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Abstract

Background Comprehensive sexuality education (CSE) is critical in addressing negative sexual and reproductive
health (SRH) outcomes among adolescents. Yet in many low- and middle-income countries (LMICs) including Zambia,
little is known about the impact, realities of CSE implementation, the quality of teaching and the comprehensiveness
of the content covered.

Methods Our approach was informed by a process evaluation incorporating recommendations by the European
Expert Group guidance on evaluating sexuality education programmes and the Medical Research Council (MRC)
guidelines on process evaluation. The development process and quality of CSE implementation were assessed using
eight and six quality criteria respectively. In-depth interviews (IDls), focus group discussions (FGDs), document analysis
and classroom observation were employed to assess contextual factors, implementation process and mechanisms

of impact of CSE. In-depth interviews (50) and focus group discussions (2) with seven pupils in each group were con-
ducted among 64 purposefully selected participants. The sample comprised pupils (35), parents (4) and teachers (17)
from nine secondary schools (four peri-urban, four urban and one rural), policymakers (4), and religious leaders (4). We
employed deductive content analysis to analyse the data.

Results Contextual factors that influenced the implementation of CSE included: (1) piecemeal funding for the CSE
programme; (2) lack of monitoring programmes in schools; (3) lack of community engagement; (4) religious and
socio-cultural barriers; (5) lack of skills and competency to teach CSE; and (6) insufficient time allocation for CSE. The
assessment of the quality of the development of CSE revealed: (1) a lack of sexual diversity; (2) no meaningful partici-
pation of pupils in programme implementation; (3) a lack of stakeholder engagement during programme implemen-
tation; (4) lack of gender sensitivity; and (5) lack of human rights approach. Assessment of the quality of the imple-
mentation of CSE revealed: (1) no evidence of skill-based CSE teaching; (2) no linkage between CSE and SRH services
in the communities; and (3) a lack of incorporation of multiple delivery methods during CSE teaching. The mecha-
nisms of impact of CSE were related to the acceptability and positive changes in pupils’ SRH practices.
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implementation.

Conclusion The complex influences of contextual factors during CSE implementation highlight the need for con-
textual analysis during the interventional design. Co-creation of the CSE programme through stakeholder participa-
tion could reduce social opposition and enable a culturally sensitive CSE. Comprehensive teacher training, a guiding
curriculum as well as setting of appropriate monitoring tools and indicators are likely to enhance the quality of CSE

Keywords Adolescents, Process evaluation, School, Comprehensive sexuality education, Zambia

Background
School-based comprehensive sexuality education (CSE)
can enable adolescents to realise their sexual and repro-
ductive health (SRH) [1-5]. SRH entails physical and
emotional well-being which incorporates the ability
to be free from unwanted pregnancy, unsafe abortion,
sexually transmitted infections (STIs) including human
immunodeficiency virus (HIV) and all forms of sexual
violence and coercion [6]. This is enshrined in the goals
set at the 1994 International Conference on Popula-
tion and Development programme which highlighted
the role of governments in promoting adolescents’” SRH
through delivering school-based sexuality education [7,
8], and the Agenda 2030 on enhancing universal health
coverage for all [9-11]. Adolescents represent a grow-
ing number of people living with HIV globally. Estimates
indicate that in 2019, about 2.4 million adolescents aged
between 10 and 19 were living with HIV, with about
170,000 (53,000-340,000) infected with HIV in 2019 [12].
The high prevalence of HIV among adolescents is com-
pounded by vulnerabilities in the socio-ecological envi-
ronment in which adolescents live and grow [13, 14]. The
transition from adolescence to adulthood is marked by
physical, emotional, cognitive and psychological changes
which increase adolescents’ vulnerabilities to risky sexual
behaviours such as multiple sexual partners [15-17].

Comprehensive sexuality education is an “age-appro-
priate, culturally relevant approach to teaching about
sexuality and relationships by providing scientifically,
accurate, realistic and non-judgement information” [18].
Comprehensive sexuality education incorporates cogni-
tive, emotional, physical and social aspects of sexuality
and emphasises acquiring life skills to enable adolescents
to make informed sexual health decisions [8]. Several
benefits have been associated with CSE implementation,
such as delayed onset of sexual activity and reduction of
risky sexual behaviours such as unwanted pregnancies
and multiple sexual partners [19]. Comprehensive sexu-
ality education can also enable adolescents to acquire
necessary information and skills regarding their bodies’
function and can demystify wrong sexual and cultural
notions [9, 20].

However, in many settings, implementing CSE in
schools has been patchy and has faced social and religious

opposition from stakeholders such as parents, religious
leaders, and other civil society organisations [21, 1]. Cha-
vula et al. [9], report that deep-seated discomfort about
adolescent sexuality persists among stakeholders because
of social, cultural, religious and structural factors. These
socio-cultural barriers are reinforced by laws and policies
that regard activities such as condom promotion among
adolescents as being contrary to local social norms
[22]. As such, CSE teaching mainly takes the abstinence
approach with a weak focus on gender and human rights,
with topics such as homosexuality and abortion invari-
ably excluded [23]. Furthermore, restrictive cultural and
policy environments hinder adolescents’ access to much-
needed SRH services [9, 24].

To support effective CSE implementation, assessment
of contextual factors and quality of implementation is
crucial [8, 25, 26]. Multiple studies have stressed the
need for effective evaluation of CSE to cultivate robust
programme outputs [25, 27-30]. Process evaluation has
been employed in many interventions to assess the con-
textual factors and causal pathways [31, 32, 30]. This is
especially critical for complex interventions such as CSE
that consist of different components and dynamic inter-
actions in the socio-cultural context [33, 34]. The MRC
guidelines provide a framework for addressing contex-
tual factors influencing CSE implementation during the
development and implementation of CSE [25, 30]. These
guidelines highlight the relationships among the con-
text, implementation, and mechanisms of change and
how these enhance the quality and effectiveness of sexual
health interventions [8, 27]. The European Expert Group
guidance on the evaluation of holistic sexuality education
has been used to assess the quality of implementation
and developing process of CSE [30]. It provides appro-
priate indicators for assessing the quality of the develop-
ment and implementation process of CSE through eight
and six assessment criteria respectively [35]. However,
despite many low and middle-income countries (LMICs)
having implemented CSE curricula, gaps still exist in CSE
programme implementation and evaluation [1].

Zambia is one of the countries with the highest prev-
alence of HIV in the world [36], with a reported HIV
national prevalence of 11% among adolescents and adults
aged 15 years and above. This has a huge bearing on the
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socio-economic development of the country because
adolescents constitute 24% of the total population of
Zambia [37]. To reduce adolescent risky sexual behav-
iours such as early marriages, unintended pregnancies,
unsafe abortions, and gender-based violence, the govern-
ment introduced policies such as the Education Act of
2011, the Adolescent Health Strategic Plan [9], and the
2017 test-and-treat-all policy or “90-90-90 strategy” [38].
Further, to scale up access to SRH and knowledge among
school-going adolescents, the Reproductive Health Act
was replaced by a new CSE framework (2014) which
includes themes such as gender, relations, information on
contraceptives, attitudes, and values [39, 40]. The 2014
CSE framework is centred on supporting adolescents in
delaying their sexual debut, reducing sexual partners and
unplanned pregnancies and increasing safer sexual prac-
tices [3]. As such, it was integrated into carrier subjects
in all schools in 2014 and targets children and adoles-
cents from grades 5 to 12 [9, 39].

Despite these policy gains, the content of the new CSE
framework remains contested due to fears relating to dis-
rupting social and cultural norms, and teachers tend to
alter the CSE lessons and hold back content perceived to
be problematic and in conflict with local norms [3, 41].
In the development and implementation process of the
CSE framework, key stakeholders such as religious lead-
ers, civic leaders, parents, and youths were left out [39].
Additionally, adolescents have limited access to CSE, and
the implementation process has been patchy [42]. Esti-
mates indicate that from 2017 to 2018, a total of 28,669
girls became pregnant and only 49% of these pregnant
primary school girls returned to school in 2019 [43].
Studies on CSE in Zambia have mainly focussed on bar-
riers and facilitators to the implementation of CSE [40,
44]. However, little is known about the impact, realities
of CSE implementation, the quality of teaching and the
comprehensiveness of the content covered [3, 1, 9]. We
conducted this process evaluation to assess the develop-
ment process of CSE, the quality of the implementation,
the mechanisms of change and contextual factors influ-
encing CSE implementation.

Methods

Study sites

The study was conducted in nine purposefully selected
public secondary schools in Kitwe district of the Cop-
perbelt province, Zambia. The province has a popula-
tion of 2,669,635 as of 2020 [45], and the third-highest
HIV prevalence nationally of 14.2% [46]. Kitwe district
has a population of 762,950 as of 2022 and has many
socio-economic activities, including mining, farming,
and small business enterprises [47]. Social and structural
vulnerabilities exist in the district and contribute to the
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increase in HIV acquisition and act as barriers to access-
ing SRH services among key populations such as ado-
lescent girls and young women (AGYW) [48]. Legal and
restrictive cultural contexts in the district contribute to
stigma and discrimination against adolescents’ access to
SRH services [49]. Kitwe district has 16 public secondary
schools and 17 private secondary schools. The schools
were selected to include different geographic areas (four
urban, four peri-urban, and one rural) and all had experi-
ence of implementing the CSE programme. All selected
schools permitted us to conduct the study.

Sampling and target population

We employed criterion-i purposeful sampling to select
participants comprising 35 grade 12 pupils aged between
16 and 20 years, 17 teachers, 4 parents, 4 policymakers,
and 4 religious leaders. Teachers and pupils were selected
from the nine secondary schools that had implemented
the CSE programme. According to Palinkas et al. [50],
criterion sampling is a type of purposeful sampling where
information-rich participants who meet predetermined
criterion are selected. As such, we purposefully selected
participants to include key informants with diverse
views and experiences about CSE, with grade 12 teach-
ers selected across different subjects, grade 12 pupils
selected across different classes who were members of
school-based sexual health clubs, and parents and reli-
gious leaders who were part of the parent-teacher asso-
ciations in different schools.

Inclusion and exclusion criteria
We included grade 12 pupils who had been learning CSE
from grade eight to twelve. In addition, we included poli-
cymakers and teachers who were involved in the imple-
mentation process of CSE. Grade eight to eleven pupils
were excluded from the study.

Study design

We employed a process evaluation that incorporated rec-
ommendations by the MRC on process evaluation [25]
and the European expert group guidance on the evalua-
tion of holistic sexuality education programmes [35]. The
MRC provided guidelines for assessing contextual fac-
tors, implementation processes (fidelity, dose, each) and
mechanisms of impact [25]. As such, we developed the
interview guides using MRC constructs. The European
Expert Group guidance on the evaluation of sexuality
education assesses the quality of the development and
implementation process of CSE and highlights appro-
priate indicators and methods for evaluating any sexual
health intervention [35]. This is a eight and six-criteria
assessment of the quality of the development and imple-
mentation processes respectively. Key indicators of the
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European Expert Group guidance on the evaluation of
sexuality education programmes include: age-appropri-
ateness; gender sensitivity of sexuality education; pupil
involvement; sexuality education training and skills;
and interactive teaching. Naturalistic inquiry through
in-depth interviews (IDIs) and focus group discussions
(FGDs) enabled a thick description of teachers, policy-
makers, pupils, parents, and religious leaders’ experi-
ences of the CSE programme in their natural settings.

Data collection

We employed a validated quality criteria assessment
developed by the European Expert Group Consensus
agreement to assess the quality of the development and
implementation process of the CSE programme [30, 35].
Data on contextual factors and implementation process
(fidelity, dose, each) were obtained through IDIs and
FGDs. Classroom observation was done at nine second-
ary schools. Furthermore, we conducted a document
analysis of the Zambian CSE framework and teacher
manual. Using the MRC framework, we assessed fidelity
(whether CSE lessons were being delivered as per the cur-
riculum and international guidelines), reach (how many
pupils attended CSE lessons) and dose (whether CSE les-
sons were delivered in the planned time duration).

Quality of the CSE development process

We assessed the quality of the development process of
CSE using the eight-criteria assessment, which included:
‘a positive approach to sexuality, ‘age appropriateness,
‘gender sensitivity, ‘comprehensiveness, ‘pupil involve-
ment, ‘cultural and socially responsive, human rights
approach; and the ‘quality of the educator manual’ This
criteria assessment was led by the main author and was
verified by all members of the research team.

Quality of CSE implementation

The six-criteria assessment included: ‘CSE educator
training, ‘completeness of the CSE curriculum;, ‘use of
multiple methods, ‘obligatory programme; ‘linkages with
sexual and wellbeing services, and ‘ensuring a convenient
group atmosphere for adolescents to express themselves
freely’ The responses to these criteria were a three-point
Likert scale where ‘0" indicated that the criteria were not
addressed, + indicated partially addressed criteria and
+ +indicated a fully addressed criterion [30, 35].

Contextual factors, implementation process

and mechanisms of impact

The IDI and FGD guides were developed using the MRC
constructs and assessed contextual factors, implementa-
tion process and mechanisms of impact of CSE [25]. Fifty
(50) IDIs were carried out and included 4 parents, 17
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teachers, 4 policymakers, 21 pupils, and 4 religious lead-
ers (see Table 1). Additionally, 14 pupils participated in
two FGDs, each group had seven pupils. One FGD group
was mixed-sex and the other group was same-sex (girls
only). FGDs among pupils were carried out to leverage
the synergistic effect of group discussions, direct personal
interactions and ways in which individuals are influenced
by others in a group situation. We adapted the IDI and
FGD guides that were used in the Kemigisha et al. stud-
ies [8, 30]. Data collection lasted 4 months, from January
to April 2023. We engaged research assistants trained
in qualitative research who were familiar with the local
language (Bemba). Interviews and FGDs were held in
secluded places away from the administration blocks but
within the school premises to ensure privacy and confi-
dentiality. Before starting the interviews, permission was
obtained from the participants to record the interviews.
Data collection continued until theoretical saturation
was achieved,this was when no new insights emerged
from the IDIs and FGDs. The IDIs lasted between 40 and
50 min, and the FGDs for 60 min.

Document review

We further conducted a document review of the Zam-
bian sexuality education framework and CSE teacher’s
guide to assess whether it conformed to the CSE inter-
national guidelines. Additionally, a document analysis
assessed the content of the Zambian CSE framework and
the training records for teachers in all nine schools. We
used the UNESCO international guidelines on sexuality
education to assess age appropriateness and the quality of
the education manual [51].

Classroom observation

We conducted a total of nine classroom observations
within three weeks at nine secondary schools to triangu-
late findings from IDIs and FGDs. The observation was
done without interrupting the lessons. A standard form
was used to record what was happening in the classroom.
Classroom observation was particularly done to iden-
tify aspects of CSE that teachers emphasised, time allo-
cated to teaching CSE, pupils’ participation and whether

Table 1 Number of IDIs and FGDs for different stakeholders

Stakeholders Number of In-depth Number
interviews of FGDs
Pupils 21 2
Teachers 17 0
Parents 4 0
Religious leaders 4 0
Policymakers 4 0
Total 50 2
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multiple methods were implemented during the lessons.
Data from observations were coded thematically.

Process evaluation research questions

The process evaluation research questions were guided
by recommendations by MRC guidelines on process eval-
uation. The questions were centred on CSE programme
development, context, implementation of CSE and mech-
anisms of impact (Table 2).

Data analysis
Data from the quality assessments of the development
and implementation process of CSE were summarised.
We employed validated scoring criteria developed by
Evaluation of Holistic Sexuality Education (HSE): A
European Expert Group Consensus Agreement (2016)
[35]. The scoring criteria was a three-point likert scale
where “0” indicated the criterion not addressed,+ for
partially addressed and ++for fully addressed. As such,
a total of eight criteria were considered for quality assess-
ment for CSE development and included: having a posi-
tive approach to sexuality, age appropriateness, gender
sensitivity and so on (Table 4). Additionally, a total of six
criteria were considered for the quality of implementa-
tion and included: educator training, completeness of
curriculum, use of multiple methods and so on (Table 5).
Observation data were coded thematically. We further
listened to audio recordings from the IDIs and FGDs,
after which we transcribed them verbatim in the English
language. A language translator was engaged to trans-
late Bemba transcripts into English and back-translated
them into Bemba to enhance translation accuracy. We
reread the participant manuscripts to note any simi-
larities between and within the participants’ accounts.
We employed deductive content analysis using prede-
termined constructs from the MRC framework which
included: contextual factors; implementation process
(fidelity, dose, reach) and mechanisms of impact. The
themes and subthemes were then generated manually.

Table 2 Process evaluation research questions. Adapted from [30]
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We employed five steps of deductive content analysis rec-
ommended by Bingham [52] as follows:

i. Organising data
ii. Sorting data into relevant topical categories
ili. Open/initial coding
iv. Identifying patterns, themes, and findings
v. Applying theory and explaining findings

Ethical considerations

Approval for the study was granted by the Tropical Dis-
eases Research Centre in Ndola, Zambia (IRB Registra-
tion Number: 00002911 & FWA Number: 00003729) and
permission was granted by the National Health Research
Authority Zambia (Ref No: NHRA000001/01/06/2022)
and the Biomedical Research Committee of the Univer-
sity of KwaZulu-Natal in Durban, South Africa approved
the study (Approval number: BRE/00004141/2022). Writ-
ten informed consent was obtained from all participants
before data collection. We followed the standard proce-
dures of informed consent and ethical research conduct,
which included anonymity and confidentiality. Before the
actual data collection, letters of support were obtained
from the District Education Office and all the participat-
ing schools. For adolescents under the age of 18 years, we
obtained assent from their parents and guardians to par-
ticipate in the study. Participants were informed about
the purpose, benefits, and possible harms of the study.
We anonymised all data records and ensured privacy and
confidentiality.

Trustworthiness and rigour of the study

We employed Guba and Lincoln’s criteria of cred-
ibility, dependability, transferability, and confirmability
to enhance the study’s trustworthiness [53]. Credibility
in our study was ensured through prolonged engagement
with all the participants. We spent four months under-
standing the natural settings of participants. This helped

Process evaluation domain Research Question

Document Qualitative

Analysis  data
Programme development Did the intervention align with internationally recognized quality criteria for sex X
education?
Context What were the contextual factors that may have affected the intervention implemen-  x X
tation and outcomes?
Implementation of the intervention Did the implementation align with internationally recognised quality criteria for sex X X
education?
Mechanisms of impact What were participant responses to and interactions with the intervention? X
To what extent was the intervention accepted by stakeholders? (Pupils, teachers, X X

parents)
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in building trust and rapport with participants and explor-
ing their experiences of the CSE programme. Through
peer debriefing, we had our field notes validated and cri-
tiqued by research assistants who had degree qualifica-
tions in demography and social work and had experience
in qualitative data analysis and collection. Multiple meth-
ods of data sources such as document analysis, participant
observation, IDIs and FGDs were employed to enhance
the credibility of the findings [54]. Thick description was
enhanced through robust data collection until the satu-
ration point. Participant recruitment in the study con-
tinued until data saturation was reached, this increased
the scope, adequacy, and appropriateness of the data. We
engaged independent qualitative researchers to validate
our interview and focus group transcripts. The independ-
ent researchers were public health experts who specialised
in qualitative research audits. This was key in ensuring
the dependability of our data. Additionally, we engaged
an independent qualitative research expert to conduct an
audit trail of the whole research process, from data col-
lection to transcription and analysis which was critical to
enhancing the confirmability of our study findings.

Results

Sixty-four subjects (64) participated in interviews and
focus groups (Table 3). This included 35 pupils (19 boys,
16 girls) mean age (SD) 17.5 (0.95) and 17 teachers (11
females, 6 males) mean age (SD) 38.8 (7.3) across nine
schools, four parents (two females, two males), four poli-
cymakers (two females, two males) and four religious
leaders (two females, two males).

Table 3 Participant characteristics

Study Sample Characteristic Number of
participants
(n(%))
IDls
Pupils (n=35) Female 19 (54.3)
Male 16 (45.7)
Mean age (SD) 17.5(0.95)
Teachers (n=17) Female 11(64.7)
Male 6 (35.3)
Mean age (SD) 388(7.3)
School (n=9) Peri-urban 4 (444)
Urban 4(44.4)
Rural 1(011.1)
Parents (n=4) Female 2 (50.0)
Male 2(50,0)
Policymakers (n=4) Male 2 (50.0)
Female 2(50.0)
Religious leaders (n=4) Male 2 (50.0)
Female 2(50.0)
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Assessment of the development and implementation
quality of the CSE programme

Here, we present results on the assessment of the devel-
opment and implementation quality criteria using
recommendations by the European Expert Group Con-
sensus Agreement on the evaluation of holistic sexuality
education programmes.

Assessment of the development quality criteria
Assessment of the quality of the development process
of CSE revealed that four out of eight were partially
addressed, and these included a positive approach to sex-
uality, gender sensitivity, comprehensiveness, and human
rights approach. Two were not addressed and included
pupil involvement and cultural and social responsiveness.
Only two were fully addressed and included age appro-
priateness and quality educator manual (Table 4).

Assessment of implementation quality criteria
Assessment of the quality of implementation of CSE
revealed that only one out of the six quality criteria of
the implementation of CSE were fully addressed, which
included obligatory programmes. Four of the crite-
ria were partially addressed and one criterion was not
addressed at all and included linkage with relevant SRH
services (Table 5). The document analysis showed that
the obligatory programme was fully addressed because
the CSE programme was obligatory for all the pupils in
the nine schools. In-depth interviews and document
analysis showed a lack of extensive training in CSE
among teachers and a lack of materials and support for
teachers which compromised the fidelity of the pro-
gramme. Also, there was insufficient time allocation for
CSE at the school level. Most teachers only allocated
3—5 min to teaching CSE which affected the dose and
depth of CSE lessons. Furthermore, document analysis
revealed that the CSE programme was not linked to any
existing SRH services in the community.

Implementation of the CSE programme

Through IDIs, FGDs, document analysis, and classroom
observation, we assessed contextual factors, implemen-
tation process (fidelity, dose, reach) and the mecha-
nisms of impact using the MRC guidelines on process
evaluation.

Contextual factors

Religious and socio-cultural barriers

Implementation of CSE faced social opposition from
stakeholders such as religious leaders and some teachers
because of perceived conflict with religious and cultural
norms. The restrictive cultural context on acceptance of
some topics on sexual behaviour and diversity influenced
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Table 4 Quality criteria of the development process of the CSE programme in Kitwe district. Ketting et al. [35]

Quality criteria

Evidence

Quality assessment category: 0=not
addressed, +=partly addressed, ++=fully
addressed

Positive approach to sexuality

Age appropriateness

Gender sensitivity

Comprehensiveness

Pupil involvement

Human rights approach

Cultural and socially responsive

Quality educator manual

Document analysis showed that the CSE framework had a positive
approach in terms of tone, illustrations, and examples of positive
sexuality such as acceptance of homosexuality, but the implementa-
tion lacked all these elements.

Document analysis showed that the CSE framework had increased
thematic depth with increasing age from grade 5 to grade 12.

Classroom observation showed that the CSE lesson delivery lacked
gender sensitivity and appropriate vocabulary when referring
to sexual identities.

Document analysis and classroom observation showed that insuf-
ficient detail of the CSE topics was covered

Classroom observation and document analysis showed
that no mechanisms were in place for the meaningful participation
of pupils in programme development and implementation.

Document analysis showed that the programme included social
values with an emphasis on children’s rights but did not include
discrimination due to sexual diversity.

Interviews showed no evidence of the formation of community
boards to advise on the content of CSE and no stakeholder engage-
ment during the planning and implementation phases.

Document analysis showed that the CSE training manuals had
learning outcomes and described content and delivery modes
adequately

+

++

++

Table 5 Quality assessment of CSE implementation in Kitwe district. Ketting et al. [35],

Quality criteria

Evidence

Quality assessment category: 0=not
addressed, +=partly addressed, ++=fully
addressed

Educator training/skills

Training records indicated that most teachers
had not received training in CSE except guidance
teachers.

Completeness in curriculum delivery Qualitative data showed insufficient time alloca-

Multiple methods used

Obligatory program

tion since CSE was integrated into other carrier
subjects and teachers could allocate only five
minutes which showed a lack of in-depth delivery
of CSE in most schools.

Data from in-depth interviews and document
analysis showed that few teachers incorporated
multiple methods and CSE activities lacked activi-
ties to enhance skills and values among pupils.

Document analysis showed that school teach-
ers mobilised all the pupils within target classes
for the program and attendance lists showed
regular participation.

Ensuring a convenient group atmosphere for ado-  Document analysis, IDIs and FGDs showed
lescents to express themselves freely that only two out of nine schools had youth-

friendly corners and pupils had the opportunity
to express themselves on issues of sexuality.
However, during the CSE, most pupils did not par-
ticipate due to limited time.

Linkages with relevant sexual and well-being Interviews and document analysis showed

services

that the CSE programme was not linked to any
SRH services in the community health facilities.

+

++
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the implementation of CSE in that most teachers held
back or skipped culturally sensitive topics. IDIs and
FGDs revealed that teachers had difficulty in reconciling
personal religious and cultural beliefs and some of the
content of the CSE.

My religious and cultural beliefs do not permit me
to teach such things [sex before marriage and using
contraception] to adolescents. As a Christian, sex is
meant for people who are married only, so I find it
very difficult to teach (Teacher, Female 35yrs, IDI,
School 6).

I normally choose what to teach and I skip content
that conflicts with my religious beliefs. I know we
are required to teach everything, but my conscious
cannot allow me to teach things that are against my
religious beliefs (Teacher, Female, 36, IDI, School 7).

Additionally, some pupils expressed concern that some
teachers were too shy to teach CSE, especially on cultur-
ally sensitive topics.

Some teachers do not teach CSE because they say
that those things are supposed to be taught when
a girl or a boy is entering into marriage, and those
who teach feel shy to talk about sexual issues, espe-
cially some male teachers (Pupil, Female,18yrs,
FGD 1, School 3).

There was a negative perception of the CSE programme
in the media with the programme facing backlash among
key stakeholders such as religious leaders and civic lead-
ers. The implementation process was further hampered
by the political pushback due to a restrictive policy land-
scape where the age of consent to sexual intercourse was
16 years and same-sex relationships were criminalised.

As a country, we don’t believe in the promotion of
homosexual rights. We have joined hands with law-
makers who have called for the revision of the sexu-
ality framework in line with Zambian cultural and
Christian values (Religious leader 1, Male 44 yrs, IDI).

Lack of community engagement

Qualitative data showed that the implementation of
CSE lacked a participatory approach to engage stake-
holders in the design and implementation of CSE. Spe-
cifically, religious leaders, pupils and parents cited a
lack of engagement during the planning and implemen-
tation of CSE.

I think they didn’t do a good job in engaging stake-
holders such as teachers, parents, pupils, and reli-
gious leaders during the development and imple-
mentation of the programme. It has come with
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negative opinions from the public, who are the
parents, and some teachers have no idea what the
program is all about. And then finally to the learn-
ers, 1 feel the learners have misunderstood the pro-
gramme (Parentl, Female 49yrs, IDI).

Piecemeal funding for the CSE programme

Stakeholders (teachers, and policymakers) expressed
concern about the lack of financial support from the cen-
tral government evidenced by the lack of teacher train-
ing and CSE teaching materials and manuals. Invariably,
funding of CSE was done by partners and donors such
as the USA Peace Corps, which was usually fragmented.

We are unable to implement the programme effec-
tively in all schools due to lack of funding. The
teacher training and all the funding was done by
the Peacecorps organisation, and since then, we
have not had financial support from the govern-
ment. (Policymakerl, Female, 42 yrs, IDI).

Lack of monitoring programmes in schools

Monitoring and evaluation form an essential compo-
nent of an effective process evaluation as it enhances
effective CSE programme output and fidelity [25]. This
is also important in ensuring that the implementation
is done as planned. However, some policymakers and
teachers cited a lack of quality assurance and moni-
toring tools to ascertain whether the programme was
being implemented as planned.

Because apart from just providing training on inte-
grating CSE, there is need to monitor how the pro-
gramme is being implemented to closely relate the
programme outputs to the interventions. But you
find that there is no criteria for monitoring and
evaluating the programme impact, and it is diffi-
cult to assess the effectiveness of CSE (Policymaker
2, Female, 39 yrs, IDI).

Insufficient time allocation for CSE

Most teachers recounted the lack of adequate time to
teach CSE. This compromised the dose of CSE given
to pupils. Invariably, teachers would only dedicate less
than 5 min to teach CSE. This was compounded by the
CSE not being incorporated into the school timetable
and having been integrated into carrier subjects.

1 feel the impact of CSE is little because it is some-
thing that we teach in just 3-5 min; also, the pro-
gramme is not on the timetable, and there is no
curriculum to guide us on time and frequency of
teaching (Teacher, Female, 50yrs, IDI, school 1).
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Lack of skills and competency to teach CSE

In all the participating schools, few teachers had received
training in CSE. Document analysis indicated that CSE
training was mostly done among guidance teachers.
Some teachers recounted that the hesitancy to teach was
due to a lack of skills and training on how to integrate
CSE into other carrier subjects.

Most teachers are not trained in CSE, and when
asked to teach, they say that we are not trained in
CSE, and hence we cannot teach (Teacher, Male, 37,
IDI, School 2).

Mechanisms of CSE impact

Through qualitative interviews, we explored ways the
implementation of CSE was perceived to have positively
impacted the pupils regarding changes in sexual attitudes
and acceptability of the CSE programme. This was based
on feedback from pupils, teachers, and parents.

Feedback from pupils

Overall, qualitative data from pupils indicated that,
despite the lack of consistency in CSE teaching and deliv-
ery methods such as role play and group discussions,
most pupils found the programme interesting. Specifi-
cally, pupils cited enhancement of their SRH knowledge
and skills and change in their SRH practices. Pupils
also highlighted that the CSE programme helped them
to freely discuss sexual issues with their teachers and
parents.

I have learnt from the programme [CSE] that I must
change for the better because I now know the dan-
gers that come with having multiple partnerships. I
have also learned that I'm supposed to abstain now
from sex. The programme is important and should
be extended to all other schools where it has not been
implemented (Pupil, Female,17 yrs, IDI, School 7).

Feedback from teachers

Despite the negative perception of CSE by most teachers,
some teachers indicated that the programme was very
helpful in effecting SRH changes among pupils. Specifi-
cally, some teachers cited observable changes in pupil’s
SRH attitudes, such as being able to report school and
home-based gender-based violence to their guidance
teachers.

Despite many challenges surrounding the pro-
gramme implementation, 1 have been able to see
attitudinal and behavioural changes among pupils.
For instance, pupils are now able to report gender-
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based violence cases happening at home and in
schools, previously, it never used to happen (Teacher,
16, Female, 46 yrs, IDI, School 9).

Feedback from parents

Some parents cited that the CSE programme had helped
to enhance SRH knowledge and communication among
pupils, which most parents could not easily do due to cul-
tural taboos. Specifically, one female parent cited that her
daughter was able to share with her what she had been
taught during CSE lessons.

The programme has been helpful to our children
because they are now taught things about their sex-
uality which we fail to teach them due to cultural
taboos. My daughter is now able to discuss things that
they are taught at school regarding CSE. However,
there is a need to make it culturally appropriate by
including the divergent cultural views through stake-
holder participants (Parent 2, Female 48 yrs, IDI).

Fidelity, dose and reach

We assessed fidelity (whether CSE lessons were being
delivered as per the curriculum), reach (how many pupils
attended CSE lessons) and dose (whether CSE lessons
were delivered in the planned time duration) through
IDIs, document analysis and classroom observation.

Fidelity

The qualitative evaluation showed that CSE teaching was
erratic in all the participating schools. Teachers cited a
lack of guidance from the curriculum. Document analysis
showed no inclusion of CSE in the school timetables and
no indicators to measure programme activities and out-
comes. Additionally, the CSE framework did not specify
when and how to teach CSE. As such, how and when to
teach CSE was at the discretion of teachers.

It is difficult to teach because there is no timetable
to guide us. Also, due to the busy schedule, we usu-
ally fail to integrate the programme. Teaching CSE
is usually by chance whenever the teacher finds free
time (Teacher, Male, 34 yrs, IDI, School 9).

Regarding monitoring and evaluation of the pro-
gramme (CSE), it is difficult because there are no
tools, mechanisms, and indicators to guide the
process. The CSE framework has also not provided
these. (Policymaker, Female, 45yrs, IDI)

Dose
The frequency and duration of teaching varied among
teachers. In many cases, teachers would only allocate
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five minutes to teaching CSE and as part of the intro-
duction when teaching carrier subjects such as science,
home economics and biology. Teachers attributed this to
the busy school schedule and CSE not being included on
the school timetable. Feedback from pupils indicated that
pupils were not able to ask questions due to limited time.
Also, teachers were not incorporating multiple delivery
methods such as drama and role play.

We don’t usually learn much because most teach-
ers only spend about five minutes to teach. Most of
the teachers usually say that they don’t have enough
time to teach. Other teachers do not even teach it, we
are usually not allowed to ask questions due to lim-
ited time (Pupil, Female, 19 yrs, IDI, School 4).

We are usually given 1 hour per period to teach.
How do you then expect me to integrate CSE into a
carrier subject in one hour? This whole thing [CSE
integration] is not feasible. You will find that most
teachers just use their first five minutes of teaching
for CSE (Teacher, Male, 39 yrs, IDI, School 7).

Reach

Document analysis indicated that the CSE programme
was obligatory for all pupils and was endorsed by
authorities from all participating schools, and all pupils
were required to attend the CSE lessons. However, we
observed that there was no mechanism to monitor
whether all pupils were attending CSE lessons. Feedback
from interviews with pupils indicated that most teach-
ers were not consistent in teaching CSE. As such, some
pupils thought that the programme was not a priority like
other subjects.

All pupils are required to learn CSE, but you will
find that teachers are not consistent in teaching and
therefore pupils do not take the programme seri-
ously like other subjects. So, most pupils usually miss
CSE lessons, and it is not a big issue for them, after
all, the programme is not even examinable (Pupil,
Female, 18 yrs, IDI, School 5).

Discussion

This study aimed to assess the quality of the CSE imple-
mentation, development process and contextual factors
using recommendations of the MRC guidelines and the
European Expert Group guidance on evaluating sexual-
ity education programmes. Data revealed discrepancies
between the Zambian CSE framework and the way CSE
was implemented in schools. The compromise in the
quality criteria of CSE implementation was due to lack of
time and CSE prioritisation, omission of sensitive themes
by teachers and non-inclusion of CSE on the school
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timetable. Despite many schools having implemented
the CSE programme, findings revealed that there were
no linkages between CSE and SRH services in the com-
munity. Linking CSE to SRH services in the community
is an essential quality criteria in the implementation of
CSE [11, 31, 35], and is critical to enhancing adolescents’
access to SRH services [42]. Ketting et al. [35], have noted
that lack of establishing linkages between CSE and SRH
services has the potential to compromise the quality of
CSE implementation, because even though pupils may
have adequate sexual health knowledge from CSE lessons,
lack of access to SRH services could undermine the overall
goal of CSE. In particular, linking CSE with SRH facilities
in communities is important because pupils need to know
where they can access SRH services in the community
[35]. To enhance collaboration and linkages for accessing
SRH services by the pupils, most sexuality education cur-
ricula in European countries include class visits to SRH
facilities [35]. However, this requires a multi-pronged
approach with the involvement of key stakeholders such
as healthcare providers to address barriers to accessing
SRH services in health facilities [30].

CSE coupled with adequate CSE materials and com-
prehensive teacher training are critical to effective CSE
integration and adaptation in schools [30, 55-57]. In
light of this, the World Health Organization has set key
competencies for sexuality educators, which include
educator skills and competency [58]. This has impli-
cations for the quality of implementation of the CSE
[59, 60], because untrained teachers are more likely to
resist CSE, and they have negative attitudes and usu-
ally experience challenges utilising facilitative meth-
ods [61, 62]. Conversely, teachers trained in CSE better
understand the dynamics of their class and are likely to
address difficult relationships and cultural issues [63].
However, the challenge is inadequate funding towards
CSE which constrains teacher training programmes [1].
Invariably, CSE funding is donor-supported and usually
fragmented [64]. This has implications for the quality
of CSE implementation and its sustainability beyond
the funding period [1, 65]. As observed in Senegal,
adequate funding to support CSE programmes from
the central government is critical to developing teach-
ing and learning materials, and sustainability of CSE in
schools [66].

UNESCO guidelines on implementing sexuality edu-
cation programmes stress emphasis on the positive
approach to sexuality with the recognition of all sex-
ual diversity and orientations [11]. However, owing to
restrictive social-political environments CSE curricula
in many LMICs are mostly heteronormative and stress
emphasis on cisgender identities. In the current findings,
we noted that though the CSE curriculum emphasised
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a positive approach to sexuality, the diversity of genders
and sexual orientations were never emphasised dur-
ing lessons. Hobaica et al. [67], have argued that this
approach to teaching CSE marginalises sexual minorities
such as homosexuals by not exploring their identities and
promoting safe sexual practices. Similar findings have
been reported in other settings [1, 9, 30, 68]. Contrary,
trans-inclusive sexuality education can lead to increased
normalisation, decreased gender dysphoria and posi-
tive health outcomes among pupils [67]. Research sug-
gests that CSE curriculum needs to be gender sensitive
to address gender norms shaped by cultural, social, and
biological differences [69].

Social opposition to CSE has been linked to the non-
involvement of stakeholders (parents, teachers and
pupils) during the development and implementation of
CSE [3, 1, 63, 70]. Stakeholder collaboration in the design
and implementation of CSE aids in devising a culturally
sensitive CSE [55, 63]. This collaboration entails work-
ing closely with community advisory boards, which
could consist of relevant policymakers and interreligious
and traditional leaders as demonstrated in Nigeria and
Uganda [11, 30, 71]. The participatory approach to CSE
enhances the co-creation of the CSE curriculum and pro-
vides a basis for understanding the lived experiences of
key programme stakeholders, including challenges facing
schools and how these influence teachers’ professional
experiences [57, 72]. However, Ketting et al. [35], have
argued that a participatory approach to CSE implementa-
tion could lead to a compromise in desired international
quality standards of CSE. In addition, there is a challenge
in reaching consensus because different stakeholders may
have different beliefs and values [68]. Still, contextualised
and culturally adapted CSE programmes offer more posi-
tive outcomes in terms of acceptability and addressing
the socio-cultural needs of pupils, teachers, and parents
[1]. Not only is this critical to the effective adaptation of
the CSE programme, but it also provides for understand-
ing the triadic reciprocal predictors of HIV and risky sex-
ual behaviours among adolescents [73].

Broad contextual factors that could facilitate or hin-
der CSE implementation include sociocultural factors
(religious and cultural beliefs, social norms) political fac-
tors (criminalisation of other sexual orientations such
as homosexuality) and economic factors (lack of CSE
resources and materials in schools) [1, 3, 9, 35, 59, 63]. In
the current study, teachers’ personal biases, and opinions
influenced by cultural beliefs and norms compromised
the quality of CSE implementation. We noted that some
teachers were holding back or skipping culturally sensi-
tive topics while stressing emphasis on abstinence-only
messages. Findings from this study support evidence
from Ethiopia [55], Uganda [22], Kenya [23], Lesotho
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[74] and South Africa [75] where teachers recognised
tensions between their cultural beliefs and curriculum
content. Invariably, teachers tend to discuss cultur-
ally sensitive topics such as homosexuality in a negative
light and adapt the content of CSE to conform to local
norms in ways that undermine the goals and objectives
of CSE [76]. Marielle et al. [57], have linked this to the
interplay between teacher’s beliefs and practices and how
they recontextualise the CSE policy in the wider socio-
economic context. Teachers play a significant role in
shaping the recontexualisation of CSE policy in schools.
As such, CSE programme development should include
teachers’ views, concerns and daily realities to help them
reconcile personal religious and cultural beliefs and some
of the content of the CSE [77]. Contrary, findings also
show that there was a high acceptability of the CSE pro-
gramme among pupils. Facilitators of CSE implementa-
tion in schools were related to the increase in pupils’ SRH
knowledge and perceived changes in practices such as
abstaining from sexual intercourse and reporting sexual
and gender-based violence. However, emphasis on absti-
nence is a pronounced criticism of CSE programmes in
many LMICs because these programmes provide incom-
plete information and are often neglectful to sexually
active adolescents [22, 55].

Enhancing programme fidelity is essential for pro-
gramme outcomes to be highly attributed to the inter-
vention and provides a basis for understanding how and
why an intervention works [78, 79]. In the current study,
teacher characteristics, lack of guidance from the cur-
riculum on the time and frequency of teaching, lack of
teacher training in CSE and limited time allocation to
teaching CSE affected CSE programme adherence, dose
and the quality of the lessons given. This finding corrobo-
rates with findings reported elsewhere [80]. Training in
CSE is essential to enable teachers to understand the pur-
pose and content of the curriculum and to competently
cover key CSE concepts [79]. Lachausse et al. [80], also
recommend factors such as strong support for adminis-
tration, characteristics of the curriculum and provision
of ongoing technical assistance to increase implementa-
tion fidelity [80]. Apart from challenging existing cultural
norms and beliefs, the use of training to support teachers,
the use of technical assistance, providing tools to teach-
ers such as manuals and guides and engaging in continu-
ous quality improvement could be crucial to enhance
fidelity in CSE programme implementation [79].

Monitoring and evaluation form an essential com-
ponent of improving the quality of the implementation
process of the CSE programme [11]. Monitoring and
evaluation of CSE implementation is critical in providing
stakeholders with programme information to enhance
responsiveness. Data in the current study showed that
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effective implementation was affected by a lack of moni-
toring tools and activities at all the participating schools.
Similar findings have been reported in Kenya [1]. Barden
et al. [81], have recommended essential monitoring
and evaluation practices for sexuality education, which
include continuous stakeholder engagement, develop-
ment of indicators to measure programme activities and
outcomes and collection and use of data to calculate the
indicators.

Conclusion

The complex influences of contextual factors during CSE
implementation highlight the need for contextual analy-
sis during the interventional design. Co-creation of the
CSE programme through stakeholder participation could
reduce social opposition and enable the development of
a culturally sensitive CSE. Additionally, comprehensive
teacher training, a guiding curriculum as well as estab-
lishment of appropriate monitoring tools and indicators
could be vital in enhancing the quality of implementation
of CSE.

Limitations

The study was not without limitations, owing to the sen-
sitivity of the topic, some pupils and teachers might have
provided biased and inaccurate responses. However, tri-
angulating the data collection sources was essential in
ensuring the credibility of the data. Also, independent
researchers conducted the evaluation, further reduc-
ing the probability of bias in interpreting the evaluation
results. To minimise bias associated with reporting the
process evaluation, international evaluation guidelines
were observed.
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