitudes were evident. Participants talked about
others, specifically other males, engaging in sex with-
out a condom, early sexual initiation or multiple
partnerships because it increased their sense of status.
Participants were also under the impression that most
people of their age were having sex. A sub-theme
relating to peer influences, substance use, highlighted
perceptions among both adolescents and adults that
unsupervised alcohol and drug use in local ‘taverns’
was a key determinant of unprotected/condomless
sex. Participants also reported that sexual assault
was common under the influence of alcohol and

A third theme access and barriers to condoms and
other contraception was composed of three sub-
themes: stigma in the community, adults talking
about sex is culturally taboo, and misconceptions
about condoms and other contraception. Central
were reports that SRH services were stigmatising of
adolescent sexuality and contraceptive use and not
‘youth friendly’, and adolescent fears about speaking
with adults, including professionals and caregivers,
about sex and contraception. Participants agreed
that adults speaking with young people about sex
was culturally taboo in both countries and such con-
versations were sometimes seen by adults as ‘per-
verted” or ‘sinful’. This was also evident among
teachers who felt uncomfortable teaching about
SRH and judgemental attitudes expressed by clinic
staff when young people sought contraception. While
adolescents reported knowing where to access contra-
ception, it appeared that the possible social repercus-
sions of doing so often acted as a barrier to using the
information. A third barrier related to negative views
about contraception. These included beliefs that

drugs.

Individual level Determinants
Adolescents

1.Lack of knowledge, skills, self-
efficacy:

- obtaining condoms;

- carrying condoms;

- using condoms;

- negotiating condom use;

- refusing sex
2. Negative attitudes about sex,
condoms and condom use
3. Beliefs about the consequences of
sex and condom use
4. Perceived norms/stigma about sex
and condom use
5. Low intentions to use condoms
6. Poverty

Short term Outcomes

Adolescent Behaviours
1. Boys and girls do not
consistently obtain, carry or
use condoms
2. Girls do not request to
use condoms
3. Early sexual initiation
4. Multiple partners
5. Alcohol/drugs
6. Non-consensual sex
7. Transactional sex
8. Not testing for
pregnancy, HIV/STls

Environmental level
Determinants

Structural Level
1. Gender inequality and restrictive
gender and cultural norms
2. Policy makers’ beliefs about
adolescent SRHR, sexual violence
and alcohol/drug abuse
Community & Organisational Level
3. SRH professionals’ skills, self-
efficacy and comfort communicating
about SRH and providing
contraception
4. Teachers’ skills, self-efficacy,
comfort and resources for SRH
education
5. Church leaders’ beliefs about
adolescent sex and condom use
Interpersonal level
6. Community members, peers and
sexual partners’ beliefs about sex,
condom use and consensual sex
7. Parents’ knowledge, skills, self-
efficacy & comfort communicating
with adolescents about sex and time
to provide adequate supervision

!

Health Outcomes

- Unintended early
pregnancy

- STls and HIV

- Unsafe abortion

- Maternal and child
morbidity and
mortality

Long term
Outcomes
(Quality of Life)

- School drop out
-Reduced job options
and earning power
- Medical & social
costs
- Stigma of early
pregnancy and
STI/HIV

Short term Outcomes

Environmental Influences
1. Abuse of girls sexual and
reproductive health and
rights

2. Lack of policy and
legislation for adolescent
SRHR, sexual violence,
abuse, alcohol and drug
abuse

3. Lack of youth friendly
SRH services

4. Lack of non-stigmatised
access to contraception

5. Lack of RSE in schools or
community

6. Adult community
members model
inappropriate behaviours
7. Low parent-child
communication about SRH
8. Low parental supervision

Figure 2.

Logic model of the problem.




contraception causes infertility and that condoms are
a ‘bad omen’ and reduce male pleasure.

A fourth theme relating to the determinants of
contraceptive use among adolescents related to
a lack of diversions for adolescents. Adults reported
there was nothing else exciting for young people to
do in their communities and that was part of the
reason why they engaged in substance misuse and
unprotected/condomless sex.

A fifth theme related to responses to the JACK
intervention. Overall, participants were overwhel-
mingly positive about the intervention materials,
mostly suggesting only minor modifications to make
the materials more culturally appropriate. Reflecting
the social taboo surrounding adult-child conversa-
tions about sex, a key concern among adolescent
participants was that they not be asked to engage in
the parent-child homework exercise with their par-
ents/caregivers. While they were supportive of an
educational component for parents, most said they
would not feel comfortable engaging with them on
the subject. Equally, both adolescent and adult parti-
cipants felt that the intervention should be delivered
by ‘older peers’ rather than teachers and while there
were mixed views about whether the intervention
should be delivered in schools or community settings,
there was agreement that both would likely be opti-
mal. Participants in Lesotho indicated that it was
likely that there would be some resistance to the
programme by parents/caregivers. They suggested
that framing the intervention as ‘sexual and repro-
ductive health’ related rather than ‘relationships and
sexuality’ focused would help increase acceptability.

These findings were triangulated with results from
the systematic review (reported in full elsewhere)
[38,39]. In summary, the review synthesis supported
findings from the focus groups and also highlighted
a number of environmental-level barriers and facil-
itators not mentioned by focus group participants.
Key themes presented in the review included: perva-
sive unequal gendered norms; social norms reflecting
negative constructions of adolescent sexuality and
contemporary family planning; economic, political
and community level barriers including lack of policy
support for condom use, poverty, and lack of youth
friendly SRH services and comprehensive sex educa-
tion; adverse interpersonal influences involving sex-
ual partners, peers and parents/caregivers; and
negative attitudes and beliefs about condoms and
condom use among adolescents.

Findings from the needs assessment were used to
develop the ‘logic model of the problem’ illustrated in
Figure 2. This model illustrates the adolescent (indi-
vidual) and environmental level determinants of con-
traception and condom use that emerged from the
needs assessment and the reported and theorised
negative individual behaviours and environmental
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influences that result. Individual behaviours and
environmental influences are recognised as mutually
influential and can lead to negative short/medium
term outcomes including unintended pregnancy and
HIV/STIs and longer-term quality of life impacts
including school-drop out, reduced job options and
earning power.

Steps 2 & 3: intervention mapping exercise and
adaptation plan

The needs assessment findings and ‘logic model of
the problem’ presented in Figure 2, informed devel-
opment of the intervention adaptation plan. In order
to populate the adaptation plan, the needs assessment
findings were considered in relation to their implica-
tions for adapting the original intervention goals;
targeted individual and environmental level determi-
nants; intervention inputs, activities and outputs;
proposed behavioural outcomes, theoretical founda-
tions and delivery methods and detailed adaption
activities were noted and applied. While most of the
adaptations involved minor adjustments to the inter-
vention materials to optimise cultural appropriate-
ness, the needs assessment indicated a number of
findings that highlighted key differences between the
new and original populations and contexts.
Specifically, these related to the apparent magnitude
of influence on adolescent condom use of unequal
gender norms and gendered power relations relating
to SRH; negative peer influences promoting restric-
tive masculinities and substance use; adolescent mis-
conceptions about condoms; and a number of
environmental-level influences that acted as barriers
to condom use including cultural taboo surrounding
adult-child conversations about SRH with caregivers,
teachers and health professionals. Evident also were
key environmental-level influences including a lack of
policy and legislation protecting and promoting ado-
lescent SRH, a lack of youth friendly SRH services,
a lack of comprehensive SRH education in schools,
and the influence of poverty on young women’s
engagement in transactional sexual relationships
with older men. The adaptations that result from
these findings are summarised in Table 3.

The final stage in the IM process resulted in an
emerging ‘theory of change model” (see Figure 3) illus-
trating the adapted intervention theory of change as
well as plans for evaluation of the intervention.
Findings from the needs assessment plus feedback
from the PAGs indicated that a revised version of
JACK would be acceptable in both Lesotho and South
Africa. However, we also heard concerns about the
acceptability of the intervention to parents in Lesotho
and there were mixed views about whether it was most
appropriate to deliver the intervention in schools and/
or community settings. As a result, the decision was
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Figure 3. Emerging theory of change model.

made to include both an intervention optimisation
phase and feasibility trial in both school and commu-
nity settings in both countries. The study will include
an optimisation phase during which intervention mate-
rials, including versions of the interactive video drama
for each country, will be developed and piloted with
adolescents and caregivers in schools and community
settings. This will be followed by feasibility randomised
trials in both countries.

Discussion

Evidence-based SRH interventions that engage ado-
lescent boys as well as girls can help transform
unequal gender norms that underlie high rates of
HIV/AIDS and unintended pregnancy in LMICs.
Although high-fidelity implementation of existing
interventions is one of the most promising avenues
for impact [26], social and cultural differences
between countries and populations mean that suc-
cessful programmes often need to be adapted before
being used in new settings. Identifying appropriate
adaptations requires rigourous formative work prior
to evaluating scaled-up interventions. While adapta-
tion necessarily requires investment of time and
resources, it is increasingly recognised that, in the
longer term, this may be more efficient and ethical
because it will help increase acceptability of the inter-
vention and avoid potential implementation failure
because intervention materials and/or delivery meth-
ods do not fit the new sociocultural setting [27,45].

Using an adapted version of Bartholemew et al’s
[33] IM to structure the process, local stakeholders
worked with us to interpret the findings of a needs
assessment based on a systematic review of the litera-
ture and primary research with adolescents and
adults in South Africa and Lesotho. This enabled us
to target the SRH intervention to fit the needs of the
two study populations and clarified contextually rele-
vant determinants of sexual risk-taking. Within
a relatively short time period of eight months, this
formative work helped us to produce detailed plans
for adaptation of JACK into new culturally bespoke
interventions as well as locally-developed theory of
change models, evaluation and implementation plans.
These clarified: how JACK should be changed for use
with the new populations; which individual- and
environmental-level determinants to target; and
actions for facilitating successful adoption, evaluation
and implementation in the new settings. These plans
will directly inform intervention optimisation and
feasibility testing during the next stages of the project.

Important differences between the UK and new
contexts were revealed. Key findings included insight
into the magnitude and influence of pervasive
unequal gender norms in southern Africa as central
barriers to condom use among adolescents. Reflecting
findings by others [46,47], this suggests that GT-
focused SRH interventions are much needed in this
context. The needs assessment indicated an acute
awareness of the misalignment between participant
attitudes in relation to gender equality (i.e. that exist-
ing gender socialisation and gendered power relations



unfairly favour males) and the realities of gender
inequalities in SRH as experienced by adolescents
(i.e. that unequal gender norms continue to restrict
both males and females). There was also strong agree-
ment that gendered stigma related to adolescent sex-
ual behaviour and contraceptive use as well as
gendered power dynamics in transactional relation-
ships need to be urgently addressed in both countries.
This suggests that while the original intervention
theory of change was relevant for this new population
and context, there was a need to consider more
closely how the intervention might help young people
challenge stigma and obtain equality in sexual deci-
sion-making, even in transactional relationships.
Central to this is consideration of theories of power
and stigma [48-50] and the literature on how gender
attitudes are shaped in early adolescence [22,51]
when adapting intervention activities for these new
contexts.

The findings also suggest that other social influ-
ences, including peer norms, substance use norms,
and taboo associated with adult-child conversations
are key determinants of contraceptive use in southern
Africa. Again these support previous research
[46,47,52,53] and indicate that while the original
intervention theory of change and intervention mate-
rials are appropriate for use in these contexts, adapta-
tions to intervention materials will need to
specifically address local peer norms and safe sexual
behaviour in the context of substance use, and
employ the recommended peer facilitators to deliver
the intervention. Equally adaptations need to be cog-
nisant of the need to engage parents/caregivers and
educators while also being sensitive to the existence
of cultural norms that might act as barriers. The
continued involvement of parent/caregiver and edu-
cator stakeholders during the intervention develop-
ment and optimisation stage will be central to
this [54].

The findings also revealed important differences
between the two African countries, not least of all
the desire of participants in both countries for pro-
gramme components, including the interactive video
drama, to present characters in recognisable locations
in their own countries speaking their own language
and referring to accurate country-specific services
and issues. Another key difference between the coun-
tries was the proposed implementation of the inter-
vention in schools only in South Africa but in schools
and community groups in Lesotho. Further, while
participants in South Africa felt that parents/care-
givers would simply not engage with the intervention,
participants in Lesotho warned us to expect some
backlash from parents/caregivers, whom they antici-
pated would feel strongly about the inappropriateness
of teaching adolescents about sexuality. These find-
ings highlight the value of taking the time to
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systematically identify and modify key intervention
components and implementation processes to fit new
contexts [27,28].

Strengths and limitations

The strengths of this study lie in its use of
a systematic process, involving key local stakeholders
and a multidisciplinary international team, to con-
duct a needs assessment that provided contextually
rich data for informing the adaptation of an evi-
dence-based intervention. Equally, the study
employed robust, rigourous methods to help ensure
trustworthiness and transferability of findings. While
the primary data emerged from a relatively small
sample of focus group participants, thereby limiting
external validity, we believe that the triangulation of
findings across data sources including a systematic
review of literature relating to condom use among
adolescents in southern Africa, alongside transparent
reporting of methods used increase the value of the
findings to other researchers and their relevance and
transferability to other countries in southern Africa.

Conclusion

This study used a systematic process to co-design
culturally appropriate adaptations of an evidence-
based gender transformative SRH intervention for
adolescents in South Africa and Lesotho. It addresses
evidence gaps relating to a lack of robustly evaluated
GT sexual and reproductive health interventions for
adolescents and reports a replicable adaptation pro-
cess guided by a systematic framework. The IM
approach provided a systematic framework for inter-
vention adaptation and helped encourage meaningful
participation of stakeholders. The process was facili-
tated by the combined skills and knowledge of an
international multidisciplinary planning and develop-
ment team comprising academics and practitioners,
as well as end-users. It provides the foundations for
future research to develop and evaluate a GT inter-
vention with the aim of reducing the rate of HIV and
unintended pregnancy among adolescents in south-
ern Africa.
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