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PREFACE 

 

This thesis is written for my PHD Degree in Nursing and presented in an Article Format. The title of 

my thesis is Strategies to Promote Sexuality Education for Caregivers of Primary School Learners in 

Limpopo Province. The strategy will equip care givers with knowledge and skills on sexuality 

education. Furthermore, it will improve parent-child and teacher-learner communication on sexual 

health issues that has been overlooked particularly in the rural area. This thesis is presented in three 

Sections. Section 1- Overview of the research Process Section 2 – Provides the articles as they were 

published in different Publications and Section 3- presents the conclusion, limitations, and 

recommendations of the thesis.  

Section 1: Thesis Overview 

This section presents the study procedure that details the background, problem statement, and objectives 

of this study. The section further offers a detailed outline of the research methods used to gather data. 

Section 2: Article /Papers  

This section has a total of 5 articles as detailed below: 

Article 1: Experiences of grade 8 learners regarding promoting sexuality education from home 

and schools.  

This study sought to gain insight into what   grade 8 learners’ experiences are about sexuality education 

from home and school. The paper utilized a qualitative design. Data was collected from the participants 

through focus group discussion. This paper was published by African journal reproductive health 2022; 

26 [8]: 41-52 

Article 2: Challenges on sexual health communication with secondary school learners, Limpopo 

province.  

This paper sought to gain insight into what challenges parents are experiencing on sexual health 

communication. This study invited additional suggestions for overcoming these expected challenges. 

The paper is accepted for publication. Curationis Received: 1 Apr. 2022, Accepted: 27 Sept. 2022 

Published: [to be released]. 

Article 3: Experiences of LO Teachers Teaching Sexuality Education in Secondary Schools 

learners in Limpopo Province, South Africa 

The paper sought to explore describe the experiences of the teachers regarding promoting sexuality 

education in the classroom situation.  This paper sought to empower LO Teachers with skills and 

knowledge on sexual health issues.  This paper utilised a qualitative design, and data was collected from 



the participants through face-to-face interviews. This paper is submitted to African of reproductive 

health Journal of Public Health is under review. 

Article 4: A conceptual framework. 

Conceptual Framework for Promoting Sexuality Education for Caregivers of Prima School 

learners in Limpopo Province.  

This paper reviewed the literature on the relationship between caregiver and promoting sexuality 

education guided by five steps of Dickoff et al., (1968). The paper further developed a Conceptual 

Framework that guided this thesis inquiry and presentation. The paper was submitted to MBC’s Journal 

of Public Health and is under review. 

 Article 5: Development and Validation of Strategies  

Development and validation of strategy to promote sexuality education of care givers of primary 

school going children in Limpopo Province South Africa  

This research aimed to create techniques to facilitate promotion of sexual health issues among teacher- 

Parent -Learner. This study begins by combining the data from three qualitative papers to gain a more 

comprehensive knowledge of how sexuality education can be implemented. A framework of Strength, 

Weaknesses, Opportunities, and Threats is applied to the merged results to evaluate provision of 

sexuality education from home and school. Based on the results of the Strengths, Weaknesses, 

Opportunities, and Threats (SWOT) analysis, the fundamental Logic framework is then utilized to 

define the resources and contextual factors that must be addressed when developing a sound strategy. 

The plan is then developed using the Build, Overcome, Eliminate, and Minimize approach. The 

objective would be to develop strategy to promote sexuality education by care givers MBC’s Journal 

of Public Health and is under review. 

Section 3: Conclusion, Recommendations and Limitations 

The lack of knowledge and communication skills as outlined by participants, are concerning issues 

because they promote poor parent–child communication The researcher suggest collaboration between 

the two departments (DBE and DoH), Curriculum reviews, Capacity building for teachers and parents 

and Peer mentoring and support. 
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ABSTRACT 

 

Background: Sexuality education is a worldwide health issue that has been neglected over the past 

decade despite the sexual health concerns that countries face as a result.  3% of HIV-positive individuals 

are younger than 25 years old. Adolescent pregnancy is on the rise in the Vhembe and Mopani District, 

which has a negative impact on the lives of young people by increasing their susceptibility to sexual 

health issues.  

Aim/ purpose  

This study sought to develop strategies to promote sexuality education for care givers of primary school 

learners. The research objectives were to explore and describe the experiences of the learners on 

sexuality education at home and school, to explore and describe the views of parents regarding 

promotion of sexuality education, to explore and describe the experiences of Life Orientation teachers 

on providing sexuality education for the learner, to conceptualise the findings into a conceptual 

framework that will guide the development of strategies, to develop and validate the strategies to 

promote sexuality education for caregivers of primary school learners.  

Method: This research was conducted in two phases. The first phase employed qualitative approach. 

The findings from the qualitative were merged through a comparison of three.  Findings of different 

participant groups. The second phase focused on developing and validating strategies to improve 

sexuality education for caregivers of primary school learners who have a role in adolescents' 

development and sexual experiences. The study of strengths, weaknesses, Opportunities, and threats 

was applied to phase one’s merged findings. The Basic Logic Model and Build, Overcome, Eliminate 

and Minimise model were utilised to design plans based on the SWOT findings plans based on the 

SWOT findings plans. The generated solutions were validated by the application of the Delphi method 

and distribution of a check list to the participants to provide feedback on the developed strategies, and 

this feedback were incorporated into the final versions of the strategies. 

The results: Through a qualitative inquiry, key attributes, and concerns of promoting sexuality 

education were identified.  Implementation of these strategies could facilitate collaboration between the 

department of health and the department of education in promoting sex. Enhance parent –learner and 

teacher learner communication. Enhance continues capacity building for parent and teachers to 

empower them with knowledge and skills. 

Conclusion: The study revealed that sexual health education is lacking in schools and at home. There 

is role shifting taking place between teacher, parents, and religious leaders. The study findings 



highlighted that learners require information on matters such as pregnancy, menstruation and 

contraception but communication is not happening effectively.   
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Section 1: Thesis Overview 
 

 



1. INTRODUCTION  

Sexuality education is a global health concern which had been overlooked in the past decade regardless 

of the sexual health risks that the countries faced for its neglect. The risks of neglecting sexuality 

education were destroying transition from childhood to adulthood resulting in sexual health risks such 

as unintended pregnancy, Sexual transmitted infections (STI’s), Human Immune deficiency Virus 

(HIV), sexual coercion, exploitation, compromising their educational achievements and economic 

potentials (United Nations Educational, Scientific, and Cultural Organisations, 2018). To address this 

gap the (UNESCO) published International Technical Guidance on Sexuality Education to guide 

countries on how to formulate standards for conducting sexuality education. In addition, United 

Kingdom government had released a sex education bill that mandated all schools to teach sexuality 

education (Ribinson, 2018). 

In Sub-Saharan African countries, sexuality education was the main health problem that contributed to 

sexual health risks such as HIV, early pregnancy including early marriage and childbearing (Melesse et 

al., 2020). On the other hand, learners particularly bore disproportionately increased burden of Sexual 

health risks (Melesse et al., 2020).  However early child marriage violated human rights of learners and 

negatively impacted not only their sexual and reproductive health but as well as their physical, 

psychosocial well-being and hindered their educational advancement (Melesse et al., 2021).  As a result, 

teenagers in Sub-Saharan Africa have insufficient knowledge about sexuality Learners needed to be 

empowered with adequate information regarding their sexuality so that they would be able to make 

informed decision (Wado et al., 2019). However, the International Standards and Guidelines developed 

by UNESCO (2018) recommended sexuality education to begin in early childhood and continued 

throughout adolescent and adulthood. Despite the recommendation by UNESCO teenagers were still 

not receiving adequate sexuality education (Kusheta, et al., 2019).  In Namibia cultural diversity was a 

barrier for parents to take a primary role in providing sexuality education. Parents felt uncomfortable to 

communicate about sexuality, believing that it was a taboo and culturally not acceptable discussing 

sexual health issues with their children (Al Zaabi et al., 2019).  

In South Africa, inadequate sexuality education and insufficient instruction on sex and reproductive 

health have had detrimental effects on the sexual lives of teenagers, leaving them struggling to make 

informed decisions (Risenga and Mboweni, 2022). Nevertheless, the Sexual and Reproductive Health 

and Rights Policy of South Africa has been identified by the World Health Organization (WHO) as one 

of the most advanced and comprehensive policies in this field (Engel et al., 2019). The issue of when, 

what, and at what age to teach sexuality content in South Africa has been the subject of an ongoing 

debate. As a result, there was a need to revise the policy and develop comprehensive sexuality education 

programs that consider curriculum relevance, pedagogical relevance, and cultural relevance (Mturi and 

Bechuke, 2019). In South Africa, the Integrated School Health Policy was established to address the 



sexual health needs of learners, as sexuality education had mainly been limited to the Life Orientation 

(LO) class, which has been proven to be problematic. Most LO teachers struggled to teach sexuality 

education successfully due to cultural and religious attitudes and perceptions (Al Sayed, 2021; Chaka, 

2017). However, sexuality education should not be the sole responsibility of LO teachers, especially 

since there are doubts about whether Life Orientation is achieving its goal of providing learners with 

relevant information to make informed decisions within and beyond the classroom context. If Life 

Orientation fails to provide learners with relevant sexuality information, they may become vulnerable 

to sexual abuse, coercion, unplanned pregnancies, and sexually transmitted infections (Chaka, 2017). 

In Limpopo little was known about promoting sexuality education for care givers of primary school 

learners. According to Ramathuba and Mashapha (2019) a formal instruction was said to be poor since 

students were informed about HIV/AIDS, STIs, reproductive health and physical changes that occurred 

during adolescent rather than a comprehensive sexuality education. In addition, Crockett (2019) and 

Risenga and Mboweni (2022) affirmed that in Vhembe district parent-child communication about 

sexuality was minimal and recommended that sexuality education should be introduced early before 

teenagers started to menstruate. Therefore, lack of sexuality education has a negative impact in the 

adolescent sexual life resulting in high rate of unintended pregnancy, HIV and STIs (Roman et al., 

2021). Vhembe and Mopani districts have got the highest number of teenage pregnancies, HIV, and 

STI infections. That was an indication that sexuality education given to learners was insufficient 

(Risenga and Mboweni 2022). Then, there was a need to develop strategies to promote sexuality 

education for care givers of primary school learners in Limpopo Province, South Africa. 

1.1. Background  

The Global Education Monitoring Report (GEMR, 2016) highlighted sexuality education as the corner 

stone of sexual health promotion because sexuality education prepared teenager for a productive 

fulfilling life. HIV and STI’s infections, unintended pregnancy, gender-based violence, gender 

inequality was posing a serious health risk to teenagers’ well beings.  

In addition, United Nation, Millennium Developmental Goal Report (2011) highlighted a need for 

comprehensive sexuality education as sexuality education did not merely mean providing teenagers 

with sufficient, up to date information, but they needed the adequate skill, training, awareness and 

development of own attitudes, beliefs perceptions related to their development, sexuality and health risk 

(WHO, 2018). Globally 23 % of people living with HIV were below 25 years of age while 41% of new 

infections occurred in people aged between 15 – 24 years. 44% of unintended pregnancies were girls 

under 19 years of age (Brearak et al., 2018).  

United State government has developed and adopted a policy that promoted parent-child 

communication to strengthen parent -child communication by engaging parents in learners school 



activities for example assisting learners with homework and learning materials (Leung et al., 2019). 

However, parents-child communication about sexuality would play a vital role in changing the sexual 

behaviour of the adolescents and increasing delaying sexual initiation (Mulholland et al., 2021). Thus, 

increasing the use of condom and contraception (El Kazdouh et al, 2019). The National state survey 

also revealed that parents in public schools overwhelmingly supported sexuality education and 95% 

accounted for high school learners that could be taught topics such as birth control and other methods 

of preventing pregnancy and sexual transmitted infections (Szucs et al., 2022; Eisenberg et al., 

(2022). In addition, Amo-Adjei (2021) affirmed that sexuality education should take place in schools 

and community level, it should be age appropriate and began at early stage of development to foster 

informed decision making. 

There has been a remarkable decline in pregnancy rates for females aged 15 to 19 in the United States, 

which has occurred across all racial and ethnic groups (Brindis et al., 2020). However, unintended 

pregnancy among teenagers remains a significant public health challenge, particularly for certain 

populations and areas that are disproportionately affected. In certain geographic settings, large 

disparities persist in teenage birth rates and access to sexual and reproductive health information and 

services (Brindis et al., 2020). To address this issue, the United States has employed new technology 

and media to increase access to information, improved the availability of reproductive health services, 

tailored services to the needs of specific groups, and created a more supportive policy environment 

(Brindis et al., 2020; Widman et al., 2018). These strategies aim to enhance access to sexual and 

reproductive health information and services, particularly for those who are most at risk of unintended 

pregnancy. 

In most of Europe and Central Asia countries sexuality education began in primary schools with the 

aim of imparting knowledge about human body, its functions, and changes during puberty as well as in 

human relationships (Newby and Mathieu-Chartier, 2018). Some of the countries started to teach 

sexuality at relatively young age before sexual initiation (Crockett (2019). In most countries’ teachers 

did not receive training on how to prepare lessons on sexuality education. Countries such as, Australia, 

United Kingdom throughout the region had training on sexuality education being included in the 

training curriculum of teachers. Training should be done in all countries where sexuality education was 

compulsory. There was a lack of comprehensive sexuality education, skill training as well as concrete 

information on provision of sexuality education (Goldfarb and Lieberman, 2021).  

In USA, 50% of new STIs infections are 15 – 24 years old. However, National Youth risk behaviour 

survey,2017 stated that STIs infection declined by 47.8% in 2007 to 46.2% in 2017. In high schools 

70.6% of learners did not use contraceptive (Leung and Shek, 2019). In respond to increased prevalence 

HIV, STIs amongst learners, sexuality education had been a public health issue that warrant 

implementation of public health policy to ensure provision of sexuality education (Leung and Shek, 



2019). 2018 sexuality education state legislative Midyear report introduced a bill across 27 states to 

advance sexuality education in schools. The development of National Teacher's Preparation Standards 

for sexuality education aimed to offer direction to high school educators in teaching sexuality education 

(Brindis et al., 2020) However, there was a gap in sexuality education as evidence by high prevalence 

of unintended pregnancy, STI, HIV and AIDS among secondary and tertiary learners. If they had 

knowledge at primary education before indulging in sexuality activity, sexual health risks would 

decrease among learners. Abstinence only until marriage Education Approach was used as a policy to 

promote sexuality education by encouraging learners to stop indulging to sex activities outside wedlock. 

Abstinence only until marriage as a valued moral behaviour expected from learners by most Christian 

faith religion was a fallacy. That policy did not meet the needs a of secondary school learners as such 

the policy had some pitfall, because learners lacked information about a comprehensive sexuality 

education (Leung et al., 2019). 

 In United states of America, a call was made to develop and strengthen a new strategy to enhance 

provision of sexuality education through strengthening communication (Leung et al., 2019; Kusheta et 

al., 2019). Open communication about sexuality would make the learners to delay sexual initiation and 

increased contraceptives uptake particularly by sexually active learners Parent child connectedness and 

supervision decreased the risks of pregnancies amongst learners (Kantor et al., 2020). Programs focused 

on working directly with parents may help to enhance communication skills related to sexuality and 

improve parent-child relationships, as well as assist parents in developing monitoring skills 

(Mulholland, Robinson, Fisher, Pallotta-Chiarolli, 2021). Strategy would promote sexuality education 

if parents were workshopped on what information was essential and how to disseminate sexuality 

information.   

In United Kingdom, the government released a sex education bill that mandates all schools to teach 

sexuality education state legislation year-end report, 2016. According to Robinson, Smith, and Davies 

(2017) parents in England also supported the government idea of including sexuality education in school 

curriculum. It was also compulsory for all schools to teach sexuality education. However, the 

Department of Education developed a strategy that promoted age -appropriate sexuality education 

where adolescents received information that was developmentally relevant to the topic, increased 

accesses to contraception and other sexual health services. For example, 11 years old students received 

information on sex and relationships. Similarly, Section 34 of the Child and Social Work Act, 2017 

affirmed that education was compulsory while relationship and sex education being compulsory in 

secondary school (Ribinson, 2018). All schools in United Kingdom had a policy that allowed parents 

to indicate the topics that were suitable for that age group. For that reason, all schools were encouraged 

to become health promoting schools. On the other hand, guidelines on promoting sexuality education 

in England were implemented. The guidelines required that all teachers undergo training before starting 

to teach, to empower teachers with skills and knowledge (Ribinson, 2018). Although England seemed 



to be doing well in providing sexuality education in high schools but in their curriculum did not include 

sexuality education for primary school learners (Ribinson, 2018). The curriculum would benefit primary 

school leaners if sexuality education was included in the curriculum. Therefore, the researcher intended 

to develop strategy to promote sexuality education of primary school children by care givers in Limpopo 

Province. 

In Uganda, 15% of National curriculum covered Sexual Reproductive Health (SRH) sexuality 

education. The following topics were included in the National curriculum puberty, HIV prevention, 

gender equity, sex and reproductive health, relationship, and human rights (Kemigisha,2018). 

Adolescents in Sub-Saharan Africa are confronted with mounting challenges regarding sex and 

sexuality. They encounter contradictory messages and expectations due to insufficient knowledge, 

expertise, and awareness of their rights, particularly regarding sex, sexuality, and gender expectations. 

Most of teenagers had undergone genital mutilation, forced marriage, as the means of preventing them 

from immoral, unhealthy sexual reproductive behaviours (Kemigisha, 2018). Different cultural group’s 

view discussing sexuality education with any person younger than your age as culturally unacceptable 

and as a taboo. If it happened that parents discuss sexuality education with children, the discussion was 

more on how to prevent HIV and teenage pregnancy (Hanaas-hancock, 2019). While in Namibia 

cultural diversity was a barrier for parents to take a primary role in providing sexuality education. 

Parents felt uncomfortable to communicate about sexuality, believing that it was a taboo and culturally 

not acceptable discussing sexual health issues with their children (Noorman, den Daas, and de Wit, 

2022).  

South Africa has one of the highest rates of HIV epidemic globally, with approximately 7.1 million 

individuals living with HIV. The prevalence of HIV among the general population is also high, standing 

at 18.9%. In addition, a significant number of females between the ages of 12 and 19 are getting 

pregnant, while 5.8% of males in the same age group have fathered a child. Seventy- one (71%) of 

males did not use condom and while 68 % of female learner did not use contraceptives. Hence, SA 

government had statutory commitment to address Sexual Reproductive Health problems (Global 

information and education on HIV and AIDs in South Africa, 2019). Department of health and 

education introduced Life Orientation (LO) in school curriculum which was merged with life science 

and health education as main subject. Life orientation was not integrated well with life sciences and at 

times it was just a stand-alone subject for those following financial and management streams such as 

accounting and agriculture. As such there was a gap in SA curriculum because subjects were grouped 

according to streams that learners should follow to complete grade 12. The impact of life orientation 

was not seen because it was not considered for admission in tertiary level. In case where it was merged 

with Life Science, it posed a gap because only learners who would be doing life science get the 

information regarding sexuality while those who chose not life science would lack sexuality 

information. South African constitution guarantees that all schools must teach sexuality education. 



Under this policy, it is mandatory for all secondary school students to receive SRH counselling, with a 

special emphasis on counselling that addresses risky behavior. Furthermore, sexually active students 

must be provided with dual-method contraception, HIV counselling and testing (HCT), STI screening 

services, and information on circumcision. These services can either be provided by an on-site nurse or 

through referral to a healthcare facility that offers them. (Integrated School Health Policy, 2012). 

Furthermore, the provision of sexuality education in secondary schools left a gap because life 

orientation at school started late after the learner is sexually active. Therefore, the curriculum needed 

to be aligned with educational programs on media for learners to can access and analyze information 

with the teachers unlike watching videos on YouTube which were not age appropriate unsupervised.  

To enhance the provision of comprehensive sexuality education in South African schools, the National 

Adolescents Sexuality and Reproductive Health and Rights Framework Strategy 2014 - 2019 was 

implemented. This was done to review Life Orientation (LO) in the South African context and promote 

positive transformation among teachers and learners. Additionally, the Department of Basic Education 

Integrated Strategy on HIV, STI and TB 2012- 2016 was utilized to pioneer Adolescent Sexual and 

Reproductive Health and Rights of the learners in schools through the HIV and AIDS Life Skills 

programme and Life Orientation curriculum. This framework was meant to guide stakeholders in 

addressing gaps in sexual health promotion strategies. However, it was not implemented effectively, 

resulting in a lack of knowledge and skills regarding sexuality.  

Despite the implementation of the Integrated Strategy on HIV, STI and TB 2012- 2016, issues such as 

high prevalence of HIV, STIs, unintended pregnancy, and abortion remained a problem among learners. 

In December 2015, the South African government published a white paper on National Health 

Insurance, which aimed to provide universal access to quality, affordable personal health services to all 

South Africans based on their health needs (NDoH Annual Performance Plan 2016/17 -2018/19). The 

constitution of the Republic of South Africa,1996, section 27 stipulates that everyone has the right to 

have access to health care services, including reproductive care, and no one may be refused emergency 

medical care. However, despite these policies and strategies, there were no significant differences in 

pregnancy, HIV, and STI prevalence among learners. It appeared that awareness or knowledge of 

sexuality interventions did not necessarily translate into engagement and/or behavior change. As a 

result, the researcher aimed to develop a strategy to promote sexuality education for caregivers of 

primary learners in South Africa's Limpopo Province (Lince-Deroche, 2016). 

1.2. Problem statement  

The researcher was a lecturer in Limpopo, who accompanied students on clinical learning at different 

health facilities in Vhembe district. During clinical accompaniment it was observed that the number of 

teenagers who were pregnant during antenatal visits was higher than adult women. Among 60 pregnant 



women 37 were teenagers between the age 15 – 19 years old (DHIS, 2018) According to the local 

newspaper, Mirror (October 19th, 2018), it was revealed that 27 learners of Molautsi Secondary school 

near Polokwane were pregnant. Thirty-six learners at Mukhwantheli secondary school in Dididi village 

outside Thohoyandou were also pregnant. 31 of learners from Mukhwatheli secondary school tested 

HIV positive at Mulendzhe clinic (Frank Maponya, 2018). Mavalane secondary school at Mopani 

district was found to be one of the schools with high teenage pregnancy (DHIS,2018). Sexuality was a 

thorny problem which was affecting individuals, parents, families, and community at large. 

In Limpopo Province teenage pregnancy was high in Vhembe and Mopani districts. In Vhembe district 

it accounted for 17.7 % while Mopani district accounted for 16.6%. That was the indication that learners 

lacked accurate and appropriate information about sexuality education in schools, homes and 

community at large. The escalating number of teenage pregnancies in Vhembe and Mopani District had 

negative impact in the lives of adolescents as it predisposed them in sexual health risks. Non-

governmental organizations in South Africa collaborated with the Department of Health and 

Department of Education to promote sexuality education. Organizations like Soul City and Love Life 

were established to support this cause. One of the most successful family television shows, Soul 

Buddyz, was produced in South Africa to disseminate information about sexuality. About 67% of 

learners aged 8-12 years old watched, read, or listened to Soul Buddyz. Even though those programmes 

were put in place, prevalence of unintended pregnancy, STIs, HIV/AIDS and abortion among learner 

was not reducing. May be if these programs were scheduled during school time the teacher would watch 

and analyse them for open discussion with learners. That would empower learners with knowledge 

regarding sexuality and reduce health risks behaviours. Therefore, the researcher sought to develop 

strategies to promote sexuality education for care givers of primary school learners. The table below 

showed the percentage on teenage birth rate according to districts performance.  

Table 1. Percentage on teenage birth rate according to districts performance  

Mopani district Number of births  Vhembe district Number of births  

Ba-Phalaborwa 18.7% Collins Chabane local municipality 10.2% 

Greater Giyani  16.9% Makhado local Municipality 14.4% 

Greater Letaba  13% Musina local municipality 10.5% 

Greater Tzaneen 10.1% Thulamela local municipality 17.9% 

Grand total 58.7% Grand total 44.9% 



Source: Vhembe District Health Information System 2018 

1.3 Rationale of the study  

Sexuality education among primary school learners has not been addressed effectively. The 

consequences of late interventions result in sexual health problems such as, unwanted, and unplanned 

pregnancies. Focused was on adolescents in secondary and tertiary institution. 

1.4. Significance of the study 

The study findings might address the challenges encountered by teachers and SGB in promoting 

sexuality education for primary school children. The study might assist teachers and SGB in developing 

confidence and courage to take a primary role in providing sexuality education for primary learners. 

The study findings might contribute to the current body of knowledge and empower learners with 

relevant recent sexual and reproductive information. The study might improve learners to access sexual 

health services and reduce sexual health risks. The study findings might serve as a guideline for 

curriculum developer might be of great value by highlighting the gaps on sexuality education.  It might 

enhance quality for all learners by implement age-appropriate sexuality education as early as from 

primary level. The policy makers might benefit by identifying the gaps and review the policy to suit the 

current sexual health issues. Study might strengthen the collaboration between Department of Health 

and Education hence reducing sexual health risks and dropout.  

1.5. Purpose of the study  

The purpose of this study was to develop the strategy to promote sexuality education for care givers of 

primary school learners in Limpopo Province, South Africa. 

1.6. Objectives 

Phase 1   

• To explore the experiences of the primary school learners on sexuality education at home and 

school. 

• To explore experiences of Life Orientation teachers providing sexuality education for the 

learners. 

• To explore and describe the views of the School Governing body (SGB) regarding provision of 

sexuality education at school. 

• To conceptualise the findings into a conceptual framework that guided the development of the 

strategy. 

 



Phase 2 

• To develop strategy to promote sexuality education for care givers of primary school learners 

in Limpopo Province, South Africa  

• To validate developed strategy to promote sexuality education for care givers of primary school 

learners in Limpopo Province, South Africa  

•  

1.7. Definition of concepts 

• Strategy: refers to procedures that are developed to encounter long term goals (Evered ,1983). 

In this study strategy refers to procedure that will be developed and used to promote sexuality 

education for care givers of primary school children in Limpopo Province, South Africa. 

• Sexuality education: Is a structured method of raising awareness about sexual health in 

individuals, covering topics such as sexual development, gender roles and identities, eroticism, 

pleasure, intimacy, and reproduction. Sexuality can be expressed in various ways, such as 

thoughts, beliefs, attitudes, values, behaviors, practices, roles, and relationships (WHO, 2019). 

For the purposes of this study, sexuality education is defined as a combination of formal and 

informal communication methods used to provide information about bodily development, 

sexuality, sexual relationships, and gender identity, with the aim of equipping learners with 

knowledge and skills to make informed decisions regarding their sexual health. 

• Care giver: refers to any individual who has provided care for a child with or without the 

consent of a parent or guardian, including those who have cared for a child in temporary safe 

care. This could be a male or female person who is taking care of children under the age of 15, 

according to the Children's Act of 2005. For the purpose of this study, care givers are defined 

as teachers and members of the School Governing Body (including non-biological care givers) 

who are responsible for the well-being of learners. 

• Learner: refers to an individual who is receiving education or is required to receive 

education under the relevant legislation. Specifically, for this study, a learner is defined 

as a male or female student who is under the age of 16. 

• School: refers to a public institution that provides education to students in South Africa, 

from grade zero up to grade 12. The definition of school is in accordance with the South 

African School Act of 1996, which covers both public and independent schools that 

enroll learners in one or more grades. 

1.8. Theoretical framework 

The study was based on the Precede-Proceed model, which provides a comprehensive framework for 

evaluating health and quality of life needs, and for designing, implementing, and evaluating health 



promotion and other public health programs to meet those needs. Precede-Proceed is an acronym in 

which each letter represents the first letter of a word. PRECEDE stands for Predisposing, Reinforcing, 

Enabling Constructs in Educational/Environmental Diagnosis and Evaluation, and refers to the process 

that precedes an intervention. It outlines a diagnostic planning process to help develop targeted and 

focused public health programs. On the other hand, PROCEED stands for Policy, Regulatory, and 

Organizational Constructs in Educational and Environmental Development, and describes how to 

proceed with the intervention. PROCEED guides the implementation and evaluation of the programs 

designed (Green and Kreuter, 1999). 

Each phase of the PRECEDE-PROCEED model has a distinct purpose and approach to guide the 

development, implementation, and evaluation of health promotion and public health programs. 

• Phase 1: Involves determining the quality of life or social problem and needs of a particular 

group of people. 

• Phase 2: Focuses on identifying and prioritizing health or community issues, and their 

behavioral and environmental determinants that need to be addressed to achieve the desired 

outcome. 

• Phase 3: Involves identifying the predisposing, enabling, and reinforcing factors that can affect 

the behaviors, attitudes, and environmental factors that were given priority in Phase 2. 

• Phase 4: Focuses on identifying administrative and policy factors that need to be considered in 

implementing the intervention successfully (Green and Kreuter, 1999). 

o The four phases of PRECEDE move logically backward from the desired outcome to where 

and how the intervention should be implemented, to the administrative and policy issues that 

need to be addressed. 

o The four phases of PROCEED cover the actual implementation of the intervention and the 

evaluation of its effectiveness, working back to the desired outcome (Green and Kreuter, 1999). 

• Phase 5: Involves the design and actual conducting of the intervention. 

• Phase 6: Focuses on process evaluation, which involves assessing whether the intervention is 

being implemented as planned. 

• Phase 7: Focuses on impact evaluation, which involves assessing whether the intervention is 

having the desired impact on the target population. 



• Phase 8: Involves outcome evaluation, which aims to determine whether the intervention has 

achieved the desired result that was envisioned in Phase 2.  

To improve the health and quality of life and prevent illness and injury, any population health program 

or environmental intervention should follow a basic agenda. These programs typically operate at one or 

more stages of prevention. The primary stage involves health enhancement and prevention through 

environmental controls, while the secondary stage focuses on early detection and treatment of known 

risk factors. The tertiary stage involves therapy to prevent recurrence. Most population health 

interventions operate at the primary stage, which concentrates on improving or enhancing the health of 

the community (Green and Kreuter, 1999). 

The model aiming at making the problem and solution as specific as possible ending at the level of 

determinates that were the factors that shape people behaviour, such as knowledge, attitudes, 

confidence, and skills. 

The PRECEDE-PROCEED model is based on the principles of self-determination and participatory 

planning, which ensure the active involvement of the target population and communities in planning 

and implementing health interventions. This model allows for community empowerment and includes 

ecological planning and assessment. By using the model, the community can adjust the structure and 

methods of intervention to meet their needs. PRECEDE focuses on the desired outcome of change and 

works backward to construct an intervention that will achieve that outcome, with four phases (Green 

and Kreuter, 1999). 

In phase one, social diagnoses determine the community's needs and aspirations and raise awareness 

about their concerns and objectives from a social, economic, cultural, and environmental perspective. 

The epidemiological diagnosis characterizes the main health problems of the community and identifies 

the behavioral and environmental factors that must change to address these issues. Community 

mobilization becomes a significant part of the health promotion process. The application of PRECEDE-

PROCEED to identify predisposing, enabling, and reinforcing factors provides valuable data to the 

development of more efficient communication and health strategies (Green and Kreuter, 1999). 

Predisposing factors refer to personal attributes such as knowledge, attitudes, beliefs, values, and 

perceptions that can promote or hinder motivation for change. Enabling factors are societal forces or 

systems that enable change, such as availability of personal and community resources, accessibility, 

referrals, laws, status, personal skills, services, and facilities. Reinforcing factors include behaviours 

and attitudes such as reward and incentives or the feedback received from peers, parents, family, 

employers, and societal groups for adopting the desired outcomes (Green and Kreuter, 1999). 



In this study reinforcers would be self-encouragement and encouragement by others and individual 

positive feeling. Teachers, parents, learners and SGB, after training they would encourage themselves 

and by others so that they translated information related to sexuality education based on knowledge and 

skills they would have acquired with positive feelings. The reinforcers would be trainers, teachers and 

peer educators would give information to parents and learners to empower them about sexual 

reproductive health issues, methods of family planning, how to use them where to access the services. 

Peoples’ expectations about advantages and dis-advantages, many motives and belief could play a role 

in shaping attitudes.  

The enablers would be notification of educational messages about materials designed for Primary 

School Action for better health. The reinforcers would be trainers, trainers from department of education 

and department of health. The reinforcers would be the experts in sexuality education, sexual health 

education, teachers, and postgraduate and young people’s mobilization to articulate their needs for 

sexuality education would be a powerful driving force (Green and Kreuter, 1999).  

Assessment of cognitive/ knowledge about aspects of sexuality education would be done at school level 

to evaluate if students would be able to make informed decision and choices leading in reduction of 

teenage pregnancy, STIs, HIV and AIDS. The PRECEDE - PROCEED model of which teachers, SGB, 

student’s behaviour was assessed in three area, the predisposing factors such as knowledge, attitude, 

and beliefs and value. Precede behaviour changed and generated motivation for behaviour enabling 

factors such as availability of resources and accessibility of services and policies. 

Process evaluation and review of process towards pre-set goals would be carried out during the 

implementation of the training course. The effectiveness would be evaluated on the completing the 

precede -proceed interview guide 6 weeks after training. The training would be conducted for 15 

participants in groups on separate days.  

2. RESEARCH DESIGN AND METHODS 

The aim of this study methodology was to describe the research plan, which includes the research 

approach, study design, selection of the population and study setting, as well as the data collection and 

analysis methods. The research would be conducted in three distinct phases. The first phase would 

encompass collecting and analyzing data, while the second phase would involve the development of a 

strategy to promote sexuality education among primary school caregivers in the Mopani and Vhembe 

districts of Limpopo Province, South Africa. Below is Table 2: Summary of research methodology 



Design  Context  Population and Sampling Data collection Data analysis 

Qualitative  Limpopo Province is geographically divided 

into five districts, namely Southeast Mopani, 

South West Capricorn, Waterberg to the west, 

Sekhukhune South East, and Vhembe District 

in the far north. The present study will be 

conducted in Mopani and Vhembe districts, 

with Thulamela Municipality in Vhembe 

District purposively selected. Vhembe District 

has four municipalities: Collins Chavane, 

Makhado, Musina, and Thulamela. The area 

has one university, 127 secondary schools, 

two libraries, and few dilapidated recreational 

facilities. Health facilities in Vhembe East 

include four hospitals, 52 clinics, and mobile 

clinics. The area has a high prevalence of 

pregnancies, sexually transmitted infections, 

and HIV/AIDS amongst learners, with 18% of 

the population being unemployed and poor 

(IDP, 2018/2019). 

Mopani District is divided into five 

municipalities, namely Ba-Phalaborwa, 

Greater Tzaneen, Greater Letaba, Greater 

Target population: Target population would 

be learners, SGB   and teachers. 

Sampling: Nonprobability purposive sampling 

would be employed to select districts, and 

circuit, schools   participants. Sampling of 

circuit: Mopani and Vhembe districts were 

selected based on high prevalence of sexual 

health risk such as pregnancies, STI’s and HIV. 

sampling of the circuit: Vhembe district has 2 

education circuits which are Vhembe East and 

Vhembe west. Vhembe east education circuit 

has been purposively selected due high 

prevalence of sexual health risks such as STI’s 

and pregnancy among learners. Vhembe east 

consist of 4 sub – circuits namely: Vhumbedzi-

Malamulele, Dzindi – Vhuronga, 

Niani_Sambandou and, Tshinane – Mvudi. all 

4-school circuits would be selected for study.  

Greater Giyani municipality has 5 circuits, and 

4 circuits would be purposively sampled based 

on high prevalence of sexual health risks 

among the learners. which is Klein Letaba, 

Instrument Unstructured 

and semi-structured 

Interviews would be used as 

an instrument for data 

collection.  

Methods for data collection 

would be: 

 In-depth face to face 

interviews to obtain data 

from Life Orientation 

teachers who have 12 months 

and more teaching 

experience. Questions that 

need to explore and describe 

the views and experiences of 

teachers were asked. 

Focus group discussion was 

conducted collecting data 

from grade 8 learners males 

or females and SGB   The 

researcher asked questions 

regarding how best sexuality 

 To conduct a thematic analysis, the data 

was first transcribed and read multiple 

times to generate initial ideas. These 

ideas were then be transformed into 

codes and organized into potential 

themes. The themes were checked to 

ensure they relate to the coded extracts 

and the entire data set. Ongoing analysis 

refined the specific details of each 

theme, and clear definitions and names 

for each theme and sub-theme would be 

created.  

Throughout the analysis, vivid and 

compelling extracts from the transcripts 

were selected and analyzed to focus on 

the research question and consider the 

study's theoretical framework. A 

thematic map of the analysis emerged 

and was used to tell the overall story of 

the analysis. 



 

Giyani, and Maruleng. Greater Giyani was 

selected for the study due to a high prevalence 

of pregnancies, sexually transmitted 

infections, and HIV/AIDS amongst learners. 

In the area, 74.4% attend school, and higher 

learning institutions are affordable. 

Unemployment rates in the area are high, with 

an increase from 50.7% to 60.4%. The district 

has physical recreational facilities available, 

but some have been vandalized and are not in 

use. Similar to Vhembe District, there is a high 

prevalence of pregnancies, sexually 

transmitted infections, and HIV/AIDS 

amongst learners, accounting for 44.9% (IDP, 

2018/2019). 

Nsani, Manombe and Shamavunga   circuits 

sampling of school. Sampling of the schools: 

Giyani has 53 secondary schools. Cluster 

sampling was used to select schools resulting 

in one school per cluster purposively sample 

for representativeness. Sampling of 

participants: The researcher purposively 

selected teacher who have been engaged in 

teaching life orientation as major subject for 12 

months and more. 

Learners in grade 8 females and males, age 13 

-15 years would be purposively selected. 

School Governing Body (Parents, LO 

Teachers) would be conveniently sampled as 

only parents in the schools.  

education can be 

implemented and what 

information should be 

included to promote 

sexuality education in 

primary school.  

Field note, audio record 

would be used, 



2.1 Research Strategy 

The research project was divided into two phases, which were focused on empirical research and 

strategy development and validation. The first phase used a qualitative multimethod approach and 

consisted of four stages. After completing these stages, the study findings were conceptualized into a 

framework that was used to guide the development of the strategies. And lastly the development and 

validation of the strategies were done in phase 2. (See figure 1) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure1. Phases of research process 
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2.2. Research design 

This study used a qualitative, exploratory, descriptive, and contextual research design to investigate and 

describe the experiences and perspectives of participants, aiming to gain a comprehensive 

understanding of the challenges associated with inadequate provision of sexuality education for primary 

school caregivers in the Mopani and Vhembe districts.  

• Exploratory  

According to Burns, Gray and Grove (2013), the researcher explored learners’, and life orientation 

teachers’ experiences about sexuality education at home and school. Views of the SGB and LO teachers 

on promoting sexuality education of the primary school learners were explored. Through explorative 

design the researcher gained in-depth knowledge about sexuality education of primary school learners 

in Vhembe and Mopani district. 

• Descriptive design 

In this study the researcher described the views of the SGB and life orientation on how sexuality 

education can be implemented. Description of participant’s views on sexuality education assisted 

researcher in categorizing the information, formulating themes and sub-themes that led to the 

development of strategies (Brink van de Walt, and van Rensburg: 2017; Polit & Beck,2017).  

• Contextual design 

Contextual design refers to the process of studying a phenomenon in its natural setting. In this particular 

study, the researcher observed and interacted with learners, teachers, and SGB members at schools. The 

researcher recognized that people's behaviors can be better understood and interpreted when situated 

within the context of their lives and the environment around them (de Vos et al., 2011). 

2.2. Study setting  

Limpopo Province is divided into 5 districts namely southeast Mopani, southwest Capricorn, Waterberg 

to the west Sekhukhune South east and Vhembe district in the far north. The setting for this study was 

Mopani and Vhembe Districts. Vhembe District is divided into 4 Municipalities namely Collins 

Chavane, Makhado Musina, and Thulamela Municipality was purposively selected for this study. 

Thulamela has 618462 population. There is one University and 127 secondary schools with 2 libraries, 

recreational facilities are few and dilapidated hence there is 1 sports centre with less resources. Health 

facilities in Vhembe east are as follows: 4 hospitals namely Tshilidzini, Malamulele, Hayani and Donald 

Fraser hospitals, 52 clinics and mobile clinics. Sexual and reproductive health services are poorly 

rendered because they are mainly focusing on prevention of HIV and. Eighteen percent (18%) of 



population are unemployed and poor. There is extreme poverty with high prevalence of pregnancies, 

STIs, HIV and AIDS amongst learners (IDP, 2018/2019).  

Mopani District is divided into 5 municipalities namely Ba-Phalaborwa, Greater Tzaneen, Greater 

Letaba, Greater Giyani and Maruleng. Greater Giyani was selected for the study based on high 

prevalence of pregnancies, STIs, HIV and AIDS amongst learners and including sexual abuse. 

Population in greater Giyani is 256300. Seventy four percent (74.4%) attend school and 22.6% did not 

attend school due to accessibility and the affordability of higher learning institution. Percentage of 

population with no schooling decreased from 47.6% to 42.1%. Most female were employed than males, 

however unemployment in area was increasing from 50.7% to 60.4%. Physical recreational facilities 

are available, such as library, sports centres which were not in use because some have been vandalized, 

lack of human and material resources. There was high prevalence of pregnancies, STIs, HIV and AIDS 

amongst learners which account for 44.9%. that was the reason why the researcher has chosen Mopani 

and Vhembe districts to conduct study (IDP, 2018/2019). (See Figure 2) 

 

Figure 2. Map of Schools in Limpopo Province District Municipalities (Mopani and Vhembe Districts)  



2.3 Population  

In this study the population was as follows. 

• All learners residing at Vhembe and Mopani District.  

• All teachers of learners where research was conducted. 

• All   SGB members. 

The accessible population were grade 8 learners, school governing body, teachers who met the criteria 

for the study, who were available during data collection at Mopani and Vhembe District. 

2.3.1. Target population  

The target population in this study were learners, teachers, SGB at the selected schools.  

Sample  

In this study, the sample was selected from the population learners, teachers, SGB at the selected 

schools. 

2.3.2. Sampling 

The study selected participants for research on promoting sexuality education to primary school learners 

through non-probability purposive sampling. This method ensured that participants were chosen based 

on their relevant experiences and met specific criteria, allowing the researcher to gather the most 

informative data possible. In this study, purposive sampling was selected because the main aim in 

qualitative inquiry would be to generate rich and dense description about promotion of sexuality 

education for care givers of primary school learners rather than using technique that would support 

generalizability of the findings.  

2.3.2.1. Sampling of the Districts and Municipalities 

Limpopo has five districts namely Capricorn, Mopani, Vhembe Sekhukhune, and Waterberg. The 

researcher purposively selected Mopani and Vhembe districts base on high prevalence of sexual health 

risks among learners. The researcher further purposively selects Thulamela and greater Giyani 

municipalities based on high prevalence of sexual health risks among learners. 

2.3.2.2. Sampling of the education circuits 

Theoretical sampling was conducted to sample the education circuit and schools due to high reports of 

teen pregnancies in those circuits. Vhembe district has 2 education circuits which were Vhembe East 



and Vhembe west. Vhembe east education circuit has been purposively selected based on high 

prevalence of sexual health risks among learners. Vhembe East and has 4 sub - circuits which were 

Vhumbedzi-Malamulele, Dzindi-Vhuronga, Niani-Sambandou and, Tshinanne-Mvudi. 

Greater Giyani municipality has circuits, and 4 circuits were purposively sampled based on high 

prevalence of sexual health risks among learners. in Klein Letaba, Nsani, Manombe circuit and 

Shamavunga. 

2.3.2.3. Sampling of schools 

Vhembe east has 156 secondary schools and greater Giyani has 65 secondary schools. Cluster sampling 

would be used resulting in one school per cluster purposively sampled for representativeness. At greater 

Giyani 4 schools and Vhembe 4 schools would be selected based on prevalence of sexual health risks 

among learners. 

2.3.2.4. Sampling of participants: 

Convenience sampling was conducted based on participants availability during data collection. In this 

study the researcher purposively selected participants based on participants experiences and knowledge 

about sexuality education. 

• Teachers - The researcher purposively chose teachers who had at least 12 months of experience 

teaching life orientation for the study. This selection was based on the teachers' specific 

background and qualifications in the subject, ensuring that the study gathered relevant data 

from knowledgeable sources. 

• Learners in grade 8 female and male, age 13 -15 years were purposively selected.  

• School Governing Body (Parents) were purposively sampled as only parents in the schools. 

Accessing the participants  

The principal of the selected schools identified the teachers who would assist in purposively selecting 

candidates (LO teachers, grade 8 learners and SGB members) as the assisting teacher know participants 

information rich about research topic.   



2.3.3. Sample size 

The study planned to conduct unstructured face-to-face interviews lasting between 40 and 45 minutes, 

with the sample size being determined by data saturation. For the focus group interviews, each session 

would involve at least 8 participants, resulting in a total of 64 participants. The focus group discussions 

would last between 45 and 60 minutes, with the goal of determining data saturation. 

2.3.4 Inclusion criteria  

In this study inclusion criteria was as follows: 

• SGB from selected schools 

• Grade 8 learners, both males and females, age 13 – 15 years 

• Teachers who facilitate LO. 

• Those that gave consent or assent.  

2.4. Data collection 

Data collection method is the process of collecting data from the participants. In this study the researcher 

used face-face interviews for focus groups with learners. Data collected using unstructured interviews 

with caregivers. Data were   recorded as fields notes and verbatim. Through unstructured and semi-

structured interviews, the researcher was able to engage with participants as such the participants 

expressed their experiences and views on promoting sexuality education for care giver of primary 

school learners in Limpopo Province, South Africa. 

2.4.1 Data collection instrument 

The researcher used both unstructured and semi-structured interviews to collect data. Open ended 

questions were used to collect data from the teachers, while semi-structured was employed to collect 

data from the learners and SGB. The interview guides ensured that all questions were covered during 

the data collection process. During the study, the researcher encouraged participants to talk freely, using 

interview guides that contained different questions for the focus group discussions with learners and 

SGB. The researcher conducted focus group discussions using face-to-face interviews, as it allowed for 

first-hand information and observation, and easy recording of data. The focus group discussions also 

promoted self-disclosure among the participants, including learners, SGB, and parents, providing 

insights into their thoughts on promoting sexuality education for primary school learners. 

 



2.4.2 Pre-test the interview guide 

In the study, a pre-test was conducted before the actual interview session. The pre-test involved 

conducting in-depth face-to-face interviews with 3 teachers and 1 focus group discussion with 6 learners 

and SGB in different settings. The purpose of the pre-test was to test the interview guide, interview 

skills, duration, and the use of an audio recorder. Participants for the pre-test were selected from 

Vhembe west district based on geographical proximity and the fact that it was not the main setting for 

the study. Volunteers were chosen to participate in the pre-test. 

2.4.3 Pre- interview Arrangement 

In the study, the researcher designed an unstructured question and interview guide (Annexure G) for 

use during face-to-face interviews and focus group discussions. A journal was prepared for taking field 

notes. The researcher negotiated in writing for access to the schools through district managers of Greater 

Giyani and Vhembe districts. The researcher also prepared a consent form for all participants who 

voluntarily agreed to participate in the study. Consent for grade 8 learners was obtained from their 

parents or guardians since they were minors. Consent forms were distributed to the learners by their 

teachers, and the researcher followed up to collect the signed consent forms. The right to privacy and 

respect was ensured, and voluntary participation was emphasized, with the right to withdraw from the 

study at any time. Participants were recruited by teachers working in the same school where the study 

was conducted, with SGB members recruited during parent meetings by the school manager. The 

researcher agreed with the participants on the time, date, and place where data would be collected. A 

group facilitator was required to assist the researcher with taking notes, operating the tape recorder, 

handling environmental conditions and logistics, and responding to unexpected interruptions during the 

study. The assistant played a key role during the post-meeting analysis of the session. 

2.4.4 Focus group discussion 

Focus group discussion - was an interview of a group of people gathered to discuss a focused issue of 

concern. The aim of using focus group discussion was to describe and understand the shared experiences 

by participants. Focus group discussions were conducted amongst grade 8 learners of age 13-15 years 

and SGB. In this study, the researcher conducted one focus group discussion per each school resulting 

in eight focus groups. Each focus group consisted of eight participants. Focus group discussions were 

suitable for discussing sensitive topics. 

Participants shared their opinions while learning from each other. Through focus group discussions, 

participants explored and clarified their experiences and views freely, rather than in face-to-face 

interviews. Participants shared their experiences amongst each other. Focus group discussions saved 

time and money as the researcher did not need to travel long distances several times. The participants 



provided information based on their experience. Group consensus was formulated, unlike in face-to-

face interviews. Research assistants were needed during the focus group discussion for data capturing 

(writing field notes and recording of the discussions with an audio recorder). An interview guide was 

provided as Annexure G. 

2.4.5 In-depth Face to face interview 

The researcher conducted the interview with grade 8 LO teachers to explore their experiences and views 

when promoting sexuality education of primary school learners. The researcher asked the following 

central question “explain your views on promoting sexuality education for primary school 

learners.?” Probing and follow up questions were used to deepen the discussion. During in-depth 

interview the researcher informed the participants and request permission to use an audio recorder if 

the participants would be willing.  

2.4.6 Initial stage interview 

The topic, goals and objectives were introduced by the researcher, and ethical considerations were 

ensured before the consent forms were signed. After that, the consent forms were distributed to the 

participants for completion. Open-ended questions were used to initiate the conversation, and 

participants were encouraged to discuss their experiences and views on promoting sexuality education 

for caregivers of primary school learners. 

2.4.7 Post Interview phase  

After the interview session, the researchers thanked the participants and inform them about the 

likelihood of further contact in case there was a need to spell out or endorse the captured data. From 

that point the researcher collected the nitty gritty notes of the interview while the researcher could still 

remember the data (De Vos et al., 2011) 

2.5. Measures to ensure trustworthiness.  

In this qualitative study, the researcher aimed to establish confidence and ensure the genuineness of the 

findings through trustworthiness, which was concerned with truth value. To enhance trustworthiness, 

the researcher adhered to the criteria of credibility, transferability, and dependability, as outlined by 

Polit and Beck (2017). 

2.5.1 Credibility 

Credibility refers to the confidence in the truth of the data and interpretation thereof. The researcher 

enhanced credibility by remaining in the field for longer period. The researcher at least spends 45 



minutes with individual participants when conducting face to face interviews and 40-60 minutes for 

focus group discussions. In this study, credibility would be established through: 

• Prolonged engagement: Prolong engagement implied staying in the field until data saturation 

occurred. Through prolonged engagement the researcher obtained rich, detailed information 

and have in-depth understanding of the participants’ behaviours through continuous 

observation.  The researcher spent three weeks with participants because the first week of data 

collection the researcher visited different setting to establish rapport, explain the objectives, 

purpose of the study.  During data collection the researcher immerse herself in the world of the 

participants. The researcher spends extended time conducting face to face interviews, focus 

group discussion and taking field notes. The interviews continued until data saturation. In each 

school selected for study. The researcher would invest enough time in data analysis, listening 

to audio recordings. Transcripts were read over and over to fully acquaint with the data.  (Polit, 

Beck, 2017). 

• Triangulation: In this study, triangulation conducted through in-depth interview and focus 

group discussion. Triangulation achieved by interviewing the learners, teachers, SGB. The use 

of unstructured and semi-structured interviews enhanced triangulation. The researcher always 

contacted the promoters. Fields note, audio recordings and observations during the interviews 

enhances triangulation.  

• Use of peer debriefing: Peer debriefing involved sessions that the researcher would 

have with promoters periodically throughout the study to reflect on any biases and 

omissions The researcher would present different phases of the study with peers who 

were experts in research gave a constructive input on how a scientific research inquiry 

should be conducted. The experts were the promoter, co-promoters.  

• Member check: The researcher probe during interviews to ensure that the researcher 

understand the participants ‘meaning. The participants were informed about the 

interpretations of data collected through fields note, audio recorder, observation to 

assess if the researcher’s interpretations were true representations of participants’ 

realities. Participants given opportunity to affirm their accuracy.  

2.5.2 Dependability 

• This refers to the consistency of data under various circumstances and over time. The main 

concern was whether the findings of the research would be consistent if the study was repeated 

with the same participants and conditions (de Vos et al., 2011). In this study, the researchers 

improved dependability by thoroughly describing the research design and steps taken. The 

researcher carried out the following actions: 



• Audit trail: The researcher saved a full record of the decisions completed beforehand 

during research and narrative of the research, and then document non-verbal 

communication observed during in depth one to one interview to enrich the data (de 

Vos et al., 2011). 

• Stepwise replication: Data was analysed separately and compare results if there is 

consistency and similarities of the outcomes it means that dependability is achieved 

(Chinn & Kramer, 2015). 

• Code-recode strategy: Data was coded twice by the researcher, taking one or two 

weeks in between if the codes are similar then dependability is achieved (Chinn & 

Kramer, 2015). 

• Peer–examination: The researcher discussed and agreed on the outcomes with a 

promoter to help in identifying the categories and negative cases not shielded (Chinn & 

Kramer, 2015). 

2.5.3 Transferability 

The concept of transferability in qualitative research relates to the degree to which the study's findings 

can be applied to other contexts or groups (Polit and Beck, 2017). In this study, the researcher aimed to 

increase transferability by providing a comprehensive account of the research methodology, 

participants, and data collection setting to determine the generalizability of the research outcomes to 

other contexts. 

2.5.4 Conformability 

Conformability in qualitative research refers to the degree to which the data is reliable and consistent 

and can be agreed upon by multiple individuals regarding its accuracy, relevance, and meaning (de Vos 

et al., 2011). In this study, the researcher ensured conformity by meticulously planning the research 

process, design, sampling, and data collection. The interviews were recorded to accurately capture 

participant responses, and the data was transcribed and analyzed independently by an external coder to 

ensure objectivity. The research draft was reviewed by the school of nursing for corrections, and the 

promoter checked the work with the co-promoter to ensure accuracy. An independent coder was hired 

to listen to the audio recordings to enhance the truth value of the data and validate the developed themes 

with the researcher (de Vos et al., 2011). 

2.7. Data analysis 

Data analysis is a process whereby the researcher categorises, manipulate and summarize data to get 

answer of phenomenon under study. Recorded data transcribed to prevent missing information. Audio 



recorded information was transcribed verbatim. During analysis data were reduced as the researcher 

categorise data and develop themes.  

In this study data were analysed using Thematic Analysis, this is the method whereby data was 

identified, analysed, and reporting patterns (themes) within data and minimally organises (Braun, 

Clarke, Hayfield, Terry, 2019). 

Phase   Description of the process 

Familiarising yourself with the data The data was transcribed and then reviewed multiple times, 

with initial thoughts and ideas recorded. 

Generation of initial codes Relevant data across the entire data set were systematically 

coded, capturing interesting features of the data for each 

code. 

Searching for themes The codes that were created in step 2 were brought together 

to form potential themes. 

Reviewing the themes  The themes were reviewed to ensure they aligned with the 

coded extracts and the entire data set, and this led to the 

creation of a thematic map for the analysis.  

Defining and naming themes. The analysis was continuously reviewed to improve the 

details of each theme and the overall narrative it presents. 

This process involved creating distinct definitions and titles 

for each theme and its sub-themes. 

 Themes defining and naming themes  The analysis was continuously updated to further develop the 

specific details of each theme. 

Producing the report In creating the report, the researcher chose particularly 

interesting and persuasive portions of the transcripts to 

analyze. The analysis concentrated on the research question 

and was informed by the theoretical framework for the study. 

. 



2.8. Ethical consideration 

Ethics guidelines were followed to protect the rights of the participants from any form of violation by 

the researcher. These guidelines mandated voluntary consent, justification, and justification of research 

for the benefit of society. Additionally, a code of ethics was put in place to protect the researcher from 

any legal action, and to outline their obligations towards the participants. In order to adhere to ethical 

principles, the researcher sought permission to conduct the study. Brink (2012) stated that obtaining 

permission is a crucial aspect of research ethics, and as such, the researcher presented their research 

proposal to the School of Health Science Higher Degree committee and Research Ethics Committee of 

the University of Venda. The University of Venda Ethics Committee granted clearance for the study, 

and an application requesting permission to conduct the study was submitted to the Limpopo Provincial 

Health Department and Vhembe and Mopani District Department of Health. 

To ensure adherence to ethical guidelines, the participants were informed of their right to make an 

informed consent. The researcher explained all information regarding the study to the participant, 

including the nature, purpose, and potential benefits. Participants were allowed to voluntary decide 

whether to participate or not. In this study, school-going children could not give consent as they are 

minors, but the researcher obtained consent from the guardian or parent (Brink, 2017). Additionally, 

participants had the right to privacy, and the researcher ensured anonymity by using codes during data 

collection. Voice recordings and field notes were kept by the principal investigator under lock and key. 

The participants had the right to choose whether to partake in the study without any risk of penalty, and 

they were free to withdraw from the study at any time and refuse to give information (Polit, Beck, 

2017). Furthermore, the researcher had a responsibility to avoid or reduce harm, and not subject 

participants to preventable dangers or discomfort. The study needed to be scientifically and socially 

safe (Polit, Beck, 2017). In this study, the researcher did not cause any harm to the participants, neither 

mentally nor emotionally. Any potential danger associated with participating in the study was disclosed 

to the participants. 

2.9. Phase 2: Development and Validation of Strategy 

In phase two, the researcher focused on developing and validating strategy to promote sexuality 

education for care giver of primary school learners in Limpopo Province, South Africa.  

2.9.1 Development of the Strategy 

Development of strategy emanated from empirical results of phase one and integration of PRECEED-

PROCEED framework. The researcher used 10 steps of SWOT analysis as a tool for developing strategy 

(Ommani, 2011; Hande, 2014). The following are 10 steps for SWOT analysis: 



1. Consider the use of SWOT analysis as a tool for strategic management and to make 

decisions. 

2. Preparing the area where the researcher indicated all the strength, weakness opportunities 

and threats and the researcher divided them into section after data analysis and 

interpretation. 

3. Considering the strength 

4. Considering the weakness that were internal factors. 

5. Considering the weakness that were external factors. 

6. Considering the threats that were from outside (external factors). 

7. Using the information from internal factor 

8. Using information from the external factor 

9. Using SWOT in career planning 

10. Words of caution 

Before developing the strategy, the researcher analyzed and interpreted the data obtained from phase 

one. The strategy was developed using SWOT analysis, basic logic model, and BOEM. To validate the 

developed strategies, the Delphi technique was applied, and a modified checklist was administered to 

key stakeholders to obtain their opinions (Ommani, 2011; Hande, 2014).  

2.9.2 Validation of the Strategy 

Validation refers to the scientific process whereby the developed strategy was assessed for accuracy 

(Chinn & Kramer, 2015). In this study validation was done to assess the applicability of developed 

strategy and that developed strategy should correct the identified gaps from the findings of the study 

(Chinn & Kramer, 2015). Validation of the developed strategy was done through consultation with LO 

teachers and SGB which were not part of the sample of the study in Mopani and Vhembe to validate if 

the strategies are simple, understandable, and implementable.  

• Purpose of validating developed strategy 

The purpose of validating strategy determined the applicability in correcting identified gaps from the 

findings of study. 

• Research method 

Quantitative research design was used because the researcher used a check list to quantify the 

variables/concepts identified. The participants validated the applicability, relevance and its 

comprehensiveness acceptability and flexibility. However, the rationale of validating quantitative 

design was to enhance the validity and reliability of the developed strategy (Creswell:2014). 

• Population  



The population were LO teachers and parent Vhembe east and Greater Giyani. 

• Sampling  

Sampling of Districts  

Vhembe and Mopani district sampled for the purpose of validating study. The two districts were 

purposefully sampled using non- probability sampling method because is where the study will be 

conducted. Sub-districts which is Greater Giyani and Vhembe east will be purposefully sampled within 

the area of study to validate the developed strategy. 

Sampling of participants 

Purposive sampling was used to select the participants. Purposive sampling was based on the area of 

expertise on sexuality education and incidence of teenage pregnancy on that area. Participants were 

reach through convenience sampling.   

Data analysis  

The researcher will make appointment with LO teachers to arrange the dates and time to meet them the 

researcher will provide the participants with developed strategy a week before they meet. The 

participants will have time to familiarize themselves with developed strategy. The researcher held a 

meeting with participants in different dates as the research setting were Vhembe and Mopani. The 

researcher stated the purpose of validating the strategy. A brief background of research presented to the 

participants. The researcher gave the participants time to state their views regarding developed strategy. 

At the end the researcher thanked everyone participated in the study.  

2.10. Limitations of the study 

The study will be limited to Vhembe and Mopani District. This may make transferability of findings to 

all nine provinces difficult. In-depth one-one interview may lead researcher seen as intrusive and 

researchers’ presence may bias responses. Sample include care giver and grade 8 learners from selected 

secondary schools in Vhembe and Mopani District Limpopo Provinces, South Africa.  

2.11. Dissemination  

The results submitted to journals.  

The findings of the study were disseminated to the scientific community and the public through 

publication in journals and other forums, and a research document was submitted to the Department of 

Health in Limpopo Province. In addition, the researcher presented the results in conferences through 

oral presentations or posters. The objective of the study, which was to develop a strategy to promote 



sexuality education for caregivers of primary school learners in Limpopo Province, South Africa, was 

achieved as per the Foundation for Professional Development (2010). 
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Abstract  

Globally, adolescents' risk of sexual behaviour has become a concern owing to the lack of sexuality 

education. This study examined the experiences of grade 8 learners on sexuality education from home and 

school. The study was mainly qualitative, involving eight focus group discussions (FGDs) to grade 8 

learners ages 13- 15 years. The findings revealed participants' experiences of sexuality education about 

confusion regarding physiological body changes, Inadequate knowledge about menstruation and how to 

manage menstrual periods, Inadequate knowledge about pregnancy, and Inadequate knowledge about 

contraception. Findings further revealed Communication concerns related to Cultural barriers, fear of 

embarrassment, Reactive sharing of information instead of being proactive, use of media as a source of 

information, and gender stereotype. The study concluded that these concerns operate as barriers to 

comprehensive sexuality education. The study recommended that parents and teachers train about sexuality 

to acquire knowledge and improve their communication skills. And they involved other stakeholders in the 

community.  
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INTRODUCTION  

Globally, adolescents' risk of sexual behaviour has become a concern due to a lack of sexuality 

education1. While sexuality education is a lifetime process in which information, credentials, values 

and attitudes are collected. It is designed for children and adolescents to become aware of reproductive 

functions and teach adolescents to make informed decisions, and make them more aware of the dangers 

of unsafe sexual behavior2. Globally, sexuality education is combined into school curricula, aimed at 

children and adolescents who learn reproductive functions and prevent sexually transmitted infections 

or unintended pregnancies and assist adolescents in developing strong and meaningful sexual 

relations—avoiding sexual coercion, discrimination, violence, and upholding sexual rights3,4,5,6. 

Awareness about sexuality builds adolescents' personality, creates a sense of themselves, and makes 

informed choices now and in the future7,8. 

Furthermore, school-based interventions targeting adolescents that promote communication and 

negotiation skills are effective in reducing and preventing sexual health risks9. However, schools' 

current sexuality education programmes are limited due to insufficient government commitment to 

championing CSE, inadequate or non-existent budgeting to effectively implement sexuality education, 

weak monitoring and evaluation systems, lack of coordination across ministries, and ineffective 

partnerships and coalition-building mechanisms among actors10,11,12. Taboos against socio-cultural 

values like speaking about sex in public in some countries were found to influence unsuccessful 

sexuality education8,2. A study conducted by Al Zaabi 12 discovered that sexuality education appears to 

be deficient between 11-12 years of age in Australia. The conversation about relationships, feelings, 

emotions, sexual abuse or the pressures learners experienced concerning sexuality was not discussed5,13. 

Addressing emotional aspects of sexuality was as important as providing knowledge on the biological 

aspects of sexuality and sexually transmitted infections (STIs) in which schools play a vital part5,14,15. 

In the United States of America (USA), the high prevalence of sexually transmitted illnesses and 

pregnancy among teenagers demonstrates the inadequacy of current sex education16. However, the US 

government decided to implement the policy Abstinence Only Until Marriage (AOUM) policy. The 

policy was ineffective in delaying early sexual debut and STIs. This approach was approved because it 

aimed to teach and promote the use of contraception, which may reduce the rate of unintended 

pregnancies and STIs. On the other hand, the study revealed that comprehensive sex education (CSE) 

is more effective than abstinence-only sex education. Like any other countries sexuality education in 

USA schools is compulsory 1,17,18.  

In Sub-Saharan Africa, adolescents' lack of sexuality education remains a serious public health concern. 

Child marriage, adolescent pregnancy, HIV transmission, and limited coverage of modern contraception 

are all frequent5,8. Approximately 150,000 adolescents below 15 years were HIV/AIDS-infected, 

120,000 in sub-Saharan Africa2,19 South Africa, Nigeria, Kenya and Tanzania are four countries with 



the highest rates of infected adolescents aged 10-19 years20. South Africa (SA) accounted for 25% of 

newly HIV-infected adolescents aged 15–24 years20. The evidence of the highest HIV prevalence 

showed that communication among teachers, parents and learners is inadequate, and the idea of 

childhood sexuality education can be thought provocative22. 

For this reason, Sexuality education has been integrated into school curricula, and it is compulsory at 

all levels23. In SA, sexuality education was introduced as a subject of Life Orientation to enhance 

teacher-learners communication and reduce sexual health risks among learners24. Even though Life 

Orientation is included in the curriculum, some learners still drop from school due to unwanted 

pregnancy 25. Equipping the learners with knowledge on sexuality issues would promote good health 

outcomes for the 26. 

In South Africa, the National Adolescent – Friendly clinic (SANAF) initiative has been adopted to 

provide services for adolescents that address the needs through increasing availability of non-

judgemental healthcare providers and providing appealing, appropriately equipped, easily accessible 

facilities27. On the other hand, the South African (SA) Constitutional Court also found that adolescents 

have a right to engage in sexual behaviour, without criminal punishment, under certain circumstances. 

The recent revision in the Criminal Law (Sexual Offenses) Amendment, No 32 of 2007, reflects this 

rights-based approach to adolescent sexuality28. Because of the ages at which teens can agree with a 

range of other sexual and reproductive health services (SRH), the right to have sex at the age of 16 must 

be understood. According to Children's Act No 38 of 2005, adolescents are entitled to SRH services 

such as HIV testing, male circumcision, contraception, contraceptive advice and virginity testing 

independently29. The Choice of Termination of Pregnancy Act No. 92 of 2007 allows a girl child of any 

age to consent to termination of pregnancy without assistance. Regardless of all that, the provision of 

sexuality education remains insufficient in Sub-Sahara Africa, including South Africa30,31. The study 

on learners' experiences promoting sexuality education for grade 8 learners is limited in Limpopo 

Province.  

Existing research has primarily focused on the prevention of sexual health risks. They have not taken 

into attention the necessities of promoting comprehensive sexuality education. Learners need 

knowledge and skills to make informed choices about their sexuality, learn how to avoid and deal with 

sexual related problems and know where to seek help. Sexuality education can help adolescents to 

develop knowledge and understanding; positive values, including respect for gender equality, diversity 

and human rights. This includes attitudes and skills that contribute to safe, healthy and positive 

relationships. Sexuality education is a positive and effective strategy for producing long-term 

behavioural change and ultimately reducing teen pregnancy and STI infections. Early debut in sexual 

activities, sex with many partners, low and inconsistent use of condoms32.  



This study aimed to explore and describe grade 8 learners' experiences with sexuality education from 

home and school. Therefore, learners need comprehensive sexuality education for effective sexual 

knowledge transformation. Teaching learners about abstinence-only and not providing learners with 

comprehensive sexuality education may lead to unintended pregnancy and STIs infections. For this 

reason, it is important to provide sexuality education from the primary level33.  

Methods 

The present study was conducted using qualitative, explorative, descriptive and contextual designs. This 

method was chosen because the researcher sought to explore the lived experiences of grade 8 learners 

regarding the promotion of sexuality education from home and school in Greater Giyani and Thulamela 

Municipalities. A non-probability purposive sampling of 64 grade 8 learners were sampled from all 

selected schools for this study, of which 25 were males and 39 females34,35,36. Data were collected from 

eight (8) focus groups discussions, each group having eight (8) participants. This method allows a deep 

understanding of participants' thoughts, opinions, experiences and information-rich. Both male and 

female participants were interviewed to reach the maximum uniqueness and data saturation37. A quite 

convenient classroom was prepared. Permission to participate in the study was sought. Data was audio 

recorded35,36.    

The interview began with a question on, "what do you understand by sexuality education?" to ensure 

that the participant had an understanding of the concept. Then the researcher asked the main question 

that direct the Focus Group Discussions: "what are your experiences concerning the promotion of 

sexuality education from home and school?" Paraphrasing and probing follow up questions were done 

to deepen the discussions. Probing questions such as "tell me more about that", reflecting on what 

participants have said. Observational notes and fields notes were taken and used to assist the researcher 

in understanding the meaning that the participants hold about sexuality education. The duration of the 

focus group discussions was between 45 – and 60 minutes depending on participants' responses34,36,37.  

Data credibility was achieved through prolonged engagement with the participants during focus. The 

researcher ensured member checking by giving the transcripts of the interviews and extracting codes to 

some of the participants and that the agreement of their opinion with that of the researcher was 

evaluated. Peer checking was ensured by submitting transcripts, codes, themes and sub-themes to the 

supervisors.   Transferability was obtained by using purposive sampling, working contextually and 

using a dense description. Dependability was ensured by a thick description of data collection, analysis 

and interpretation of the data. Confirmability is achieved by auditing the entire research process34,36.   

 

 



Table 1: FGD Characteristics of the Learners 

 School Number of 

Participants 

Gender Age range of Participants 

Mopani Municipality 
1 08 

4 boys 

4 girls 
13-15 y years 

2 08 
4 boys 

4 girls 
13-15 years 

3 08 
4 boys 

4 girls 
13-15 years 

4 08 
4 boys 

4 girls 
13-15 years 

Thulamela 

Municipality 
5 08 

4 boys 

4 girls 
13-15 years 

6 08 
4 boys 

4 girls 
13-15 years 

7 08 
4 boys 

4 girls 
13-15 years 

8 08 
4 boys 

4 girls 
13-15 years 

Ethical clearance was granted by the University of Venda Ethics committee project code 

(SHS/19/PDC/37/2410) and the Provincial Department of Education Limpopo Province. District 

managers and principals had also granted us verbal permission. The researcher was informed that no 

school visits during exam time and disrupting classes. A written assent form was obtained from each 

participant. Participation was voluntary. No information would be divulged to unauthorized persons. 

The data analysis was done concurrently with data collection. Tesch's open coding method was 

employed to analyze data33,37. The researcher listened to audio recordings several times and associating 

field notes with audio recordings. Audio-recorded FGDs were transcribed verbatim. Transcribed data 

were read and re-read, and the audio recordings were listened to multiple times to get a sense of the 

whole. Summarized topics were named using codes. These codes were appropriately categorized. 

Themes were developed and classified as themes and sub-themes38.  

Data analysis led to the emergence of the themes and sub-themes. The first theme was participant 

experiences of sexuality education with four sub-themes: Confusion regarding physiological body 

changes, Inadequate knowledge about menstruation and how to manage menstrual periods, Inadequate 

knowledge about pregnancy, and Inadequate knowledge about contraception. The second theme was 

Communication concerns with five sub-themes: Cultural barriers, fear of embarrassment, Reactive 

sharing of information instead of being proactive, use of media as a source of information and Gender 

stereotype. 



Findings 

The demographic characteristics of participants in the focus groups consist of sixty-four (64) learners 

from all the selected schools. The participants' ages were between thirteen (13) and fifteen (15) years, 

and both males and females participated. Eight focus groups of eight students were interviewed.  

The results revealed that learners lack information on sexuality education from home and school. 

During the interview, learners describe their experiences and explain what they understand about 

sexuality education. The following themes developed from the participant's description of the concept 

of sexuality education. Namely: participant experiences of sexuality education and communication 

concerns. Each theme identified is consists of various sub-themes 

Table 2: Experiences of Grade 8 learners about promoting sexuality education from home and at school 

Themes  Sub-themes 

Participant experiences of 

sexuality education. 

Confusion regarding physiological body changes.  

Inadequate knowledge about menstruation and how to manage menstrual periods 

Inadequate knowledge about pregnancy.   

Inadequate knowledge about contraception. 

Communication concerns  Cultural barriers. 

Fear of embarrassment. 

Reactive sharing of information instead of being proactive. 

Use of media as a source of Information. 

Gender stereotype. 

 

Theme 1 Participant experiences of sexuality education 

The study revealed that participants had various experiences regarding sexuality education. These 

include physical body changes which they found confusing; inadequate knowledge about menstruation 

and how to manage menstrual periods; pregnancy, and contraception 

Confusion regarding physiological body changes  

The study highlighted that the participants found physiological body changes confusing, with no family 

members explaining what was happening to their bodies and the implications of those changes thereof. 

This was reported as:  

One participant said: 



"I realized that hair was growing under my armpits, and I could not understand because no family 

member informed me about such changes. I understood the changes in my body when my teacher said 

when my breast starts to develop, my hips widen, developing pubic hair and acne on my face it means 

that I am at the puberty stage (FGD1- L 2 female 13 years).  

Individual participants supported by the group said: 

"I understand that everyone's body releases hormones such as testosterone and progesterone that make 

the individuals' feelings different, so those hormones make the body mature and make the sexual feelings 

possible, like liking someone. But I was unaware that I will experience erection of the penis and have 

wet dreams" (FGD3 - L4 male 13 years). 

Another one said  

 "Mmm…. eish, with frowned face ……. what I did not know was I will see periods monthly. To me, I 

thought I would bleed once. When I discovered that I would menstruate every month, I felt bad. I did 

not want to bleed every month. I was not fully informed about monthly bleeding" (# FGD3- L 3 female 

13 years). 

Inadequate knowledge about menstruation and how to manage menstrual periods 

Participants verbalized that they were not informed about the menstrual cycle before menarche. 

It was indicated that few aspects regarding menstruation were communicated. In addition, 

personal hygiene was discussed, and participants felt embarrassed when spoiling their uniforms 

with menstruation. Though some participants were not informed, others were told about 

managing menstrual periods. One participant said:  

"I had to figure it out on my own. How to wear a pad, whether to change it or not? I think they could 

have told me everything about menstruation in detail from the beginning" (#FGD4- L1 female 14 

years). 

Another one said: 

"I went to school with one pad. I sited in the class, not knowing whether I should play with other kids 

(learners) or not. I just realized that I messed my pants because I did not change my pad…. she took a 

breath, tears running down her face. So as the months went by, I started to notice other girls changing 

their pads in the toilet. So, I asked another girl to tell me how do I know when to change my pad. She 

explained to me that you could change after every 4 hours depending on the flow" (# FGD3- L 3 female 

13 years). 

Another one said: 



"During my periods, I used not to go to school because of shortage of pads, and I was not the only one 

who absents herself from school." 

Contrary to what has been said by other learners. one participant said: 

 "My mother sat me down showing me how to apply a pad. She said now you are grown up. 

Menstruations will come every month and is normal" (# FGD2- L 6 female) 

Inadequate knowledge about pregnancy  

Participants expressed that information they received from home and school about pregnancy 

is limited. The conversation is not clear, non-directional. Participants further indicated that 

parents' communication is focused on abstinence and never mentioned contraception. This was 

evidenced by:   

One participant said:  

I have learned it the hard way. I impregnated a girl at 15 years of age. To me, having sexual intercourse 

was fun. I was not told to practice safe sex. Impregnating a girl was a mistake, I regret but is late" 

#FGD2-L6 male. 

Another participant said: 

 "I find it difficult to talk with my parent about sexual intercourse. At home, parents do not openly 

discuss matters related to sex. 'In a harsh voice' they will say, do not play with boys or girls, if you want 

to get HIV, do that….. yoo! Then she claps hands "(# FGD4 – L-7 female 15 years).  

Another participant said:  

"Our culture, religion, and tradition do not allow talking openly about sex and sexual matters." 

Individual participants supported by the group said: 

"Parents should have told us when is the right time to have sex; the consequences of having sex without 

protection such as sexually transmitted infections and unplanned pregnancy. Hmm! Parents do not tell 

us all this" [# FGD 3 -L 4 female 13 years].  

Inadequate Knowledge About Contraception  

In this study, participants displayed insufficient information concerning contraceptives. Participants 

highlighted that communication about contraception was shallow, lacking details and directed to 

females than males. 

one participant said: 



 "They [teachers] said it is for a married couple. These makes me become reserved to ask for clarity, 

especially about female condoms as I have not seen a female condom and I do not know how it is used" 

(# FGD7-L2 female). 

Individual participant supported by the group said:  

"I cannot access contraceptives because nurses usually say unpleasant words. Some send us back and 

say we are still young or even promise to disclose to our parents that we are using contraceptives. My 

mother said using contraceptives may cause infertility at a later stage" [FGD4- L 2 female 14 years]. 

Theme: Communication concerns  

Findings revealed that sexuality information is poorly disseminated to grade 8 learners. Participants 

indicated that parents and teachers share the information with low confidence due to communication 

concerns such as Cultural barriers, Fear of embarrassment, Reactive sharing of information instead of 

being proactive, Use of media as a source of information, and Gender stereotype. 

Cultural barriers  

Cultural barriers are one of the concerns that hinder explicit communication regarding sexuality 

education. Participants said, discussing sexual related issues is a violation of culture. As indicated by 

participants, communication about sexuality is to be guided by certain norms and standards of that 

community. Participants indicated that they viewed sexuality education as taboo and did not feel free 

to express themselves on sexual health issues.  

One participant, supported by others, said: 

Our parents are still holding on old-style, that it is a taboo and culturally not accepted to talk about 

sex, menstruations, pregnancy, contraception including termination of pregnancy" [# FGD1- L5 

female 13 years] 

One participant said: 

"I feel weird when parents try to communicate with me about sexual health problems, I am not used to 

it, mainly because these topics are culturally not discussed with us (children) hence, the feeling of being 

strange" (# FGD2- L5 male 14 years).  

Fear of embarrassment.  

The study revealed that fear of embarrassment contributes to poor communication regarding 

sexuality education. Participants indicated that fear of embarrassment limits them from 

expressing their sexual desire and feelings. The following statements evidenced this: 



One participant said:  

"Yoo! …With me, my mother told me to shut up in front of my siblings. When I was about to comment 

on TV news about street abortion, since that day, I did not want to ask her for any other information 

about sex or irregular menstruations. I did not want to get embarrassed in front of my siblings (# FGD 

5-L6 female).  

One participant said:  

"I felt that is embarrassing to talk about my feelings. I mean liking one of my boyfriends. I cannot talk 

about it because parents will not understand" (# FGD2- L4 female 13 years). 

Reactive sharing of information instead of being proactive  

The results revealed that parents give learners information on sexual health issues after a child displays 

unacceptable behaviour. Some parents recognize that children are sexually active when they find that a 

girl child is pregnant or suffering from sexually transmitted infections.   

One participant said:  

"My parent did not talk anything about sex until they realized that I am pregnant, with tears running 

on her face. Then, she took a deep breath……. they sit me down telling me that what I have done is 

wrong and it has brought shame in the family" (# FGD5-L3 15 years). 

Use of media as a source of information 

Though parents did not talk to them about sexuality, most learners reported that the information was 

provided through reading materials such as books. Participants further verbalized that they acquire 

information from friends, television and other social media. 

One participant, supported by others, said: 

 "I think my mom didn't want to talk about sex because she believes it is a taboo, but she still wanted 

me to be informed. She decided to buy a book so that she could communicate the message through" 

(#FGD 4, L 2 Female) 

"My friend said if I want to have sex, I must go to the clinic to get condoms, and it is safe to use it as it 

prevents unintended pregnancy and STIs" (# FGD 5 L 3 male) 

Gender stereotypes 

Gender stereotyping was echoed to be another factor that leads to poor parent-child communication. 

Some of the learners expressed that mothers prefer to talk with girls and fathers with boys. They have 

indicated that parents talk more often with girls than boys because they perceive girls as more vulnerable 

than boys.  



One participant said: 

"I think parents should normalize educating both girl child and boy child because in most cases, people 

who are taught are only girls and they forget that boys are the ones that initiate a relationship. So if 

boys are also taught, there will be fewer problems" (# FGD6- L7 female 14 years). 

Individual participant, supported by the group, said:  

"yes, … both boys and girls should receive equal attention in sexuality education. Girls are more often 

talked to. As a girl, I feel that I am the only one who should be responsible for preventing pregnancy 

while boys are left behind. Boys too must be informed" (# FGD6- L3 female 15 years). 

DISCUSSIONS 

The purpose of this study was to explore the experiences of the Grade 8 learners regarding promoting 

sexuality education from home and in school. Findings revealed that grade 8 learners did not have 

sufficient knowledge of sexuality education. Findings exposed that most grade 8 learners lack 

knowledge and are confused about the physiological body because of unexplained body changes. A 

study conducted by Alimoradi et al.23and Rajapaksa-Hewageegana et al.8 concurs with the findings of 

this study that learners lack appropriate knowledge about physical body changes during puberty and 

have no one to discuss sexual and reproductive issues with them. This implies that the confusion that 

the participants highlighted need an explanation to the learners about all the changes they will 

experience and the implications thereof. Such education will enable them to understand the changes 

experienced and take responsible decisions.  

Findings exposed that awareness about the menstrual cycle before menarche was very low. Few aspects 

regarding menstruation were communicated. Information about the menstrual cycle and management 

of menstruations was insufficient. Findings further revealed a lack of support and effective materials to 

use during menstruations. Some participants felt embarrassed because of the poor management of 

menstruations. The results further exposed that some learners were absent from school due to a lack of 

sanitary towels during menstruations. Nevertheless, most learners cited school as informative about the 

menstrual cycle and personal hygiene. In support of current findings, it was discovered that knowledge 

and support around menstruation is lacking39. The lack of effective materials for the proper management 

of menstruations increases embarrassment and fear of teasing. However, in low resource countries, 

menstrual hygiene management was taken for granted40. At the same time, the use of sanitary pads is 

significantly associated with school attendance41,42. This suggests that learners were uninformed and 

unprepared for menarche; therefore, there is a need to educate learners in detail and, if possible, even 

demonstrate how to utilize the pads and provide information on personal hygiene to prevent infections 

which can affect the later reproductive health of the learners.    



Findings revealed that little had been said about pregnancy. This may also be because learners felt not 

uncomfortable discussing such a sensitive topic. The discomfort with discussing pregnancy became a 

problem for many girls' families. However, learners perceived pregnancy as unintended and is 

associated with a misconception about sex and contraception. This denotes that learners must be 

informed about the consequences of not using contraceptives when a person is sexually active. Findings 

of the study conducted by Margaret et al.43 showed that parents and teachers were not open to discussing 

pregnancy, and bringing up the subject was taboo. Inaccurate information about the fertility cycle is 

cited as Leaners' high risk of rapid repeat pregnancies among learners44. 

Findings revealed that learners lack support to use contraceptives from parents, teachers and health care 

providers as they are hesitant or unwilling to provide service to adolescents. Results of the current study 

exposed that there is increased teenage pregnancy among learners. This was also revealed by Ezenwaka 

et al.45 that learners have poor knowledge about contraception, particularly the methods, types, and low 

turnout in accessing contraception because of the health providers' negative attitudes toward adolescents 

who seek contraception services. It was suggested that inadequate information about contraception 

exacerbates the risk of high teenage pregnancy. This means that there is a need to impart information 

about different contraceptives, such as female condoms. This study highlighted the importance of 

school health nurses visiting the schools to give more relevant information regarding contraception and 

to include both the male and female learners46,47.  

The current study's findings revealed that discussing sexual related issues is a violation of African 

culture. Communication about sexuality is guided by certain norms and standards of that community. 

Culturally (Tsonga and Venda), sexually related topics are discussed by/with elders, and that 

communication on sexuality is limited because culturally is a taboo. Participants felt uncomfortable and 

embarrassed to discuss sexual health issues as it is culturally unacceptable. It was revealed that parents 

were not socialized, and unusual for parents to have a meaningful talk about sexuality with their 

children48,49. Findings of the current study suggest that learners are restricted from expressing their 

sexual feeling and activities because it is not culturally acceptable48. This implies that parents, teachers, 

community, and policymakers need to examine cultural norms to establish a culturally sensitive 

sexuality education to accommodate all stakeholders in promoting a comprehensive and informative 

sexuality education. The study's findings revealed that learners, parents and the community might 

benefit from this study by empowering learners with comprehensive sexuality education. However, 

Parents lack interest in discussing sexual and reproductive health issues and feelings of shame. Cultural 

taboos also reported hindering learners from expressing their sexual desire and feelings50. Participants 

felt uncomfortable, and it was difficult for them to start such conversations with their parents51. This 

may also be because learners feel they are venturing into a private matter and are worried that parents 

might conclude that they are started to have sex; hence it brings a feeling of embarrassment. The 

findings of this study are in line with other researchers that discussing sexuality topic is 



embarrassing47,52. This implies that there is a need to allow learners to have the opportunity to express 

their feeling without prejudice. 

Findings exposed that parents provide information to learners on sexual health issues after things have 

gone wrong. As indicated by some of the participants, parents talk about sexual related issues after they 

realize that their children have affairs or showing behaviour of being sexually active. In support of the 

current findings, It was indicated that some parents delay discussions about sexual reproductive health 

issues as they think discussions of some sort encourage children to become sexual active53. This implies 

that parents need to be proactive and provide information about sexuality before learners reach puberty 

to prevent talking after the child is sexually active.  

The findings of the current study verified that gender stereotypes inhabit child-parent communication. 

Results show that some learners did not discuss sexuality education with parents while growing up. The 

finding revealed gender-biased preference in discussions about sexuality among family members. While 

female and male participants preferred discussions with female adults and male adults54. This 

stereotypical gender role association may limit the intervention's effectiveness. Therefore, there is a 

need for reshaping the approach to challenge this gender dynamic to tailor more effective interventions  

Limitations  

Studies with qualitative nature are less generalizable. this constraint also applies to the present study, 

as the grade 8 learners in the range of 13-15 years old were in the focus of this study, so the findings 

cannot represent all the grade 8 learners of other age groups in Mopani and Vhembe. There is a need 

for more extensive sample studies to investigate this topic further to inform interventions to encourage 

and promote parent-child communication. Due to the topic's sensitivity, some of the learners might have 

kept their experiences to themselves due to stigma and social undesirability. 

Conclusion  

The study aimed to explore and describe the experiences of grade 8 learners in selected secondary 

schools. Two themes were revealed during data analysis which was participant experiences of sexuality 

education and communication concerns. The study's findings showed that most learners were not aware, 

especially in sensitive matters, of sexuality education. The language used to communicate was the most 

significant barrier to communication in sexuality education, including culture and belief. While most 

learners have not been well informed, few were informed about a few sexuality topics. Further, the 

results of this study indicated the need for interaction and cooperation between the authorities of the 

health system, education, family (parents) and policy-making institutions to achieve a strategy for 

empowering learners with a multi-level and comprehensive approach.   



Recommendations  

Parents and teachers need training about sexuality to acquire more knowledge and skills to enhance the 

provision of comprehensive sexuality education. Inclusion of cultural sensitive sexuality education in 

school curricula. Use of less conventional teaching strategy. Involving other stakeholders in the 

community. Implement appropriate adolescent sexual and reproductive health programmes such as 

counselling and educational campaigns, and support services to address sexual problems among the 

youth. 
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Abstract  

Background: A conversation about sexuality is most likely to encourage healthy and positive sexual 

practices while reducing risky sexual behaviour among adolescents. Traditionally, sexuality is 

discussed in hushed tones in proverbs and is reserved for adults. On the other hand, adolescents must 

be well informed about their sexuality to assist them to make informed decisions about their sexual 

behaviour. 

Objectives: The study determined parents’ views regarding challenges of sexual health communication 

among secondary school learners in the Limpopo province. 

Method: A qualitative, exploratory-descriptive and contextual approach was employed for the study. 

Fifty-six parents were purposively selected, resulting in five focus group discussions that had 8–12 

members. One central question was asked, and based on the participants’ responses, probing questions 

followed. Data were analysed using thematic analysis. Trustworthiness and ethical considerations were 

ensured. 

Results: Three themes, namely communication concerns, role shifting in imparting sexuality education 

and poor parent–child relationships, and eight subthemes emerged from the data. 

Conclusion: This study identified that communication concerns influence parent–child dialogue on 

sexuality education. Therefore, there is a need to address factors hindering communication such as 

cultural barriers, role shifting in imparting sexuality education and poor parent–child relationships. This 

study suggests that parents should be empowered in dealing with children’s sexuality. 

Contribution: Parents should be equipped with reproductive knowledge to enable them to talk freely 

about sexuality with their children. This should be complemented with broader programmes aimed at 

promoting sexual health education within the traditional family institution. 

Keywords: parents; sexuality; sexuality education; learner; parent–child relationship; risky  

sexual behaviours. 

 



Introduction 

Traditionally, sexuality is discussed in hushed tones in proverbs and is reserved for adults. On the other 

hand, adolescents require information about their sexuality to make informed decisions about their 

sexual behaviour (Baku et al. 2018:1). Science-based, realistic, non-judgemental information about sex 

and relationships is provided in sexuality education at an age-appropriate, culturally relevant level 

(Kemigisha et al. 2018:2; Leung et al. 2019:2). Promoting sexuality education through parent–child 

communication is a positive and effective strategy for achieving long-term behavioural change and thus 

a reduction in unintended pregnancy. Sexuality education can reduce sexually transmitted infections 

(STIs), early sexual debut, multiple sex partners and low, inconsistent condom use (Bonjour & Van der 

Vlugt 2018:14; Daminabo, Teibowei & Agharandu 2022:65). However, parents do not often discuss 

sexuality with their children because it is embarrassing and uncomfortable to communicate (Rodgers et 

al. 2018:628). 

Globally, parent–child communication is recognised as a crucial strategy to reduce sexual health risks 

(Othman et al. 2020:313). Sexuality communication plays a vital role in the preparation of teenagers 

for a safe, productive, and fulfilling life. Effective and positive communication between parents and 

their children about sexual health helps adolescents to establish individual values and make sexually 

healthy decisions (Venketsamy & Kinear 2020:2). Several studies have shown that learners who have 

not been taught sexuality are more likely to engage in high-risk sexual behaviours than those who have 

been taught sexuality. Learners who received sexuality education were less likely to have several sexual 

partners, participate in unprotected sex, or become pregnant as teenagers. Additionally, they frequently 

use condoms or other contraceptive methods (Ram, Andajani & Mohammadnezhad 2020:2).  

Despite the evidence that parent–child communication is globally recognised and that parents are 

acknowledged as the primary source of information that can best influence decision-making responsive 

to the adolescent’s needs, however, it is still a hurdle because of various sociocultural and religious 

challenges such as lack of communication skills, low self-efficacy, ignorance and a lack of concrete 

information and parental underestimation of the child’s sexual behaviour (Aventin et al. 2020:3). 

Learners are explorative, and with the advent of technology and social media content, they are usually 

misinformed as they do not know the right information. Döring (2021:9) indicates that learners may 

need help and support with sexuality information and strategies to build their confidence. In African 

countries, culture turns out to be a barrier for parents to openly discuss sexuality with their children.  

Modise (2019:85) indicated that parents felt uncomfortable and believed that discussing sexuality was 

taboo. However, some parents discussed sexual and reproductive health with children, especially female 

parents. This is an indication that women are closer to their children as primary caregivers and men are 

culturally detached from their parental role, as they are only seen as providers. Research suggests that 



children’s age and gender do predict interaction of sexual communication with parents; parents are more 

likely to share messages with female than male teens, focusing on abstinence and resisting a partner’s 

advances, while other research shows that teen girls are more likely than boys to talk with family 

members about sex (Grossman, Jenkins & Ritcher 2018:6). Parents who browsed the subjects preferred 

to address a few topics such as abstinence, menstruation, and human immunodeficiency virus (HIV) 

and acquired immunodeficiency syndrome (AIDS). Dioubaté et al. (2021:5–6) highlighted that condom 

use and contraception were hardly discussed because parents think that talking about such issues is 

promoting sexual immorality or encouraging children to engage in sexual relationships. 

Problem statement and research objectives 

Sexuality education is regarded as a cultural taboo subject by most African people, especially among 

black communities. Society feels that it is not appropriate to open such conversations with children; 

however, learners still get information from friends and social media. Literature has indicated that the 

timing of education, the lack of knowledge of parents and their reluctance in communicating with 

learners has resulted in sexual ill-health and misbehaviours of sexual activities. The South African 

government saw the importance of sexuality education and introduced life orientation in schools, 

because parents were reluctant to communicate with learners and shifted the responsibility to the 

schools. However, the status quo remains because teachers are parents from the same communities 

affected by sociocultural and religious barriers and fail to provide comprehensive sexual education. The 

involvement of the parents might have the potential to impact adolescents in decision-making and is 

often referred to as a primary and preferred source of sexual health information. Parents can play an 

important role in supervising learners’ activities as primary caregivers by conveying appropriate sexual 

health information in a respectful manner. In relation to sexual health practices, role models can exert 

a considerable influence on adolescents’ attitudes, values and beliefs. 

For that reason, the researchers aimed to determine parents’ views regarding challenges of sexual health 

communication among secondary school learners in the Limpopo province.  

The objectives of the study were to explore and describe parents’ views regarding challenges of sexual 

health communication among secondary school learners in the Limpopo province. 

Research Design and Method 

This study employed a qualitative, explorative, descriptive and contextual design. The study aimed to 

explore and describe parents’ views regarding challenges of sexual health communication among 

secondary school learners in the Limpopo province. The study design was chosen as it provides an 

extensive discovery of information about promoting sexuality education for Grade 8 learners and was 

found suitable for this study. 



Setting 

Mopani and Vhembe Districts in the Limpopo province were the study areas. Mopani District is located 

on the eastern side of the Limpopo province, bordering Mozambique, while Vhembe District is located 

on the northern side of the Limpopo province, bordering Zimbabwe (municipalities.co.za n.d.). These 

two districts were purposefully selected because of the high sexual health issues that are prevalent in 

the district that might be attested to poor sexual health communication. The researcher approached 

public secondary schools with the aim of accessing a population of parents through the school governing 

bodies and committees. 

Population and sampling (participants) 

The target population were all parents with learners in the school where the study was conducted. 

Nonprobability purposive sampling was employed to recruit parents who were willing to be part of the 

study with the assistance of the principals and school governing bodies. The sample consisted of 56 

participants from the eight schools within the two districts, resulting in a total of five focus groups. 

Data collection 

Data were collected from selected schools after making appointments with participants. Each meeting 

lasted for1 h – 1.5 h. A conducive climate was created for everyone to feel free to share their challenges, 

and the seating was arranged in a semicircle. Each focus group had 8–12 members. Data were collected 

by means of a focus group discussion, using an unstructured interview method. The purpose of using 

this method was to understand parents’ views regarding challenges of sexual health communication 

among secondary school learners in the Limpopo province.  

Different methods to enhance trustworthiness of data were used such as taking notes, observation and 

using an audiotape to reduce bias (De Vos et al. 2017:361). The focus group started with a central 

question: ‘can you share your challenges regarding sexual health communication with your children?’ 

The central question was asked to all five focus group discussion groups, followed by probing questions 

because the researcher wanted to understand more about their challenges regarding sexual health 

communication. Data saturation was achieved when no new information was upcoming from the focus 

group discussions, and there was no substantial addition to the codes and themes being developed 

(Brink, Van de Walt & Rensburg 2017:193). Termination of the focus group interviews occurred after 

a maximum of two visits for some three visits. Data were collected for a period of three months (May 

2019 – July 2019). 

Data analysis 

The data were analysed conceptually, which included reading, coding and developing themes (Brink et 

al. 2017:193). Raw data were transcribed verbatim, including observational notes collected from the 



focus group discussions. The data were condensed and organised into themes and subthemes to make 

sense. The researcher approached an experienced qualitative data coder to analyse the data again, then 

an agreement was achieved. Literature control was presented after data were analysed to compare 

findings of this study (Brink et al. 2017:193). 

Measures to ensure trustworthiness. 

The present study used the model of Lincoln and Guba (1985) to ensure trustworthiness. This model is 

characterised by four strategies for ensuring trustworthiness: credibility, transferability, dependability, 

and confirmability. Credibility was ensured through prolonged engagement with the participants, as 

more than one visit was made for focus group discussion interviews, and during transcription of data, 

when clarity was needed, the researcher contacted the participants for further clarity; furthermore, field 

notes and observational notes were captured to enhance credibility. Transferability is the extent to which 

the results can be transferred to other contexts or settings; this was ensured by the purposive sampling 

technique to make sure that the selected participants were representative of the different views of parents 

across the different settings in the Limpopo province. To enhance the dependability of the data, an audit 

trial was used where a track record of the data collection process was developed, and during analysis, 

field notes and observations written during data collection were compared with data and corroborated 

with the findings of this study (Brink et al. 2017:172). Confirmability is the extent of the confidence 

that the results would be confirmed or corroborated by other researchers; this was achieved through 

reflexivity, where weekly meetings with promoters and independent coder were held after data analysis 

to reflect on the transcripts and themes. Feedback from the promoters and independent coder confirmed 

that all the quotes used in the participants’ transcripts supported the identified themes. 

Ethical considerations 

• Permissions 

Ethical clearance was granted by the University of Venda Human and Clinical Trial Research Ethics 

Committee (HCTREC) (reference number SHS/19/PDC/37/2410). Provincial Department of Education 

Limpopo province and the district managers and principals granted permission. It was agreed that the 

researcher would not visit schools during examination time and would not disrupt classes. A written 

informed consent form was obtained from each participant. 

• Consent 

Consent is morally justified primarily on the basis of autonomy, as research participants’ autonomy can 

be protected and supported through the consent process. A brief explanation of the research purpose 

and the fact that participants are not forced to participate were given to the participants. Based on the 

information given to them, they made a free choice. 



• Confidentiality and anonymity 

Once the researcher has information, confidentiality pertains to what the researcher does with it, 

specifically how much he or she discloses to others. The researcher gave an assurance that data would 

be reported anonymously; anonymity, in contrast, is concerned with the attribution of information. 

Participants were informed that the researchers would maintain their anonymity and would not report 

actual names or other identifying information. There is no control over participants breaking internal 

confidentiality in focus groups, but the researcher relies on the following ground rules and adheres to 

consent procedures. As the researcher explains the purpose of the study, he or she also explains that no 

information should be discussed outside the focus group meeting. 

Results 

The following themes emerged during data collection: communication concerns, role shifting in 

imparting sexuality education and poor parent–child relationships. Eight subthemes also emerged. The 

narratives of parents’ views are presented as direct quotations of participants. Themes and subthemes 

are indicated in Table 1. 

Demographic characteristics of participants 

The study included 56 participants in focus groups consisting of parents from the Greater Giyani and 

Thulamela municipalities. Parents were aged between 35 -63 years old, both females and males. Most 

of the participants were females (n=42) and male(n=14). The majority of participants were not 

employed. The highest qualification held by 3 participants was a degree; 24 participants did not have a 

grade 12 certificate.  

 

Table 1: Themes and sub-themes that emerged from data analysis. 

Themes  Sub-themes  

Communication concerns Cultural barriers 

Uncertainty of time/age to impart knowledge 

Fear of embarrassment 

Reactive sharing of information instead of being proactive 

Role shifting in imparting sexuality 

education 

Parents shifting responsibility to school and religious 

institutions 

Poor parent-child relationships Parents lack confidence in the subject 

Reluctant and avoidance techniques of subject  

Themes and sub-themes identified in the study are discussed in the following section, supported with 

direct quotations and the literature. 

 

 



Theme 1: Communication concerns 

 

Participants expressed that communication concerns inhibited parent-child dialogue about sexuality. 

However, some participants considered the provision of sexuality education only under conditions, 

while others did not. Communication concerns about promoting sexuality education were further 

classified into five sub-themes, namely: task-shifting of responsibilities, cultural barriers, the 

uncertainty of time/age to impart knowledge, fear of embarrassment, increased temptation and 

communication after things go wrong.  

 

Sub-theme: Task-shifting of responsibilities 

 

In this study, participants indicated that parent-child communication is lacking because they shift their 

responsibility to teach learners about sexuality. A parent assigns a family member such as a spouse, 

siblings or elders in the family to discuss information about sexuality with their children. One 

participant said: 

"My wife is the one who is supposed to talk with children and only report to me (husband) 

back the child who is naughty" (# FGDs 4– P7 Female 47 year).  

Another participant concurred:  

"I would rather have another person talk to my child on my behalf. I believe that the other 

person will be much more open than me because I am afraid the child will disrespect me" 

(# FGDs 1– P3 male 44 years).  

Task shifting has been observed in communities where parents as primary care givers are no longer 

staying with their children and have shifted the responsibility to the grandparents, especially 

grandmothers. 

 

Sub- theme: Cultural barrier 

Participants expressed that cultural barrier as a challenge that restricted parent-from communicating 

with their learners. Participants indicated that it is taboo and insult for adults to discuss sexuality matters 

with persons younger than them.  

Another participant said:  

"Culturally, we are not allowed to talk about sex-related issues with young people" (# 

FGDs 3– P4 Female 38 years).  

Another participant said: 

"In Venda culture, for us to talk to your child about sex, especially my daughter, is a taboo" 

(# FGDs 4– P2 Female 53 years). 

Traditionally in many African cultures, sexual health communication is considered highly inappropriate 

when parents talk about sexuality matters but emphasising abstinence without explanations.   



Sub- theme: Uncertainty of time/age to impart knowledge 

The study revealed that uncertainty of time/age to impart knowledge about sexuality leaves some 

participants unsure about the age to have such a discussion with their children. Participants indicated 

that it is challenging to impart sexuality matters to grade 8 learners because they believe that learners 

are still young. The information may influence learners to become sexually active. A participant said: 

 

"I do not know when the right time is and how to start teaching my child" # FGDs 6– P2 

Female 54 years. 

Another one said: 

"I cannot talk about sex with my children. They are still young. I am unsure if I can start 

now" # FGDs 3– P2 Female 37 years.  

Appropriate age specific time is difficult to determine as parents underestimate the sexual activity of 

their children, recent observations reveal early sexual debuts and incidences of teen pregnancies among 

the ages of 10-12years. 

 

Sub-theme: Fear of embarrassment 

Parent-child communication is limited by fear of embarrassment and parents' lack of knowledge about 

sexual matters. Participants pointed out that it is embarrassing to answer sexual intimate questions. 

When is the right time to have an intimate relationship? One participant indicated that: 

"I did not know what to say when my daughter asked me when the right time was to start 

dating. I felt embarrassed to answer her because it is not culturally accepted. Thou, I know 

I should tell her the truth # FGDs 5– P2 Female 56 years. 

 

Another participant said: 

"Talking about contraception is embarrassing. As a parent, it was difficult for me to explain 

" # FGDs 4– P3 female 43 years.  

Parents highlighted that sexuality communication is a shameful and embarrassing topic because it is 

usually associated with humiliation, self -guilt and stigma by society.  

 

Sub-theme Reactive sharing of information instead of being proactive  

Reactive sharing of information is viewed as an obstacle to promoting sexuality education. The study 

results revealed that parents are hesitant and feel unprepared for and uncomfortable communicating 

about sexuality with their children. Topics such as intimate relationships, pregnancy and contraception 

are discussed after parents realize that their children are sexually active or pregnant. An individual 

participant supported by the group had this to say:  

"The challenge is that we start to talk to a girl child when realizing that the child is 

pregnant. Then the whole family gathers to talk about and with the pregnant child. We wait 



until the child has become pregnant. We only talk when it is no longer useful" # FGDs 2– 

P1 Female 56 years.  

Another participant added that: 

"At our school, a certain pastor was invited to talk with learners after the school 

management realized that 20 learners were pregnant" # FGDs 3– P1 male 58 years. 

Another participant said:  

 "I have communicated with my daughter while she was in grade 6 to see that she is in the puberty 

stage. We talked about menstruation, how to take care of menstruations, abstinence to prevent 

pregnancy # FGDs 4– P2 Female 58 years. 

Providing genuine and respectful communication in a genuine manner is very important because 

learners will be able to receive such information is a good way without feeling being judged. However, 

parents usually comment on issues in a passive manner and when sexual ill has occurred. 

 

THEME 2: ROLE SHIFTING IN IMPARTING SEXUALITY EDUCATION 

 

Participants found it particularly difficult to discuss sexually related matters. However, participants 

acknowledged their role in imparting knowledge about sex education but shifted that role to teachers 

and other professionals such as nurses and priests. The following two sub-themes emerged: Parent shift 

role to school and religious institutions. 

 

Sub-theme: Parents shift roles to school and churches 

Shifting roles to schools and churches was cited as a challenge regarding parent-child communication. 

Some participants believed that the provision of information about sexuality is the role of the teachers. 

Most participants highlighted a lack of knowledge and skill as a problem that shifted their primary 

teaching function to teachers. Participants felt there was no reason for them to talk about sexuality at 

home because learners are taught at school as subjects of life orientation and life science. An individual 

participant said:  

"I thought it is the role of the teachers to teach ……. so they are going to teach children 

according to the curriculum and age of the learner unlike at home" #FGDs 5– P2 Female 

35 years. 

Another participant said:  

"….. teachers must continue teaching because we’ parents do not have sufficient 

information about sex education and different types of contraceptives. I do not have that 

information" #FGDs 1– P3 male 42 years. 

Some participants indicated that it is difficult to have dialogue with their children because their parents 

did not discuss this topic with them as they grew up. An individual participant supported by the group 

said: 



"During my school time, my parents did not tell us anything about sexuality. I was taught 

about menstruation in school when doing biology. So, I expect teachers to teach them 

likewise" #FGDs 4– P4 Female 52years.  

"I do not bother myself about teaching my children about sexuality because in our church 

they conduct workshops to guide youth on how to conduct themselves regarding their sex 

life and relationships" #FGDs 3– P5 Female 38 years. 

Another participant supported by saying: 

"Children who are being guided at church have good morals. Pastors must emphasize 

sexuality" # FGDs 5– P2 Female 43 years. 

When parents fail to take their primary role of teaching, they shift their role to schools and churches, 

while these institutions and parents need to work together to communicate sexual health the information 

to learners. However, Christian parents turn to relax, think that the church will teach children about 

sexuality while pastors emphasize abstinence to reduce sexual risks, which has failed the learners.  

 

THEME 2: POOR PARENT-CHILD RELATIONSHIPS 

 

Parents play a major role in the life of their children; they should model healthy sexual practices. 

Literature asserts that children who relates well with their parents usually make good sexual health 

decisions. 

Two sub-themes emerged: Parents' lack of confidence in the subject and reluctant and avoidance 

techniques of the subject  

 

Sub- theme: Parents lack confidence in the subject 

Participants indicated lack of confidence in communicating sexual health information because of poor 

parent child relationships. Culturally mothers are closer to their daughters than their sons which makes 

it difficult to browse such a subject. 

An individual participant said:  

"It is difficult to discuss sexuality. Maybe it is because of my relationship with my son." # 

FGDs 4– P6 Female. 

Another participant said: 

"I am not confident to confront my children about sexuality education. It is difficult for me 

to talk or teach my son, but one person whom he relates well with is his elder brother" 

#FGDs 2– P7 male 37 years. 

 

Developing good parent-child relationships contributes to a positive open sharing of information, 

respecting the learner as an individual encourages the learner to develop better sexual health values.  

 



Sub-theme: Reluctant and avoidance techniques of the subject  

 

Participants verbalized that they are reluctant and avoid communicating about sexuality issues. 

Participants highlighted feeling embarrassed to watch Television with children when people are kissing. 

Some said they (parents) changed the channel on the social broadcast.  

"……... In case of age-restricted shows, we just leave them watching Television    without 

supervision to avoid them asking me questions" #FGDs 4– P2 Female 55 years. 

Another participant added:  

"I avoid making any comment on radio talks or Television shows. If we are watching 

Television and something occurs like kissing, or sex appears on screen, we look down or 

try to reach out for a remote to change the channel because we feel embarrassed" #FGDs 

5– P2 Male 40 years. 

 

Avoidance and being reluctant is about denying taking responsibility of parenting because parents need 

to control and supervise what the children are watching in the media and internet platforms. Social 

media and internet can negatively influence learners to adopt unhealthy sexual choices when parents do 

not interrogate media issues with them.  

 

Discussion  

This study revealed the views of parents regarding promoting sexuality education for grade 8 learners 

in Limpopo Province. They are often embarrassed or shy to discuss sensitive topics with their children; 

hence they shift the responsibility of communicating with their children about sexuality. However, the 

burden is shifted to the significant other or other family members. The current study further highlighted 

gender differences in alleviating difficulties in discussing sexuality education. Evans, Widman, Kamke, 

and Stewart (2019:182) highlighted that mothers discuss sexuality with the girl child and fathers with 

the boy child. This implies a need to empower parents in communication skills to avoid shifting 

responsibility. Children who receive information about sexuality from a parent are likely to be free to 

discuss sexual matters than learners who never received information from their parents. Those 

adolescents who are able to communicate with their parents easily are more likely to engage their 

parents in sexual conversation than adolescents who have trouble talking to them. Klu et al. (2022:7) 

found similar results. Findings of the current study cited cultural barriers as a critical obstacle to parent-

child communication about sexuality. Talking about sexuality was taboo.  

 

The barrier for parents is perceived as a social taboo on sexuality discussion and a lack of knowledge 

about the topic (Ram, Andajani & Mohammadnezhad, 2020:5; Mbachu et al. 2020:8). This implies that 



cultural taboos and cultural beliefs about sexuality are deeply embedded in parents' lives and obstruct 

communication. Parents often do not openly discuss the subject because it is culturally sensitive, and 

they lack communication skills which makes them not feel free to discuss it with their children. This 

finding was similar to Bikila, Dida, Bulto, Debelo and Temesgen (2021:4) findings' which also exposed 

that parents were not allowed to discuss sexuality. In contrast, Shumlich and Fisher (2020:1118) 

suggested that clear and unambiguous talks can help reduce sexual risk behaviours and promote healthy 

adolescent sexual development. The findings further highlighted task shifting to the schools and 

churches. Study buy Mavhandu-Mudzusi and Mhongo (2021:11) revealed that some parents believe 

that external entities, including the educational system, should bear accountability. 

Findings of this study highlighted that the appropriate age for initiating the discussion was cited as the 

greatest common barrier as parents were always not aware that their children were sexually active. 

Communication should relatively respond to participants' age and most parents only discuss 

physiological body changes with children and reserve important information such as being intimate, the 

consequences and responsibility thereof. Parents felt uncomfortable initiating discussions with their 

children about sexuality because of age uncertainty, findings from various studies revealed that some 

parents began talking to the learner children as early as ten years old because their bodies are undergoing 

physical changes at this age This dialogue is only initiated to protect children from sexual health risks 

(Thin Zaw, McNeil, Oo, Liabsuetrakul and Htay 2021:85). 

Fear of embarrassment contributed to the lack of parent-child communication; parents felt they were 

not confident enough to talk about the subjects as they lacked accurate comprehensive sexual 

information. It is a common practice in black communities for parents to just say do not play with boys 

without providing accurate straight forward information. Parents struggle with their own lack of sexual 

knowledge and are frequently too embarrassed to discuss sexuality with their children since it is 

culturally inappropriate as children are usually sent to the aunt or elder member in the family to talk to 

the learner child. In support of the current findings, Othman et al. (2020:318); Mullis, Kastrinos, 

Wollney, Taylor and Bylund (2021:399) and Mekonen, Dagnew, Yimam, Yimam, and Reta (2018;5) 

revealed that lack of communication is linked to fear, an embarrassment to discussing with children and 

taboo attached to sexuality. 

The current study highlighted that parents are reactive instead of being proactive, usually parents start 

talking about issues when something crops up such as seeing a pregnant teenager, they will comment 

in a negative way for the child learner to realize that it is not acceptable, without directly communicating 

fruitful sexual education information. This finding is consistent with the findings of Mbachu et al. 

(2020:7) and Flores, Docherty, Elf, McKinney and Barroso Flores, ocherty, Elf, McKinney and Barroso 

(2019:541) which showed that unpleasant events were used as opportunities for parents to talk with 

their children. Jones, Whitfield, Seymour, Hayter (2019:766) also reiterated that parents began 



commenting about sexuality issues on various occasions about an indecent television scene. However, 

other researchers articulated that the discussion was limited to reprimand for abstinence, preserving 

virginity and avoiding pregnancy Rouhparvar, Javadnoori, Shahali (2022:8.)  Abstinence is promoted 

but it is not realistic as society has transformed and acculturation has occurred, and values and beliefs 

have shifted. The advent of social media and technology have changed the landscape of sexuality 

information. This does not benefit the children, rather, it exposes them to sexual health risks. Therefore, 

it is essential for parents to become proactive regarding the provision of sexuality education.  

The current study revealed that parents lacked content knowledge and the skills to approach this socially 

taboo subject.  Sexual health education is a broad subject that do not only encompass issues like 

HIV/AIDS and STIs but a broad range of factors such as responsible dating, negotiating a safe sex, 

choosing the right contraceptives to mention a few. Therefore, parents need to be empowered to have 

this information so that they can assist the learner children. A similar finding was reported that parents' 

role as educators is hampered by a lack of knowledge, the method of engaging children on sexuality 

issues (Ezenwaka, Ezumah, Eze, Agu, Agu & Onwujekwe 2020: 11). 

 

Findings specifying that parents did not feel confident or comfortable in communicating with their 

children on sexuality, partially due to poor parent-child relationships. In support of this finding, Szkody, 

Rogers, and McKinney (2018:2643) argued that an excellent parent-child relationship must be 

established with the child when they are young, as this will encourage parent-adolescent communication 

when children are older. The results of the study conducted by Benharrousse (2020:34). suggested that 

parents were more conservative in giving sexuality education. Maintaining a good parent-child 

relationship forms a strong foundation of communication skills. This implies that self-confidence builds 

an individual's self-esteem. Hence, one could be able to share information. Being shy makes parents 

reluctant and ignorant to open about sexuality education. This also applies to parents who have a good 

relationship with children. They do not encounter the problem of communication with their children 

about sexuality. Klein, Becker, Štulhofer (2018:1493) Therefore, parents and children need to maintain 

an excellent relationship to promote therapeutic talks.  

 

Strengths and limitation  

As for strengths, the community liked the lecturer (nurse educator) who collected data, which made 

parent discussions on such sensitive topics easier. Data analysis was done in an reiterative process with 

supervisors to ensure that the yielded themes were fully uprooted from the collected and transcribed 

data, which assisted in ensuring the findings' reliability and validity. Apart from these advantages, there 

were some drawbacks. Although we anticipated that using focus groups rather than in-depth interviews 

would allow active engagement of participants to more in-depth dialogue and deliberation, those who 



held minority viewpoints may have felt uncomfortable to freely expressed themselves or speaking up. 

Furthermore, participants shared theoretical stories than talking directly about their own children to 

avoid dishonouring their children. Male participants were also more problematic for researchers to 

probe, so they represent a significant population for future research. It was thought that the in-depth 

interviews could have been more effective at this early stage for one to gain a more comprehensive 

perspective on certain issues, like contraceptives, sex education, termination of pregnancy and 

preferences for when to begin sexuality education. This could be a research topic in the future. Our 

goal-directed selection method was not intended for generalizability to the Vhembe or Mopani districts. 

Rather than reflecting the distribution of both nationalities within the population, we fixated our goal 

on warranting sufficient sample size to attain acceptable depth of information from participants’ 

responses and arrive to the point of data saturation when choosing the sample size.  

 

Recommendations 

The study recommends that community starts forums where sexual health issues are discussed, and 

parents be empowered on issues of sexual health. The traditional leadership should revise and revisit 

the traditional institutions where young boys and girls attend for initiation to include issues of sexual 

health education. Parents should also be empowered with comprehensive sexual education and services 

available that support teenagers and adolescents. Parents need to be involved in their children’s lives 

by engaging in sexual health topics while watching Tv’s with them. 

The education system should continuously update the curriculum on sexual health education and 

communicate comprehensive sexual education unlike limiting to HIV/AIDS. Health services should 

also promote the provision of comprehensive sexual health information.  

There is a need to address socio-cultural taboos and religious beliefs that hinder communication. In 

addition, the development of the strategy to support parents to have confidence in promoting sexuality 

education. 

 

Conclusion  

This study disclosed that parent-child conversation toward sexuality health matters was limited if not 

absent in Mopani and Vhembe Districts. Challenges identified as obstructing sexual health 

communication were issues such as cultural and religious barriers, uncertainty in imparting knowledge, 

role shifting in imparting sexuality education and poor parent-child relationships. Open supportive 

communication between parents and young people related to sexual and reproductive health matters 

have the potential to postpone engagement into sexual activity, protection from risky sexual behaviours, 

and supporting the healthy sexual socialization among youth. This study, therefore, recommends 

effective parent-learner conversations regarding issues around sexuality, the cultural norms and 



religious beliefs that hinder the communication as well as lack of knowledge and confidence of parents 

should be addressed. Furthermore, programs aimed at supporting parents in getting more involved in 

their adolescents’ lives and to engage in healthier talk with their children about their sexuality need to 

be applied in the local communities. Educational pamphlets can be of good assistance. 
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Abstract  

The need for sexuality education to be integrated into the education system is becoming 

increasingly important worldwide. As a result, Life Orientation (LO) teachers have an essential 

and unique role to play, which they may not always be adequately prepared for, especially 

when it comes to teaching a cross-curricular subject like sexuality education. This research 

focused on exploring and describing the experiences of LO teachers who teach sexuality 

education in secondary schools in Limpopo Province. The study used a qualitative, exploratory, 

descriptive, and phenomenological design, collecting data through in-depth face-to-face 

interviews with LO teachers until data saturation was achieved after the eighth participant. 

Nonverbal communication was also captured through field notes. The study identified four 

themes: Participant experiences of sexuality education, communication concerns, role shifting 

in imparting sexuality education, and challenges faced during LO classes. The results 

highlighted that these concerns present barriers to comprehensive sexuality education. 

Therefore, it is recommended that teachers be provided with knowledge, skills, and confidence 

to teach various sexuality education topics, as well as access to human and material resources.  

Keywords: Experiences, Life Orientation, Sexuality education, Teachers  

Introduction  

The experiences of teachers regarding sexuality education are considered a crucial factor in their 

reluctance to teach sexuality education programs in schools. They are acknowledged as the key drivers 

in promoting learners' engagement in cooperative learning environments through efficient lesson 



planning within the education field1. Furthermore, Target 3.7 of Goal 3 in the Sustainable Development 

Agenda aims to guarantee universal access to family planning services and integrate reproductive health 

into national plans and programs by 2030, which many African nations have yet to fully comply with2. 

Progress in achieving the Millennium Development Goals in promoting sexuality education slowed 

down due to scarce Life orientation (LO) teachers who can provide sexuality education 3.  

Globally, it is commonly advocated that comprehensive sex education (CSE) should be adopted in 

classrooms around the world because it is successful at shielding teenagers from these dangers. 

However, the permissive and explicit nature of many CSE curriculums raises issues regarding its 

legitimacy, and the flimsy criteria of "effectiveness" employed in most reviews of CSE research raise 

severe problems over the research's actual significance. The effectiveness of CSE in educational settings 

must be determined if it is to be deployed globally to truly protect youngsters everywhere3. In African 

countries, the quality of learning and teaching sexuality education is weakened by cultural values and 

taboos4.  It is difficult for teachers to deal with delicate cultural issues when teaching and learning about 

sexual health issues. Teachers perceived that what was taught, and local cultural values clashed. As a 

result, it was challenging for the teachers to use the proper vocabulary to deliver the intended message. 

Therefore, LO teachers avoided talking about sexuality with students particularly communicating about 

abortion, homosexuality, and masturbation are examples of culturally sensitive topics that teachers may 

avoid, overlook, approach negatively. Culturally sensitive topics influence the spread of messages that 

go against comprehensive sexuality education principles, mainly when it comes to gender norms and 

sexual harassment5. Alternative linguistic techniques used to convey sensitive information to sustain 

social norms. To uphold societal norms, teachers resort to other linguistic strategies to articulate certain 

topics. However, this was limiting communication between the teacher and the learners6. 

In both Uganda and South Africa, it is mandatory for teachers to provide sexuality education; however, 

some teachers are concerned that teaching such content may be viewed as unethical by society. 

Specifically, they worry that demonstrating how to use contraceptives, such as condoms, could be seen 

as promoting sexual activity among learners, leading to concerns about their own morality7. 

Teachers in Kenya cover aspects of sexuality education within the Life Skills Education Curriculum, 

which is distributed across multiple subjects including biology and Christian Religious Education. 

Some teachers feel that integrating sexuality education into other subjects allows them to avoid teaching 

controversial topics8. However, providing sexuality education is impeded by a lack of training, the 

absence of comprehensive sexuality education in the curriculum, and insufficient time allocated for it9. 

A study carried out in Zambia found that teachers faced challenges in deciding what and when to teach 

sexuality education, resulting in significant disparities in the content being taught10. This often led to 

teachers withholding information from learners and focusing solely on promoting abstinence as the only 

way to prevent sexual health risks or disregarding sexuality education teachings altogether11. 



LO There has been a growing interest in effective Life Orientation teaching over the last century. Since 

its inception as a non-examination subject in the late 1990s.  After 1990, South African schools began 

to teach Life Orientation as a subject12.Additionally, South African sexuality education teachers 

frequently disregard sexuality education in the curriculum. The situation is concerning as sexuality 

education is already included in the curricula of subjects such as Life Orientation, Life Sciences, and 

Natural Sciences. Teachers highlighted that personal qualities and life experience are essential factors 

for teaching sexuality education effectively. They also found it difficult to maintain classroom discipline 

while promoting open discussions on the topic12. With their own cultural standards, personal values, 

and attitudes in conflict with the curriculum's goals, teachers struggle with the sexuality education 

curriculum. Given that South African teachers have not had sufficient "training" in teaching sexuality 

education, it is not unexpected that they are struggling with the curriculum. These teachers, and more 

specifically LO teachers, are typically female and come from a variety of academic areas depending on 

their teaching duties13. The study sought to explore teachers’ experiences in teaching sexuality 

education in secondary schools in Mopani and Vhembe district Limpopo province. 

Problem statement  

Sexuality education is an educational approach that covers various aspects of sexuality, including 

cognitive, emotional, physical, social, and spiritual aspects. It is provided in formal and non-formal 

settings, and the International technical guidance on sexuality education has been developed to help 

authorities in developing and implementing school-based and out-of-school sexuality education 

programmes14,15. In the late 1990s, South African schools started teaching Life Orientation as a subject, 

which included sexuality education as a key content area. Teachers have significant responsibility and 

autonomy in implementing the LO programme, but they often find teaching LO culturally challenging. 

Moreover, the shortage of adequately trained teachers contributes to the silence surrounding sexuality 

education topics in South Africa. Therefore, it is important to understand the perspectives of teachers 

regarding sexuality education, as they are a critical resource in providing sexuality education to learners. 

The researcher noted a lack of training and support for LO teachers and plans to explore their 

experiences teaching sexuality education in public schools in Limpopo Province. Enhancing teachers' 

confidence, values, knowledge, and skills related to sexuality can lead to long-term improvements in 

sexuality education. 

Methods 

The present study was conducted using qualitative, explorative, descriptive, and contextual designs. 

This method was chosen because the researcher sought to explore the experiences of LO teachers 

regarding promoting sexuality education to grade 8 learners at Thulamela and Greater Giyani 

Municipalities.  A non-probability purposive sampling of four-teen (14) LO teachers were sampled 



from four (4)  set of schools selected schools in Thulamela and Greater Giyani Municipalities.  School 

selected based on rate of teenage pregnancy in that setting. Four (4)   of participants were males and 10 

Females with the age ranging from   30- 60years.  The sample size was determined by data saturation. 

Data saturation was reached on the fifth face to face in-depth interview. However the researcher 

continued to collected to cover all the setting for data triangulation.  In– depth face to face interview 

was conducted to get rich information with each participant. Interviews were conducted in English. All 

participants were interviewed at schools during free period in quite room (office).  The interviews lasted 

40-60 minutes. One central question was asked. Can you explain your experiences regarding teaching 

sexuality education to grade 8 learners in your own words? Probing – question asked to allow the 

participants to describe their experiences thoroughly and to verify what the researcher heard was what 

the participant articulated. Observational note of what the researcher heard, and saw was written down 

as field notes. Interviews were recorded using an audio recorder16 Data was analysed conceptually, 

which included reading, coding, and developing themes17. Raw data was transcribed verbatim, 

including observational notes collected from in-depth face to face interviews. To make sense of the 

collected data, it was condensed and organized into themes and sub-themes. The researcher approached 

an experienced qualitative data coder to analyse the data again, then an agreement was achieved. 

Literature control was presented after data were analysed to compare findings of this study18. 

Data credibility was achieved through prolonged engagement with the participants during focus group 

discussions. The researcher ensured member checking by giving the transcripts of the interviews and 

extracting codes to some of the participants and that the agreement of their opinion with that of the 

researcher was evaluated. Peer checking was ensured by submitting transcripts, codes, themes, and sub-

themes to the supervisors and an independent coder. The researchers ensured transferability by utilizing 

purposive sampling, contextualizing the study, and providing a detailed description of the data. To 

ensure dependability, they provided a thorough account of the data collection, analysis, and 

interpretation process. Confirmability was achieved by subjecting the entire research process to an audit 

18,19. 

Ethical considerations  

Ethical clearance was granted by the University of Venda Ethics committee project code 

(SHS/19/PDC/37/2410District managers and principals granted permission. It was decided that the 

researcher wouldn't visit schools when students were taking exams and wouldn't interfere with lessons. 

Each participant signed a written consent form after being fully informed. Because the permission 

procedure allows for the protection and promotion of study participants' autonomy, consent is morally 

justified largely in terms of autonomy. a succinct explanation of the study's goals and the fact that 

participation is voluntary. Based on what they have been informed, they make a free choice. Once the 

researcher has information, confidentiality pertains to what the researcher does with it, specifically how 



much he or she discloses to others. Data will be reported anonymously, the researcher promised; 

nonetheless, anonymity is concerned with the attribution of information. Sexuality education is a 

sensitive topic that may violate internal confidentially of the participants, but the researcher depends on 

adherence to ground rules and consent procedures. The researchers also mention that no material should 

be revealed outside of the interview room (office) as they describe the study's goal 

Findings  

The demographic characteristics of participants in face-to-face in-depth interview were fourteen (14) 

LO teachers from all the selected schools where study was conducted.  The group of participants were 

heterogeneous with the age between thirty (30) – sixty (60) years old with teaching experiences between 

five (05) to thirty-five (35) years. The objective of the study was to explore and described the 

experiences of the LO teachers about teaching sexual and reproductive topics in class situation. Four 

themes and sub-themes developed according to the meaning that participants attached of their 

experiences. The following are themes that emerged from data analysis: Participant experiences of 

sexuality education; Communication concerns; Role shifting in imparting sexuality education and 

challenges experienced by LO teaching teachers. 

Theme: Participants experiences of sexuality education:  

LO Teachers articulated that sexuality education is the way of providing information about 

sexual health issues that will raise awareness about physical body changes. The participants 

further indicated that providing learners with sexuality reduces sexual health risks.  

Sub-theme: Bringing awareness about physiological body changes 

The LO teachers understood sexuality education as information on physical development that is 

provided to adolescents (learners) to make them aware of and help them cope with the changes 

occurring in their body. However, some of the topics were less communicated with learners. 

T5 “we discuss with them about menstrual circle, how it comes and how to handle themselves during 

menstruations. We do tell them that if they sleep with boys, they may fall pregnant we do tell them. 

Cleanliness and we do supply them with sanitary pads and show them how to use them.” (Female -50 

years).   

T6 “Sex education is not taught in detail. …….. the only thing we talk about is hair that grow in their 

private part, breast and hips that widen.” (Male - 35 years) 

T4 “emphasis abstinence as a method of prevention. we do not talk about going to the clinics get 

contraceptives.” (Male - 43 years) 



T3 “with pregnancy we dwell much on prevention by telling learners that if they sleep with boys, they 

will fall pregnant, but we do not advise learners to use contraception.” (Female - 40 years) 

Theme: Communication concerns  

Participants expressed that communication concerns inhibited teacher -learner communication about 

sexuality. However, LO teachers considered teaching about sexuality because of school health policy 

and curriculum that urge teachers to teach about sexuality in class. However, LO teachers obliged to 

teach about sexuality because the department of education introduced integrated school health policy 

and curriculum that urge teachers to teach about sexuality in class. Two themes emerged: Cultural 

barrier and Teachers lacking knowledge and skill information to tackle sexuality topics 

Sub theme: Teachers lacking knowledge and skills to tackle sexuality topics 

LO teachers verbalised that giving lecture about contraception was not easy. Teachers indicated that 

they lack skills and insufficient material to equip them with information.  

T1, I do not have enough information about different types of contraceptives. I think sexuality education 

is a very sensitive topic it needs a person who have good technique about it.” (Female - 43 years) 

Other participants were of opinion that learners should be empowered with information on 

contraceptives: 

T4, “my problem is how to start presenting this sensitive topic for learner.” (Male – 43 years)  

 T7, I feel I cannot talk about using a condom it is not cultural acceptable to talk about that. They will 

know more about that when they get married.” (Male - 55 years) 

 

• Sub-theme: Cultural barriers 

Participant said cultural contribute on the amount of information to be discuss with learners in class. 

Some of the topics cannot be discussed in class because is a taboo. Therefore, as teacher they turn to 

ignore sexuality education because of the societal values and standard within that society.   

T2 “Due to our culture we hide the information. We do not tell our learners about sexuality.  In Venda 

culture it is taboo to talk with children about sexuality.” (Male - 40 years) 

Role shifting in imparting sexuality education 

Participant indicated that when they come across sensitive topics, they shift responsibility to 

teach sexual related topic to person whom they thick can present the information better. 

 



Sub-theme: teachers shifting responsibility to nurses  

T9 “what I tell them is that go to the nearest clinic and nurses will give you thorough information about 

contraception.” (Female - 40 years) 

T5” We pastors to come and explain to them about risks of becoming pregnant at young age 

because in our school more than 20 learners were pregnant.” what I have observed parents 

leave everything to us teachers.” (Male - 50 years) 

 

2. Challenges experienced by LO teachers in the classroom 

 

Participants raised that teaching life orientation is an extra burden in the absence of support by 

teachers, government. And further said it is more challenging to teach the content that I have 

not trained for. sufficient training. This compromise education and learning for us and learners.  

 

• sub-theme: lack of support by colleagues 

 

T2 “Aah! (With a high voice and facial expression change as an indication that it hurts) no support at 

all they are lowering the standard of LO as teacher who is teaching. LO is regarded less as if you are 

not teaching a commendable subject. In many schools our managers do not consider it serious even the 

learners do not take it serious (Male - 57 years) 

T8 “Some teacher has attitude and influence other teacher to say teacher so so is wrong. so, I do not 

like that. (Female 46 years)  

T3 when I come across such attitudes where teacher influence parents, I do not feel eager to teach life 

orientation. …….. she continued by saying, “there is no support from other teachers may be is due to 

cultural believe.  on the other hand, the principal will be telling you to do what you have hired for 

because teachers are adult who are taking decision of criticizing than giving support.” (Female - 40 

years) 

• sub-theme: lack of support by the government 

 

lack of support by the government increase burden to us. I feel that working condition are not 

conducive as we struggle to get material. Hours of teaching allocated for it is only two period 

in a week. 

 T9 “The government does not support us by not allocating periods equally as in mathematic or Life 

science. “In our timetable if you can check only 2 periods per week allocated LO.” (Female - 40 years) 



• sub-theme lack of trained teachers 

majority of participants articulated that they felt less interested teaching sexuality education because 

they have not received proper training. They have only attended workshop that are done once at the 

beginning of the year. 

T5“I think there is a need for all of us teachers to attend workshops than sending only teachers who 

are teaching life orientation because all teachers can teach.” (Male - 50 years) 

T6 Workshops that are conducted is not enough we need more training. May be teachers should be 

sensitised throughout of our training because it is only few teachers who are called to attend workshops.  

(Male - 35 years) 

T1“I am just given textbook to pass the information to the learners but some of the topic I do not have 

broader information about them” (Female - 40 years) 

• sub-theme: Lack of motivation  

However, all teachers are expected to teach life orientation some teachers are not having interest. 

“T3 As teachers lack interest on teaching life orientation. we see that during the distribution of subject 

amongst teachers. LO will not have any person to take it until the principal allocate it.  Some teachers 

will refuse to take teach it” (Female - 40 years) 

Discussion  

The present study highlighted several experiences of the teachers across Thulamela and Greater Giyani 

municipality, highlighted a need to be well prepared, comfortable and motivated sexuality reproductive 

health issues to support and protect sexual development of grade 8 learners transiting from adolescent 

to adulthood. In addition, LO teachers are seen as being qualified to provide sexuality education because 

of their understanding of their students, their expertise in the learning environment, and their constant 

involvement in the lives of their students. 

The results of this study revealed that LO teachers bring awareness’ physical changes by providing 

information to the learners regarding physiological changes, information about the changes in their 

body, menstruation and how to manage menstruation including prevention of sexual health risks 

disseminated to the learners20.et al concurred with the results of this study that, young girls frequently 

experienced mental discomfort due to their ignorance of menstruation. Girls said they felt anxious and 

self-conscious about their bodies changing during puberty, and most named menarche as the worst part 

of the process. Physical and psychological problems for women were associated with sex-related 

ignorance and ingrained anti-sex prejudice. Majority of LO teachers were not in favour of 



communicating about contraception, pregnancy. The results revealed that teachers believed that it is 

cultural not accepted to have conversation with learners about sexuality21. In support of the current some 

teachers felt that it is controversial to communicate openly about sexual related issues with learners. 

This implies that grade 8 learners will remain unempowered and unequipped hence they the statistic of 

learners suffering from sexual transmitted infection and teenage pregnancy is alarming. This means that 

lack of information exposes learners to sexual health risk. Which could be prevented22.  

The study finding exposed that communication concerned open many gaps such as poor teacher -learner 

communication. Language barrier is one of the communication anxieties whereby the terminology used 

is unfamiliar to the learners. On the other hand, lack resources contribute to poor communication.  In 

this case teachers found it difficult to convey the relevant message using appropriate language. 

Language barrier might mislead both teacher and learners. Providing learners with clear and 

unambiguous information reduces early sexual debut. If information is well conveyed there will be no 

need for teachers to shift responsibility to nurses. Study revealed that participants shift responsibility 

relucted to deal with sensitive issues related to sexuality. Avoiding talking about sensitive topic leaves 

learners uninformed about crucial information hence they end up falling pregnant because teachers and 

parent decided to be silent about sensitive issues. Study conducted in Europe revealed that sexuality 

education is still a sensitive and something heavily disputed issue 23  

Lack of information delays accessibility of sexual health services. Availability of condoms at school 

can reduce teenage pregnancy and sexual transmitted infection at school. Study results revealed that LO 

teachers experiences challenges in the classroom ranging from lack of support from the colleagues, 

government in contrast with these findings, Robinson et al.24 argued that, despite the contentious nature 

of the subject, the majority of parents in this study agreed that sexuality education should be a joint 

effort between families and schools and that it should be relevant and vital for primary school 

students.  Teaching sexuality education in the classroom is a challenging task for teachers due to various 

reasons such as time constraints, lack of resources, community opposition, and their own lack of 

knowledge or training in the field. To deliver effective sexuality education, the support of authorities 

and other stakeholders is crucial. However, most teachers feel unsupported by their colleagues and 

principals in their efforts to teach sexuality education25. 

The challenges faced by teachers in the classroom are considerable, encompassing a lack of time, 

materials, or resources, community opposition, their own discomfort, and insufficient knowledge or 

training on the topics at hand. In addition, lack of time for sexuality education in packed schedule. 

Results further showed that lack of support by colleagues. These means that lack of support may 

discourage LO teacher to provide a comprehensive sexuality education and limit learners from right to 

sexual education. This was also revealed by Sidze et al. 26 exposed that teacher has experience had actual 

opposition regarding sexuality education from community leaders, government regulation and school 



administration. This implies that effective sexuality education needs the assistance of authorities and 

other parties. 

Limitations 

This was a convenient and relatively small sample size. Therefore, it does not represent the views of all 

LO teachers working with in public secondary Limpopo Province South Africa. Another weakness of 

the study was the method of recruiting the participants some school principal requested a written 

approval from district manager schools even though permission the Department of education Limpopo 

province obtained. Budgetary considerations restricted the sample of schools to 4 in each district and 

the results for each district are not nationally representative.  

Conclusion  

The study aimed to explore and describe the experiences of LO teachers at selected secondary schools 

in Vhembe and Mopani Municipalities. Data analysis revealed three (3) themes: participant experiences 

of sexuality education and communication concerns and challenges experienced by LO teacher in 

classroom. The study findings revealed that teacher understand their expected role as stipulated by 

department of education regarding teaching sexual reproductive health.  Cultural barrier and lack of 

training cited as the most significant barrier of teacher-learner communication. Teacher also 

experiences challenges in classroom as the one in control in delivering sexuality education.  The results 

of this study exposed the need to train and supporting teacher with human and material resources. 

Results of this study indicated the need liaise with stake holders in the community including learner to 

promote good rapport amongst all stakeholders. 

Recommendations  

This study revealed all LO teachers acknowledge what sexuality education meant and what is being 

expected from them however most of the teachers shows unpreparedness to outlined objectives on 

sexuality education sexuality. This means that there is a need for training the teachers to acquire 

knowledge and skills relevant to teaching sexuality.  The government must fund the training of teacher 

so that teachers would be able to transmit information comprehensively. Cultural sensitisation through 

workshops, seminars, imbizo and other means of communication. Inclusion of culturally sensitive 

sexuality education in school curricula. Use of less conventional teaching strategy. Involving other 

stakeholders in the community to support teachers providing reproductive health issues 
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 Abstract 

Background: The need to promote sexuality education for primary school caregivers is a topic that 

has received little attention globally, particularly in low and middle income countries. Caregivers, 

including parents and teachers, are the primary source of information on sexuality education, which 

can help reduce sexual health problems. However, there is currently a lack of sexuality education in 

Sub-Saharan Africa, including South Africa's Vhembe and Mopani districts. Thus, the aim of this 

study was to create a conceptual framework for promoting sexuality education among caregivers of 

primary school learners in Limpopo Province, South Africa.  

 Method:  A qualitative, explorative, descriptive and contextual design was employed. Care-givers and 

grade 8 learners ere Purposive sampled. Focus group discussions conducted with grade 8 learners and 

parents. While face to face interview was conducted to obtained data from the teachers. Interviews were 

audio record, Fields note taken used to recorded and transcribed verbatim coded and analysed 

thematically. Three phases were followed: an empirical phase, a classification of concepts and a 

development phase. There was therefore a   need to develop a conceptual framework of promoting 

sexuality education for caregivers.  

Results: conceptual framework of promoting sexuality education for caregivers of primary school 

learners was developed; consists of six components, namely agents, recipients, context, procedures, 

dynamics, and terminus. 

Conclusion: The framework acts as a reference for future research that aim to build support programs 

and models for caregivers, as well as a roadmap for how caregivers might be effectively supported in 

mental healthcare institutions. 

Keywords: Conceptual framework; Promote; Sexuality; caregiver; Learners. 



1. Background  

A conceptual framework is a tool used to visually or in writing explain the main concepts, variables, 

and relationships to be studied [1]. This framework serves as a guide to help researchers achieve their 

study objectives and represents their synthesis of the literature related to a phenomenon [1]. 

Sexuality education is considered a protective factor, but communication about sexuality between 

parents/caregivers and children is often difficult due to discomfort with the subject [2]. This study aimed 

to explore how caregivers in Vhembe and Mopani districts promote sexuality education, specifically 

examining primary discourses in caregiver narratives and their role as conversation partners for 

adolescents [3]. However, barriers such as embarrassment, inaccurate knowledge, low self-efficacy, 

religious and cultural beliefs, and parental underestimation of their child's sexual behavior can impede 

comprehensive sexuality education [4]. 

Caregivers play a crucial role in providing information and influencing decision-making that is 

responsive to the needs of learners [2,5]. It is widely recommended that sexuality education (SE) should 

be implemented in classrooms as it has been shown to effectively reduce sexual health risks among 

teenagers [3]. The objectives of promoting SE go beyond prevention and also include promoting the 

well-being of learners and facilitating good decision-making [6]. Caregivers are key players in shaping 

the sexual practices of adolescents as they serve as a primary source of values, morality, and standards 

that significantly impact the sexual socialization and decision-making of learners [7]. 

According to research, caregivers are the most important source of information for promoting sexuality 

education and influencing decision-making that is responsive to learners' needs [2,4]. It is widely 

recommended that promoting sexuality education in classrooms is effective in reducing sexual health 

risks for teenagers. The goals of promoting sexuality education for caregivers of school learners include 

not only preventing sexual health risks, but also promoting learners' well-being and good decision-

making [6]. Caregivers play a crucial role in shaping adolescents' sexual practices as they are the 

primary source of values, morality, and standards that greatly influence learners' sexual socialization 

and decision-making [7]. Furthermore, promoting sexuality education for caregivers has been linked to 

delaying the onset of sexual activity, increased use of contraception, and decreased sexual risk 

behaviors. 

Sociocultural and religious challenges have been identified as obstacles to discussing sexuality matters, 

as they are often considered taboo or culturally unacceptable, as indicated by several studies [8]. In 

addition, a lack of information and communication skills among caregivers of school-going learners in 

Limpopo Province, particularly in Vhembe and Mopani, has been noted through a literature review [9]. 

These issues are further compounded by high rates of teenage pregnancy and sexually transmitted 

infections, indicating that current sexuality education and intervention efforts are inadequate [10]. 



While the primary goal of promoting sexuality education for caregivers of primary school learners is to 

equip them with knowledge and skills, promoting SE for caregivers can also improve communication 

between parents, teachers, and learners and address sociocultural and religious communication barriers 

[11].  

Promoting sexuality education for caregivers is important to safeguard learners' rights and equip them 

with the necessary knowledge, attitudes, skills, and values to make informed decisions about their 

sexual and reproductive health and maintain healthy relationships [12,13]. To ensure that caregivers 

can continue providing support, they need access to various forms of support that help them build 

resilience. However, there is a disconnect between the available support and what caregivers need. 

Thus, it is important to better understand their expectations and find ways to nurture their resilience 

[14]. Some factors that hinder caregivers from providing adequate support include low parental self-

efficacy, as well as cultural and religious norms that create a discomforting environment. As a result, 

peers, media, teachers, and siblings become significant sources of sexual health information [14]. 

2. Method  

Table 1:  summary of research design   

Method                                                           Phase of empirical study 

 Qualitative multistage  

Explorative, Descriptive and Contextual design 

Objectives  Phase1a:Explore and describe views of parents regarding promotion of 

sexuality education 

Phase 1b:Explore Life orientation (LO) teachers teaching sexuality 

education in secondary school Vhembe and Mopani district Limpopo 

province South Africa 

Setting   Mopani and Vhembe districts  

Population  Phase 1a: Parents  

Phase 1b: LO teachers 

 Non- probability purposive sampling 

Data collection  Face-to face interviews for Lo teachers  &  using unstructured interview 



Focus group discussion for learners using semi structured interviews  

Data analysis  Thematic analysis-(qualitative) 

Conceptualization of findings into a conceptual framework to guide the development of strategies. 

 

2.1 Research design 

A qualitative, explorative descriptive and contextual research design was employed. The designs were 

chosen to allow the researcher to explore the topic and allowed the participants of the study to the 

development of new knowledge [13]. The researcher attested that qualitative, explorative, descriptive, 

design assist the researcher to understand the experiences of the participants as lived in real life [13]. 

This study was conducted at Limpopo Province particularly in Mopani and Vhembe districts. Study 

population comprises of LO teachers and parents. A purposive, nonprobability sample conducted to 

select teachers and parents using convenience sampling. Purposeful sampling entails the deliberate 

selection of participants based on examples from which one can learn a great deal about the study's 

principal topic or purpose. It is the most effective way for gaining insight into a new field of study or 

gaining a thorough knowledge of a complex experience or incident [14]. Face to face interviews 

conducted with LO teachers and focus group discussion was conducted with parents. All interviews 

were recorded and transcribed verbatim, fields’ notes taken. Data was analysed thematically. Data were 

condensed and organized into themes and sub-themes to make sense of the collected data. The 

researcher approached an experienced qualitative data coder to analyse the data again, and then an 

agreement was achieved. A literature control was presented after data were analysed to compare the 

findings of this study[14]. 

2.2 Ethical considerations  

Ethical clearance was granted by the University of Venda Ethics committee project code 

(SHS/19/PDC/37/2410District managers and principals granted permission. It was decided that the 

researcher wouldn't visit schools when students were taking exams and wouldn't interfere with lessons. 

Each participant signed a written consent form after being fully informed. Because the permission 

procedure protects and promotes study participants' autonomy, consent is morally mainly justified in 

terms of autonomy. a succinct explanation of the study's goals and that participation is voluntary. Based 

on what they have been informed, they make a free choice. Once the researcher has information, 

confidentiality pertains to what the researcher does with it, specifically how much they disclose to 

others. Data will be reported anonymously, the researcher promised; nonetheless, anonymity is 

concerned with the attribution of information. SE is a sensitive topic that may violate the internal 

confidentially of the participants, but the researcher depends on adherence to ground rules and consent 



procedures. The researchers also mention that no material should be revealed outside of the interview 

room (office) as they describe the study's goal findings.  

2.3 Trustworthiness 

The data's authenticity was supported by participants' extended participation in focus group discussions. 

The researcher guaranteed member checking by providing transcripts of the interviews and codes to a 

subset of participants, as well as evaluating the extent to which their opinions aligned with those of the 

researcher. By submitting transcripts, codes, themes, and subthemes to supervisors and an independent 

coder, peer review was ensured. Transferability was achieved through the use of targeted sampling, 

contextualization, and a detailed description. A detailed explanation of data collection, processing, and 

interpretation ensured dependability. Authenticity was attained by auditing the entire study procedure. 

Trustworthiness ensured. [13;14].  

2.4 Discussion of the results  

The findings from the interviews can be summarized as follows: The outcomes of learners and their 

carers (i.e., instructors and parents) these findings are broken down as follows: 

 

Table 2: Results from learners  

Themes  Sub-themes 

Participant experiences of 

sexuality education. 

Confusion regarding physiological body changes.  

Inadequate knowledge about menstruation and how to manage 

menstrual periods 

Inadequate knowledge about pregnancy.   

Inadequate knowledge about contraception. 

Communication concerns  Cultural barriers. 

Fear of embarrassment. 

Reactive sharing of information instead of being proactive. 

Use of media as a source of Information. 

Gender stereotype. 

 

The parent also raised communication barriers that predispose them not to communicate or discuss 

sexual health information with their children as being influenced by culture, fear of embarrassment and 

thinking that their children are not ready yet.  Learners have confidence and trust in their parents unlike 

strangers outside the home environment. Parents are early role models in the child’s life, learners look 



up to their parents and as role models they should be upfront with communication, but due to customs, 

values and norms within communities they hamper appropriate sexual health behaviours and lifestyles. 

 

Table 3: Findings from parents 

THEMES SUB-THEMES 

Communication concerns • Cultural barriers 

• Fear of embarrassment 

• Reactive sharing of information instead of 

being proactive. 

• Use of media as a source of information 

• Gender stereotype 

Role shifting in imparting sexuality 

education 

• Parents shifting responsibility to schools. 

• Involvement of religious institutions 

• Poor parent-child relationship 

• Parents lack confidence on the subject. 

• Reluctant and avoidance techniques 

 

Learner children have confidence and trust in their parents unlike strangers outside the home 

environment. However, parents do not want to take responsibility, they shift the tasks to other 

institutions, and lack of knowledge was one aspect identified which contributed to reluctance and 

avoidance techniques. Parents are early role models in the child’s life, learners look up to their parents 

and as role models they should be upfront with communication, but due to customs, values and norms 

within communities they hamper appropriate sexual health behaviours and lifestyles. 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 4: Findings from teachers 

THEMES SUB-THEME 

Sexuality education communication concerns • Brining awareness about 

physiological changes 

Role shifting in imparting communication 

concerns 

• Teachers lacking knowledge and skill 

in tackling sexuality issues. 

• Cultural barriers 

Challenges expressed by teachers in the 

classroom 

• Lack of support by colleagues 

• Lack of support by government 

• Lack of trained teachers 

• Lack of motivation 

 

The teachers also shared their experiences concerning communicating physiological body changes, that 

they only present what is visible, the other underlying issues they do not browse. Culturally talking 

about sexual health is a taboo, and when one is vocal about it, you are labelled as an outcast. Lack of 

information and cultural barriers are predisposing factors that makes learners to be ill-equipped with 

the right and comprehensive sexual health information.  

 

2.5 Classification of concepts 

The aim of the study was to develop a conceptual framework of caregivers to promote sexuality 

education, guided by results of the empirical phase. Manuscripts from empirical results were three two 

published and one under review. Munyai [11] results from the learner revealed two themes, participants’ 

experiences of sexuality education and communication concerns. Results from the parents revealed 

three themes namely, revealed three Communication concerns, Role shifting in imparting sexuality 

education and Poor patient-child relationship. Results from the LO Teachers revealed four themes. 

Participants' experiences of sexuality education, Communication concerns, Role shifting in imparting 

sexuality education, Challenges experienced by LO teachers in the classroom.  

 

 

 

 

 

 

Classification of concept was employed based on [15]. 



Table 5: steps of conceptual framework development 

Source: Dickoff,J.,James, P & Wiedenbach, E., 1968, Theory in practice discipline: practice oriented 

theory’, Nursing research 17(5), 415-434.https://doi.org/10.1097/00006199- 196809000-00006 

 

2.5.1 Concept classification, utilising steps of Dickoff et al. (1968:422). 

To create a framework, Meyer and Schotter [15] suggest using a variety of sources such as books, 

articles, newspapers, essays, interviews, and practices, which should accurately reflect the relevant 

social, cultural, political, and environmental phenomena or social behaviors. In this study, the researcher 

utilized ideas obtained from the results of the empirical phase to create the framework. 

Description of the conceptual framework 

A conceptual framework was created to promote SE for caregivers of school-going learners in Limpopo 

Province Using the six phases outlined by Dickoff et al [15]. The blue contour in Figure 2. The agent is 

blue on the left, represents the framework's initial step. The next is procedure on the centre, and it serves 

as the terminal point. In the yellow rectangle on the upper right is the recipient. The next below yellow 

is the terminus and represented by the dark green rectangular form on the right at the bottom, and the 

framework's dynamic aspect is represented by the sky blue in the bottom left corner. 

Steps  Explanation of steps Who or what are those? 

Step 1 Recipient  Who or what performs the activity People who will implement the 

framework 

Step2 Content Who or what receives the activity People who will receive the 

framework 

Step3 Procedure In what context the activity 

performed 

This is the place where the 

framework will be 

implemented 

Step 4 Dynamics The guiding procedure, technique, or 

protocol of the activity  

This involves the path or the 

steps to be taken when 

implementing the framework  

Step 5 

Dynamics 

Power sources such as agents, 

recipients and context to ensure 

success of a framework 

It includes the activities to be 

performed to ensure the 

success of the framework 

Step 6 

Terminus 

The end point or accomplishment of 

activity 

This is the end product or 

outcome of the framework 



 

Figure 1: a conceptual framework to promote sexuality education for caregivers of children with 

insufficient sexuality education (Figure 

Relationships between these operations are represented by arrows that connect all of the shapes. 

➢ Relevancy of the conceptual framework 

The conceptual framework is not merely a compilation of ideas; it is a structure in which each concept 

has a critical role. According to De Vos AS et al. [15], each concept has its own parts that define it, and 

its shape is defined by these parts. Every concept incorporates "bits" or components from other 

concepts, and all concepts are interrelated. Each concept is viewed as a point where its components 

converge, condense, or accumulate, and it must be understood in relation to its own components, other 

concepts, and the context in which they exist. Given this context, the fundamental premise of this 

conceptual framework is that each concept will contribute to achieving the desired outcome of 

promoting effective sexuality education for caregivers of school learners, ultimately leading to healthy 

sexual development among learners. 



➢ Assumptions of the conceptual framework 

A conceptual framework is not merely a collection of concepts but rather a construct in which each 

concept plays an integral role According to [15] every concept has components and is defined by them; 

every concept has an irregular contour defined by its components; every concept contains ‘bits’ or 

components originating from other concepts; all concepts relate back to other concepts; every concept 

is considered as the point of coincidence, condensation or accumulation of its own components; and 

every concept must be understood relative to its own components, to other concepts, to the plane on 

which it is defined and to the problem it is supposed to resolve. It is against this background that the 

assumption of this conceptual framework is that every concept of this framework will add value to the 

outcome intended to be reached, which is ensuring effective promotion of sexuality education for the 

caregivers of school going learners. 

2.5.2 Components of the conceptual framework 

➢ Agents 

The study aimed to determine who would implement the conceptual framework, which is known as 

agents. According to De Vos AS et al. [15], agents are the people or things that perform the activity. 

The results of the research showed that the agents of this framework are teachers and parents. To ensure 

that caregivers' needs are met, subject advisors must enhance communication with them, making them 

feel comfortable enough to trust and communicate any issues affecting learners. It is crucial for subject 

advisors to be approachable, as teachers may be hesitant to express their work-related frustrations with 

them as managers, resulting in stress and overwhelm. 

Recipients 

The question that was asked is: who are recipients of this framework? Recipients are who or what 

receives the activity [15]. Recipients are learners who will receive sexuality education. From the 

introductory statement, promoting sexuality education is a global problem. Caregivers experience 

communication concerns, sociocultural and religious barriers that had a negative influence on learners 

sexual wellbeing [16].  

➢ Context 

The question that was asked is: in what context will the framework be implemented [15] The context 

for this framework is all public secondary school and at homes both governmental and non-

governmental in Mopani and Vhembe district.  Often times, parents and guardians bring learners to 

schools and do not even involve themselves in their academic work [17] (assisting them on school 

homework) on the other hand teachers are having limited time to teach LO and having other subject to 

teach. It is therefore not surprising that teachers become overwhelmed and stressed because of lack of 

support from home and school [18], 



➢ Procedures 

The question that was asked is: what are the guiding procedures, techniques, or protocols to implement 

this framework [15]. 

To design a framework, certain steps need to be followed, one of which is to establish policies that 

provide sufficient support for caregivers. Policies are a set of principles that guide actions, and they can 

be developed by governments or organizations. Some policies are legally binding and require 

compliance from individuals and institutions [17,18,19]. Guidelines must address issues such as cultural 

barrier, lack by department support, lack of teachers training and home taboo. There must be 

collaboration among all stakeholders. Collaboration between parents, teachers, department of health 

(DOH) and Department of education (DOE). Therefore, collaboration among stakeholders will assist to 

support caregivers, because where an individual institution is unable to provide services, perhaps 

because of budgetary constraints – for example, training of caregivers on sexual health issues such 

sector or service that is not financially constrained can easily come in and assist with training of 

caregivers. Cultural barrier, departmental deficit, lack of teacher preparation, and household taboos 

must be addressed in the guidelines.  

Finding of the study revealed that care caregivers lack access to appropriate resources. Resources must 

include tangible, monetary, and intangible assets. Staffing levels must be sufficient to alleviate the 

instructional load. There must be relevant resources, such as instructional materials, to enhance 

communication. Owing to the difficulty of communication, it is essential to provide caregivers with the 

reading materials, posters, and contraceptives needed to conduct sexuality education. The accessibility 

of resources enhances communication skills. Monitoring and evaluation processes must be ongoing 

[21]. The outcomes can enlighten, inform, make sense of a complex contextual environment, and 

simplify complicated circumstances. Thus, this procedure is required to assure the success of the 

framework's intended purpose on communication skills. 

 

➢ Dynamics 

What are the dynamics of this framework? was the inquiry posed. Power sources for dynamics include 

agents, recipients, and context. The dynamics of a framework consist of tasks that must be undertaken 

to ensure its success [15]. This framework's dynamics include sufficient staffing competent LO 

teachers, enough budget, in-service trainings, effective communication, commitment and dedication 

from all stakeholders, and mutual respect and empathy. To provide comprehensive sexuality education 

(CSE), it is evident that strong communication skills, sensitization of taboos, and passion and 

determination must break down obstacles to communication [21]. 

 

 

 



➢ Terminus 

Terminus is the framework's final product or result [15]. The objective of this framework is the effective 

implementation of strategies that promote sexuality education amongst caregivers of school learners in 

the province of Limpopo, with the support of all departments of education and health, thereby promoting 

comprehensive sexuality education for students. 

3.0 Discussion  

The lack of knowledge and communication skills as outlined by participants, are very concerning issues 

because they promote poor parent – child communication [23] It is therefore indicated  that stakeholders 

within department of health and education take seriously all challenges and needs as outlined and bring 

changes within departments by ensuring that there is collaboration between the departments of 

education and health, be they financial, human or material, become available for the provision of 

comprehensive sexuality education. In this study six steps of Dickoff et al. (1968:422). were utilising 

to develop conceptual framework for care givers. The framework further guides stakeholders on how 

to effectively promote sexuality education for caregivers.  
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 Abstract 

Background: Sexuality education for caregivers of primary school learners is a pressing issue 

worldwide, including in African countries like South Africa, where research on prevention and other 

sexual health matters is lacking. In the districts of Vhembe and Mopani, the aim of this study was to 

create a strategy to encourage sexuality education among caregivers, given the concerning sexual trends 

observed.  

Method: The research consisted of two phases. The first phase involved a preliminary assessment that 

combined findings from three papers. The SWOT analysis was used to identify strengths, weaknesses, 

opportunities, and threats, followed by the Basic Logic Model to determine critical aspects that need to 

be considered when building strategies. In the second phase, the BOEM model was used to develop 

strategies based on the SWOT findings. The developed strategies would be validated through the 

application of the Delphi technique and the administration of a checklist to selected key stakeholders 

through organized parent meetings and workshops. 

RESULTS: Five strategies were proposed to facilitate promoting sexuality education these included 

Care givers’ awareness about Sexual Health and Wellness, Establishment of school health committee 

with all stake holder to facilitating access to sexual health information, Rebuilding of traditional 

initiation schools. Involving religious and social leader, involving religious and social leader, and 

Ensuring provision of sufficient information on sexuality education  

Conclusions: Implementing these intervention strategies could enhance promotion of sexuality 

education by caregivers. 

Key: Caregiver, promote, sexuality education. Strategy, SWOT, BOEM, Delphi technique 

 

 

 

 

 

 

 

 



1. Background  

This is in response to the realization that this type of conversation is crucial to the success of sex and 

relationship education, as well as the enhancement of sexual health outcomes for care givers and 

learners [1]. In order to improve sexual health outcomes for care givers and learners, it is argued that 

honest communication plays a critical role in promoting sexuality education, raising awareness and 

enhancing resources for better sexual health among learners [1,2]. Family life relies heavily on 

conversation as a means of communication. Certain conversational patterns between caregivers and 

children have been connected to children's socio-cognitive growth and the quality of their relationships 

with others outside the home [3]. In Vhembe and Mopani setting, both caregivers and learners 

encountered personal obstacles, such as shame, discomfort, and fear; communal obstacles, such as 

outside sources and a shift in responsibility; and institutional obstacles, such as language limitations 

[4]. As well as barriers imposed by culture, such as the prohibition of sexual activity [5]. Understanding 

Sub-Saharan Africa's forbidden sexuality and its cultural context is crucial [6]. Limited research has 

been conducted on the promotion of sexuality education. sexuality education for care givers in Sub-

Saharan Africa. Furthermore, evaluations of sexuality education programs often report outcomes of 

risky sexual practices, yet positive aspects of sexuality are hardly studied and rarely reported [7]. 

Findings from studies conducted in developing countries suggest that sexuality education has the 

potential to positively impact knowledge, attitudes, norms, and intentions, although sexual behaviour 

change has been more limited [8]. How and what caregivers communicate with their adolescent depends 

on their knowledge, comfort level, and attitudes around sexuality [9]. 

Most obstacles stemmed from caregivers lack of self-efficacy. For instance, caregivers were unable to 

find the proper words in their native language to depict anatomy or directly discuss sexual concerns. 

Some rural caregivers particularly in Vhembe and Mopani districts did not know how to approach 

sexual health conversations with their children [10] The belief that their children were more educated 

and had more experience with sexual health concerns contributed to parental lack of confidence. 

However, poor conversation on topics related to sexual reproductive matters has been associated with 

lack of knowledge, interpersonal skills, sexual negotiation skills including language to address the 

sensitive topic about sexual reproductive issues [2].  These unsettling patterns imply that current 

interventions and programs for sexuality education may be insufficient and/or ineffective.  

Since well before the 1994 International Conference on Population and Development (ICPD) in Cairo, 

the feminist literature on gender and development has emphasized the importance of addressing gender 

equality as part of a human rights-based approach to improving health, including sexual and 

reproductive health [11] . On the other hand, learning about sexuality and shaping one's own 

perspectives is an ongoing endeavour. It hopes to aid in the reduction of sexually hazardous behavior, 

including sexual assault and abuse, as well as unwanted and unprotected sexual encounters. that 



information should be based on curricula and that SE is rights-based, culturally influenced, age-

appropriate, and scientific [12]. 

The Programme of Action of the International Conference on Population and Development (ICPD), 

commonly known as the Cairo Family communication, especially parent-child communication, is a 

potentially effective form of sexuality education.[13]  Conference on Population and Development’s 

(ICPD) Programme of Action highlighted the roles of Governments to offer sex education to young 

people to promote teenage reproductive health, yet inconsistency exists in the related initiatives in the 

global context [14]. However, educating learners about sexual health issues is often difficult for care 

givers with teenager aged 13 to 15 disproportionately affected by increases in sexual health risks 

worldwide [4]. Previous research on sex education in Indonesia revealed that widespread conservatism 

stifled discussions about SRH and contributed to the widespread belief that adolescents did not require 

education on the topic until they were engaged or married. In addition, most nations have SE-supporting 

strategies, few have successfully implemented and maintained extensive SE programs [14]A potentially 

successful method of sexual education is family communication, particularly parent-child dialogue. 

However, educating a child about sexual health is often difficult for parents [13] However Caregivers 

are shifting the narrative about sex to engage in conversations with adolescents. Developing 

intervention strategies to promote adolescent-caregiver sexual health conversations may improve 

adolescents’ sexual health knowledge in order to make informed decisions. 

2.0 Methods  

There would be two main stages to developing a strategy, with the first one being the analysis of the 

results from three different papers. The preliminary evaluation would combine findings from the 

three studies to provide a baseline for the next stage. In phase was build upon the first phase's 

interpretation of the combined facts by formulating actionable goals (though done in stages). Experts 

in sexuality education, adolescent sexual health, culture, and policies controlling sexual health and 

human rights would collaborate with other key stakeholders to establish this plan. So, the strategies 

would be developed via the following steps:  

2.1 Preliminary assessment 

2.1.1 Incorporating information from three separate studies.  

This stage involved a side-by-side comparison of the results from these three publications in order to 

get a full picture of the current status of the issue regarding sexuality education. This allowed for a 

combined output to be developed, providing an overarching perspective of essential aspects that needed 

to be considered and handled in the triangulated creation of the strategies. 



 The first paper titled “Challenges on sexual health communication with secondary school learners, 

Limpopo province” Curations 45(1),a2321 journal   open access accepted 27 September 2022) paper 

explore the parents’ views regarding challenges of sexual health communication among secondary 

school learners in the Limpopo Province.  The participants were further probed to on the challenges that 

were likely to be experienced in discussing sexual health issues among learners and how best these 

could be overcome to maximize communication skills. The second paper titled “Experiences of grade 

8 learners on sexuality education from home and school at Mopani and Vhembe districts” published by 

African Journal of Reproductive Health august 2022; 26[8: 41-52]) the paper examined the experiences 

of Grade 8 learners) the study aimed to assess the level of knowledge acquired from home and school 

regarding sexual reproductive issues. The participants were further probed to explore the extent at which 

learners access sexual reproductive health information to scale up the provision for sexual health 

information. Third paper titled “Experiences of LO Teachers Teaching Sexuality Education in 

Secondary Schools Vhembe and Mopani Districts Limpopo Province South Africa” submitted to 

African Journal of Reproductive Health) the paper aimed to explore the experience of teachers teaching 

life orientation as a subject in grade 8.   

 

2.1.2 The Strengths, Weaknesses, Opportunities, And Threats (SWOT) analysis.  

SWOT analysis was employed to the merged findings of all three papers. Employing SWOT analysis 

framework will assist determine the strength, weaknesses that could influence sexuality education. The 

framework further identifies the possible threats that could hinder communication about sexuality. 

2.2 Strategy Development 

 2.2.1 Application of the BOEM model.  

This model constructs strategies with the intention of assisting in goal attainment and impact realization 

by conquering, eliminating, or reducing potential obstacles that could undermine the impact of 

developed methods [17,]. The model is novel and has not been widely applied, but it allows for a 

thorough evaluation of the current state of affairs and seeks to enhance the application of strategies by 

taking into account a variety of contextual elements. Preliminary assessment of findings will be used to 

inform the development of strategies for dealing with or mitigating the identified threats [9].  

2.2.2 Proposed strategies.  

These procedures are described in this work as potential preliminary tactics that might be further 

examined through an independent validation procedure to verify their acceptability, applicability, 

relevance comprehensiveness and flexibility. As stated in the introduction, the purpose of this research 



is to propose measures that would help in promoting sexuality education. The process of validation 

would then be based on this desired outcome. 

 

3.0 Results  

3.1 Merged Results 

The findings of this study point out that it is difficult for care givers to deal with delicate cultural issues 

when teaching and learning about sexual health issues. Care giver perceived that what was taught, and 

local cultural values clashed. As a result, it was challenging for the care givers to use the proper 

vocabulary to deliver the intended message [19]. The findings further point learners who are able to 

communicate with their parents easily are more likely to engage their parents in sexual conversation 

than adolescents who have trouble talking to them [10]  Parents struggle with their own lack of sexual 

knowledge and are frequently too embarrassed to discuss sexuality with their children because it is 

culturally inappropriate, as children are usually sent to the aunt or elder member in the family to talk to 

the learner child [20]. Maintaining a good parent–child relationship forms a strong foundation of 

communication skills. This implies that self-confidence builds an individual’s self-esteem. Hence, one 

could be able to share information [18]. These findings are presented in Table 1. 

3.2 The SWOT Analysis Outcome 

Basing on the merged findings of the outcome of this research, Strengths, Weaknesses, Opportunities, 

and Threats were identified to evaluate what is obtaining in as far as Health Services are concerned in 

Mopani and Vhembe Districts. These findings are presented in Table 2. 



Table1: Merging of findings from three papers 

Experiences of grade 8 

learners about promoting 

sexuality education from home 

and at school 

Challenges regarding sexual health 

communication with secondary 

school learners in Limpopo 

province: parents views 

Challenges regarding sexual 

health communication with 

secondary school learners in 

Limpopo province: parents 

views 

Findings of the merged analysis  

Lack of knowledge regarding:  

✓ menstruation and how to 

manage menstrual periods. 

✓ Inadequate knowledge about 

pregnancy.   

✓ Inadequate knowledge about 

contraception 

Poor dissemination of 

information 

✓ Cultural taboo 

✓ Fear of embarrassment. 

✓ Reactive sharing of 

information instead of being 

proactive. 

✓ Use of media as a source of 

Information. 

✓ Gender stereotype. 

 

Poor dissemination of information 

✓ Shifting of responsibility  

✓ Cultural barrier. 

✓ Uncertainty of time and age to 

impart sexuality education.  

✓ Reactive sharing of information 

instead of being proactive. 

✓ Use of media as a source of 

Information. 

✓ Gender stereotype. 

Role shifting in imparting sexuality 

education. 

✓ Parent Shifting responsibilities to 

school. 

✓ Involvement of religious 

institutions 

Poor relationships 

✓ Parents lack confidence in the 

subject. 

✓ Reluctant and avoidance 

techniques of subject 

✓ Poor parent-child relationships 

✓ Parents lack confidence in the 

subject. 

✓ Reluctant and avoidance 

techniques of subject 

Participants' experiences of 

sexuality education 

✓ Lack of knowledge and skills 

communication concerns 

✓ Cultural barriers 

Role shifting in imparting 

sexuality education. 

✓ shifting responsibility to 

nurses  

Challenges experienced by LO 

teachers in the classroom. 

✓ lack of support / motivation 

of teachers  

✓ lack of training 

 

Poor sexuality education: Participant experiences of 

sexuality education, Inadequate knowledge about 

physiological body changes, menstruation, 

contraception, and pregnancy,  

Challenges relating to sexuality education: Cultural 

barriers, Poor parent-child relationships, Fear of 

embarrassment, Reactive sharing of information 

instead of being proactive, information obtained 

from unreliable sources and role shifting among 

stakeholders, challenges experienced by LO 

teachers in the classroom lack of collaboration 

between Department of health and Department of 

education in implementing policy on condom 

distribution in schools. 

Strategies to overcome the challenges:  

Empowering parents with knowledge and skills 

regarding sexuality education  

Training of Life orientation teachers on sexual 

health issues 

Foster good parent-child relationships, Involvement 

of religious institutions  

Collaboration between Department of health and 

Department of education 

Rebuilding of traditional structures where young 

people were taught about sexuality 



Table 2: SWOT analysis outcome 

 

Strength 

• Availability of School Health Policy which have aspects of sexuality education to promote 

a healthy sexual behaviour among adolescents.  

• Availability of reproductive health services to provide information on reproductive health 

issues such as prevention of pregnancy, STIs,  

• Availability of School health nurses who give support and can give sexuality education  

• Availability of Life orientation teachers who have methodology  

• Involvement of school (Availability of Life orientation teachers)  

• Curriculum –syllabus 

• Some parents have knowledge  

• Dept. of education & dept. of health policies  

Weaknesses 

• lack of collaboration between Department of health and Department of education 

in implementing policy on condom distribution in schools 

• lack of commitment and imparting information about the available program by 

parents and teachers.  

• Lack of human resource support by the government to hire sufficient nurses. who 

can visit schools at least quarterly 

• Communication concerns 

• Role shifting  

• Cultural barriers  

• Parents feeling of embarrassment and shame 

Opportunities 

• Curriculum design: LO 

• Use of social-media: face-book, WhatsApp, Television, magazine  

• Educational policy (ISHP) 

•  

Threats 

• Increased exposure to sexuality in social media which is not guided may increase risks 

of sexual behaviour.  

• poor sustainability in the provision of sexuality education due to religious believe that 

sex before marriage is a sin 

• Peer group influence. 

• Cultural barriers. 

• Gender stereotype. 

• Uncontrolled social media  



3.3 The BLM outcome 

The BLM applied to the SWOT analysis findings presents key aspects that are needed under the 5 key 

areas. There is a need for funding and investments in human and material resources to enhance 

promotion of sexuality educations. 

Furthermore, there is a need to training teachers and parents including stakeholders by conducting 

seminars, workshops and campaign to empower them with knowledge and skills. Furthermore, there is 

need for engaging the stake holders in community to fasten the roll out sexual reproductive health 

programs.    

3.4 Build the strategies. 

The BOEM outcome.  The outcome of the BOEM framework revealed that there is a need to develop 

strategies that overcome insufficient information about sexual reproductive health, communication 

barriers and eliminating lack of training, ignorance and unclear platform for collaboration. Minimise 

Dissemination of wrong information about sexuality and Communication barriers.  

Table 3 : Outcome of the BOEM analysis 

BUILD  OVERCOME  ELIMINATE   MINIMISE 

Strategy to overcome 

communication 

anxieties 

Insufficient 

information 

Lack of training  Dissemination of wrong 

information about 

sexuality  

Strategy that facilitates 

multidisciplinary 

teamwork in promoting 

quality healthy life of 

the leaners  

Role-shifting  Inadequate 

information, 

Unclear platform for 

collaboration  

Communication barriers  

Conflict  

Strategy that facilitates 

community 

involvement  

Financial constrain Dependence to the 

government  

Misuse of available 

resources 

Strategy that values 

cultural norms and 

behaviour  

Insufficient 

information  

Cultural barriers  Misinformation  

Strategy to facilitate 

promotion of accurate 

information  

Lack of training Ignorance  Sharing of incorrect 

information  

 



3.5 Proposed strategies. 

Five strategies are proposed to enhance sexuality education for care givers of primary school going 

children. These are the pillar to facilitate communication and minimise sharing of misinformation and 

build confidence. Strategies so lay a foundation for developing a clear terms of reference procedures to 

ensure that community stakeholders, teachers, traditional leader, and parent they work as a team. These 

were represented in Table 4. 

 



Table 4: Proposed strategies. 

Proposed strategy  Goal/target indicator Responsible stakeholders 

Raise awareness About Sexual Health 

and Wellness 

Reduce communication barriers, make it 

easier for both parents and teachers to 

providing sexuality education utilizing 

channels like social media  

Adolescents' rate of internet usage, 

followers on that page  

Health care practitioners, 

parent/teachers with different 

stakeholders  

Establishment of school health 

committee with all stake holder to 

facilitating access to sexual health 

information   

At least four committee meetings per 

year 

The proportion of Stakeholders 

knowledgeable and involved in the 

integrated programs. 

Available resources to fund the ASH 

activities and services 

Minimum of four meetings per year for 

each committee; Percentage of 

Stakeholders who understand and 

participate in integrated program. 

Funding opportunities for sexuality 

programs and services 

Involved Parties: Researchers; Police; 

Traditional Leaders; Non-Governmental 

Organizations (NGOs); 

teachers, Parents/Guardians; and Health 

Care Workers 

Rebuilding of traditional initiation 

schools 

Continuous teaching sexual 

reproductive issues like managing 

menstruations impotence of remaining 

virgin until marriage. Respect, 

sensitizing cultural taboos 

Sexual behaviour modification e.g.  

reduce teenage pregnancy and sexual 

transmitted infection. 

  

Family members, traditional leaders and 

community member and peers 

Involving religious and social leader Improve knowledge and communication 

skills. 

Infusion of sexual health topics in a 

curriculum 

Empower care givers with 

relevant/appropriate information. 

Open sexual communication 

Increased confidence  

Good learner-teacher and learner 

parent relationship 

Reduced early sexual debut  

Parent/teachers, pastors, stakeholders  

Ensuring provision of sufficient sexuality 

education 

Foster teamwork and information   improvement of community support 

and preparedness 

Social media influencer, pastors 

 



Table 5: Refined strategies 

Proposed strategies  Goal/target  Indicators  Responsible stakeholders 

Empower care givers about Sexual 

Health and Wellness 

Reduce communication barriers. Make it easier 

for both parents and teachers to providing 

sexuality education utilizing channels like 

social media  

Adolescents' rate of internet usage, 

followers on that page  

Health care practitioners, 

parent/teachers with different 

stakeholders  

Establishment of school health 

committee with all stake holder to 

facilitating access to sexual health 

information  

At least four committee meetings per year. The 

proportion of Stakeholders knowledgeable and 

involved in the integrated programs. 

Available resources to fund the ASH activities 

and services 

 Minimum of four meetings per year for 

each committee; Percentage of 

Stakeholders who understand and 

participate in integrated program. 

Funding opportunities for sexuality 

programs and services 

Involved Parties: Researchers; 

Police; Traditional Leaders; Non-

Governmental Organizations 

(NGOs); 

teachers, Parents/Guardians; and 

Health Care Workers 

Rebuilding of traditional initiation 

schools 

Continuous teaching sexual reproductive issues 

like managing menstruations impotence of 

remaining virgin until marriage. Respect, 

sensitizing cultural taboos 

Sexual behaviour modification e.g.  Use 

condom, contraception avoids test for 

HIV and avoid multiple partners 

Family members, traditional 

leaders and community member 

and peers 

Involving religious and social leaders Foster teamwork and information   improvement of community support and 

preparedness 

Social media influencer, pastors 

Ensuring provision of sufficient 

information on sexuality education  

Improve knowledge and communication skills 

Infusion of sexual health topics in a curriculum 

Empower care givers with relevant/appropriate 

information 

Increased confidence  

Good parent-learner and parent learner 

relationship 

 

Open sexual communication 

Parent/teachers, pastors, 

stakeholders  



4. Discussion 

The merged findings demonstrated that sexuality education was muffed by Poor sexuality education: 

leading to inadequate knowledge about physiological body changes,  menstruation, contraception and 

pregnancy;  challenges relating to sexuality education due to cultural barriers, Poor parent-child 

relationships, Fear of embarrassment, reactive sharing of information instead of being proactive, 

obtaining information from unreliable sources and role shifting among stakeholders, challenges 

experienced by LO teachers in the classroom lack of collaboration between Department of health and 

Department of education in implementing policy on condom distribution in schools.  

The SWOT analysis revealed the strength as: availability of School Health Policy which have aspects 

of sexuality education, availability of reproductive health services, availability of School health nurses 

who give support and can give sexuality education, Availability of Life orientation teachers, curriculum 

–syllabus, availability of Dept. of education & dept. of health policies. The effort should be directed to 

ensuring that sexuality education is realized than being a far to reach goal. Threats identified in this 

study were: increased exposure to sexuality in social media which is not guided may increase risks of 

sexual behaviour, poor sustainability in the provision of sexuality education, peer group influence, 

cultural barriers, and gender stereotype. To address the threats, it is important that all those charged 

with education of leaners (parents/caregivers, teachers, traditional and religious leaders) share similar 

reliable, and untainted information which will assist them to make informed decisions.  

The BLM in this study inclines on the on the SWOT analysis to find solutions on the central issues that 

needed to be considered to ensure that developed strategies would assist in sexuality education of 

learners in schools and within the communities where they leave. There is therefore a need for funding 

and investments in human and material resources to enhance promotion of sexuality educations. 

Furthermore, there is a need to training teachers and parents including stakeholders by conducting 

seminars, workshops, and campaign to empower them with knowledge and skills. Furthermore, there 

is need for engaging the stake holders in community to fasten the roll out sexual reproductive health 

programs.    

VALDATION OF STRATEGIES 

5.The validation of strategies  

Validation of the strategy seeks to determine whether or whether these strategies are feasible, 

applicable, acceptable, relevance, comprehensiveness, flexibility and acceptable in terms of achieving 

the goals that are sought. It is necessary for key stakeholders to conduct an analysis of the developed 

strategies to ensure that they do not compromise or go against the values held by various caregivers. 

The review of the strategy would proceed through Delphi technique and checklist would be distributed 

to a select group of key stakeholders. 



5.1.1 The Delphi Technique 

The Delphi technique is used to systematically combine expert opinion to arrive at an informed group 

consensus on a complex problem. This is achieved using iterative rounds of sequential surveys 

interspersed with controlled feedback reports and the interpretation of experts’ opinion.  

5.1.2 Population and sampling 

The Delphi Technique is used to further clarify or validate findings from surveys, focus groups, and 

interviews. The population of expert panellist were from Vhembe and Mopani, they were approached 

using purposive theoretical sampling methods. 

 

Table 6: Demographic data of the panel members   

5.1.3 Data Collection process and management 

The developed sexual health promotion strategies were sent through a WhatsApp to participant experts 

in round one and a developed questionnaire with Likert scale (1-5) was attached for them to indicate 

their scores for the criteria indicated on the Likert scale.  

 

 

Demographics 
 

Frequency Percent  

Gender 
Male 3 37.5% 

 
Female 5 62.5% 

Age 

35-44 2 25% 

 45-54 3 37.5% 

55-64 3 37.5% 

Experience in 

Education 

5-9 years 2 25% 

 10-14 years 3 37.5% 

20-24 years 3 37.5 % 

Level of Education 

Degree/ 3 37.5 % 
 

 
Diploma 2 25 % 

Senior certificate 3 37.5% 

Job Title 

SGB members (parents) 2 25% 

 Religious leader 1 12.5% 

Curriculum expert 2 25 % 

 LO teachers 3 37.5%  

Total 
 

8 100%  



Table 7: Data collection tool for refinement of proposed strategy 

In your own opinion please rank statements in each statement in the questionnaire provided according 

to their applicability, relevance comprehensiveness flexibility and acceptability, add any commence or 

possible items that are not in this questionnaire  

Data distribution 5 4 3 2 1 Commence  

1. Applicability        

2.  Relevance       

3. Comprehensive ness       

4. Flexibility        

5. Acceptability       
 

Key: 5 = strongly agree, 4= agree, 3= neutral, 2= disagree and 1= strongly disagree 

 

5.1.4 Data analysis 

Data from the first round was analysed using both qualitative and quantitative data analysis. The 

researcher used the quantitative descriptive statistics for the ranked statements and content analysis for 

statements provided in the comment section of the Likert scale. 

Table 8: Ranking agreement and importance of round one 

Criteria  Criteria1 Criteria2 Criteria3 Criteria4 Criteria5 

  n % n % n % n % n % 

Agreement  1           

2           

3   1 12,5%       

4 2 25% 2 25% 3 37.5% 2 25% 4 50% 

5 6 75% 5 62.5 5 62.5% 6 75% 4 50% 

Importance  Mean 4  4  4  4  4  

Median 4  4  4  4  4  

Mode  2  3  3  2  4  

5.1.4.1 Analysis of round one 

After the expert panellist sent back their responses, they were analysed using descriptive statistic, the 

mean, median, mode and percentages for each criterion. Initially twelve participants agreed to 

participate, however only eight responded, as the other experts were no longer responding to WhatsApp. 



Comments were highlighted on the qualitative aspect concerned the applicability, relevance, 

comprehensiveness, flexibility and acceptability. Participants made inputs under applicability establish 

health committees; under relevance they indicated provision of sufficient sexuality education, under 

applicability participants indicated Empowerment of caregivers   about sexuality education.  

 

Table 9: Some Inputs from first round 

In your own opinion please rank statements in each statement in the questionnaire provided 

according to their applicability, relevance comprehensiveness flexibility and acceptability, add any 

commence or possible items that are not in this questionnaire  

Data distribution 5 4 3 2 1 Commence  

1. Applicability       Establish school health committee 

2.  Relevance      Provision of sufficient sexuality education  

3. Comprehensiveness      
 

4. Flexibility        

5. Acceptability       Empowerment of caregivers about sexuality 

education 

Key: 5 = strongly agree, 4= agree, 3= neutral, 2= disagree and 1= strongly disagree 

 

5.1.4.2 Round two 

The second questionnaire was sent out and after a week all respondents returned the feedback and 

qualitative and quantitative analysis was done and the scores were above 70%which meant that the 

experts reached consensus of the statements. 

Table 10: Ranking agreement and importance of round two 

Criteria  Criteria1 Criteria2 Criteria3 Criteria4 Criteria5 

  n % n % n % n % n % 

Agreement  1           

2           

3           

4 2 25% 2 25% 2 25% 2 25% 2 25% 

5 6 75% 6 75% 6 75% 6 75% 6 75% 

Importance mean 4  4  4  4  4  

median 4  4  4  4  4  

Mode  2  2  2  2  2  

5.1.4.3 Analysis of round 2 

Of the eight responses in round 2 questionnaire consensuses was achieved as no comments.  



5.1.6 Discussion  

This study revealed that there is a need to empower parents/caregivers regarding sexuality education so 

as to facilitate parent–child conversation towards sexuality health matters. The other significant aspect 

is the rebuilding of traditional initiation schools. These was achieved using Delphi technique as a means 

of validating instrument. interactive method used in forecasting into the future regarding proposed 

methods, strategies and the likely impact they could have if implemented. In this study the validation 

was through a whatsapp. The experts were sent the developed strategies together with data collection 

tool.  The technique's objective was to seek expert views on the developed strategies or implementation 

plans and predict their possible impact in attaining set goals and objectives and their appropriateness. 

This method was suitable for guiding strategy development in this research. Ten experts involved with 

sexuality education of learners.  Of ten experts only 8 responded positively. These were people who 

had extensive knowledge on the subject of interest, as proven by their academic and scholarly 

background, and they were purposively selected. These experts were briefed of the findings from the 

triangulation mixed-method study, the SWOT analysis, the Basic Logic Model, and the BOEM model 

and successively developed strategies. They were then tasked to analyse the developed strategies based 

on the context and whether they can assist in the sexuality education of learners. The call conferences 

were held twice as consensus was reached on the second arranged call conference meeting. The experts' 

feedback was used to fine-tune the strategies.   
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Section 3: Conclusions, Recommendation, and Study Limitations  
 

 

 



Conclusions 

 

Experiences of grade 8 learners on sexuality education from home and school at Mopani and 

Vhembe districts. African Journal of Reproductive Health, 26(8), 41-52: Conclusion  

The study aimed to explore and describe the experiences of LO teachers at selected secondary schools 

in Vhembe and Mopani Municipalities. Data analysis revealed three (3) themes: participant experiences 

of sexuality education and communication concerns and challenges experienced by LO teacher in 

classroom. the study findings revealed that teacher understand their expected role as stipulated by 

department of education regarding teaching sexual reproductive health.  Cultural barrier and lack of 

training cited as the most significant barrier of teacher-learner communication. Teacher also 

experiences challenges in classroom as the one in control in delivering sexuality education.  The results 

of this study exposed the need to train and supporting teacher with human and material resources. 

Results of this study indicated the need liaise with stake holders in the community including learner to 

promote good rapport amongst all stakeholders. 

Challenges on sexual health communication with secondary school learners, Limpopo province; 

Conclusion  

Sexuality health matters was limited if not absent in Mopani and Vhembe Districts. Challenges 

identified as obstructing sexual health communication were cultural and religious barriers, uncertainty 

in imparting knowledge, role shifting in imparting sexuality education and poor parent– child 

relationships. 

Experiences LO Teachers Teaching Sexuality Education in Secondary Schools Vhembe and 

Mopani Districts Limpopo Province South Africa: Conclusion  

The study aimed to explore and describe the experiences of LO teachers at selected secondary schools 

in Vhembe and Mopani Municipalities. Data analysis revealed three (3) themes: participant experiences 

of sexuality education and communication concerns and challenges experienced by LO teacher in 

classroom. Cultural barrier and lack of training cited as the most significant barrier of teacher-learner 

communication.  

Conceptual framework for promoting sexuality education of care givers of primary school going 

children in Limpopo Province South Africa: conclusion   

The study was conducted to develop a conceptual framework of promoting sexuality education for 

caregivers of school going learners in Limpopo Province. The study adopted a qualitative, exploratory, 

descriptive, and contextual research design. In this method, three phases were followed: an empirical 

phase, a classification of concepts and a development phase. Results of the empirical phase were used 



to classify concepts and to develop a conceptual framework, utilising the six steps of Dickoff et al. 

(1968:422). The developed framework serves as a guiding tool for future studies aiming at developing 

strategy. The framework further guides stakeholders on how caregivers can effectively be supported to 

promote quality care services for children diagnosed with intellectual disabilities. 

Development and validation of strategy to promote sexuality education of care givers of primary 

school going children in Limpopo Province South Africa: Conclusion   

Researchers, stakeholders, and policy makers can influence strength and opportunities in schools and 

homes and address weaknesses, and threats with further attention by Dept. of education and Dept. of 

health. 

General Conclusion 

The study was conducted to develop strategies to promoting sexuality education for caregivers of school 

going learners in Limpopo Province. The study adopted a qualitative, exploratory, descriptive and 

contextual research design. In this method, three phases were followed: an empirical phase, 

development of strategies and validation of strategies. Results of the empirical phase were used to 

classify concepts and to develop a conceptual framework, utilising the six steps of Dickoff et al. 

(1968:422). The developed framework serves as a guiding tool for future studies aiming at developing 

strategy. Add a conclusive remark indicating the implication of this study Two papers were published 

and strategies developed to enhance the sexuality education for primary school going learners.  

 

 



Recommendations 

 

The study reveals that, there is lack of knowledge and communication skills as outlined by participants, 

are very concerning issues because they promote poor parent–child communication. Therefore, 

recommended are:  

Recommendations for learners 

➢ Learners need to be empowered with sexuality education.  

➢ Learners needs to be proactive.  

➢ Learners need to be respected and treated as people.  

Recommendations for Parents 

➢ Parents should be empowered with sexual health knowledge.  

➢ Parent – teacher meetings on sexuality education 

➢ Online advised.  

➢ video to share ideas.  

➢ Formation of parent support groups  

➢ Parents are encouraged to discuss on their children’s homework and input in matters of 

sexuality. 

Recommendations for Teachers 

➢ Teachers also need empowerment and training. 

➢ Teachers should be equipped with counselling skills.  

➢ Continuous in-service training   

➢ Provision of support for teachers   

➢ Provision of educational materials resources such as videos, chart  

➢ Parents, teachers, and learners to identify topics to discuss as part of extra curriculum meetings.  

Collaboration between the two departments (DBE and DoH) 

• Curriculum reviews 

• Capacity building for teachers and parents 

• Peer mentoring and support 

 



Contribution of the Thesis 

 

The developed strategies serve as a guiding tool for future studies aiming at developing strategy. The 

study highlighted gaps in sexual health knowledge sharing and the developed strategies are applicable, 

relevant, comprehensive to be used in schools, parent organisations and community settings.   

 

 

Summary 

 

The study revealed sexual health education is lacking in schools and at home. There is role shifting 

taking place between teacher, parents, and religious leaders. The study findings highlighted that learners 

require information on matters such as pregnancy, menstruation, and contraception but communication 

is not happening effectively.  Strategies developed may enhance the parent- teacher-leaner interaction 

to promote sexuality education.   

 

 



Limitations of the Study 

 

The researcher used qualitative research method, semi structured interviews were conducted with 

parents, learners, and unstructured interview with LO teachers.  As a result of the qualitative 

nature of the study, this framework cannot be generalised, but can be applied in other provinces 

of South Africa or internationally 
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ANNEXURE C: UNIVEN Information Sheet 

 
 
 

RESEARCH ETHICS COMMITTEE 

 

               UNIVEN Informed Consent     

 

 

LETTER OF INFORMATION 

 

Title of the Research Study   : Strategy to promote sexuality education for care givers 

of primary school learners of Limpopo South Africa 

 

 

Principal Investigator/s/ researcher : Munyai HS, MCur) 

 

Co-Investigator/s/supervisor/s : (Prof L Makhado, Prof DU Ramathuba, Prof RT Lebese) 

 

Brief Introduction and Purpose of the Study: To develop strategies to promote sexuality 

education for care givers of primary school learners at Limpopo Province, South Africa. 

 

Outline of the Procedures: (you have been chosen to take part in this study.  You are requested 

to participate in data collection about promoting sexuality education sexuality education. 

Information will be gathered through the means of focus group discussions with learners and 

parents and face to face interviews with LO teachers.   Face to face interviews would take 30 to 

45 whilst focus group discussion would take 45 of your time.  Consent form will be obtained from 

parents, teachers and guardians.  

 

Risks or Discomforts to the Participant: there are no foreseen risks that would occur related to 

participation in this study. 

 

Benefits:  there are no benefits that you would get from participating in this study. However, the 

implementation of developed strategies would empower care givers in promoting sexuality 

education. The researcher has published one article, another one accepted and to be released, the 

third one is under review, while the last two are draft.         



Reason/s why the Participant May Be Withdrawn from the Study:   participants are free to 

withdraw from the study if they do not want to continue to take part in the study. Participants are 

informed that withdrawing from the study would not have any adverse consequences.   

  

Participants taking part in focus group discussions would be given so disclosed, me refreshments 

because inter views would be conducted after school.  Participants will be not get payment for 

participating in this study.  

 Cost on the study:  participants would not be expected to cover any cost towards the study 

Participation would be voluntary. Costs of the Study: Participants would not be expected to cover 

any costs towards the study.  

Confidentiality:  names of the participants would not be disclosed. Participants would be 

assigned numbers that are not traceable to the actual participants.   

Research-related injury: there are no injuries anticipated, however if any may occur in the process 

of the data collection, the individual will be appropriately assisted to get assistance but there shall 

not be any compensation. 

 Data Re-use:  collected data would be used for publication and  but the participants identity is 

not displayed and nothing will be traceable to them. 

 Persons to Contact in the Event of Any Problems or Queries: 

(Supervisor and details) Please contact the researcher (tel no.0729568291), my supervisor (tel no. 

015 962 8684) or the University Research Ethics Committee Secretariat on 015 962 9058. 

Complaints can be reported to the Director: Research and Innovation, Prof GE Ekosse on 015 962 

8313 or Georges Ivo.Ekosse@univen.ac.za  

 

General: 

Potential participants must be assured that participation is voluntary and the approximate number 

of the participants to be included should be disclosed. A copy of information letter and consent 

form must be translated and provided in the primary spoken language of the research population. 

 

 
 
 
 
 
 
 
 



 

ANNEXURE D: CONSENT FORM ADULT 

 

 

 

 

Statement of Agreement to Participate in the Research Study: 

  

• I  hereby  confirm  that  I  have  been  informed  by  the  researcher,    (name of 

researcher), about the nature, conduct, benefits and risks of this study - Research Ethics 

 Clearance Number:   _, 

• I have also received, read and understood the above written information (Participant 

Letter of 

 Information) regarding the study. 

• I am aware that the results of the study, including personal details regarding my sex, age, 

date of birth, initials and diagnosis will be anonymously processed into a study report. 

• In view of the requirements of research, I agree that the data collected during this study 

can be processed in a computerized system by the researcher. 

• I may, at any stage, without prejudice, withdraw my consent and participation in the 

study. 

• I have had sufficient opportunity to ask questions and (of my own free will) declare 

myself prepared to participate in the study. 

• I understand that significant new findings developed during the course of this research 

which may relate to my participation will be made available to me. 

 

Full Name of Participant           Date                       Time               Signature

  

 
  

I, …………………….                      ……………    …………              …….. … 

(Name of researcher) herewith confirm that the above participant has been fully 

  

Informed about the nature, conduct and risks of the above study. 

 

 

Full Name of Researcher …………………………………………  

 

 

…………………………… Date………………time………. Signature…………………… 

Full Name of Witness (If applicable) 

 

 

…………………………Date ………………   time ……………..   Signature………………….

                                         

Full Name of Legal Guardian (If applicable) 

 

 

Date………………                          Signature………………… 

 

 



STRATEGY TO PROMOTE SEXUALITY EDUCATION FOR CARE GIVERS OF 

PRIMARY SCHOOL LEARNERS IN LIMPOPO PROVINCE, SOUTH AFRICA 

I Munyai HS, student number 11636538 from University of Venda, I am conducting a study. The 

purpose of the study is developing the Strategy to Promote Sexuality education for care givers of 

Primary School learners in Limpopo Province, South Africa. The study will improve reproductive 

health of learners under the age of 16 years. I am asking you to take part in the research study 

because you will able to provide the researcher with information acquired in life orientation as 

part of your subject taught in primary school. The participants in this study should be below 16 

years old and in grade 8.  

For this research, the researcher will ask you to explain your views on promoting sexuality 

education for primary school learners.? Followed by probing questions: 

(a) Explain how do you feel talking about sexuality with your teacher / parent?  

(b)  Explain how you would like sexuality education by parent/teacher can be done. 

(c) Explain to me what information you have received regarding sexuality. 

The interview will take 40–60 minutes. The interview will be conducted as a group discussion. 

Focus group will consist of 8 participants. An audio recorder will be used during interview. The 

researcher will ask permission to use an audio recorder and you can agree or disagree. The 

researcher will keep all your answers (information) private, and the information provided by you 

will not be shared either with your teacher or parent (s) / guardian. Your identity will remain 

anonymous. The researcher will use codes to identify the participants. Only the promoter and co-

promoters working on the study will see them.  

Participating in this study will not pose you to physical harm. The researcher also does not 

anticipate causing you pain as part of this study, but you might feel uncomfortable to provide 

some information about sexuality.  

You should know that: 

• You have the right to refuse to participate in this study, if you do not want to. You will 

not get into any trouble for refusing to participate. 

• You may decide to stop at any time in the study at any time. If there is a question you 

don’t want to answer.  

• Your parent(s)/guardian(s) are asked if they allow you to participate in the study.  Even 

if they agreed, you make a final decision to participate or not to participate.   



• You can ask any questions you have, now or later.  If you think of a question later, you 

or your parents can contact me at 0846228386 or 0729568291 

Sign this form only if you: 

• have understood what you will be doing for this study, 

• have had all your questions answered, 

• have talked to your parent(s)/legal guardian about this project, and 

• agree to take part in this research. 

___________________           _______________________       ______________ 

Your Signature      Printed Name            Date 

 

______________________________________ 

Name of Parent(s) or Legal Guardian(s) 

 

___________________           _______________________       ______________ 

Researcher’s Signature     Printed Name           Date 

 

 

 

 

 

 

 

 

 

 

 

 



ANNEXURE F:  Letter to request permission to the Department of Education                                              

 

                                                                                                                  P.O Box 1444 

                                                                                                                  Lwamondo  

                                                                                                                  0985 

The Department of Education 

Attention: Research Directorate 

Department of Education 

Limpopo Province Polokwane  

0700    

Sir/Madam 

REQUEST FOR PERMITION TO CONDUCT RESEARCH 

I am a PHD student at the University of Venda in the Department of Advance Nursing Science. I 

am presently to conducting a study titled “Strategy to Promote Sexuality Education for care 

givers of Primary School learners in Limpopo Province, South Africa”. The objectives are: 

To explore knowledge and skills of care givers in promoting sexuality education of primary 

school children in Limpopo Province, South Africa 

To describe knowledge and understanding of the teenagers regarding promotion of sexuality 

education for care giver of primary school learners in Limpopo Province, South Africa 

I will need to conduct interview with LO teachers, grade 8 learners, and SGB. The interview will 

be conducted for ± 45 minutes. Interviews will be audio recoded for verification of the findings 

by my promoter and independent coder. The following ethical standards will be observed through 

the research process to preserve the name and dignities of all participants. 

 Informed consent (right to full disclosure) 

The participants have the right to make informed consent. 

Informed consent (right to full disclosure) 

The participants have the right to make informed consent. 

Voluntary participation and respect for human rights 

In this study participant will have right to choose whether to partake in the study without any risk 

of penalty. 



Right to privacy 

The researcher will ensure privacy and anonymous by using codes during data collection. 

Freedom from harm (protection from exploitation) 

The researcher will have a responsibility to avoid or reduce hurt, and not subject participants to 

preventable dangers or discomfort. 

Raw material will be kept under lock and key to ensure confidentiality. Name of the participants 

will not be mentioned during discussions audio tapes will be erased and field notes will be 

destroyed. The research summary will be made available if participants so wish.    

Granting me an opportunity to conduct study will benefit community at large and the department 

of health and education in Limpopo Province. 

Thank you, researcher, Munyai H.S 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ANNEXURE G: INTERVIEW GUIDE  

 

 

The following interview guides were used to collect data when conducting unstructured interview 

in qualitative research. 

Teachers  

➢ What are your experiences about promoting sexuality educations? 

➢ In your view do you think sexuality education should be taught at primary level? 

➢ In your view what information can be included? 

➢ what can be done to promote sexuality education for primary learners. 

➢ Do you think this promoting sexuality education from primary level would help 

reduce sexual health risks among teenager and how  

Focus Group Discussions.  

SGB 

➢ What do you understand about sexuality? 

➢ In your view do you think sexuality education should be taught at primary level? 

➢ In your view what information can be included? 

➢ what can be done to promote sexuality education for primary learners.? 

➢ Do you think this promoting sexuality education from primary level would help 

reduce sexual health risks among teenager and how  

 

School learners 

➢ What do you understand about sexuality? 

➢ In your views do you think sexuality education should be taught at primary level? 

➢ In your view what information can be should be communicate with you? 



➢ In your opinion in what ways should parent /teacher communicate with you?  

➢ what can be done to promote sexuality education for primary learners? 

➢ What are the benefits of promoting sexuality education? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ANNEXURE E: APLCATION TO LIMPOPO PROVINCE DEPARTMENT OF 

EDUCATION 

 

                                                                                                                 P.O Box 1444   

                                                                                                                 Lwamondo                                                                                                                

                                                                                                                 0985 

The Chief Executive Officer  

Vhembe District  

Department of Education 

Thohoyandou  

0950  

 

Sir/Madam 

REQUEST FOR PERMISSION TO CONDUCT RESEARCH 

I am a PHD student at the University of Venda in the Department of Advance Nursing Science. I 

am presently to conducting a study titled “Strategy to Promote Sexuality Education for Primary 

School learners in Limpopo Province, South Africa”. The objectives are: 

To explore the experiences of the learners on sexuality education at home and school. 

To explore experiences of Life Orientation teachers providing sexuality education for the learners. 

To explore and describe the views of the School Governing body (SGB) regarding provision of 

sexuality education at school. 

 

The interview will be conducted for ± 45 minutes. Interviews will be audio recoded for 

verification of the findings by my promoter and independent coder. 

The following ethical standards will be observed through the research process to preserve the 

name and dignities of all participants. 

 Informed consent (right to full disclosure) 

The participants have the right to make informed consent. 

Informed consent (right to full disclosure) 

The participants have the right to make informed consent. 



Voluntary participation and respect for human rights 

In this study participant will have right to choose whether to partake in the study without any risk 

of penalty. 

Right to privacy 

The researcher will ensure privacy and anonymous by using codes during data collection. 

Freedom from harm (protection from exploitation) 

The researcher will have a responsibility to avoid or reduce hurt, and not subject participants to 

preventable dangers or discomfort. 

Raw material will be kept under lock and key to ensure confidentiality. Name of the participants 

will not be mentioned during discussions audio tapes will be erased and field notes will be 

destroyed. The research summary will be made available if participants so wish.    

Granting me an opportunity to conduct study will benefit community at large and the department 

of health and education in Limpopo Province. 

Thank you  

Munyai H.S 

 

 

 

 

 

 

  

 

 

 



ANNEXURE H: Author Guidelines, Curationis Submission Guidelines- 

2022 

 

Types of articles published 

Formatting requirements 

Blinding your manuscript 
Submission checklist 
Compulsory forms 

  
  

INPAGE MENU 

Abridged structure 

• Original Research Article 

• Corrections 

• Cover Letter 

Full structure 

• Original Research Article 

Overview 

The author guidelines include information about the types of articles received for publication and 

preparing a manuscript for submission. Other relevant information about the journal's policies and 

the reviewing process can be found under the about section. The compulsory cover letter forms 

part of a submission and must be submitted together with all the required forms. All forms need 

to be completed in English. 

  

  

Original Research Article 

 
An original article provides an overview of innovative research in a particular field within or 

related to the focus and scope of the journal, presented according to a clear and well-structured 

format. 

  

Word limit 7000 words (excluding the structured abstract and references) 

Structured abstract 
250 words to cover a Background, Objectives, Method, Results 

and Conclusion 

References 60 or less 

Tables/Figures no more than 7 Tables/Figure 

Ethical statement should be included in the manuscript 

Compulsory 

supplementary file 
ethical clearance letter/certificate 

  

Corrections 

 
A correction provides the platform to communicate important, scientifically relevant errors or 

missing information in a published article. Any changes after publication that affect the scientific 

interpretation (e.g., changes to a misleading portion of an otherwise reliable publication, an error 

in a figure, error in data that does not affect conclusions or addition of missing details about a 

method) are announced using a Correction. Read our submission procedure 

for corrections and publishing policies. 

https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_1
https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_2
https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_3
https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_4
https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_5
https://curationis.org.za/index.php/curationis/pages/view/submission-guidelines#part_4
https://curationis.org.za/index.php/curationis/pages/view/publication-procedure#part_5
https://aosis.co.za/legal-centre/terms-of-use/


  

Compulsory title The title of the submission should have the following format: 

‘Corrigendum: Title of original article’. 

Submission File completed Correction Submission Form (required) 

Compulsory 

supplementary file 

any supporting documents or emails, Author Change Request 

Form (if applicable), Corresponding Author Change 

Request Form (if applicable) 

  

Cover Letter 

 
The authorship, disclosure statements, copyright, and license agreement form is our compulsory 

cover letter which needs to form part of your submission. Kindly download and complete, in 

English, the provided form. 

  

Anyone that has made a significant contribution to the research and the paper must be listed as an 

author in your cover letter. Contributions that fall short of meeting the criteria as stipulated in our 

policy should rather be mentioned in the ‘Acknowledgements’ section of the manuscript. 

Read our authorship guidelines and author contribution statement policies. 

  

  

Original Research Article full structure 

 
Title: The article’s full title should contain a maximum of 95 characters (including spaces). 

  

Abstract: The abstract, written in English, should be no longer than 250 words and must be 

written in the past tense. The abstract should give a succinct account of the objectives, methods, 

results and significance of the matter. The structured abstract for an Original Research article 

should consist of five paragraphs labelled Background, Objectives, Method, Results and 

Conclusion. 

• Background: Why do we care about the problem?  State the context and purpose of the 

study. (What practical, scientific or theoretical gap is your research filling?) 

• Objectives: What problem are you trying to solve? What is the scope of your work (e.g. 

is it a generalised approach or for a specific situation)? Be careful not to use too much 

jargon. 

• Method: How did you go about solving or making progress on the problem? State how 

the study was performed and which statistical tests were used. (What did you actually do 

to get the results?) Clearly express the basic design of the study; name or briefly describe 

the basic methodology used without going into excessive detail. Be sure to indicate the 

key techniques used. 

• Results: What is the answer? Present the main findings (that is, as a result of completing 

the procedure or study, state what  you have learnt, invented or created). Identify trends, 

relative change or differences on answers to questions. 

• Conclusion: What are the implications of your answer? Briefly summarise any potential 

implications. (What are the larger implications of your findings, especially for the 

problem or gap identified in your motivation?) 

Do not cite references and do not use abbreviations excessively in the abstract. 

  

Introduction: The introduction must contain your argument for the social and scientific value of 

the study, as well as the aim and objectives: 

https://aosis.co.za/documents/Corrections-Submission_Form.docx
https://aosis.co.za/documents/Corrections-Change_of_Authorship_Form.docx
https://aosis.co.za/documents/Corrections-Change_of_Authorship_Form.docx
https://aosis.co.za/documents/Corrections-Change_of_Corresponding_Author_Form.docx
https://aosis.co.za/documents/Corrections-Change_of_Corresponding_Author_Form.docx
https://aosis.co.za/documents/Authorship_DisclosureStatements_Copyright_Membership_LicenseAgreement_Form.docx
https://aosis.co.za/policies#authorship
https://aosis.co.za/policies#author_contributions_affiliations


• Social value: The first part of the introduction should make a clear and logical argument 

for the importance or relevance of the study. Your argument should be supported by use 

of evidence from the literature. 

• Scientific value: The second part of the introduction should make a clear and logical 

argument for the originality of the study. This should include a summary of what is 

already known about the research question or specific topic, and should clarify the 

knowledge gap that this study will address. Your argument should be supported by use 

of evidence from the literature. 

• Conceptual framework: In some research articles it will also be important to describe the 

underlying theoretical basis for the research and how these theories are linked together in 

a conceptual framework. The theoretical evidence used to construct the conceptual 

framework should be referenced from the literature. 

• Aim and objectives: The introduction should conclude with a clear summary of the aim 

and objectives of this study. 

Research methods and design: This must address the following: 

• Study design: An outline of the type of study design. 

• Setting: A description of the setting for the study; for example, the type of community 

from which the participants came or the nature of the health system and services in which 

the study is conducted. 

• Study population and sampling strategy: Describe the study population and any inclusion 

or exclusion criteria. Describe the intended sample size and your sample size calculation 

or justification. Describe the sampling strategy used. Describe in practical terms how this 

was implemented. 

• Intervention (if appropriate): If there were intervention and comparison groups, describe 

the intervention in detail and what happened to the comparison groups. 

• Data collection: Define the data collection tools that were used and their validity. 

Describe in practical terms how data were collected and any key issues involved, e.g. 

language barriers. 

• Data analysis: Describe how data were captured, checked and cleaned. Describe the 

analysis process, for example, the statistical tests used orsteps followed in qualitative data 

analysis. 

• Ethical considerations: Approval must have been obtained for all studies from the author's 

institution or other relevant ethics committee and the institution’s name and permit 

numbers should be stated here. 

Results: Present the results of your study in a logical sequence that addresses the aim and 

objectives of your study. Use tables and figures as required to present your findings. Use 

quotations as required to establish your interpretation of qualitative data. All units should conform 

to the SI convention and be abbreviated accordingly. Metric units and their international symbols 

are used throughout, as is the decimal point (not the decimal comma). 

  

Discussion: The discussion section should address the following four elements: 

• Key findings: Summarise the key findings without reiterating details of the results. 

•  Discussion of key findings: Explain how the key findings relate to previous research or 

to existing knowledge, practice or policy. 

• Strengths and limitations: Describe the strengths and limitations of your methods and 

what the reader should take into account when interpreting your results. 

https://www.bipm.org/en/publications/si-brochure/


• Implications or recommendations: State the implications of your study or 

recommendations for future research (questions that remain unanswered), policy or 

practice. Make sure that the recommendations flow directly from your findings. 

Conclusion: Provide a brief conclusion that summarises the results and their meaning or 

significance in relation to each objective of the study. 

  

Acknowledgements: Those who contributed to the work but do not meet our authorship criteria 

should be listed in the Acknowledgments with a description of the contribution. Authors are 

responsible for ensuring that anyone named in the Acknowledgments agrees to be named. Refer 

to the acknowledgement structure guide on our Formatting Requirements page. 

  

Also provide the following, each under their own heading: 

• Competing interests: This section should list specific competing interests associated with 

any of the authors. If authors declare that no competing interests exist, the article will 

include a statement to this effect: The authors declare that they have no financial or 

personal relationship(s) that may have inappropriately influenced them in writing this 

article. Read our policy on competing interests. 

• Author contributions:  All authors must meet the criteria for authorship as outlined in 

the authorship policy and author contribution statement policies. 

• Funding: Provide information on funding if relevant 

• Data availability: All research articles are encouraged to have a data availability 

statement. 

• Disclaimer: A statement that the views expressed in the submitted article are his or her 

own and not an official position of the institution or funder. 

References: Authors should provide direct references to original research sources whenever 

possible. References should not be used by authors, editors, or peer reviewers to promote self-

interests. Refer to the journal referencing style downloadable on our Formatting 

Requirements page. 
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This study used a qualitative grounded theory research design to explore and describe professional 

nurses’ conceptualisation of spiritual nursing care. 
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African Journal of Reproductive Health  

Information for Authors 

The African Journal of Reproductive Health (AJRH) 

is a multidisciplinary and international journal that 

publishes original research, comprehensive review 

articles, short reports and commentaries on 

reproductive health in Africa. The journal strives to 

provide a forum for African authors, as well as others 

working in Africa, to share findings on all aspects of 

reproductive health and to disseminate innovative, 

relevant and useful information on reproductive 

health throughout the continent.  

The AJRH will publish manuscripts written in 

English or French. AJRH will ensure that abstracts 

of all published papers are translated into English or 

French, and that both language versions accompany 

the manuscript.  

Type of Articles  

AJRH publish original research, review articles, 

short reports and commentaries. A cover page 

should accompany each manuscript and should 

include:  

1. the Title and sub-title (running title -- no 

more than 5 words);  

2. the name(s) of the author(s);  

3. the affiliation(s) of the author(s);  

4. Abstract;  

5. three to six Keywords for indexing and 

retrieval purposes; and  

6. Corresponding author's email address and 

telephone number.  

Original Research — The journal welcomes articles 

reporting on original research, including both 

quantitative and qualitative studies. The subject 

matter should be organized under appropriate 

headings and sub-headings such as: Introduction, 

Methods, Results, Discussion, and 

Acknowledgements.  

Maximum length should be 4,000 words and the 

Figures and/or Tables should not exceed five (5) 

e.g., 2 figures and 3 tables. Where any Table 

occupies a full page, no more than 4 tables and/or 

figures should be included.   

Review Articles — Comprehensive review articles 

on all aspects of reproductive health in Africa will 

also be considered for publication in the journal.  

Reviews should provide a thorough overview of the 

topic and should incorporate the most current 

research. The length of review articles and the 

organizational headings and sub-headings used are at 

the author‘s discretion.  

Short Reports — Brief descriptions of preliminary 

research findings or interesting case studies will be 

considered for publication as short reports. The 

length and organization of short reports are left to the 

author‘s discretion.  

Commentaries — Commentaries or editorials on 

any aspect of reproductive health in Africa will be 

considered for publication in the journal. Opinion 

pieces need not reference previous research, but 

rather reflect the opinions of the author(s).  

Plagiarism Policy Definition  

Plagiarism is the intentional use of other people’s 

work or words without giving them credit.  

  

Types  

Direct Plagiarism: Word-for-word copying of a 

portion of another person works without citation or 

acknowledgment.   



Self-Plagiarism: aka auto-plagiarism, happens when 

an author reuses significant portions of previously 

published work without attribution or citing the 

initial source. Or a student provides the same 

assignment in different classes without the 

permission of earlier professors.  

Mosaic Plagiarism: When an author uses statements 

from a source without using quotation marks or finds 

synonyms to replace the source statement while 

maintaining the general sentence structure.   

Aka “patchwriting,”   

Accidental Plagiarism: Occurs when an author fails 

to cite their sources or misquotes or unintentionally 

paraphrases their origin by using the same words or 

groups of words, and sentence structure without 

citation.   

  

Policy and Implementation  

The AJRH expects all authors submitting 

manuscripts to abide by ethical standard and refrain 

from plagiarism, in any form. Our Editors will 

investigate every suspected case of plagiarism before 

and after the publication of the manuscript.   

  

When the text plagiarized is minor (less than 25% of 

the text), the author(s) will be given an opportunity 

to make the necessary corrections. When the piracy 

is extensive (greater than 25% of the text)  the 

author(s)  will be provided a chance to explain within 

two weeks. If no response from the author(s) after 

the deadline period, the manuscript will be rejected, 

and the authors will be barred for three years from 

submitting a manuscript to the journal. When an 

already published manuscript is found to be 

plagiarized, the article will be retracted from the 

AJRH and any third party websites where the paper 

is listed and indexed.  

  

Code of Publishing Conduct Policy  

The AJRH has adopted the best practice guidelines 

on the Code of Conduct for Journal Editors 

recommended by the Committee on Publication 

Ethics and published at the following link: 

https://publicationethics.org/files/Code_of_conduc 

t_for_journal_editors_Mar11.pdf  

  

Submission of Manuscripts Format  ―  

All manuscripts should be typed on A4 paper size 

with 1.25 inches margin on all sides. The preferred 

font for entire text is Times New Romans. The AJRH  

abhors the stigmatization of people with a medical 

diagnosis, individuals with a disability, and the 

socioeconomically disadvantaged groups such as the 

homeless. Authors are required to use the people-

first language when referring to these individuals. 

Additional information on the issue can be accessed 

at:  

https://ajrh.info/index.php/ajrh/article/view/1703  

  

Ethical Clearance ― Consistent with the 

ethical standards of the 1964 Declaration of 

Helsinki and its later amendments or 

comparable ethical standards, authors 

submitting the findings of research  

investigation that involve human subjects, must  

include a statement in the Methodology Section 

to the fact that the protocol was approved by the 

Institution Review Board or the Human 

Experimentation and Ethics Committee.    

  

All manuscripts should be in their final form when 

submitted and should be in triplicate.  

Authors may mail documents to the journal‘s 

editorial office at the following address:  The 

Editor  

African  Journal  of  Reproductive  Health,  

Women‘s Health and Action Research Centre, Igue-

Iheya Village, Benin-Lagos Express Road  

P. O. Box 10231, Ugbowo, Benin City, Nigeria.  

  

Additionally, manuscripts are accepted via e-

mail at: wharc@hyperia.com or online at the 

publisher’s webpage:   

africanjournalofreproductiveH@gmail.com  

  



No faxed submissions will be accepted. A cover 

letter must accompany the manuscript should certify 

that the article has not been previously published and 

is not being considered for publication elsewhere. 

All authors are advised to submit an electronic copy 

along with a hard copy of their manuscript, as this 

will spare remarkable time in the reviewing and 

typesetting processes.  

Abstract — Articles and short reports should be 

accompanied by an abstract of not more than 150 

words. The abstract should be unstructured in one 

paragraph and this should provide a concise 

description of the objectives of the study, methods 

used and major findings and conclusion.  

Body — The body of manuscripts reporting on 

original research should be organized under 

appropriate headings and sub-headings such as 

Introduction, Methods, Results, Discussion, 

conclusion and references. Authors of review 

articles and short reports are requested to organize 

the body of their manuscripts using headings and 

sub-headings appropriate to the material and 

discipline represented.  

Tables and figures: Use 9 points font size all 

through. Data in Tables MUST be provided in the 

cells inside Tables and aligned to the left. The Tables 

should be in single line paragraphing and 0‖ spacing. 

An example is shown in Table 1  

Table  1: Distribution  of educational  status    

    

Educational level  Number (%)  

Non-literate  3,043 (61.5)  

Completed primary  986 (19.9)  

Completed secondary  585 (11.8)  

  

The use of TABS and spacing between lines using 

line should be avoided. Attempts should be made to  

.  

stretched. Any Table that can fit into half column of 

a page must not be stretched into entire width of 

page. Table must be in usual format. Authors must 

not use spaces to create demarcation between lines 

inside table. Coloured tables and figures may be 

reprinted in black and white unless the authors 

indicate they wants them in coloured prin. In which 

case, the cost will be borne by the author.  

Figures: Images should preferably be reduced to a 

width of about half of A4 size paper (with 1.25 

inches margins) with very clear text (if any) of 

about 9-12 points. Larger images are acceptable 

provided that the sizes are justifiable and if there is 

need to reduce the sizes, any text will not be less 

than 9 points in size when reduced. As much as 

possible, figures labels should be such that they 

should not be less than 9 points in size when 

reduced to a width of about 2.5 inches. All images 

(picture) must be of high-resolution and of 

sufficient quality for both archival and print 

purposes. Images in which colors are not realistic, 

text is illegible, or images are pixilated will be 

rejected. Unless the authors are prepared to pay for 

the printing of the pages of the journal with colored 

images in their articles in colors, all images should 

be presented in black and white or gray format.  

Acknowledgements should be included on a separate 

sheet of paper and should not exceed 100 words. 

Funding sources should be noted here  

  

Citing of References inside text: Use numbers in 

superscript. The number should appear before the 

punctuation mark (e.g. Previous reports justify the 

need for this work5-8.) and not after a comma or 

period.  

References — References should be numbered in 

the order in which they occur in the text. These 

numbers should be inserted above the line on each 

occasion a reference is cited (e.g., . . . as noted in 

other studies.1-4). Numbered references should 

appear at the end of the article and should include the 

names and initials of all authors. The format of 

references should be as published by the 

International Committee of Medical Journal Editoin 

the British Medical Journal 1988, volume 296, pages 

401-405.   



The following are sample  references for an article 

published in a journal and for a book:  

• Nichols D, Ladipo OA, Paxman JM and 
Otolorin EO. Sexual behaviour, contraceptive 
practice, and reproductive health among Nigerian 
adolescents. Stud Fam Plann 1986;  

 17(2): 100-6.  

• Oppong C. Responsible fatherhood and birth 

planning. In: Oppong C (Ed.). Sex Roles, 

Population, and Development in West Africa.  

New Hampshire: Heinemann, 1987, 165-78.  

  

  Author(s) Guarantee Form  

All authors will be asked to complete and submit an 

author(s) guarantee form certifying that all authors 

named have contributed sufficiently to the work 

submitted and that the content of the manuscript has 

neither been previously published nor being 

considered for publication elsewhere.  

  

Publication charge  

Authors of manuscripts accepted for publication will 

be required to pay publication charge of US$500.00 

before the accepted article is published. 
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How to Publish 

 

< ARTICLE GUIDELINES (FOR-AUTHORS/ARTICLE-GUIDELINES) 

Preparing a Research Article 

This page provides information about writing a Research Article for Fl 000Research, including the key 

sections that must be present in the article. Please also refer to Fl 000Research's editorial policies 

(/about/policies). 

A template for Research articles is available here 

(https://fl 000 research.s3.amazonaws.com/resources/Research_article_template.docx). 

Criteria 

Research Articles should present originality in findings and insights and offer theoretical, empirical, 
experimental and/or methodological advances to their respective fields of research. Null and negative 
findings and reanalyses of previous studies leading to new results, as well as confirmatory results, are 
also encouraged. 

Language 

All articles must be written in good English. Both UK English and US English are accepted but this 
must be consistent throughout the manuscript. Please note that the article will not undergo editing by 
Fl 000Research before publication and a manuscript could be rejected during the initial checking 
process if it is deemed unintelligible and unsuitable for peer review. 

For authors whose first language is not English, it may be beneficial to have the manuscript read by 
a native English speaker with scientific expertise. There are many commercial editing services that 
can provide this service at a cost to the authors. 

Main Sections 

1 . Authors 

2. Title 

3. Abstract 

4. Keywords 

5. Main Body 

6. Data and Software Availability 

7. Reporting Guidelines 

8. Ethics and Consent 

9. Author Contributions 

1 0. Competing Interests 



1 1 . Grant Information 

 

 

1. Authors 

All authors should have made a significant contribution to the work and agree to be accountable for the 

parts of the work they have done. All authors should approve the final version for publication (see the 

ICMJE's Uniform Requirements for Manuscripts Submitted to Biomedical Journals 

(https://www.icmje.org/abouticmje/faqs/icmje-recommendations/) for more details). Being an author 

implies full responsibility for the article's content and that the work conforms to our editorial policies 

(/about/policies). For large, multi-centre collaborations, the individuals who accept direct responsibility 

for the manuscript must be listed as authors. 

Details of each author's contribution must be listed in the Author contributions section. 

Anyone who has contributed but does not meet the criteria for authorship should be listed in the 

Acknowledgments section. The involvement of any professional medical writer assistance must be 

declared. 

2. Title 

Please provide a concise and specific title that clearly reflects the content of the article. 

3. Abstract 

Abstracts should be up to 300 words long and provide a succinct summary of the article. Although the 

abstract should explain why the article might be interesting, the importance of the work should not be 

overemphasized. Citations should not be used in the abstract. Abbreviations, if needed, should be 

spelled out. Abstracts are structured into Background, Methods, Results, and Conclusions. 

4. Keywords 

Authors should supply up to eight relevant keywords that describe the subject of their article. These 

will improve the visibility of your article. 

5. Main Body 

The format of the main body of the article is flexible: it should be concise, making it easy to read and 
review, and presented in a format that is appropriate for the type of study presented. A Research 
Article should be no more than 20,000 words. 

For most Research Articles, the following standard format will be the most appropriate: 

 Introduction 

 Methods 

 Results 

 Conclusions/Discussion 

Introduction 

The background to the research should be presented with reference to previous work. The research 

question should be presented. 



Methods 

Fl 000Research is committed to serving the research community by ensuring that all articles include 

sufficient information to allow others to reproduce the work. With this in mind, Methods sections 

should provide 

vvllere appncaLJle, we also el ICOU1age aut1101S UePOSlL a SœP-OY-SœP UeSC11PL1011 Ol 
PIOIOCOIS 011 protocols.io (https://www.protocols.io/), where they obtain a persistent digital 
object identifier (DOI), which can be included in the Methods section of the article, using https://doi.org/1 
0.17504/protocols.io.[PROTOCOL DOI] as the format (e.g. https://doi.org/1 
0.17504/protocols.io.hrkb54w 

(https://doi.org/1 0.17504/protocols.io.hrkb54w)). Authors should note that the protocol is only made 

public once they select "Publish" on protocols.io. 

If the study involves the use of a questionnaire that has been validated by a previous study, this should 
be cited and a URL link provided to the validated questionnaire. If the authors have created a novel 
questionnaire (or performed a translation), the article must state if the questionnaire has been 
validated, and provide the following information: 

 Initial ace validity testing 

 Preliminary pilot testing 

 Reliability testing (internal consistency, test-retest, inter-rater)  Any changes implemented 

resulting from preliminary testing 

The novel questionnaire should be provided as extended data. 

Results 

Results should be presented clearly with all underlying data either in the main body of the manuscript 

or deposited in a publicly accessible repository in line with our data guidelines (/for-authors/data-

guidelines). 

Discussion 

Results should be discussed in the context of existing literature. Strengths and weaknesses of the study 

should be presented and discussed. Future directions for work should be raised. 

Preregistered data analysis 

Authors must include a statement to indicate if they did or did not preregister the research with or 

without a data analysis plan at an independent registry (e.g., 

https://clinicaltrials.gu[_(https://clinicaltrials.gu[), 

https://www.socialscienceregistry.org[_(https://www.socialscienceregistry.org[), 

https://openscienceframework.org[_(https://openscienceframework.org[), 

https://egap.org/design/registration/ (https://egap.org/design/registration/), https://ridie.3ieimpact.orgL 

(https://ridie.3ieimpact.org[).). 

Please include all pre-registered analyses in the text and disclose any changes from the analysis plan. 

Clearly distinguish between analyses that were preregistered and those that were not. 

A link to the preregistration must be made available in the manuscript and will be verified prior to 

publication. 



6. Data and Software Availability 

Underlying data 

All articles must include a Data Availability Statement, even where there is no data associated with 
the article see our data guidelines (/for-authors/data-guidelines) and policies 
(/about/policies#dataavail) for more information. 

The Data Availability Statement should provide full details of how, where, and under what conditions 
the data underlying the results can be accessed; for practical guidance please see our data guidelines 
(/forauthors/data-guidelines) page; and our list of approved data repositories. 

 

 

 Title of file. (Description of data in file). 

 Title of file. (Description of data in file). 

Data is available under the terms of the [Name of license]. 

For example: 

OSF: Ethics issues identified by applicants and ethics experts in Horizon 2020 grant 
proposals. https://doi.org/1 0.17605/OSF.lO/T765V (https://doi.org/1 
0.17605/OSF.lO/T765V). (Buljan et al. 2021). 

This project contains the following underlying data: 

 Data file 1. Datasets.xlsx 

Data are available under the terms of the Creative Commons Zero "No rights reserved" data 

waiver (https://creativecommons.org[publicdomain/zero/l.0/) (CCO 1 .0 Public domain 

dedication). 

Example taken from: Buljan l, Pina DG and Marušié A. Ethics issues identified by applicants and ethics 

experts in 

Horizon 2020 grant proposals [version 2; peer review: 2 approved]. Fl 000Research 2021, 10:471 

(https://doi.org/1 0.1 2688/f1000research.52965.2 (https://doi.org/1 0.12688/f1000research.52965.2)). 

If you have deposited your dataset in a structured, subject-specific repository, for example an INSDC 

member repository_(https://www.insdc.org[), you may receive an accession code as a persistent 

identifier and a Creative Commons license will not be applicable. 

In this case, your data availability statement should follow the following format: 

NCBI Gene: lhel intestinal helminth expulsion 1 [Mus musculus (house mouse)]. Accession 

number 107537 (https://www.ncbi.nlm.nih.guLgene/107537). 

Restricted data 

Some data may be restricted for legitimate reasons including data protection, copyright or reasons 
related to ethics or privacy. In these cases, the Data Availability statement should provide full details 
of the restrictions on the data, and how, where, and under what conditions the data underlying the 
results can be accessed. 



Please provide the required information listed under the relevant exception in our data policy. 

.(/about/policies#dataavail). 

Extended data 

There are no figure or table limits for articles in Fl 000Research. Additional materials that support the 

key claims in the paper but are not absolutely required to follow the study design and analysis of the 

results, e.g., questionnaires, supporting images or tables, can be included as extended data; descriptions 

of the materials and methods should be in the main article. Extended data should be in a format that 

supports reuse under a CCO (https://creativecommons.org[publicdomain/zero/l .0/). or Public Domain 

Dedication or CC-BY 4.0 Attribution-Only_(https://creativecommons.org/licenses/by/4.0/) license. 

Care should be taken to ensure that the publication of extended data in this instance does not preclude 

primary publication elsewhere. If you intend to publish additional research articles based on the 

extended data with another journal, you should ensure that publishing your extended data in this way 

will not be considered 'prior publication' by your chosen journal. 

 

This project contains the following extended data: 

 Title of file. (Description of data in file.) 

 Title of file. (Description of data in file.) 

Data is available under the terms of the [Name of license]. 

For practical guidance please see our data guidelines (/for-authors/data-guidelines) page; and our list 

of approved data repositories. 

Please note, information which can be used to directly identify participants should not be included in 

underlying and extended datasets, unless they have provided explicit permission to share their details. 

Please see our data guidelines for further information. 

Software and Code 

All articles should include details of any software and code that is required to view the datasets 

described or to replicate the analysis. Please see our data guidelines (/for-authors/data-guidelines) and 

policies .(/about/policies#dataavail) for more information. 

Where software is used to process, store or analyse data, please include the version number of the 

software used. 

Where proprietary software is used, please also include an open-access alternative that can perform the 

same function. We recognise that there may be cases where this may not be feasible. Please see our 

software availability_policy_(/about/policies#dataavail) for more information or contact the editorial 

team if this is the case. 

If you are describing new software, please make the source code available on a Version Control System 

(VCS) such as GitHub, BitBucket or SourceForge, and provide details of the repository and the license 

under which the software can be used in the article. Please also deposit an archived copy of the software 

at the time of submission to a recognised repository. You should include a statement in the manuscript 

as follows: 



 Software available from: URL for the website where software can be 

downloaded from, if applicable. 

 Source code available from: URL for versioning control system (for 

example GitHub). 

 Archived source code at time of publication: DOI and citation for project in 

Zenodo (please select the appropriate DOI for the version which underlies your 

article). 

 License: Must be an open license and preferably an OSI-approved license 

(https://opensource.org/licenses). 

7. Reporting Guidelines 

Standards of reporting guidelines help authors to ensure that they have provided a comprehensive 
description of their research, making it easier for others to assess and reproduce the work; for more 
detail and a comprehensive overview, see the FAIRSharing_(https://fairsharing.orgL) initiative. 
Available reporting guidelines for biological research can be found using the MIBBI Foundry filter 
(https://fairsharing.org/search? selected facets=isMlBBl%3Atrue&fairsharinaReaistrv=Standard) on 
the FAIRSharina website. 

 

Checklists are available for a number of reporting guidelines, including: 

 Randomized controlled trials (CONSORT (http://www.consort-

statement.org/downloads)) 

 Observational studies (STROBE (https://www.strobe-statement.org[)) 

 Qualitative research (COREO 

(https: fl 000research.s3.amazonaws.com resources CORE checklist.pdf); SRQR 

(https://fl 000research.s3.amazonaws.com/resources/SRQR_checklist.pdf)) 

 In vivo animal studies (ARRIVE (https://arriveguidelines.org/arrive-guidelines)) 

Please deposit completed reporting checklists and flow charts in an approved general repository; 
include the guideline type, name of the repository, the DOI, and license in the manuscript's Data 
availability statement in the style of, for example: 

Repository: CONSORT checklist for 'Title of paper'. https://doi.org/1 

0.5256/repository.4591.d34639. 

Data are available under the terms of the Creative Commons Zero "No rights reserved" data 

waiver (https://creativecommons.org[publicdomain/zero/l.0/). (CCO 1 .0 Public domain 

dedication). 

Clinical Trials: Articles in Fl 000Research that report clinical trials must adhere to the CONSORT 

(http://www.consort-statement.org/downloads) reporting guidelines. For reporting of the intervention 

methodology itself, Fl 000Research endorses the TIDieR checklist 

(http://www.consortstatement.org/resources/tidier-2)J an extension of the CONSORT statement. We 

ask authors to include a copy of the original trial protocol and a completed CONSORT checklist 

(http://www.consortstatement.org/checklists/view/32--consort-201 0/66-title) and flow diagram 



(http://www.consortstatement.org/consort-statement/flow-diagram) as supporting files, which will be 

published alongside the article. The trial registration number and registration date must be included in 

the Methods section. Any deviation from the original trial protocol must be explained in the article. If 

the data associated with your article relate to a clinical trial then the Trial Registration details must be 

provided: name of registry, registry number, registration date and URL of the trial in the registry 

database. We support the public disclosure of all clinical trial results (as mandated in the US FDA 

Amendments Act, 2007), for example on a public website, such as clinicaltrials.gov. The disclosure of 

results on such sites does not preclude the publication of articles reporting and/or analyzing the same 

datasets in Fl 000Research. For further details about trial registration, see our editorial policies 

(/about/policies). 

Research with animals: Fl 000Research endorses the ARRIVE (https://arriveguidelines.org/arrive-

guidelines) guidelines; we encourage authors to consult the guidelines before the start of their study 

and all research involving animals must be reported in line with these guidelines. The guidelines apply 

to all species, including non-protected species and invertebrates. 

All articles reporting in vivo experiments must conform with the ARRIVE Essential 10 checklist 

(https://arriveguidelines.org/sites/arrive/flles/documents/Author%20Checklist%20-%20E10 
0/0200nly=pdf), and we encourage authors to ensure they report in line with the full ARRIVE 2.0 

checklist 

(https://arriveguidelines.org/sites/arrive/files/documents/Author%20Checklist%20-
%20Full.pdf). Authors should include a completed ARRIVE checklist with their article and this 
will be included in the Reporting Guidelines section of the article when published. As the online 
version of your article will not have page numbers please use section names rather than page 
numbers when completing the checklist. 

The NC3Rs provide detailed explanations of each item of the guidelines with examples of good 

reporting from 

 

 

 Authors should ensure that the terms sex and gender are used correctly throughout the 

article. 

 Title/abstract: it should be clear if the results can only be applied to one sex or gender. 

 Introduction: if sex and gender differences are expected in the results, these should be 

stated. 

 Methods: 

 if sex and gender differences were taken into consideration for the design of the study 
these should be stated. If they were not taken into consideration, the rationale should be given. 

 explanation of how sex of participants was defined should be stated, either based on 
selfreport, assigned following external or internal examination of body 
characteristics, or through genetic testing or other means. 

 Results: data should be presented disaggregated by sex and gender. 

 Discussion: implications of sex and gender differences in the results should be 

discussed. If sex or gender analysis was not conducted, the rationale should be given. 



We encourage authors to consult the guidelines before performing their research and when writing their 

article. Our SAGER guideline checklist can be found here 

(https://fl 000 resea rch.s3.amazonaws.com/resources/SAG ER_FI 000_checkli st. pdf). 

8. Ethics and Consent 

Ethics Policies: All research must have been conducted within an appropriate ethical framework. For 

studies involving humans or animals, details of approval by the authors' institution or an ethics 

committee must be provided in the Methods section. Please refer to the detailed 'Ethics' section in our 

editorial policies .(/about/policies) for more information. 

Consent: For articles involving patient/participant data or information (e.g. personal genomics articles, 

case reports, clinical trials, questionnaires, observations), authors must ensure that they have written 

informed consent from all the subjects involved (or their legal guardian for a minor, or next of kin if 

the participant is deceased). Please be ready to provide copies of such consent forms, if requested by 

the Fl 000Research team. For details, see our editorial policies (/about/policies). 

If applicable, please include a section entitled "Consent" and state 'Written informed consent for 

publication of the participants/patients' details and/or their images was obtained from the 

participants/patients/parents/guardian/relative of the participant/patient.  

9. Author Contributions 

We are using the CRediT Taxonomy to capture author contributions as we believe that having more 
detail of who did what brings transparency, enables recognition for researchers, and provides greater 
accountability for all involved. For more information click here (http://credit.niso.org). 

You do not need to include an Author Contributions section in your manuscript: on submission, 
you will be asked for the contributions made by each author, to be selected from the list below. 
Anyone who has contributed but does not meet the criteria for authorship should be listed in the 
Acknowledgments section. 

Contributor Role Role Definition 

Conceptualization Ideas; formulation or evolution of overarchina research aoals and aims. 

  research data (including software code, where it is necessary for 

interpreting the data itself) for initial use and later reuse. 

Formal Analysis Application of statistical, mathematical, computational, or other formal 

techniques to analyze or synthesize study data. 

Funding Acquisition 
Acquisition of the financial support for the project leading to this 

publication. 

Investigation Conducting a research and investigation process, specifically performing 

the experiments, or data/evidence collection. 

Methodology Development or design of methodology; creation of models. 

Project 

Administration 
Management and coordination responsibility for the research activity 

planning and execution. 

Resources Provision of study materials, reagents, materials, patients, laboratory 

samples, animals, instrumentation, computing resources, or other analysis 

tools. 



Software Programming, software development; designing computer 

programs; implementation of the computer code and supporting 

algorithms; testing of existing code components. 

Supervision Oversight and leadership responsibility for the research activity planning 

and execution, including mentorship external to the core team. 

Validation Verification, whether as a part of the activity or separate, of the overall 

replication/reproducibility of results/experiments and other research 

outputs. 

Visualization Preparation, creation and/or presentation of the published work, 

specifically visualization/data presentation. 

Writing - Original 

Draft Preparation 

Creation and/or presentation of the published work, specifically writing 

the initial draft (including substantive translation). 

Writing - Review & 

Editing 
Preparation, creation and/or presentation of the published work by those 

from the original research group, specifically critical review, 

commentary or revision including pre- or post-publication stages. 

10. Competing Interests 

Articles published in Fl 000Research must not contain content that could be perceived as 'advertising' 

and must include a Competing Interests section. Any financial, personal, or professional competing 

interests for any of the authors that could be construed to unduly influence the content of the article 

must be disclosed and will be displayed alongside the article. More information on what might be 

construed as a competing interest is available in our editorial policies (/about/policies#compint). 

If you do not have any competing interests, add the text 'No competing interests were disclosed'. 

11. Grant Information 

Please state who funded the work, whether it is your employer, a grant funder etc. Please do not list 

funding that you have that is not relevant to this specific piece of research. For each funder, please 

state the funder's name, the grant number where applicable, and the individual to whom the grant 

was assigned. 

If your work was not funded by any grants, please include the section entitled "Grant information" and 

state: 'The author(s) declared that no grants were involved in supporting this work'. 

 

grant funding should not be listed here. 

13. Supplementary Material 

To ensure all materials associated with a manuscript are visible, FAIR, and subject to peer review, 

Fl 000Research does not accept submission of supplementary materials. For more information, please 

see the extended data section in Data and Software Availability. 

14. References and footnotes 

References and footnotes can be listed in any standard style if it is consistent within a given article. We 

allow both references and footnotes within an article (a full reference list within text citations, and 

explanatory footnotes). 

Our basic requirements include: 



 Abbreviations and journal names should align with discipline specific standards. 

 Preprints can be cited and listed in the reference list. 

 Unpublished abstracts, papers that have been submitted to a journal but not yet accepted, and 

personal communications should instead be included in the text; they should be referred to as 

'personal communications' or 'unpublished work' and the researchers involved should be named. 

Authors are responsible for getting permission to quote any personal communications from the 

cited individuals.  Web links should be included as hyperlinks within the main body of the article, 

and not as references.  Datasets published or deposited elsewhere (for example, in a general 

repository) should be listed in the "References" section and the citation to the dataset should follow 

one of these examples (https://www.dcc.ac.uk/guidance/how-guides/cite-datasets). 

15. Figures and Tables 

All figures and tables should be cited and discussed in the article text. There is no limit to the number 

of figures and tables you can have. Figure legends and tables should be added at the end of the 

manuscript. Tables should be formatted using the 'Insert Table' function in Word or provided as an 

Excel file. For larger tables or spreadsheets of data, please see our data guidelines (/for-authors/data-

guidelines) for further information. Files for figures are usually best uploaded as separate files through 

the submission system (see below for information on formats). 

Any photographs must be accompanied by written consent to publish from the individuals involved. 

Any distinguishing features, including medical record numbers or codes in the case of clinical images 

that could be used to identify the patient or participant concerned must be removed from the images. 

Titles and legends: Each figure or table should have a concise title of no more than 1 5 words. A legend 

for each figure and table should also be provided that briefly describes the key points and explains any 

symbols and abbreviations used. The legend should be sufficiently detailed so that the figure or table 

can stand alone from the main text. 

Permissions: If reusing a figure or table from a previous publication, the authors are responsible for 
obtaining permission from the copyright holder and for the payment of any fees (if applicable). Please 
include a note in the legend to state that: 'This figure/table has been reproduced with permission from 
[include original publication citation]'  

Figure formats: For all figures, the colour mode should be RGB or grayscale. 

 

font size and type is consistent between images. Figures should be created using a white background 

to ensure that they display correctly online. 

If you submit a graph, please export the graph as an EPS file using the program you used to create the 

graph (e.g., SPSS). If this is not possible, please send us the original file in which the graph was created 

(e.g., if you created the graph in Excel, send us the Excel file with the embedded graph). 

If you submit other forms of line art such as flow charts, diagrams or text to be displayed as an image, 

please export the image as an EPS file (e.g., if creating phylogenetic trees with specialized programs), 

or send us the original file that was used to create the image (e.g., EPS or Al files if Adobe Illustrator 

was used, or a DOC, DOCX, PPT, PPTX or equivalent file if Word or PowerPoint was used). 

If none of the above options is possible then we also accept uncompressed TIFFs with a resolution of 

at least 600dpi at the size they are likely to be displayed at (see above). 



Photographs and microscopy images: Photographs and microscopy images should be submitted as 

uncompressed TIFFs with a resolution of at least 300dpi at the size they are likely to be displayed (see 

above). 

Mixed images: Images that are a mix of half-tone images and line art (e.g., annotated gels or images 

with scale bars) should be submitted as TIFF files at a resolution of 500dpi or vector files (e.g. EPS or 

Adobe 

Illustrator files). Please ensure that the text size is at least 8pt and lines are thick enough to be clearly 

visible at the size the image will be displayed. 

Images to be used as data: If you are submitting photographic images as part of your raw dataset, please 

submit them as uncompressed TIFF files. 

Electronic manipulation of images: The clarity of figures may be improved using image-editing 

software, but this must be done transparently and without misrepresenting the data (and the original, 

unaltered source data must be provided with the article). Brightness, contrasts or colour balance may 

be used to enhance electronic images, but such changes must be applied to the whole image; any non-

linear adjustments must be made explicit in the figure legend. Specific features within an image must 

not be added or changed (e.g., amplified, removed or obscured); and if figures are composed from 

images that have come from different sources, such as different gels, or from different parts of the same 

source, this must be made clear on the figure (e.g., by adding dividing lines). Authors are required to 

include details of all modifications made to images published as figures or uploaded as data in the 

Methods section of an article, including the name of the software (with version number) used to make 

these modifications. Please see our Policies on Image Manipulation 

for more information. 

16. Units, Symbols and Mathematical Scripts 

There are no strict rules on the format of mathematical scripts however, here is some useful advice: 

 Special care should be taken with mathematical scripts, especially subscripts and 

superscripts and differentiation between the letter "ell" and the figure one, and the letter "oh" 

and the figure zero. 

 It is important to differentiate between: K and k; X, x and x (multiplication); asterisks 

intended to appear when published as multiplication signs and those intended to remain as 

asterisks, etc. 

 In both displayed equations and in text, scalar variables must be in italics, with non-

variable matter in upright type. 

 For simple fractions in the text, the solidus "/" should be used instead of a horizontal 

line, care being taken to insert parentheses where necessary to avoid ambiguity. Exceptions are 

the proper fractions available (e.g., 1/4, 1/2, 3/4). 

 The solidl/s is not aenerallv used for units• m s-1 not m/s- blit note electrons/s- 

counts/channel etc 

 

 Braces, brackets, and parentheses are used in the order {[( ) }, except where 
mathematical convention dictates otherwise (e.g., square brackets for commutators and 
anticommutators; braces for the exponent in exponentials). 

 For units and symbols, the Sl system should be used. Where measurements are given 

in other systems, please insert conversions. 



If your article contains special characters, accents, or diacritics and you are preparing your manuscript 

in Microsoft Word, we recommend the following procedure: 

For European accents, Greek, Hebrew, or Cyrillic letters, or phonetic symbols: choose Times New 

Roman font from the dropdown menu in the "Insert Symbol" window and insert the character you 

require. For Asian languages such as Sanskrit, Korean, Chinese, or Japanese: choose Arial Unicode 

font from the dropdown menu in the "Insert Symbol" window and insert the character you require. 

We can accept specific fonts but only those that are Unicode; this font should be submitted with the 

article. Please also see the Unicode character code chart (https://www.unicode.org/charts/). 

For transliterated Arabic: you may choose either Times New Roman or Arial. For ayns and hamzas 

choose Arial Unicode font from the dropdown menu in the "Insert Symbol" window and then type the 

Unicode hexes directly into the "Character Code" box. Use 02BF for ayn, and 02BE for hamza. 

17. Authors' Role in the Peer Review Process 

Fl 000Research has a post-publication peer-review model, where the peer-review process takes place 

after the article has been published. As the peer-review process is author-led, we ask our authors to 

provide at least 5 reviewer suggestions which are suitable according to our Reviewer Criteria before 

the article can be published (please see our Finding Article Reviewers (/for-authors/tips-for-finding-

referees) page for an explanation of our Reviewer Criteria and tips for finding reviewers). 

Once the article is published, authors are expected to continue providing reviewer suggestions until the 
article receives two peer review reports - our editorial team will contact the authors when more 
reviewers are required and as soon as a peer-review report is published. 

After two reports have been published, we strongly encourage our authors to revise their article 
according to the reviewers' comments - this is particularly important if the article hasn't passed the 
peer-review process after the first two reports are published, as reviewers can only re-review an article 
to provide an updated report (possibly with an updated Approval Status) after a revised article version 
has been published. 

Once the revised article version is published, we will notify the original reviewers to ask them to re-
review the article as soon as possible. Authors are also welcome to continue providing reviewer 
suggestions while waiting for any re-reviews from the original reviewers. 
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