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ABSTRACT 

 
 

This thesis is a correlational study linking two accepted premises to show and insist that a 

strong skill set develops from the active participation in sport, and that these developed 

characteristics should and can be used as a tool for creating behavioral change to prevent 

adolescent girls from HIV risky behaviors.  This project aims to show that the value of sport for 

young women is unmatched by other public health methods to create behavior change and it is 

becoming a tool in the international health community to do so.  Through my narrative and the 

data from my case study, Grassroot Soccer South Africa, I will attempt to show a causal pathway 

from girls who participate in team sports to an expected reduction in HIV risks.   

 Adding to the emerging field of sport and community development for women’s health, 

this thesis project will show that adolescent girls that participate in sports develop higher levels 

of self-confidence, improved body image, increased knowledge and skills, and higher levels of 

self-efficacy to better manage their bodies and selves.  It links this intrinsic value of sport by 

illustrating that these are the skills and traits identified as characteristics needed for sustainable 

health behavior change.  Through this thesis, I provide the connection to these developed traits 

for the health behavior change needed to prevent the spread of HIV.  I will narrate the way in 

which a group of South African female adolescents enhanced their physical competence and 

mastery of their bodies through sport, and were able to translate these learned traits into 

responses of safer expected sex practices to avoid HIV risky behaviors.   

This thesis project attempts to show that there is room in public health literature for 

sports as a method of creating behavior change.  Relative to existing work, this thesis connects 

two groups of scholarly literature and it speaks to an aspect of the emerging field of sport for 

development.  It adds value to both the literature on the success of sport for developing skills and 

personal qualities among female adolescents and on the success of using behavior change 

intervention programs for combating the spread of HIV.    
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I. INTRODUCTION 
 

A young South African girl who looked about 15 whipped her long beaded braids to the 

side as she turned around to look at me, grinning triumphantly after toe-poking a soccer ball into 

the brand new goal.   

“I’m good!” she said with all the assertiveness in the world behind her voice.  “Now I 

have to teach them,” she finished, pointing to her five similarly suited teammates who were 

shrieking and dancing to celebrate her goal.  She flipped her hair back into place and strutted off 

to meet them.  She was confident, self-assured and positive.   

Intrigued by her vivacious attitude, I found her after the game and walked with her back 

to her house.  As we passed the backdrop of her world – rows of concrete and tin, cubed houses 

stacked and assembled like Legos interrupted only by a wooden stall with a sign that read “hair 

braiding & HIV tests” – she told me that participating on this team had impacted her.  Strong, 

confident and powerful were the three words she used to describe herself after the experience.  

She explained that playing soccer made her feel like she could control her body, the experience 

gave her more confidence in herself, and it made her feel positive about her abilities.   

The teenage girl’s experience on a soccer team and as a participant in the Grassroot 

Soccer pilot program in Khayelitsha, Cape Town’s largest township, taught her more than just 

how to kick a soccer ball.  The program, which uses sport as a platform to teach South African 

youth about the dangers of HIV, is one of many recently established organizations aiming to use 

sport to aid community development goals.  The emerging field of ‘sport for development,’ 

defined by the United Nations international working group for Sport for Development and Peace, 
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is an emerging method of development in which sport is recognized as a tool for social, cultural, 

and economic progress and development. It coincides with one of the UN’s Millennium 

Development Goals and one of the largest obstacles for development: stopping the spread of HIV 

and AIDS.   

Supplementing the research in this field and the work of actors such as the UN, USAID, 

the WHO, Grassroot Soccer and other nonprofit grassroots organizations, this thesis will aim to 

suggest a causal pathway between the qualities generated through sport and the characteristics 

nominated for health behavioral change.  It will attempt to demonstrate that young girls who 

actively participate in team sports, learn and develop improved body image, higher self-

confidence and self-efficacy and a more positive outlook on their future and that these 

strengthened characteristics are necessary in establishing behaviors that reduce HIV risks.   

In this thesis, I attempt to illustrate that the missing link in literature between sport and 

behavioral change is that participation in sport often produces and enhances characteristics and 

skills needed to create behavior change.  I define characteristics as qualities of the individual 

such as self-confidence and self-efficacy, and skills as the tools an individual can use to initiate 

and sustain behavior change such as knowledge and experience.  I do not argue in this thesis that 

sport directly causes young women to stay HIV free, but instead that the values produced in 

adolescent females from their participation in sport makes them more likely to remain HIV-free 

because they avoid HIV risky behaviors.   

A sense of confidence, a more positive body image, higher levels of self-efficacy and an 

outlook held by young women enabling the belief they are in control of their own health are the 

characteristics and skills young girls need to avoid HIV risks and unsafe sexual behavior.  The 

aim of this thesis is to show that developing these traits increases the probability that young 
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women will activate safe sex practices and exemplify these traits.  I use this project to argue that 

girls who are active members of sports teams develop these traits and are better able to face and 

combat gender and sexual barriers that impede their HIV-free status and sexual health, such as 

unsafe sexual practices and gender-based violence.   

 In this thesis, I will guide the reader through the literature and through my firsthand 

research to show that sport is a potential solution to the puzzle as a way to create health behavior 

change.  The first chapter will serve as an introduction to develop two premises in literature that 

firstly, discuss the traits and skills identified by public health professionals needed to create 

behavior change and secondly, discuss the traits and skills produced by an active participation in 

sports.  The field research is conducted through a questionnaire administered by the Grassroot 

Soccer organization in South Africa. Grassroot Soccer is a non-profit organization that focuses 

on combating the spread of HIV and AIDS through sports-integrated education and prevention 

approaches. South Africa is a country that has been battling HIV and AIDS for the past two 

decades. 

 The second chapter will provide the data and the results from this firsthand research in 

which I participated in South Africa, which is designed to identify the potential of sports-

integrated HIV prevention programs for adolescent females.  The third chapter will aim to 

interpret these results based on my hypothesis which predicts that adolescent girls who 

participate in the sports-integrated HIV prevention programs report higher levels of knowledge, 

higher levels of self-efficacy, and more positive outlooks on their futures.  These three categories 

constitute the research aims of the firsthand data from South Africa and I use them as indicators 

for the traits and skills identified as necessary to trigger health behavior change.   
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 The fourth chapter will use these interpreted results from the data and the analysis from 

existing scholarly literature to make policy and program recommendations and to suggest a space 

for future research.  The final chapter will conclude my findings and my recommendations and 

guide the reader toward the way in which sport can be used as a tool for health behavior change 

for adolescent females in the future.   

 

 
IA: Why Sport is One of the Best Methods for Creating Health Behavior Change 

 
 
 
Through narration and data analysis, I argue that sport is the best way to create health 

behavior change in female adolescents.  My work aims to cultivate a connection between what 

public health officials have identified as a lacking arena of evidence and research in creating 

change in health behaviors and the emerging field of sport for community and social 

development, which has produced results in successfully teaching youth about the dangers of 

HIV/AIDS.  To decipher a more adequate account of the reasons for such high levels of success 

from sports-based interventions programs, it is important to note the connections to alternative 

approaches of creating behavior change and to show how the sports-integrated education 

approach relates to and combines effective components of alternative explanations for successful 

behavior change for female adolescents avoiding HIV risky behaviors.   

Alternative prevention interventions for initiating health behavior change, especially for 

adolescents at risk of HIV/AIDS, will be addressed at this point in the paper, as the field of sport 

for community development is relatively untouched in scholarly research.  One hopeful aim of 

the completion of this project is to provide evidence to policy makers and scholars about the 

potential and the strength of the use of sports-integrated interventions as a means to enable 
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behavior change.  I define sports-integrated interventions as education or intervention 

curriculums that incorporate the use of sport either as a supplementary teaching method or a tool 

for teaching about health issues.  In this case specifically, I define sports-integrated health 

interventions as ones that use sport as a way to deliver the public health message about HIV and 

AIDS to adolescents.   

The degree of integration of sport into the education program varies. It can range from an 

education curriculum intertwined with sport so that the education program determines the rules 

of the sports game, to the education aspect as simply a supplement to the original sports game or 

practice.  For example, a sports-integrated intervention that significantly intertwines sport and 

education might use a traditional soccer game of ‘keep-away’ in which students wearing labels 

that read ‘HIV-free’ must keep the soccer ball away from students wearing labels that read ‘HIV-

positive’.  A sports-integrated intervention in which sport is simply a supplement might entail a 

tradition game of basketball or soccer in which the losing team or player must recite what they 

know to be true about HIV or AIDS versus what they know to be myths about HIV or AIDS.  A 

sports-integrated curriculum can use the sport as either a tool or a supplement to the health 

education.   

One of the reasons the sports-based intervention has successfully made an impact in some 

developing communities, which I will address later in the thesis, is because the approach 

compliments and integrates other methods for health behavior change such as peer education and 

community and group participation.  The active involvement in sports offers and adds its own 

value as it combines the effective aspects of other HIV prevention approaches and additionally 

integrates an activity to make learning fun, interactive, and attractive to young people.  Sport 

and, therefore, sports-integrated education makes peer learning and community based learning 
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appealing to youth and keeps them engaged in the learning process because it is interactive (Kirk 

Friedrich)1.   

Peer education through interactive learning is the process of education by which 

participants are simultaneously learning from their peers and teaching their peers (Pearlman, 

2003)2.  The idea of peer education is that students are equals and by interacting with one another 

toward an final task or project, they are both learning and teaching at the same time to emphasize 

social engagement and shared responsibility of the education process (Pearlman, 2003)3.  Peer 

education for prevention interventions remains one of the strongest weapons against the spread 

of HIV among youth and the sports-integrated prevention intervention method shares method of 

peer learning that enhances the participant’s perception of self as a change agent (Pearlman, 

2003)4.  In other words, the sports-integrated prevention method applies the learning mechanism 

used most commonly in the peer education model of HIV prevention interventions that 

encourages adolescents to view themselves as the most powerful agent of change.   

In addition to incorporating this powerful education mechanism, sports-integrated HIV 

prevention interventions also add the value of the community participation method of education 

(GRS Study, 2010)5.  The sports-integrated education method adopts the effective aspects of the 

community based approach by which community networks aid to the diffusion of health-related 

information and engage the community in a more participatory approach that works to address 

                                                
1 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky Forum, 111 Thayer 
St., Providence, RI 02912. 
2 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  31-39.  
3 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  32.  
4 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  33-35.  
5 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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broader underlying social and cultural influences on the public health problems (Gregson, 

2003)6.   

The sports-integrated approach, and specifically the approach used by Grassroot Soccer, 

aims to educate adolescents in hopes that their developed skills and improved knowledge will 

also extend to their direct communities and families (Kirk Friedrich)7.  The hope and the aim is 

that providing adolescent with more facts about HIV, more hopeful outlooks on the future and 

future opportunities, and a skill set enhancing self-efficacy will inspire adolescents to express 

and exhibit these skill and this knowledge to reach and affect others around them (Kirk 

Friedrich)8.   

The sports-based intervention approach, used by grassroots organizations such as 

Grassroot Soccer and other international sport for development organizations, includes the 

aspects of both of these methods.  The sports-integrated HIV intervention approach requires team 

cooperation because it promotes a focus on both teaching and learning interchangeably and it 

maintains a process by which each team member works as a change agent.  Additionally, the 

sports-integrated HIV intervention approach is used as a method for mediating a link between the 

participants and their personal communities to extend further lessons to help reduce HIV risks 

(GRS Study, 2010)9.  Combining the benefits of peer education and community support and 

participation, sport provides an invaluable space for adolescent females to increase self-

confidence and develop self-efficacy through managing physical competence and personal 

                                                
6 Gregson, S., Terceira, N., Mushati, P., Nyamukapa, C. and Campbell, C., Community group participation: Can it 
help young women to avoid HIV?  An exploratory study of social capital and school education in rural Zimbabwe.  
The Journal of Social Science and Medicine, 2003.  2121-2122.   
7 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky Forum, 111 Thayer 
St., Providence, RI 02912. 
8 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky Forum, 111 Thayer 
St., Providence, RI 02912. 
9 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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instrumentality (Parsons, 2001)10.  Through sport, participants learn their roles as agents of 

change (Pearlman, 2003)11.  This physical component is the means required for direct 

development of self-confidence, self-empowerment and improved body image (Parsons, 2001)12.  

For infectious diseases such as HIV, in which the spread of the virus is a direct result of 

human behaviors, it is necessary to target and change these behaviors to change the course of the 

disease (DiClemente, 1994)13.   In South Africa where sport, and more specifically soccer is a 

common language and a bridge between the highly stratified social classes and ethnic groups, it 

is now becoming tool for young women to understand their physical competence as well as 

understand the potential for achieving personal health and growth (GRS Study, 2010)14.   

In South Africa, organized sport provides an arena for cultural capital and personal 

empowerment.  As a way to organize large groups of young people, foster a peer education 

environment, and promote an active and instrumental experience of the self, sports in South 

Africa are culturally relevant and institutionalized as a part of life (Parsons, 2001)15.  

Incorporating women into the participation of sport allows them to access this cultural capital 

and benefit from the community group participation, the physical challenges and group 

expectations, and the avenues for achieving personal goals and adopting higher levels of self-

confidence and self-efficacy (Parsons, 2001)16.   

                                                
10 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 209. 
11 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  33.  
12 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 201.  
13 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 12.   
14 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
15 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 209.    
16 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210-211.  
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Sport is more consuming, more interactive, and more holistic than alternative forms of 

initiating and sustaining behavioral change in adolescent female populations (Gregson, 2003)17.  

Methods such as traditional education and peer leadership, though sometimes used in HIV/AIDS 

intervention curricula, lack the benefits provided by an active participation in sport in which 

female adolescents experience interactive education, experience goal setting and subsequent 

physical accomplishments, and experience a sense of physical competence and an active 

experience of the self by maneuvering and challenging their bodies (Parsons, 2001)18.  

Females who participate in sport report higher levels of self-competence, higher self-

esteems and stronger feelings of self-efficacy because of the combinations of these factors 

(Parsons, 2001)19.  These traits are identified, almost exactly, as the missing links in creating and 

sustaining behavioral change for adolescents (Bandura, 1990)20.  Increased internal loci of 

control and higher levels of personal empowerment are identified as the main factors needed to 

create change in health behaviors by public health officials.  Sport, therefore, may be a key in 

empowering female adolescents and instilling in them stronger senses of self, more positive and 

active approaches to life and health, and participatory control of their bodies.   

In this thesis, I ask, does women’s involvement in sport increase the likelihood of 

behaviors that reduce HIV risks?  How does a sports-integrated HIV prevention intervention 

enable women to increase their knowledge about HIV and AIDS, engender a more positive 

outlook on future opportunities for adolescent females, and enhance a stronger sense of self-

                                                
17 Gregson, S., Terceira, N., Mushati, P., Nyamukapa, C. and Campbell, C., Community group participation: Can it 
help young women to avoid HIV?  An exploratory study of social capital and school education in rural Zimbabwe.  
The Journal of Social Science and Medicine, 2003.  2121-2122. 
18 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 209. 
19 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 216-217. 
20 Bandura, Cognitive Theory and Research, Analysis of Self-Efficacy Theory of Behavioral Change (Chicago, 
1990), 292. 
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efficacy to help women reduce their risk of HIV contraction?  How does an active participation 

in sports lead to this positive change? 

In this thesis, based on existing data, I argue that an active participation in sport for 

female adolescents often leads to these skills and behaviors.  However, based on the data from 

my case study, I also demonstrate that these skills and behaviors do not always facilitate changes 

in attitudes about HIV or expectancy of future sexual practices.  This thesis will aim to 

investigate the process by which girls actively participate in sports and consequently develop 

traits that will translate into characteristics needed to prevent HIV risky behaviors.  It will also 

provide recommendations for HIV prevention intervention methods to hopefully increase the 

percentages of adolescent females who use the developed qualities they acquire from an active 

participation in sports to avoid HIV risky behaviors.   

 

 
IB: Why care about HIV and AIDS in South Africa?   
 
 
 

In the past two decades the number of people infected with HIV worldwide has risen to 

33 million people with 96 percent of those people living in underdeveloped nations (HIV and 

AIDS in Sub-Saharan Africa, 2010)21.  Consequentially, 69 percent of all people infected with 

HIV live in Sub-Saharan Africa (HIV and AIDS in Sub-Saharan Africa, 2010)22.  More than half 

of those infected are women and of those women, half contract HIV between the ages of 15 and 

                                                
21 "HIV and AIDS in Sub-Saharan Africa." The World Health Organization. WHO, 2009. Web. 15 Dec 2010. 
<http://www.who.int/hiv/data/2009_global_summary.png>. 
22 "HIV and AIDS in Sub-Saharan Africa." The World Health Organization. WHO, 2009. Web. 15 Dec 2010. 
<http://www.who.int/hiv/data/2009_global_summary.png>. 
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24 (HIV and AIDS: Populations, 2009)23.  The goals to reduce the devastation affecting 

populations in Sub-Saharan Africa caused by HIV have been on the agenda of international 

health and governing institutions for over a decade.  Despite efforts to halt the infection rate by 

increasing awareness and investing in youth education programs, close to three million more 

people will be infected this year (HIV and AIDS in Sub-Saharan Africa, 2010)24.  How do 

developing countries combat the increasing rate of HIV infection?  What is missing in the puzzle 

of solving and halting the spread of HIV?  

The recent prevalence of HIV in third world countries in the past decade suggests that the 

disease is directly associated with the perils of economic depression and social injustice.  The 

asymmetrical infection rate in women in developing nations also indicates that the spread of HIV 

is related to the social discrimination women face as well as cultural norms that contribute to 

risky behaviors and consequential increased exposure (GRS Study, 2010)25.  The cultural norms 

in South Africa specifically that add to the spread of HIV include transactional sex, multiple sex 

partners and gender-based and sexual violence (GRS Study, 2010)26.  Though empowering 

young women through sport can enhance their ability to reduce HIV risks, as I will show in this 

thesis, enabling them to realize their personal control over their own health choices cannot 

combat deep-rooted social and cultural norms such as gender-based and sexual violence.  For 

other social and cultural norms in which adolescent females make choices about their sexual 

actions, acquiring higher levels of self-confidence and stronger senses of self-efficacy may 

reduce their risk of participating in unsafe sexual practices such as having multiple sex partners 
                                                
23 "HIV and AIDS: Populations." The World Health Organization. WHO, 2009. Web. 15 Dec 2010. 
<http://www.who.int/hiv/topics/populations/en/index.html>. 
24 "HIV and AIDS in Sub-Saharan Africa." The World Health Organization. WHO, 2009. Web. 15 Dec 2010. 
<http://www.who.int/hiv/data/2009_global_summary.png>. 
25 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
26 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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and transactional sex.  These practices, though equally as accepted culturally in South Africa, are 

within the realm of control of adolescent females, and are therefore within the realm of possible 

improved actions.   

Efforts to prevent HIV transmission have narrowed to reflect research that shows that the 

most successful way to combat the infection rate is to actively change health behaviors to 

prevent it from spreading in the first place (DiClemente, 1994)27.  Creating holistic change in the 

way people engage in sexual activity and intravenous drug use and they way they view abusive 

sexual relationships has shown to be the most successful prevention effort, especially in South 

Africa (GRS Study, 2010)28.  Therefore successful interventions are ones in which change is 

created at the most preliminary state and initial conception of sexual activity.  By this I mean, 

according to current public health literature, the most effective way to fight, control, and stop the 

spread of HIV is to prevent it in the first place and to prevent behaviors that increase the risks of 

HIV contraction (DiClemente, 1994)29.  Additionally, for the case of the adolescent female 

population, helping young women little by little to protect and take pride in their bodies is the 

most direct way to combat the existing discriminations women face as a group (Parsons, 2001)30.  

Giving young women the opportunity to develop self-confidence, self-efficacy and to feel 

empowered is not only invaluable but it is sustainable (Fishbein, 2010)31.   

My research attempts to supplement the existing strategy in stopping the spread of HIV, 

which is creating significant, sustainable behavior change in the adolescent female population 

                                                
27 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 36-37.  
28 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
29 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 5-320.   
30 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 220. 
31 Fishbein, M., AIDS Care, The Role of Theory in HIV Prevention, University of Pennsylvania (27 May 2010), 77. 
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most at risk.  The widely accepted premise that behavioral change is needed to halt the spread of 

HIV/AIDS, because the virus is passed through certain behaviors, is linked to sport through my 

research.  I argue that the way to create this needed behavioral change, the claim held by public 

health officials as the way to stop HIV/AIDS, is through an active participation in sport.  It is 

important to note at this point, that attempting to create behavior change in adolescent girls does 

not combat social and cultural norms in countries in which HIV is spread through means of 

sexual and gender-based violence.   

Enhancing the skills and personal qualities to empower women to reduce their personal 

risks of HIV only successfully enables them to stay HIV free in situations in which they can 

control.  In other words, there are fairly large societal trends which simply empowering women 

to reduce their personal HIV risks do not consider.  Fighting issues such as sexual and gender-

based violence in communities in which it is commonly practiced is a separate and more 

substantial issue.  Empowering women with skills and personal qualities they can develop 

through a participation in sport simply can enhance their ability to negotiate personal decisions 

and hopefully reduce their risk of HIV contraction.  If adolescent females actively participate in 

sports-integrated HIV prevention interventions, they may adopt valuable skills, values and 

beliefs that will hopefully enable them to reduce the HIV risks that they can control.  

This thesis will attempt to highlight that an effective way to help women reduce their 

personal HIV risks through health behavior change may be from an active participation in sport.  

By linking the skills and personal qualities one may gain from a participation in sports and the 

skills and personal qualities public health officials identify as useful in empowering adolescents 

to develop and sustain health behavior change, this thesis aims to show that sports-integrated 

HIV interventions are one way in which to empower women to reduce their HIV risks.  I 
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hypothesize that the intrinsic value of sport for females can enhance behavior change, and 

through relevant literature and a case study, I attempt to make a connection that girls who play 

team sports are more likely to reduce their HIV risks.   

 

 
The Problem and the Question 

 
 
 
This study attempts to connect the most basic and successful way to prevent the spread of 

HIV and AIDS through a powerful element that already exists in Sub-Saharan cultures (GRS 

Study, 2010)32.  The research in this thesis hypothesizes a causal pathway, which results in the 

behavioral change needed to stop the spread of HIV from the traits that are produced by sport.  

The connection between sports participation and the development and change of health behaviors 

to reduce the spread of HIV is based on the shared values that sports produce and behavior 

change needs.   

I will determine the ways in which active participation in sports provides adolescent 

females with the tools and skills they can use to enhance their ability to better navigate HIV risky 

situations and reduce their personal HIV risks.  I do not claim that empowering adolescent girls 

through sport allows them to combat sexual and gender-based violence in their communities, but 

rather learning skills and developing individual qualities through sport may enhance their ability 

to reduce their own personal HIV risks by avoiding unsafe sex or multiple sex partners.  More 

specifically, I will translate the learned skills and methods of empowerment young females can 

develop from a direct participation in sports and connect them to tools by which they can use to 

                                                
32 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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better navigate HIV risky situations and their personal actions when they are in control of their 

health outcomes. 

In this thesis, my research will answer the following questions: how does women’s 

involvement in sports increase the likelihood of behaviors that reduce HIV risks?  How can sport 

bring about healthy behavioral change for girls?  How do sports-integrated HIV interventions 

empower young women and enhance their ability to reduce their HIV risks?   

I will present evidence in this thesis in such a way so the reader can accept two premises: 

first, that the way to stop the spread of HIV in the developing world is to create sustainable 

behavioral change.  If adolescent females reduce their own HIV risks, then they can avoid certain 

risky situations for contracting HIV and they can increase their personal abilities to remain 

healthier.  Second, that participating in sports leads to a stronger sense of self, an improved body 

image and a higher level of self-confidence and self-efficacy for a positive future.  If young 

females participate in team sports, they can potentially develop improved perceptions of self, 

more positive outlooks on their future health outcomes, and the belief in their own abilities to 

control their personal health.     

By accepting these two propositions, we are allowing the research to illuminate a 

connection between the two premises.  The first premise establishes that healthier behaviors need 

to be made to prevent HIV risks on a personal basis.  When young women can control their 

personal health and HIV status through safer sexual choices, they can reduce their risk of HIV 

contraction.  The second premise maintains that involvement in sports engenders the 

development of character and leads to self-empowerment.  This thesis aims to show the 

connection between the two accepted claims.  It links the two premises to demonstrate a process 

by which behavior change can occur.  The connection between the skills learned through sport 
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leading to positive behavioral change to prevent HIV risks presents itself as an effective strategy 

for causing behavior change.   

 

 
IC: Research Question Unpacked 
 
 
 

This thesis asks, how does women’s involvement in sports increase the likelihood of 

behaviors that reduce HIV risks?  More specifically, how does involvement in team sports 

provide and instill in women a stronger sense of self and an improved perception of their ability 

to perform safer health practices?  How does an active participation in sports lead to higher 

levels of self-confidence and self-efficacy, an increase in skills, knowledge and body image in 

women to produce skills that change health behavior to ultimately reduce the risk of HIV?   

 

In the most basic form, I will try to demonstrate the following process: 

 

Figure 1: The Potential Causal Pathway Between Sport and Health Behavior Change 
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If the reader accepts that changing the way in which people participate in risky sexual 

behaviors can be an effective way to halt the spread and contraction of HIV when it is within the 

personal control of an adolescent female, and if the reader also accepts that the value of sports 

encompasses a mastery and competency of body image and of self, this method of creating 

behavioral change becomes evident.  Through this thesis, I aim to further the connection between 

these two accepted premises.  By doing so, I plan to answer: how does sport empower women to 

stay HIV free?  What does sport give women to initiate change in their behaviors?  Does 

women’s involvement in sport contribute to the development of the behaviors and skills that 

researchers identify as the necessary traits in creating health behavior change?  If so, how and 

when?  What does literature and research show about this recurring trend? 

 

 
ID: Literature Review  
 
 
 
1. Introducing the literature 
 
 
 

I study these two premises (the first being behavior change as a powerful strategy against 

the spread of HIV and the second being the relationship between a participation in sport and the 

enhanced personal qualities such as self-confidence and self-efficacy) in existing literature 

through case studies as well as my direct participation with a sport for development organization 

that focuses on increasing HIV education for female youth and on fostering female self-esteem 

and empowerment.  In order to illustrate the causal pathway between these two premises, it is 

important to fully demonstrate the academic evaluations of both hypotheses.  Because in this 

thesis, I argue that there should be a greater focus on the connection between these two 



 18 

phenomena, it is important to fully validate them and impart the ways in which they have already 

been institutionalized as separate sets of evidence.  

Through academic research, I will demonstrate the ways in which both premises have 

been addressed in literature and in studies.  I will divide the literature for my thesis into two main 

strands.  The first, will address the discussion of the benefits of active participation in team 

sports.  This strand of the review will confront the existing literature which argues that female 

participation in sports leads to increased self-efficacy and self-confidence, and provides females 

with the skills and tools needed to improve their perceptions and their subsequent ability to 

perform safer health practices.   

The existing literature for the first strand provides some evidence by showing the 

intrinsic benefits of an active participation in team sports including an improved body image, 

higher levels of confidence and self-esteem, increased levels of self-efficacy and the skills and 

tools to produce a more positive outlook on life.  The existing literature also provides some 

direction for my research question in that it argues for and supports the power of behavior 

change for HIV prevention in young people.  The second strand of literature will focus on the 

existing literature and academic findings on the models of behavior change relating to health care 

and changing personal actions to control health outcomes.  It will examine how researchers have 

studied the most effective way to stop the spread of HIV through changing health behaviors and 

the widely accepted practice of prevention interventions through human behavior change to 

address the complex behaviors that lead to the spread of HIV. 

The literature is divided into two different sets to show that each can be valued as one 

point in a directional process.  I will firstly illustrate what literature has portrayed as the value of 

sport in empowering women and secondly condense what is already known about the way to 
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prevent the spread of HIV.  Accepting that one is the beginning position on a causal pathway and 

the other is the end point, one can assume that there is a process to get from one to another.  In 

this section, I aim to show the overlap in literature between the skills and qualities identified by 

public health officials as key in enhancing health behavior change and the skills and qualities 

that an active participation in sport can generate.  A participation in sports can generate the skills 

and personal qualities that adolescent females can use to reduce their personal HIV risks.   

As Figure 1 illustrates, the potential causal pathway and the aim of my thesis is to show 

that first, females participate in sports, then they gain values such as increased self-efficacy, 

improved body image, and increased confidence, as well as increased knowledge and skills about 

HIV if the sports program is integrated with HIV education, and then the third step in this 

process is translating these learned skills and traits into behaviors that will prevent them from 

HIV risky actions.  The final and hopeful end conclusion is that these skills and behaviors will be 

sustained and contribute to the healthier and safer choices to avoid HIV infection.  As I continue 

in the literature review, I will talk about both the power of sport and the aspect of health behavior 

change and attempt to show the connection.   

 

 
2. The Power of Sports 

 
 
 

To effectively create behavioral change for health practices, healthcare experts must 

create prevention methods that go beyond simply the dissemination of information because 

actively teaching youth prevention methods is one of the most effective weapons against the 
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spread of HIV (Pearlman, 2003)33.  Youth prevention methods, in order to produce results of 

sustainable change and safer behaviors, must promote and instill higher levels of self-confidence 

and self-efficacy and increased confidence and assurance of self and body image (Pearlman, 

2003)34.  It is imperative, to create behavioral change, to enhance adolescents’ perception that 

they are in control of their own health and that they understand the direct consequences of their 

personal health behavior (Pearlman, 2003)35.  In other words, to create health behavior change, 

youth must understand that they can control their own health and that they are agents of change.  

If they feel as if they can reduce their own HIV risks when possible, and that they can change 

their personal health choices to be healthier and safer, they become empowered to do so.  Health 

behavior change is therefore a direct result of feeling empowered.  

An essential process to gaining these intrinsic skills, as argued in the healthcare literature, 

is adolescent’s achievement of goals larger than themselves and competency of a skill or simply 

control of their bodies (Parsons, 2001)36.  This sense of accomplishment is a very strong 

indicator that adolescents will take responsibility for their physical state and execute the safe 

health practices they perceive for themselves (Parsons, 2001)37.  

The first strand of literature examines the broader conception of sport for females as 

something that has a higher intrinsic value and often produces an improved body image and an 

                                                
33 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  31.  
34 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  31.  
35 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  34-35. 
36 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210.  
37 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210. 
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increased sense of empowerment (Deem, 1998)38.  In existing literature, there is a conversation 

about the power and benefit of sport as more than simply an arena for competition and 

professional athletes.  Most commonly dating from research supporting Title IX, sport has been 

redefined as physical activity that, for women, goes beyond health and fitness as it promotes 

identities through understanding and accepting body image (Deem, 1998)39.   

Research about sport itself has shown that physical activity can be empowering to women 

both because it forces women to control their bodies and also because of the benefits and value 

of team participation (Gilroy, 1998)40.  Team participation, which entails peer-interacting and 

therefore peer-learning, as well as the possibility of a role-model figure adds value and 

complexity to the participation in team sports.  More specifically, “sports participation is related 

to the development of the empowering qualities that many women have traditionally lacked: 

bodily competence, perceptions of a competent self, and a proactive approach to life” (Parsons, 

2001)41.   In other words, engendering methods of empowerment through enhancing personal 

loci of control is especially important for women because traditionally a strong sense of agency 

or perception of self as in control, has been a characteristic held inequitably by males (Parsons, 

2001)42. 

Though there is no direct connection in the literature to the participation in sport creating 

lower HIV/AIDS risks and therefore rates in adolescent females, research does show that sports 

participation and related forms of physical activity promote a more active, instrumental 

                                                
38 Deem, Sport, Education and Society, Physcial Activity, Life-long Learning and Empowerment – Situating Sport in 
Women’s Leisure (New York, 1998), 90.   
39 Deem, Sport, Education and Society, Physcial Activity, Life-long Learning and Empowerment – Situating Sport in 
Women’s Leisure (New York, 1998), 92. 
40 Gilroy, Sport, Education and Society, Physcial Activity, Life-long Learning and Empowerment – Situating Sport 
in Women’s Leisure (New York, 1998), 102. 
41 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210. 
42 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210. 
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experience of the self and therefore initiate a higher level of personal empowerment and a 

heightened locus of control in adolescent girls (Parsons, 2001)43.  Several researchers, Richman 

and Shaffer (2000), have found relationships of sports participation to “greater personal 

empowerment among women, as well as to more positive body images” as compared to men 

(Parsons, 2001)44.  Though this research is based on results from a US population, few would 

argue that young women around the world do not face these similar deficiencies based on even 

higher levels of social discrimination.  

In addition to personal empowerment and more positive body images, research shows 

that an active participation in sport produces traits that foster a strong locus of control, which is 

similar to a level of self-efficacy in that it is used as a measurement for the expectancy of 

positive behaviors (Parsons, 2001)45.  As described in the research, sports participation in 

adolescent females produces personality traits such as independence, self-reliance, self-

confidence, self-sufficiency and decisiveness, all of which lead to a higher level of “agency” 

(Parsons, 2001)46.  This trait of “agency” is used to measure expectancy pertaining to the 

connection between personal characteristics and outcomes, or in other words, the ability to make 

decisions based on personal beliefs and values.  

This strand of literature shows that participating in sports provides a heightened 

awareness of the body’s functions and improved physical competence because of forced 

interactions within a group to contribute to an overall task and the participation in sports 

increases the participants awareness that they are agents of change and control.  To add to the 
                                                
43 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 216-217. 
44 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 210. 
45 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 211. 
46 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 211.  
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value of sport in promoting a stronger personal instrumentality, the active participation in a 

group sport initiates the development of skills, the sense of self-confidence and empowerment 

that increases self-efficacy as females experience a personal development in their ability to 

control outcomes (Shaw, 1995)47.  Females with higher loci of control and stronger levels of self-

efficacy are able to see themselves as able to affect their environment and control their own 

health outcomes because they understand that they are responsible and in control of their own 

personal health when possible (Parsons, 2001)48. 

Despite the support in existing literature about the intrinsic value of participation in sport 

especially for the growth of skill and confidence building in females, the evidence does not 

consistently extend to the possibility of developed skills and personal qualities to sustainable 

health behaviors.  The group of literature that provides support for the value of sport on the 

female psyche and the development of qualities of empowerment in females does not specifically 

conclude that these values will necessarily lead to healthier choices or more sustainable choices 

after the variable of sport is no longer part of the equation.   

This group of literature does not provide the direct correlation to the improvement of 

healthcare as it relates to safer sex choices nor does it say that females who develop higher loci 

of control and more acute understandings of their ability to create change will continue to do so 

when their sport experience is over.  It simply has not been covered in the field that provides 

research for the effectiveness of sport in empowering females.  The power of sports for females 

doesn’t quite extend to health behavior changes, though it does provide the foundation for 

                                                
47 Shaw, Leisure and Identity Formation in Male and Female Adolescents: A Preliminary Examination, 54.  
48 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 211.  
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claiming the development of personal qualities and skills that could lead to health behavior 

changes and could lead to reduced HIV risks (Parsons, 2001)49.   

 

 
3. Health Behavior Change 

 
 

The second strand of literature, or the group of existing academic writings that provide 

evidence and support for my topic, is the way in which public health officials identify as the 

most effective method in preventing the spread of HIV.  This strand of literature, as identified in 

public health journals such as Social Science and Medicine and the Journal of Adolescent 

Health, as well as the book, Preventing AIDS: Theories and Methods of Behavioral 

Interventions, conveys the need for changes in personal behaviors to improve health and the 

research demonstrates that creating holistic behavior change is the only way to produce 

sustainable change (DiClemente, 1994)50.  The success of this approach in halting the spread of 

HIV and AIDS is based on the idea that it is essential to change personal behaviors to improve 

health conditions and reducing HIV risks because the most effective way in stopping the spread 

of HIV is prevention of HIV in the first place (Pearlman, 2003)51.  To create change, people need 

more than simply information and instead, a belief in a healthier future and a sense of self-worth 

so that they can make changes to reduce their risks of HIV contraction (DiClemente, 1994)52.   

                                                
49 Parsons and Betz, The Relationship of Participation in Sports and Physical Activity to Body Objectification, 
Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 212. 
50 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 7-8. 
51 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  31-39.  
52 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 9.  



 25 

Research shows that the way to stop the spread of HIV is to change the human behavioral 

approaches to health to prevent health decisions that put persons at risk of infection 

(DiClemente, 1994)53.  Existing literature that addresses how to combat the spread of HIV 

determines that persons at risk (as a result of accepted cultural practices and high levels of 

poverty) can most effectively avoid HIV contraction by changing unsafe sex practices and 

decreasing risky health behaviors such as transactional sex, unprotected sex and the use of unsafe 

needles (DiClemente, 1994)54.  The answer to combating the spread of HIV is so focused on 

behavior change because this is no cure for HIV or AIDS (DiClemente, 1994)55.  In other words, 

unlike treating a public health problem for which there is a cure and for which the disseminating 

of medicine or treatments is effective, the most effective way to treat HIV is to prevent it from 

spreading in the first place.  The importance of human behavior change in improving personal 

health outcomes concludes that stopping the spread of infectious diseases requires change on an 

individual basis to result in improved and safer behaviors (Valdiserri, 1992)56. 

In order to make these changes and achieve safer health improvements, healthcare 

officials must understand how and why humans behave in certain ways and the factors that 

influence behavior.  Though a large factor in this understanding involves interwoven cultural 

influences in shaping health behaviors, creating behavior change through a form of education 

(sport) can easily be imported into different societies as all cultures, especially in the developing 

world, value and participate in sport (GRS Study, 2010)57.  I will examine the existing literature 

                                                
53 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 10-11.  
54 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 7-8. 
55 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 8. 
56 Valdiserri, Journal of Community Health Vol. 17, No. 5, October 1992, 255.  
57 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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that discusses how to understand what affects and therefore changes human behavior and how 

accomplishing human behavior change is the most effective way to combat HIV.  I examine this 

through existing social science journals that provide research on the theories and methods of 

behavior change interventions for preventing AIDS.  

Targeting behavior change, as opposed to other methods of improving health such as 

increasing accessibility to medicine or simply spreading knowledge, is widely accepted and 

practiced by HIV prevention organizations and services because people who change their 

behaviors and practice safe sex, condom use, and abstain from the use of unsafe needles – 

making healthy living choices for themselves – avoid the risk of HIV (DiClemente, 1994)58.  

Simply, if people practice positive and safe behaviors, they will decrease their risk of infection.  

It is important to note, as is supported in literature, that behavioral change to reduce HIV risks is 

only effective when the only risk of HIV is the individual sexual habits of a sexually active 

person (DiClemente, 1994)59.  To clarify, enhancing the ability of adolescents to change their 

sexual habits to reduce their risk of HIV infection cannot protect them against sexual or gender-

based violence.  It can only allow them to reduce their own personal HIV risks when making 

choices about sexual practices.   

As cited in volume 17 of the Journal of Community Health, “replacing unhealthy 

behaviors with healthy ones requires the provision of appropriate information to the 

client…[people] use the information provided in an intervention to change their behaviors in 

order to decrease or avoid the likelihood of becoming infected with HIV” (Valdiserri, 1992)60.  

However, creating and instigating behavior change requires more than simply the spread of 

                                                
58 58 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions 
(New York, 1994), 29. 
59 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 27. 
60 Valdiserri, Journal of Community Health Vol. 17, No. 5, October 1992, 261.   
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information as it involves the interaction with the environment and cultural norms and 

incorporates the concept of self-efficacy and the individual sustainability of behavior change 

(DiClemente, 1994)61.  The discussion in public health literature not only addresses that the most 

effective way to prevent the spread of HIV is to induce health behavior change, it also discusses 

how behavior change is understood and accomplished.   

Existing literature discusses the processes of creating behavior change after proving it is 

the most effective way to stop the spread of HIV.  To change behaviors to become positive and 

safe, practitioners must understand the process of learning behaviors.  Healthcare professionals 

stress the importance of understanding what leads to behavior in order to determine effective 

ways to change it and state that empowering adolescents to taking control of their own health 

outcomes, or designing prevention interventions that teach young people to be agents of their 

own behavior change, is the most effective way to change behaviors (DiClemente, 1994)62.   

Existing literature provides answers of how to understand the cognitive practices that 

involve the risks of contracting HIV by examining different methods of behavior change. 

Because it has been established by healthcare practitioners and community based organizations 

that the most effective way to prevent HIV is to change behaviors, they stress that it is initially 

important to understand cognitive processes that lead to health behavior.  Explanations for 

understanding the process and the ability to achieve human behavior change include increasing 

the knowledge base of individuals about the particular health problem, and also improving their 

skill set with personal qualities such as more self-confidence and a stronger level of self-efficacy 

                                                
61 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 14.  
62 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 28.  
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(Valdiserri, 1996)63.  Public health officials identify the way in which individuals make health 

choices is based on a process of sorting through their knowledge base of the problem and also a 

sense of their level of control over the outcome (DiClemente, 1994)64.  According to this body of 

literature, individuals make choices about their personal health based on what they know about 

the health issues and risks, and what they feel as if they can control.   

Attempting to help individuals make different and safer choices about their personal 

health requires methods of intervention that target the dissemination of information and the 

enhancement of individuals’ perceptions of their level of control.  Understanding this process of 

making decisions about health behavior helps public health officials answer the question of how 

behavior is learned and how it can be effectively changed to further support the argument that to 

change personal actions to control health outcomes, prevention interventions must target 

“‘humans as processors of information’” and as receptors of environmental and cultural 

influences (Valdiserri, 1996)65.  The concepts of self-efficacy and individual empowerment for 

adolescents in order to increase their own perceptions that they are in control are therefore 

important aspects that healthcare officials agree are key to influencing changed behavioral 

outcomes.  

Though the existing literature outlines the power in creating health behavior change for 

preventing the spread of HIV, there is room in this literature for determining the ways in which 

to do so.  In other words, though this group of literature underlines the importance of increasing 

knowledge and instilling a stronger level of self-efficacy, it does not specify the most effective 

ways to teach adolescents higher self-confidence and to increase their perception of 

                                                
63 Valdiserri, Journal of Community Health Vol. 18, No. 7, October 1996.   
64 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 67. 
65 Valdiserri, Journal of Community Health Vol. 18, No. 7, October 1996, 140.   
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empowerment (Parsons, 2001)66.  Determining that skills are necessary beyond the dissemination 

of knowledge is the first step, but the literature that contends behavior change can avoid HIV 

risks to eventually reduce HIV infection does not effectively prescribe how to produce a higher 

level of control in females to make the behavioral changes.  Additionally, the few demonstrations 

of achieving successful behavior change for health outcomes do not provide the ways in which 

the learned behaviors are sustainable (Pearlman, 2003)67.  Prevention interventions do not focus 

on the possibility of relapses or the institutionalization of learned behaviors into old lifestyles 

(Pearlman, 2003)68.   

 

 
4. Conclusions of the Two Strands  
 
 
 
 To conclude, the two strands of literature I am examining directly correspond to the two 

pieces of the puzzle I am trying to connect.  By connecting the two sets of evidence, I will show 

that the skills generated through team participation in sports can foster behavior in females that 

literature associates with HIV prevention.  If we accept these two premises, the connection 

between the skills learned through sport leading to positive behavioral change to prevent HIV 

risks presents itself.  If we accept these two premises, we can see potential in the skills and 

behaviors produced by a participation in sport overlap with the skills and behaviors needed to 

create health behavior change particularly for reducing HIV.  To finish, it is important to 

                                                
66 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 208. 
67 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  34.  
68 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  35.  
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understand these two accepted premises that exist in literature to understand the overlap of the 

skills and traits produced from a participation in sport and the skills and traits that are key in 

producing health behavior change.  Through my thesis, I aim to highlight the shared strengths of 

sports-integrated HIV interventions and keys to change for health behavior and through this 

literature review, to show the evaluations and the limitation of each body of literature.  

 

 
IE: Research Hypothesis 
 
 

Given the argued foundations in existing literature, I will attempt to fill the directional 

gap between this research and through my analysis, insist that sports-based intervention 

programs are new projects that contribute to the existing literature and should be address as such.  

I contribute that there is room in existing literature for sports-integrated HIV behavioral 

interventions and should be considered a scholarly supplement to existing knowledge.  Using the 

presented information already found in literature, I submit that a participation in sports is a 

potentially effective way to instigate behavioral change in adolescent girls and it will prove to be 

sustainable in bringing personal decision-making improvements that will prevent risky behaviors 

that would lead to HIV infection.   

My hypotheses in this research are twofold.  First, I expect adolescent females that 

participate in sports programs to learn and develop personal characteristics such as higher self-

esteem and self-confidence, improved perception of body image and self based on the values 

produced by the participation in sport.  This hypothesis should hold true because active 

participation in sport exposes members to means of peer-education, to lessons of valuable 
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leadership, and to measures of social responsibility (Parsons, 2001)69.  In addition, research has 

shown that adolescent girls who participate in sports develop stronger loci of control, bodily 

competence, perceptions of a competent self, and a proactive approach to life (Parsons, 2001)70.  

As expressed in existing literature, a participation in sports for adolescents additionally 

acts as an alternative form of education because it is a means of teaching youth about body 

control, about body image and about managing physical potential (Pearlman, 2003)71.  In sport, 

the active participant acts as a teacher as well as a student and experiences values of self-control 

and body image.  The values in sport, such as team solidarity and respect for social discipline 

teach characteristics and traits in young females such as increased knowledge, improved body 

image, and higher self-efficacy (GRS Study, 2010)72. 

Sport is an effective way to educate youth about these behaviors and skills that do not 

translate as well in a classroom based on the teacher-student dynamic (GRS Study, 2010)73.  I 

hypothesize that adolescent females participating on a team with other adolescent females for an 

interval as short as a few months, will improve their body images, adopt higher levels of self-

confidence and self-esteem, and consider healthier futures through sustaining safer personal and 

sexual health choices.   

Second, I expect that the characteristics learned in sport by female participants, will 

translate into means needed for behavioral change, or even a belief in their ability to change 

behaviors, to avoid decisions leading to HIV infection.  I predict that the increased levels of 

                                                
69 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 206. 
70 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 218. 
71 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  33-34.  
72 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
73 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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confidence and improved perceptions of body image will lead adolescent females to making 

healthier and safer choices about their bodies that will keep them HIV free.   

This hypothesis should hold true because scholars have identified these learned skills and 

behaviors as the necessary traits to lower infection rates (DiClemente, 1994)74.  As these skills 

ensure a change in personal decision-making because they teach adolescents to control their own 

behaviors, researchers have acknowledged their correlation in the reduction of HIV among 

youth.  Scholars associate the skills produced through a participation in sport with the lowering 

of HIV infection because the skill set and level of self-value directly overlaps.  Sports contribute 

to the construction of the skills and behaviors that scholars associate with the reduction of HIV.  

Therefore my hypothesis should hold true in establishing a causal pathway between participation 

in sport and eventual reduction of HIV infection.   

 
 
IF: Case Selection  
 
 

To exhibit an overlap between the two accepted groups of literature, I separate my 

research into these two principles and attempt to answer how the population in my case study 

progresses from one to another.  In other words, if the reader accepts both the value of sports-

integrated education programs and also the means by which to create behavior change among 

adolescents, the power of sport can be viewed as a potential successful way to encourage 

behavior change among adolescents.  If the reader accepts these two premises, than the 

overlapping link is the way in which to create behavior change, which I argue is the role of sport.  

To supplement the existing research the two premises, I will examine this connection and 

                                                
74 DiClemente, R.J. and Peterson, J.L., Preventing AIDS: Theories and Methods of Behavioral Interventions (New 
York, 1994), 7-9.   
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suggestion of the role of sport by including my research from a sport for development 

organization that uses sport to create holistic and sustainable behavior change in young females.   

The case study for my research project and the organization in which I participated, 

Grassroot Soccer (GRS), has become one of the largest international contributors to the 

successful implementation of sport for development in the past decade.  Established in 2002 by 

Tommy Clark, Methembe Ndlovu, Ethan Zohn and Kirk Friedrich, GRS is now operating in 

Zambia, Zimbabwe and South Africa among others.  GRS implements programs out of the FIFA 

subsidized Football for Hope Centre in Khayelitsha, the largest township on the outskirts of Cape 

Town (http://www.grassrootsoccer.org/).   

In recent years, GRS has expanded to reach multiple international NGOS, corporations, 

and fellow sport for development organizations to reach 19 different countries around the world.  

The Football for Hope Centre in Khayelitsha was the first health education and sports campus 

built by FIFA, and the health intervention programs were introduced at this site.  It was also the 

first site to introduce an organized team for girls only.  The curriculum is now spreading and 

being adopted in different countries around the world in which girls face similar discrimination.   

As a study abroad student at the University of Cape Town in the spring of 2010, I was 

able to participate in one of GRS’s women’s leagues, Girlz Got Skillz which was part of a larger 

pilot program called Skillz Street that launched in early 2010.  The Generation Skillz curriculum, 

designed to empower women through participation in sport to combat gender norms fueling 

HIV/AIDS, engaged hundreds of young females weekly and ended in May with a girls-only 

soccer tournament and health education event for the township.   

As a volunteer to the program, I was able to extract data that GRS program administrators 

collected through personal surveys at the beginning and the end of the sport-integrated 
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prevention education program. After collecting the questionnaires from the baseline and the 

follow up survey, which were distributed to the adolescent female populations in the GRS after-

school sports-integrated intervention program and control group program each with 250 

adolescent females at the beginning, I compiled the results and computed the statistical 

significance of the answers.  Through the chi-square calculations and the p-value test, I evaluated 

the significance of the positive change that occurred as a result of the sports-integrated 

intervention as compared to the control group intervention in which sport was not an element in 

the HIV curriculum.  I will use the data from the Girlz Got Skillz program directly and analyze 

the results from this population.   

In South Africa, the community I examined exhibited many of the culturally accepted 

practices that fuel the spread of HIV (GRS Study, 2010)75.  These factors, Transactional Sex, 

Multiple Sexual Partner, Alcohol Abuse, and Gender-based Violence fuel the rapid infection rate 

in the community and are consequently the behaviors that the holistic prevention intervention 

aimed to change from the ground up, through educating the youth in the community (GRS Study, 

2010)76.  The GRS belief in the power and potential of the young population in the township, is 

based not only on the focus of adolescents as a susceptible age of HIV infection, but also on the 

idea that by teaching youth about the risks of HIV, they are reaching at least three more people 

with this information because the participant’s developed skills and learned traits reach 

potentially both of their parents and at least one other family member (Kirck Friedrich)77.  The 

model assumes that by reaching the adolescents in the townships and educating them first, they 

                                                
75 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
76 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
77 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky Forum, 111 Thayer 
St., Providence, RI 02912. 
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will share that information with family members and friends and further spread the changed 

behaviors regarding sexual practices (Kirk Friedrich)78.  I used this case study and these data 

because I felt it important to gather and measure the responses from a large group of adolescent 

females.   

 
 
IG: What am I arguing?  What am I not arguing? 
 
 
 
 Before I continue with my hypothesis, it is important to acknowledge the limitations of 

my paper.  Firstly, it is important to note that although I am arguing that sport is the most 

effective and sustainable way to induce health behavior change to eventually prevent HIV risks, I 

am not arguing that sport is the only way to do so.  It is also important to understand that I am 

simply taking what research has shown about the power of sport for the female psyche and spirit 

and showing how it connects perfectly to what research has shown are the character traits needed 

in women to create successful behavioral change.  I am simply linking two premises that are 

already accepted in their own right.   

 Second, it is important to recognize the limits of the scope of my research.  I used the 

surveys and questionnaires conducted by GRS and of those, only the responses from the female 

populations between the ages of 15 and 19, which totaled about 500 young women.  Despite the 

relative success and positive change from this group of women, it is important to note that it is 

still relatively uncommon for women to play soccer in Sub-Saharan Africa.  In addition, the 

discrimination women face has been institutionalized over decades and it is also an issue women 

face as a group.  In other words, though this method of increasing skills and enhancing self-

                                                
78 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky Forum, 111 Thayer 
St., Providence, RI 02912. 
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efficacy can potentially help adolescent women to make safer personal health choices, this 

method does not combat social and cultural norms that fuel the spread of HIV including 

transactional sex and gender-based and sexual violence.  The GRS intervention program is 

simply a start, targeting a small group of adolescent girls who could benefit from the value of 

sport, to combat these social and cultural issues.  

 Thirdly, the reader should understand the globalization nature of my research.  In relation 

to the cultural difficulties in establishing a women-only sports team, I am linking evidence 

regarding the necessary traits for behavioral change from the United States to the intervention 

program in South Africa.  Despite necessary parallels and overlaps that inherently make my 

argument feasible, it is an important distinction to make.  I am linking evidence from US 

research showing the intrinsic value of sport, to an expected level of behavioral change in a 

South African population.  It is relatively successful based on the premise that women in South 

Africa face tenfold the social and gender discrimination women face in the United States, 

however more research needs to be done abroad.   

Finally it is important to note that because the field of sport and development is relatively 

new, it would be impossible for me to support a long-term evaluation that girls who play sports 

as youth are consistently HIV free twenty years later.  I simply argue that sport is a way to teach 

and provide these young women with the traits that are recommended as necessary ones for 

successful and sustainable behavior change.  It is very important for the reader to understand the 

novelty and ambition of the emerging field of sport and development. Follow up research 

including biological testing to evaluate the HIV status of former participants of the sports-

integrated programs needs to be done in this field.     
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1H: Outline of Thesis Structure  
 
 
 

This thesis will be divided into five chapters.  This chapter covers an analysis of existing 

literature on both the power of sport for the character development of adolescent women and the 

effectiveness of creating health behavior change and the means to do so.  The first chapter acts as 

an introduction into the field of sport and development and a brief presentation on the room in 

literature for my argument.  This chapter introduces my hypothesis through analyzing the 

necessity in literature and through illustrating the causal pathway sport creates for characteristics 

needed for health behavioral change for adolescent females. 

The second chapter will carry the two elements of my argument through the analysis of 

the Grassroot Soccer case study in Cape Town, South Africa.  It is the first empirical chapter as it 

provides the research to substantiate my hypothesis.  The second chapter provides both support 

for my expectations based on my hypothesis as well as evidence that does not confirm my 

expectations.  This chapter provides the empirical data to organize my research and claim for the 

necessity of recognizing the worth of sport in academia.  

In the third chapter, I will analyze the findings from my research.  Based on the data I 

explore, I will discuss how the results from the adolescent female population speak to my 

hypothesis and narrate how the evidence supports or contradicts the causal pathway for which I 

advocate.  This chapter will also analyze the inadequacies of the alternative explanations for the 

resulting data.  It will compare my hypothesis to insufficient hypotheses and distinguish how the 

data speaks to my hypothesis resulting from the survey.   
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The fourth chapter will outline the success of the emerging sport for development field, 

which is using the GRS model of increasing knowledge and empowering youth to improve 

health among adolescents.  It will also serve to narrate a recommendation for scholars to examine 

the benefits of such programs based on their global success.  This chapter will provide 

perspective for the field of sport and development as it takes a broader look at the adaptability of 

such programs in need-based regions around the world.  After providing specific empirical data 

to support my hypothesis, it will provide the reader with an expansive perspective on the future 

of the value of sport in scholarly literature and recommendations for future research in the field.    

The final chapter will contain a review of the significance of this approach for creating 

health behavior change and the eventual benefit of reducing the infection of HIV, and it will 

discuss conclusions from the research for a way forward.  This chapter will serve as a reiteration 

of my hypothesis and a furthering of the benefit of sports for adolescent girls.  It will conclude 

the space for an alternative method of creating health behavior change in literature and provide 

support for the power of sport and the value of my findings for the application of future and more 

extensive research.   
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II: Grassroot Soccer (GRS) South Africa: Using the Model to 
Headline Progress for Girls 
 
 
 
 I can say ‘no’ to sex if I don’t want it; I feel that I can resist peer pressure; I have control 
over my own life; I feel that I can protect myself from getting HIV; I have hope for the future.    
 
 
 Before and after the GRS prevention intervention program, which entailed a girls-only 

organized soccer league from February 2010 to April 2010, girls between the ages of 15 and 19 

were asked to respond to a questionnaire and rate their reaction to these questions, among others, 

on a scale of strongly disagree (1) to strongly agree (5).  The results were varied but show a 

general increase in knowledge, a higher level of self-efficacy, and a more positive outlook on the 

future based on the percentage change after the sports-integrated intervention.  The pre and post 

program results can be interpreted to communicate the effect of a sports-integrated HIV 

intervention compared to a non sports-integrated HIV intervention curriculum.  The program 

uses sport as a tool for education and the research gathered and measured is designed to evaluate 

developed personal qualities, skills and knowledge, which would potentially lead to a higher 

chance of health behavior change or less HIV-risky behaviors.   

 To cross compare and to evaluate the success of a sports-integrated approach to health 

education, the adolescent females who participated in this sports-integrated intervention were 

compared to a control group of adolescent girls.  These young women in the control group were 

exposed to an education curriculum about HIV and were given the same data, without the value 

of sports-integration as part of the education process.  They participated in an after-school health 

education curriculum based in a classroom setting and they were exposed to the same data and 



 40 

facts about HIV and AIDS, simply without sports used as a tool or enhancement to their 

curriculum.  The pre and post answers were again recorded, comparing the adolescent females 

who completed the sports-integrated program, to those who were simply exposed to the 

traditional education program.  These results can be interpreted as understanding the value of the 

sports-integrated education intervention program.  

 These academic evaluations may quantitatively represent what the 15-year-old South 

African girl tried to express to me that afternoon in May.  Based on the results from the 

questionnaire and by cross comparing them to the results from the adolescent females in the 

control versus sports-integrated intervention exposure groups, we can evaluate the effect of the 

program on the level of development of personal characteristics and knowledge of the 

participants.  In this program intervention, the influence of sport as an integrated education 

method shows an improvement  in self-confidence, a potential development of characteristics 

and qualities that improve self-worth, and an increase in accurate knowledge about HIV and 

AIDS.  In this case study, a participation in sport acts a method for enhancing skills and 

individual qualities that can develop healthier and less risky sexual behaviors.   

 
 
2A: Analytical structure 
 
 
 
 In this chapter I will address the two pieces of my hypothesis and the way in which it has 

been relatively successfully applied in my first case study through a data analysis.  I will look at 

the data I extracted from GRS in Khayelitsha to provide descriptive statistics in support of my 

hypothesis as well as a piece of data which was inconsistent and surprising.   
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 First, I will reiterate my hypothesis and piece it into two parts to display the development 

along the causal pathway.  Second, I will address the reasons for operating in South Africa, the 

current state of the epidemic in the country and the importance of the focus on this region.  Next, 

I will provide the data from the South African population through the program initiated by GRS.  

Finally, I will address the data and discuss the findings.  

To offer empirical evidence for my thesis, I will hypothesize and present the data and my 

findings.  In the next chapter, I will present what the data narrates about my hypothesis based on 

the results.  It is important to remember my research question in analyzing the given data.  To 

recap, I ask, how does women’s involvement in sports increase the likelihood of behaviors that 

reduce HIV risks?  How do sports contribute to the construction of the skills and behaviors that 

scholars associate with the reduction of HIV? 

 
 
2B: Hypothesis for the Grassroot Soccer Data 
 
 
 
 Firstly, I expect the adolescent female population participating in the sports-based 

intervention program will develop traits, in addition to an increased level of knowledge about 

HIV and an improved outlook about the epidemic, such as an improved body image, a higher 

level of belief in their abilities, a stronger sense of self, and a more positive outlook on the 

future.  I predict that these traits will result from the direct participation in sports, as the young 

girls are subjected to peer and participatory learning, exposed to leadership and communication 

skills and are given the chance to navigate physical competence.     

Based on the existing literature that unfolds the value and the body mastery educational 

process of sport, I predict that the female participants in this intervention program will develop a 
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stronger sense of self based on the opportunity to control their bodies and interact with other 

adolescent girls maneuvering within the same social and gender constructs in the South African 

culture.  I predict that at the end of the sports-based intervention program they will have a better 

understanding of body control and will consider healthier futures through sustaining safer 

personal and sexual health choices.   

Therefore as the second part of my hypothesis or the next step in developing this skill and 

behavior set, I predict that these are traits that will translate into self-empowerment as they 

impart values of self-worth, self-confidence and positive self-efficacy.  I expect these traits, that 

scholars have identified as the skills and behaviors needed for the reduction of HIV, will 

translate to the adolescent females as such.  I believe that this will be reflected in the answers 

given by the adolescent females, in their responses to expected future behaviors.   

I predict that the results at the end of the sports-based intervention program will 

materialize in the population’s approach for future health behaviors.  These results will become 

lucid based on the results of the female youth’s self-evaluations of their knowledge and attitudes 

about HIV/AIDS and their levels of self-efficacy.  I will judge the success of these learned 

characteristics as translated into necessary traits for behavior change, based on the responses to 

the survey at the end of the intervention program.     

 
 
2C: The Experience and Need for Health Behavior Change in South Africa 
 
 
 
 The results of HIV/AIDS in South Africa are devastating, as the epidemic has literally 

destroyed an entire generation of people.  Today, in South Africa, the majority of the population 
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is between the ages of 15 and 25 and over 55 because HIV literally eliminated a large percent of 

the middle-aged, sexually active population (GRS Study, 2010)79.   

 Currently, South Africa has the fourth highest percentage of people living with 

HIV/AIDS in the world and also claims the highest death rate caused by HIV/AIDS in the world 

(CIA World Factbook)80.  For the majority of academic discussions on the population 

demographics in South Africa, a disclaimer is added regarding the percentage of error possible as 

the number of deaths caused by HIV/AIDS in the country is increasingly so rapidly (CIA World 

Factbook)81.  The HIV/AIDS epidemic defines the culture, the economy and the demographic 

statistics of South Africa.  As the country struggles to free itself from the weight and almost 

equally as important, the stigma of the disease, it has become perhaps the most devastated 

country in the world because of the culturally practiced and socially instituted drivers of the 

disease such as multiple sex partners, transactional sex, and gender-based violence (GRS Study, 

2010)82.  

 In the GRS report from 2008, a reported 35 percent of the 2.7 million people who became 

infected worldwide were infected with HIV that year in South Africa and nearly 40 percent of 

those infections occurred among young people between the ages of 15 and 24 (GRS Study, 

2010)83.  South Africa is unquestionably the epicenter of this epidemic as more than 5.7 million 

                                                
79 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
80 https://www.cia.gov/library/publications/the-world-factbook/geos/sf.html 
81 https://www.cia.gov/library/publications/the-world-factbook/geos/sf.html 
82 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008.  
83 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008.  
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South Africans, which calculates to about one in six people, are living with HIV (GRS Study, 

2010)84.   

At the turn of the millennium, the UN, the WHO, UNICEF and other organizations 

teamed up to form UNAIDS, which has evolved into the joint UN Programme specifically 

focused on HIV/AIDS (http://unaidstoday.org/).  To direct their funding, UNAIDS pooled about 

90 percent of their resources together to focus them on Sub-Saharan Africa, with a large portion 

of that directly specified for South Africa (www.un.org/en/globalissues/aids/index.shtml).   

 It is imperative to understand the cultural norms in South Africa that fuel the spread of 

the disease.  The four prevalent and culturally accepted practices, which are the main causes for 

the spread of the epidemic, are intergenerational/transactional sex, multiple sex partners, alcohol 

abuse, and gender-based violence.  Most importantly for my story, in South Africa the 

predominance of HIV cases are spread through heterosexual sex and is disproportionately 

concentrated among young women and girls as a South African young woman is four times more 

likely to be HIV-positive than a South African man (GRS Study, 2010)85.  Therefore it is 

necessary, in order to make any progress in fighting the spread of the disease, to empower young 

women to combat risky behaviors and social norms that allow for the practices that spread the 

disease.   

 The rapid spread of HIV/AIDS and the unmatched devastation it causes in South Africa 

is not unexpected and has become a disease associated with the nation.  To achieve any relative 

progress in stopping the epidemic, it is imperative to change the level and quality of information, 

the expectations for adolescents about their futures, and the level of self-worth and 

                                                
84 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
85 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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empowerment among this population.  It is most important, while understanding the epidemic in 

the country, one must look at the socially accepted and culturally intertwined practices that are 

rooted in the South African communities, and develop interventions that change behaviors of the 

next generation in order to combat the further spread.  It is essential to target both the young 

people in the country and attempt to enhance their knowledge, skills, and attitudes to enable 

them to control their own health.    

 To continue, before I unravel the data and findings for the GS field study, it is important 

to understand that despite the GRS mission and goal was to make significant change on the 

attitudes, skills, and levels of self-efficacy among their participant populations, to engender the 

next generation in South Africa with the necessary tools to reduce HIV risks.  GRS includes all 

four prevalent and culturally accepted practices in South Africa as targets for change.  What is 

important to note here, is that enabling girls with skills and personal qualities to make healthier 

choices and reduce their personal risk of HIV contraction only extends as far as how much they 

can control.   

 Though it can be effective in enhancing an adolescent’s ability to make healthier or safer 

personal choices, creating behavior change cannot protect adolescent women against gender-

based violence or sexual violence.  Instilling skills and characteristics to foster behavior change 

to enable these young girls to reduce personal unsafe sexual choices aims to better equip them 

with the knowledge, skills, and sense of confidence to make safer health and sex choices when 

the choices are in their hands.  Though the GRS model implies that ideally, adolescent women 

can help combat these cultural norms, realistically, the skills and knowledge these young women 

gain from the GRS programs can only help them in the cases in which they can control.   
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2D: Data and Methods for Evaluating the Grassroot Soccer Program  
 
 
 I will present the following data from the adolescent female population in Khayelitsha, 

South Africa based on the pre and post responses to the questionnaire given by GRS for the 

experimental versus the control groups.  As an overview, both the control and the experimental 

groups were given the same questionnaire at the beginning and at the end of their programs.  To 

systematize the results in order to provide empirical support for my hypothesis, I have broken up 

the posed questions into three different categories.  They are grouped into (1) knowledge, (2) 

hope and future expectations, and (3) self-efficacy based on the type of item measured.  The 

documented results aimed to measure the percentage of the population, from both the 

experimental and the control groups that showed positive change after participating in their 

respective HIV intervention programs.  In other words, the success of the program was evaluated 

based on the percentage of participants in each group (experimental versus control) that gave the 

correct or ideal answer at the end of the program.    

 The GRS experimental program began in February 2010 and piloted a women’s team that 

met once a week after school on a rotational practice schedule until April 2010.  The program, 

“Skillz Street: Changing the Game for Girls,” included 250 girls between the ages of 15 and 19 

and operated as an initiative to specifically target women in the fight against HIV and AIDS 

(GRS Study, 2010)86.  At the beginning of the semester, before the HIV intervention program 

began, they were asked to fill out a survey and respond to questions aimed at measuring their 

level of knowledge about HIV and AIDS, their level of self-efficacy in the way they perceived 

themselves taking control of their own health behavior, and their degree of hopefulness for a 

                                                
86 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 



 47 

healthy, HIV-free future.  They were given the questionnaire in groups in a classroom and asked 

to fill them out in pencil.  They were also asked to sign their names at the top.  At the end of the 

semester, the female youth in the sports-integrated experimental group played in a culminating 

tournament to finish their intervention program and were given the same questionnaire, asked to 

fill it out in the same setting, and asked to give their impressions from the participation in an 

organized sports activity and their perceptions of self-confidence and decision-making after the 

months of playing were over.   

 In the control group program, which was exposed to the non sports-integrated education 

curriculum, began with 250 female students between the ages of 15 and 19.  At the beginning of 

the after-school health education prevention, they were asked to fill out a questionnaire 

comparable to the one completed by participants in the experimental group, and to sign their 

names on their papers.  They also completed the questionnaires in groups in the classroom 

setting.   

It is important to note for the data and methods, that not every student answered every 

question.  Sometimes there were responses left blank and often students would only partially 

complete the survey.  Also, at the end of the program, there were 18 fewer participants in the 

experimental group and 30 fewer in the control group.  This was accounted for in all analyses. 

After each survey distribution, all completed questionnaires were collected and the results were 

compiled into an Excel spreadsheet.   

 It is important to note that the health curriculum was the same for each group.  The same 

topics were covered , including information about the myths of HIV and AIDS, the ways to 

avoid HIV contraction, and the effects of HIV.  It included the biological facts of HIV with a 

focus on the ways in which healthy behavior and personal choices can prevent HIV contraction, 
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especially at a young age.  In addition, the health curriculum covered the dangers of HIV and 

AIDS in South Africa specifically by addressing transactional sex, multiple sex partners, and 

drug abuse.     

The classroom setting was also the same for both groups. The program operated out of 

the FIFA Football for Hope Centre, which incorporates a building finished in December 2009, 

furnished with classrooms and administrative space as well as a turf field centered in the barren 

township.  The rights to operate the center were delegated to GRS, which has been running 

programs out of the Centre since its inception.   

 For analysis, each participant response was recorded for all answered questions, and the 

results that GRS evaluated were the number of responses that were ideal or correct (either 4 or 5, 

1 or 2 depending on the question) and the number of these ideal or correct responses from the 

baseline questionnaire were compared to the number of these responses from the follow up 

questionnaire.  The same data collection procedures were used for the baseline and follow up 

questionnaires to ensure that most factors were held constant and the variable factor was only the 

level of sports integrated into the teaching curriculum of the prevention intervention.   

 There were 23 items in the baseline and follow-up questionnaires (See Appendix 1 for a 

copy of the questionnaire). To organize the data and to provide a strategy for analyzing this 

empirical data, I deconstructed the self-reported items into three categories: knowledge, hope and 

future expectations, and self-efficacy.  I categorized six questions as measuring knowledge.  

Students were asked to rate their response to the statements by either strongly agreeing or 

strongly disagreeing along a scale of 1 to 5.  Selecting 1 signified strongly disagree, 2 signified 

agree, 3 signified unsure, 4 signified agree, and 5 signified strongly agree.  The data or questions 

I categorized as knowledge described biological facts about how to contract or avoid contracting 
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HIV and AIDS as well as accurate facts about the myths of HIV.   Because the statements 

describing facts about HIV and AIDS are either right or wrong, I classified the correct answers 

as ones which reveal the student’s accurate knowledge of HIV facts.   

 For the statements measuring knowledge of HIV and AIDS, I categorized the correct 

answers as either agreeing or strongly agreeing with the accurate statements (either 4 or 5 as a 

response in the questionnaire) or either disagreeing or strongly disagreeing with the inaccurate 

statements (either 1 or 2 as a response in the questionnaire).  Therefore correct answers could 

have been either of two choices out of five choices for each question, depending on the question.  

For example, a correct answer to an accurate statement could have been either agree or strongly 

agree (4 or 5) and a shift to either a 4 or a 5 at the follow up questionnaire from a 1, 2, or 3 in the 

baseline questionnaire would be documented as positive change.    

Next, I assigned five of the 23 questions into the category designated ‘hope and future 

expectations.’  For this category, the statements describe positive attitudes about personal health, 

the ability to make choices and communicate about personal health, and future expectations 

about HIV and AIDS in South Africa.  Because there were no right or wrong answers in this 

category, I assigned ideal answers as either agree or disagree (4 or 5) and therefore calculated the 

change in each group based on their shift from responding with either 1, 2, or 3 at baseline to 4 

or 5 at follow-up.  For this category, I identified that participants who responded with agree or 

strongly agree to be ideal, instead of correct.   

 The final category was designated ‘self-efficacy’ and it applied to eleven out of 23 

statements in the questionnaire.  The questions measuring self-efficacy measured whether or not 

the participants think they could stay safe and avoid risks that would lead to contracting HIV. 

Similar to the statements measuring hope and future expectations, the statements measuring self-
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efficacy are neither correct or incorrect, so instead they were categorized as ideal or not ideal.  

For my evaluation, I recorded positive change as a shift from the baseline questionnaire 

responses of 1, 2, or 3 to 4 or 5 on the follow up questionnaire, or from not ideal to ideal 

answers.  I considered either agreeing or strongly agreeing to the statements about enabling an 

adolescent girl’s ability to make safe choices and then practice them as ideal responses.    

For all questions, I computed chi square statistics and ‘p’ values for the relationship 

between the correct or ideal answers across the two times points to measure whether or not there 

was a significant change in the percent of the correct or ideal answers that differed between the 

control versus the experimental group.  These calculations determined whether or not the change 

across the two time points and the difference between the changes for the two intervention 

approaches were statistically significant based on a 95 percent confidence interval.   

 I used tables to portray the results of items that demonstrated positive change between the 

baseline and follow-up questionnaires.  I used STATA for all calculations and to account for the 

missing answers and incomplete questionnaires that were present in both the experimental and 

the control groups.   

 
 
2E: Findings 
 
 
 In this part of the chapter, I will evaluate the data extracted from the both the 

experimental and the control prevention interventions in Khayelitsha and provide the empirical 

evidence that supports or refutes my hypothesis about the intrinsic effects of sport for adolescent 

females.  I have organized the baseline and follow-up data from the Skillz program in 

Khayelitsha into a series of tables based on the appropriate categories in which there was 

noteworthy change among the female population.   
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 The three main categories that group the research into knowledge, hope and future 

expectations, and self-efficacy provide an organized way to present the data.  These tables 

represent the questions that demonstrated statistically significant differences with a 95 percent 

confidence interval between the experimental and control groups in changes in knowledge and 

attitudes related to HIV.  For each of the tables, if the ‘p’ value is less than .05, it signifies that 

the difference in percentage change between the two HIV interventions is statistically significant.  

By comparing the experimental group to the control group, I aim to evaluate the dependent 

variable in the experiment, which is the inclusion of sport as an integrated method for teaching 

the HIV prevention curriculum.   

 It is important to note, that not all of the data directly supported my hypothesis because 

not all of the questions revealed statistically significant differences between the intervention 

groups in changes in the positive outcomes across the two time points.  Despite some change and 

moderate differences in the number of participants who reported correct and ideal responses at 

the end of the time points for some of the questions, not every question elicited significant 

positive change. In a few cases, self-reported responses by female adolescent participants 

showed, in fact, that their participation in sport as part of the HIV intervention curriculum had 

little or no effect on creating positive knowledge and attitude changes.  I will address these 

findings in the next chapter.  I will first display the results which I found to be statistically 

significant based on the 95 percent confidence interval.     

 

Knowledge 
 
 
Knowledge was measured as self-reported perceptions about HIV and AIDS.  For the 

GRS program, it was firstly important to teach accurate facts about HIV and to dispel myths 



 52 

about the epidemic.  I categorized six of the 23 survey questions as measuring the levels of 

knowledge about HIV/AIDS and of these six, two show statistical significance when comparing 

positive change between the control versus experimental groups.   

 

Having sex with a much older partner increases your risk of getting HIV.  
 
Positive Change 
between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 65 (56.5) 43 (39.4) 108 
YES 50 (43.5) 66 (60.6) 116 
Total 115 109 224 
 
Pearson’s chi-square value: 6.5324 
P-value: 0.011 

 

Out of 115 participants in the control group who answered the question about increased 

risk of HIV from sex with an older partner both at baseline and follow up, only 50 (44 percent) 

reported increased knowledge compared to 66 (61 percent) of 109 participants in the 

experimental condition with the sports-integrated intervention.   

 
 
A healthy-looking person can have HIV. 
 
Positive Change 
between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 55 (83.3) 49 (65.3) 104 
YES 11 (16.7) 26 (34.7) 37 
Total 66 75 141 
 
Pearson’s chi-square value: 5.8767 
P-value: 0.015 
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Similarly, of 66 participants in the control group who answered the question both at 

baseline and follow up, only 11 (17 percent) reported improved knowledge about the fact that a 

healthy-looking person can have HIV compared to 26 (35 percent) of 75 participants in the 

experimental condition.   

 Here it is important to note that out of the six items about knowledge, four did not 

produce statistically significant results between the experimental and control groups.  The 

findings that were not significant  were for the responses to the statements, Sticking to only one 

uninfected partner can protect you from HIV, Taking a shower after sex protects you from HIV, 

Using condoms when you have sex can protect you from HIV, and Someone can get HIV by 

sharing food with someone who is infected.   

 
 
Hope and Future Expectations 
 
 
 Next, I categorized five of the 23 statements from the questionnaire into measurements of 

hope and future expectations.  The responses to these statements aim to evaluate attitudes about 

the future and the belief in a healthier future.  Because a large part of the HIV prevention 

intervention is teaching the adolescent females about existing rates of infection in South Africa 

and the culturally accepted practices in South Africa that spread the epidemic including multiple 

sex partners, transactional sex, and intravenous drug use, the facts of the current status of the 

HIV rate in South Africa are somewhat dismal.  Disseminating facts about the prevalence of HIV 

in South Africa and the difficulties in halting the spread of the epidemic can seem discouraging.  

It is therefore important to the GRS mission, and it is incorporated into their education curricula, 

both sports-integrated and non sports-integrated, to relay a positive outlook and a hopeful 

message about combating the spread of HIV.   
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 Of the five statements that aim to measure the level of hope and future expectations, one 

produced a statistically significant difference in positive change comparing the control to the 

experimental groups.   

 

I feel I have many opportunities in my life.  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 26 (47.3) 17 (28.8) 43 
YES 29 (52.7) 42 (71.2) 71 
Total 55 59 114 
 
Pearson’s chi-square value: 4.1287  
P-value: 0.042 
 

 This table shows that out of 55 participants in the control group who responded to the 

question about having opportunities in life both the baseline and the follow up questionnaire, 29 

(53 percent) answered ideally and either strongly agreed or agreed with the statement.  Of the 

experimental group, 42 of the 59 participants (71 percent) showed positive change with regard to 

this statement.   

 Based on the literature, one result from a participation in sports is that it produces 

proactive and positive behavior change expectancy in the future.  It is therefore important to 

include a measurement of hope and future expectations to determine the level of potential 

success for safer health behaviors in the future.  The statistically significant results from the GRS 

data display a piece of empirical evidence that attempts to gauge the responses from adolescent 

girls about their belief in the potential of HIV intervention programs and a future free from HIV.   

Here it is important to note that out of the five items about hope and future expectations, 

four did not produce statistically significant results between the experimental groups.  The 
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findings that were not significant included responses to the statements, I believe we can defeat 

HIV/AIDS in South Africa, I have hope for the future, I feel comfortable talking about sex and 

HIV and AIDS, and I have positive role models in my life.   

In findings from the GRS prevention programs, the female participants gave mixed 

results based on their perceptions of a future free from HIV/AIDS.  Because only one of the 

statements measuring hope and future expectations produced a statistically significant difference 

between the experimental and control groups in positive changes about hopes and future 

expectations, the evidence from this category does not entirely or significantly support my 

research hypothesis.  The empirical evidence from the GRS programs and the evaluations of the 

effect of the program on creating positive change in this category may be an area in which 

improvement in the program can be made in the future.  In the next chapter, I will analyze the 

findings from these data as it speaks to my hypothesis.   

  
 
Self-efficacy 
 
 
 
 The third category I create for the GRS data includes the statements from the 

questionnaire that aim to measure and evaluate the level of participants’ self-efficacy.  Of the 23 

statements in the questionnaire, I identified 11 of them as measuring levels of self-efficacy.  

These statements measured the ability of the participants to perceive themselves making health 

decisions that they aim to change.  The statements attempted to gauge the ability of the female 

participants to act according to the developed skills and personal traits from the HIV prevention 

intervention.  Of these 11, five items were statistically significant between the experimental and 

control groups.     
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 Similar to the measurement of hope and future expectations evaluations, there was no 

correct or incorrect answer to these statements.  To constitute positive change between the two 

time points, the participant in either the control group or the experimental group would have 

answered with either a 1, 2, or 3 at the baseline survey and with either a 4 or a 5 at follow up.     

 

I have talked about HIV with a parent or relative in the last 2 months.  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 74 (83.1) 47 (56) 121 
YES 15 (16.9) 37 (44) 52 
Total 89 84 173 
 
Pearson’s chi-square value: 15.2007 
P-value: 0.000 
 
  The above table shows the number of participants in the control group and the 

experimental group that indicated that they had talked about HIV with a parent or relative in the 

last 2 months.  For this statement, the responses that are considered positive change are the ones 

that are ideal, or the ones that either agree or strongly agree with this statement.  For this 

question, 15 out of 89 (17 percent) of the control group population demonstrated positive change 

compared to 37 out of 84 participants (44 percent) in the experimental group.     

 
I have talked about HIV with a friend in the last 2 months (outside of Skillz).  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 55 (49.1) 41 (33.9) 96 
YES 57 (50.9) 80 (66.1) 137 
Total 112 121 233 
 
Pearson’s chi-square value: 5.5636 
P-value: 0.018 



 57 

 

 A total of 57 of the participants out of the 112 in the control group (51 percent) 

demonstrated positive change in the item about having talked to a friend in the last 2 months 

about HIV compared to 80 of the 121 participants (61 percent) in the experimental group.  

 

I would be willing to care for a family member with AIDS.  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 20 (41.7) 13 (22.4) 33 
YES 28 (58.3) 45 (77.6) 73 
Total 48 58 106 
 
Pearson’s chi-square value: 4.5408 
P-value: 0.033 
 
 
 In the control group, 28 out of 48 participants (58 percent) reported positive change in 

being willing to care for a family member with AIDS at the end of the intervention compared to 

the 45 out of 58 (78 percent) of the experimental group that reported positive change at the end 

of the intervention.   

 
I would be willing to take an HIV test.  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 29 (59.2) 21 (36.8) 50 
YES 20 (40.8) 36 (63.2) 56 
Total 49 57 106 
 
Pearson’s chi-square value: 5.2777 
P-value: 0.022 
 



 58 

 Of 49 participants in the control group that answered the question about being willing to 

take an HIV test at , 20 reported positive change (41 percent).  This is compared to 36 of 57 (63 

percent) of participants in the experimental group who answered the question at both time points.  

 

I can say “no” to sex if I don’t want it.  
 
Positive Change 
Between Baseline 
and Follow-Up 

Control Group 
 
n (%) 

Experimental 
Group 
n (%) 

Total 

NO 44 (50.0) 18 (29.0) 62 
YES 44 (50.0) 44 (71.0) 88 
Total 88 62 150 
 
Pearson’s chi-square value: 6.5947 
P-value: 0.010 
 
 
 A total of 44 of 88 participants (50 percent) in the control group showed a positive 

change for the item about saying “no” to sex if I don’t want it, compared to 44 out of 62 

participants (71 percent) in the sports-integrated intervention  

These statistically significant differences in the post-intervention responses provide 

empricial data that speaks to my hypothesis.  The measures of self-efficacy aim to evaluate  the 

ways in which the female adolescents report their perceived ability to protect themselves from 

HIV infection and the confidence in their abilities to resist peer pressure, to control their futures 

and their own lives, and to communicate with others about their own health choices and 

behaviors.  

It is important to note, however, that out of the 11 items about self-efficacy, six did not 

produce statistically significant results between experimental groups.  The findings that were not 

significant  were for the responses to the statements, I have goals and I can reach them, I have 
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control over my own life, I can make my own choices, I feel that I can resist peer pressure, and I 

feel that I can protect myself from getting HIV.   

This category is perhaps the most telling for the way in which the individual qualities 

developed from participation in sport may translate into the traits needed to enhance behavioral 

change for health decisions.  If female adolescents feel confident, positive and powerful about 

the way in which they can control their own health outcomes, they may make safer decisions 

based on the value of their own bodies and their perceptions of safety.  

It is within the category of self-efficacy that the GRS intervention program produced the 

most statistically significant changes within the female participant population.  In the next 

chapter, I will analyze these results as they speak to my hypothesis.  I will compare the 

adolescent girls’ responses from the participants of the Skillz Program to the girls who were not 

exposed to a sports-integrated education program and discuss how the statistically significant 

differences in producing positive change at the end of the program speaks to the dependent 

variable, which is sport.  Based on the following data, I will compare the differences in positive 

change between the experimental and control groups and I will illustrate the ways that these data 

show how sport may be effective as a teaching mechanism for enhancing health behavior 

change.    

 
 
2F: Conclusion of Findings from GRS  
 
 
 
 In this chapter, I have applied my hypothesis about the GRS data to organize the findings 

from Khayelitsha.  The empirical evidence from the prior chapter provides data from the 

adolescent female participants and covers several features of the expected benefits of sport as an 
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education tool.  The findings reveal both support of my thesis hypothesis as well as 

contradictions to my hypothesis, though the results can be interpreted as successful and 

productive in different ways as I will explain further in the next chapter.    

 Previously, I have discussed expectations for my data and the way in which the 

documented change from the GRS questionnaire would speak to my prediction of the way in 

which an active participation in sport relates to the characteristics needed to create health 

behavior change in adolescent females.  The next chapter will analyze the data from the findings 

and relate the results to my hypothesis.  It will use the data from the case study to speak to my 

hypothesis and also what this analysis says about the GRS mission.   

 It is important at this point in the thesis, before I continue to interpret the findings from 

the data from my case study, to reiterate my research hypothesis and clarify what I expected the 

data to validate.  Based on the existing literature, as well as the design of the sports-integrated 

prevention intervention by GRS, I expected an overall increase in the knowledge, skills and 

levels of self-empowerment and self-confidence among adolescent girls participating in the 

sports-integrated program.   

 I expected that the results would manifest in the three measurements of success of the 

GRS program, including knowledge, hope and future expectations and self-efficacy, and reveal 

positive changes from before and after the sports-based education program.  I also expected that, 

reflecting the power of sport as an education tool for the development of knowledge and physical 

competence and mastery, the Skillz Program would produce more successful results in teaching 

the adolescent females the correct or ideal answers to questions about the facts and myths about 

HIV and AIDS and to questions promoting a measurement of the level of self-efficacy than the 

material taught to the Control Group.   
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III: INTERPRETING THE SUCCESS OF SPORT 

  
 
3A: Discussion of Findings 
 
 
 In this chapter, I will discuss the relationship between the findings and my hypothesis 

based on the results from the data in the previous chapter displaying empirical evidence from the 

GRS field study.  I will analyze what the statistically significant change between the control and 

experimental groups in the previous chapter represent in terms of how they either substantiate 

my hypothesis and the mission of GRS.   

The differences in the percentage change for the control versus the experimental groups 

that support my hypothesis represent a higher level of knowledge, a more positive outlook on the 

future and a greater level of self-efficacy, or a more significant number of program participants 

reporting positive change from the sports-integrated HIV prevention intervention.  For the 

statements for which there were significant differences between groups, a higher percentage of 

the experimental group reported a change from an incorrect or not ideal response to a correct or 

ideal response at the end of the intervention program than in the control group.   

For the responses to the questionnaire statements that did not produce statistically 

significant results, there may have been some, even if not statistically significant, change when 

comparing the control group to the experimental group.  However it was not consequential in 

representing the higher and more substantial benefits of the sports-integrated education program 

over the non sports-integrated education program.  For the purpose of this thesis, I evaluated the 
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statistical calculations of all of the questions but I will only show the ones that produced 

statistical significance in the tables.  It is important to note that there were only eight out of 23 

statements that demonstrated statistically significant results.  In this chapter, I will analyze how 

these eight statistically significant results support my thesis and then how the fact that only eight 

produced significant change may speak to the GRS mission and future policy and program 

changes.    

 
 
 
Knowledge  
 
 
 First, aiming to separate and measure the level of knowledge adds value to the analytical 

organization of the GRS questionnaire.  Ultimately, increasing the knowledge base of adolescent 

females provides a foundation for initiating behavior change.  A significant signal of progress for 

these young women entailed replacing myths and untruths with facts about HIV and about the 

ways in which to stay HIV free.   

 For the statements I categorized as measuring and evaluating knowledge, only the results 

from two of the statements showed a significant difference in positive change between the 

control group and the experimental group.  Responses that revealed positive change, or a shift 

from an incorrect answer at the baseline survey to a correct answer at the follow-up survey, and 

that showed a statistical difference in the positive percentage change in the population between 

the control and the experimental group were for the statements, Having sex with a much older 

partner increases your risk of getting HIV and A healthy looking person can have HIV.   

 In measuring the data for the responses to the statement, Having sex with a much older 

partner increases your risk of getting HIV, 43 percent of the control group revealed positive 
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change at the end of the intervention whereas 61 percent of the experimental group reported 

positive change at the end of the intervention.  When measuring the difference between these 

percentages against a 95 percent confidence interval, the calculations represent a statistical 

significance and this information supports my hypothesis in that the sports-integrated HIV 

prevention intervention is more successful in creating positive change.  In other words, this data 

shows that a higher percentage of the population produced positive change from the participants 

in the sports-integrated education program to show an increase in knowledge about an accurate 

fact about HIV.   

 In using the data corresponding to this statement, which aims to measure and evaluate the 

level of knowledge in the adolescent female population, for these responses, the sports-integrated 

intervention was more successful in producing a positive change as a result from the influence of 

sport as an educational tool to increase knowledge.  From the beginning to the end of the sports-

integrated HIV intervention, a higher percentage of the population produced positive change, or 

reported a higher level of more accurate answers in the follow up questionnaire than they did at 

the baseline questionnaire, than in the control group population.  This statistic speaks to the 

relative level of success of the program in which sport was used as an education tool.  For this 

program, using sport as a vehicle for teaching adolescent girls about HIV and AIDS shows to be 

more successful for improving knowledge about these two aspects of HIV and AIDS, as 

represented by a higher percentage of positive change, than the program which does not use sport 

as a means for teaching adolescent girls about HIV and AIDS.   

 For the second statement that I categorize as aiming to measure and evaluate knowledge,  

A healthy-looking person can have HIV, 17 percent of the population in the control group 

produced positive change as opposed to the 35 percent of the population in the experimental 
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group.  Here, the data shows that a higher percentage of the population that were exposed to a 

sports-integrated HIV prevention intervention, produced correct results after originally 

responding to the questionnaire with incorrect results.  By this data, and for this statement 

specifically, I can analyze that the sports-integrated program was more successful in this instance 

for teaching the adolescent girls about another accurate fact about HIV and AIDS.   

 These two statements that teach accurate facts about HIV are important in that they both 

relay knowledge about a way in which to avoid an HIV risk or to reduce the risk of contraction 

of HIV.  Learning the correct answer in that having sex with a much older partner can increase 

your risk of contracting HIV and also that someone who looks healthy may still have HIV are 

pieces of knowledge that adolescent girls can use to better enable them to protect themselves 

from contracting HIV.  If more individuals in the population are knowledgeable about these 

risks, a higher percentage of the population may be able to use these facts to disengage from sex 

with multiple partners or unsafe sex when they have the choice.   

 The statistical significance of this data, or the fact that there was a higher percentage of 

the experimental population that reported positive change after the HIV intervention than in the 

control population, speaks to and supports my hypothesis in that it shows the value in using sport 

as an education tool to teach adolescent females about HIV and AIDS.  The statistically 

significant difference in reported positive change represents a higher number of young females 

understanding these accurate characteristics of HIV, which may help them reduce HIV risks and 

stay HIV free.  Learning to recognize the fact that someone who is HIV positive may not show 

physical signs may increase the chances that these adolescent female participants will ask 

potential sexual partners about their HIV status, instead of assuming on their own.  The first step 

in empowering female adolescents is providing them with the quality tools they need to take 
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directive action.  It is crucial that these young women understand the factual findings of HIV 

because it is the first step in knowing how to avoid infection.   

 
 
 
Hope and future expectations 
 
 
 Out of the statements in the GRS survey that aimed to measure and evaluate the level of 

hope and future expectations among the adolescent female population, only one statement 

revealed a statistically significant difference in the results from the control group compared to 

the experimental group, I feel I have many opportunities in my life.  The data for this question 

showed that 53 percent of the control population reported positive change compared to 71 

percent of the experimental population that reported positive change from the timeline of the 

baseline to the follow up questionnaire.   

 To elaborate, for the responses to this statement, which aims to gauge a level of hope and 

optimism for the future, a higher percentage of the experimental population produced positive 

change at the end of the HIV intervention than of the control population at the end of the HIV 

intervention for this question.  Though this change represents success for this one question, the 

majority of the responses did not reveal positive change and so only this question supports my 

hypothesis in that it gives direct evidence that the girls who participated in an HIV education 

intervention with sport produced a higher success rate of positive change.  The remaining 

questions that aimed to evaluate a level of hope and optimism for the future do not reveal 

empirical evidence for higher levels of positive change, or evidence that more participants who 

changed their response from a non-ideal to an ideal response from the baseline questionnaire to 
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the follow up questionnaire, for the HIV intervention that used sport as an integrated teaching 

mechanism.  

 It is possible that the reasons for this lack of empirical evidence in support of my 

hypothesis, is due to an increase in knowledge about the myths and facts of HIV and AIDS, 

which perhaps warranted a more negative outlook on the participants who, before the 

intervention, did not realize the level of devastation.  Part of the GRS health curriculum is 

revealing the true facts about the current and increasing HIV infection rate in South Africa (GRS 

Study, 2010)87.  The lack of empirical data supporting my hypothesis that the sports-integrated 

intervention should produce a more positive outlook on the future and more hope for future 

opportunities may be a reflection of the perhaps more dismal outlooks based on the lessons and 

dissemination of information on the severity of the HIV epidemic.   

 However, despite this lack of empirical support, engendering a hopeful and positive 

outlook for healthy futures is an important measurement to evaluate when aiming to empower 

adolescent females to reduce their personal risks of contracting HIV.  After arming women with 

accurate knowledge and facts about HIV and HIV contraction, instilling in young women a 

hopeful and positive idea for a healthy future is important in that it can further encourage them to 

seek more opportunities for education or provide confidence in negotiating HIV risky scenarios.   

 The reported positive change in the responses to this statement that aims to measure this 

level of hope and positive outlooks for the future mostly do not support my hypothesis in that 

they shows that the participants in the sports-integrated HIV prevention program did not entirely 

produce more positive change than the participants in the non sports-integrated HIV prevention 

program.  The one response that produced a positively changed statistically significant result 
                                                
87 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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statistic supports my hypothesis, which argues that female adolescents who participate on sports 

teams learn personal qualities such as a more positive and hopeful outlook on the future, but the 

majority of the results from this population do not support it. 

 Despite this small measure of progress for one of the statements, the reactions about the 

hope and future expectations on a larger scale did not entirely support my expectations because 

they were not as significant as I expected considering only one of five statements produced 

statistically significant results.  To elaborate, the  results that did not produce statistically 

significant change between the control and experimental groups may show that the respondents 

did not give positive answers simply because they were expected to by the GRS teachers and 

faculty.  Additionally, after learning the unfavorable statistics about the existing percentages of 

HIV positive South Africans, it is possible that understanding the severity of the issue made the 

adolescent girls more pessimistic about the option of staying HIV free and their ability to reduce 

their risk of HIV contraction.  Therefore, despite leaving the program without a significantly 

improved outlook and belief in the ability for South Africa to defeat AIDS, this data might 

represent the increase in the level of knowledge as a result of the intervention.  

 
  
 
Self-efficacy 
 
 
 In the GRS questionnaire, 11 out of the 23 statements aimed to measure the level of self-

efficacy in respondents from both the control and the experimental groups.  The emphasis on 

these questions, or the fact that more questions fell under this category than either knowledge or 

hope and future expectations, shows the GRS goal and priority in attempting to measure and 

evaluate a sense of self-efficacy among adolescent girls.  From the emphasis on these statements, 
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it is clear that developing personal qualities to improve and increase levels of self-efficacy is, 

according to the GRS model, the most revealing measure in determining the ability of the young 

females to translate the skills and behaviors they developed through sport into a change in their 

personal health actions.  To substantiate my hypothesis, there was statistically significant 

difference between the experimental and control groups for five out of the 11 questions aiming to 

measure changes in strength of self-efficacy.  I will discuss which ways the significant positive 

change for these questions speaks to support my hypothesis about the data.  I will also address 

the lack of significant positive change for the six questions from the 11 measuring strength of 

self-efficacy.   

 Based on a 95 percent confidence interval, or accounting for a five percent chance of 

error in the data, the results from five of the statements from the questionnaire measuring self-

efficacy were statistically significant.  This data shows that for these five statements, the positive 

percentage change for the experimental group was higher than the positive percentage change for 

the control group, or that in responding to these five statements, a sports-integrated method for 

developing traits to enhance self-efficacy was more successful than a non sports-integrated 

approach.   

 For the responses to the statements, I have talked about HIV with a parent or relative in 

the last 2 months, I have talked about HIV with a friend in the last 2 months (outside of Skillz), I 

would be willing to care for a family member with AIDS, I would be willing to take an HIV test, 

and I can say “no” to sex if I don’t want it, the female participants in the sports-integrated HIV 

prevention intervention reported a larger positive change, meaning that because of their 

involvement in a sports program, they showed more significantly improved answers after the 
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intervention and therefore higher levels of self-efficacy from the baseline to the follow up 

questionnaire. 

 It is important to highlight the idea of self-efficacy and these specific statements 

measuring self-efficacy in the questionnaire, as increasingly self-efficacy is a key in addressing 

methods and enhancing the possibility of creating health behavior change.  Enabling adolescent 

females with the ability to act accordingly to the knowledge and skills they have learned about 

reducing their personal HIV risks is crucial.  In other words, simply giving adolescent girls 

accurate knowledge about HIV or encouraging them to practice safer sex practices is only the 

first step in empowering them with the self-confidence and self-esteem to actually make the 

decisions.  Having a high level of self-efficacy, or developing skills and enhancing personal 

qualities for adolescent females that increase their self-confidence or belief in their own abilities 

is the first step.   

 The next step is teaching self-efficacy, or the ability to use these acquired traits and skills 

to follow through with healthier sexual choices and reduced HIV risks.  The results from the 

GRS survey that do show significant positive change for an increase in the levels of self-efficacy 

among this population directly supports my hypothesis in that an active participation in sport not 

only teaches adolescent girls the skill and personal qualities they need that will help them reduce 

their HIV risks, but also to it enables them to predict their future actions according to their 

knowledge about avoiding HIV contraction.  This statistically significant data therefore upholds 

my hypothesis and if these female participants can expect to avoid HIV risks and they perceive 

themselves acting safely and competently, they will successfully remain HIV free.   

 It is important to note, that along with the data from this survey that supported my 

hypothesis, an almost equal amount of data did not support my claims.  Out of the 11 questions 
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that aimed to measure and evaluate levels of self-efficacy among the populations, six of them did 

not produce statistically significant results for the difference in positive change between the 

control and the experimental groups.  The responses to the statements, I have goals and I can 

reach them, I have control over my life, I can make my own choices, I feel that I can resist peer 

pressure, I feel that I can protect myself from getting HIV, and I do NOT feel comfortable talking 

with others about HIV did not produce statistically significant results from the baseline to the 

follow up survey when comparing the control versus the experimental group.  As a result, they 

do not support my hypothesis or my claims about the effectiveness of the sports-integrated HIV 

prevention intervention.  

 
 
3B: Conclusion of Findings 
 
 
 When analyzing the data that results from this case study, it is important to distinguish 

between the ideal end goals of the sports-integrated HIV prevention and the limitations produced 

by the culturally accepted practices that might still hinder progress.  By this I mean that though 

the GRS mission is to empower young women with knowledge, positive outlooks on the future, 

and high levels of self-efficacy so that they are better able to navigate within the gender 

disparities in South African societies, instilling in young women these improved and developed 

personal qualities can only help them reduce the HIV risks which they can control.  In other 

words, empowering women with more knowledge, more positive outlooks, and higher senses of 

self-efficacy can only help them reduce their risks of contracting HIV when they are making 

personal decisions about their health, or when they are deciding when and with whom to have 

sex.  In this sense, the statistically significant data that showed a difference in the positive change 

from experimental to the control group shows the success of the GRS program in enhancing 
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some aspects of knowledge, a slightly more positive outlook on future opportunities, and an 

increased level of self-efficacy for some measurements of planned reduced risks of HIV 

contraction.  

In this data from the GRS study, some progress is clearly made among the population of 

adolescent females in that higher percentages of the populations report positive change for a 

handful of the questions as a result of the HIV prevention intervention.  Despite not achieving 

absolute positive change for the adolescent female populations, and also despite not being able to 

achieve the ideal GRS outcome of challenging the social and cultural norms in South Africa, it is 

important to point out the relative success of this sports-integrated HIV prevention intervention.  

For a select group of questions, the girls learned more truths about HIV and AIDS, they became 

more positive about their future opportunities, and they gained personal qualities and skills to 

predict their control over future situations to reduce their risk of HIV. 

 This statistically significant data shows the relative success of the sports-integrated HIV 

intervention over the HIV intervention that did not use sport as a teaching mechanism.  However 

the progress these populations showed, in terms of positive change at the end of the 

interventions, these developed skills, knowledge, and personal qualities, will only aid adolescent 

women in the personal choices they make about safer sexual behaviors.   

Despite the mission of GRS, these gained personal skills and qualities will not combat the 

social and cultural norms of gender-based and sexual violence in South Africa.  It will hopefully 

however, reduce the personal risks women choose in their futures.  It will hopefully empower 

them to seek more opportunities for health, more opportunities for education, and more 

opportunities to support themselves to the extent that is possible.  The goal is that these traits and 

skills will enable adolescent girls to reduce their HIV risks in the ways that they can control 
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doing so and to facilitate adolescent girls to contradict a mindset of peer pressure for multiple sex 

partners and unsafe sex. In this chapter, I displayed the evidence supporting my hypothesis and 

also evidence that was not statistically significant and analyzed the possible explanations.  In the 

next chapter, I will continue the discussion and based on the relative success of this case study, 

aim to make suggestions for future policies and programs in the field of sport for development.     

 

 
3C: Why the Alternatives Do Not Account for the Results 
 
 
 
 Although the data from my case study does not unanimously support my research 

hypothesis, the sports-integrated prevention intervention improved, advanced, and strengthened 

the female adolescents as indicated by items measuring increased knowledge, hope and future 

expectations, and self-efficacy.  Using both support from literature and from extracting and 

analyzing research from my case study, I have attempted to provide the evidence and support 

needed to prove this claim, and present a causal pathway between the active participation in sport 

and the development of traits to plan and expect safer sexual behaviors.   

 A final way to show the value of sports participation in helping female adolescents 

develop the skills, knowledge and personal qualities they can use to reduce their risk of HIV 

contraction, is to compare sport to other forms or methods to create behavior change to prevent 

the spread of HIV.  In both the methods of peer education and community participation, despite 

probable success in some parts of the world susceptible to high HIV rates, the inadequacies of 

these methods illuminate the strengths of the sports-integrated method.   

 Sport combines both of these tools to enhance them and sport marries an interactive form 

of peer education, in which the students are the teachers as well as the students, and the human 
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connection of bringing groups and communities together for participation (Pearlman, 2003)88.  In 

addition, sport adds an element in which an adolescent girl, who may not have ever experienced 

self-worth or self-value, is forced to physically manage herself better (Parsons, 2001)89.  The 

physical nature of sport as an education component not only teaches adolescents skills they 

would not learn in a classroom environment because they are interacting with their peers and 

learning group dynamics and social adeptness, but it most importantly requires that its 

participants learn physical competence and mastery (Parsons, 2001)90. 

 The sports-integrated education model not only unifies the different and commonly used 

methods for initiating behavior change such as peer education and community participation, it 

adds an invaluable physical component.  For creating behavior change, this component is not 

only critical, it is indispensable because it forces adolescent girls to control their bodies and it 

requires that they feel responsible and in control of their bodies and the outcomes.  As 

organizations such as Grassroot Soccer use this irreplaceable piece of the puzzle, the hope then 

becomes that teaching adolescent girls these developing characteristics through sport, will be 

sustainable and that these learned traits act as tools and skills for reducing their risks of HIV 

contraction.   

 

 
 
 
 

                                                
88 Pearlman, D.N., Camberg, L., Wallace, L.J., Symons, P., and Finison, L., Tapping Youth as Agents for Change: 
Evaluation of a Peer Leadership HIV/AIDS Intervention.  Journal of Adolescent Health, 2003.  31-39.  
89 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 207. 
90 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 206-
207. 
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IV: RECOMMENDING SPORT FOR FEMALE ADOLESCENTS 

 
 
 

4A: Structure  
 
 
 

This chapter will assume the continuing success of the use of sport for empowerment and 

health behavior change in female adolescents and make suggestions for future research.  It will 

serve to narrate recommendations for scholars to examine the benefits of such programs based on 

their short-term global success.  This chapter will provide perspective for the field of sport and 

development as it takes a broader look at the adaptability of such programs in future need-based 

regions around the world.  After providing specific empirical data to support my hypothesis, it 

will provide the reader with an expansive perspective on the future of the value of sport in 

scholarly literature and recommendations for future research in the field.   In addition to 

recommendations for future programs and policies, I will address the limitations in what has 

been provided in this field for research and evaluations, and consider ways to address these 

limitations.   

So far in this thesis, I have addressed the problem, created a hypothesis for the solution, 

given data and research for the solution and attempted to show the correlation between existing 

evidence to answer my research question.  At this point in my project, is it important to 

understand the validity of the support in literature connecting participation in sport to health 

behavior change as well as the relatively straightforward and favorable support for my research 

hypothesis through the case study data.  Through my narration and data analysis, I have shown 
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the correlation between sport and behavior change in adolescent women and the overlapping 

characteristics produced by team sports and those required to create sustainable health behavior 

change.   

It is also important to remember that the end goal is to ultimately decrease and halt the 

spread of HIV/AIDS in the ways in which females can control, in countries like South Africa, 

through empowering and teaching women who are the most susceptible to the disease.  With this 

ultimate goal in mind, it is imperative to convince international organizations and investors to 

support sports-integrated HIV and health prevention interventions by providing enough support 

for such projects.  It is also important to be realistic about the goals of each program.  The most 

effective way to implement sports-integrated programs is to focus on specific goals such as 

enhancing the opportunity for adolescent girls to reduce their risk for HIV contraction, as 

opposed to combating all socially and culturally instituted gender norms in a country.  

 

 
4B: Policy, Research and Evaluations Recommendations  
 
 
 
 Through this thesis project, I wanted to demonstrate a direct connection between the 

character traits adolescent girls gain from participating in sports and the necessary characteristics 

needed for health behavior change.  Through showing this direct connection, it was my goal to 

illustrate the intrinsic power of sport and the potential for the values of sport to translate into 

something more profound than only an improved body image, such as a successful way to teach 

girls to avoid endangering their bodies with HIV risks.  Through my narration and data 

evaluation, I wanted to show that the power of sport, in changing perceptions of self and in 

strengthening personal qualities, could permeate further than simply changing the way in which 
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girls view their bodies and instead impact the decisions they make about their bodies.  

Establishing and evaluating the value of sport academically was an attempt to show that the 

characteristics girls extract from sport could expand and develop into the tools and confidence 

they were missing to reduce their engagement in risky sexual behavior and contradict a mindset 

of peer pressure.  I achieved this goal to a certain extent with some limitations.  The literature 

and the research in the scholarly arena provided a direct pathway to support this connection 

between what sports can offer and what personal qualities and skills were helpful in enhancing 

behavior change existed and that it should be further developed. 

 For future policy makers judging the legitimacy and the power of an active participation 

in sports for female adolescents and the effect of such experiences on the development of female 

empowerment, self-efficacy, and self-worth, this thesis should provide some support.  To 

continue the impact and the success of such operations, organizations should design programs 

that focus on the potential of young women and the power of their underdeveloped capabilities 

and instrumentality such as programs that emphasize participants as their own agents of change.  

Programs must harness the power of sport to develop self-confidence, self-esteem, and self-

efficacy should provide a safe environment for adolescent girls.  

 In addition, sports-integrated programs aiming to lower HIV rates in female adolescents 

should focus on self-esteem and goal setting methods.  Besides establishing a protected 

environment in which young girls can speak freely about sexual behavior, it is important to 

provide a setting in which they are able to exercise their ability to make changes by setting and 

achieving goals.  It is imperative to direct their focus on their own abilities, their own progress 
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and their own development based on their personal actions and self-motivations (Parsons, 

2001)91.   

Finally, in creating sports-integrated programs to impart and develop skills and tools that 

young women can use to change their personal health behaviors, there should be an emphasis on 

fair play and team cooperation (GRS Study, 2010)92.  Because the focus of sports in these 

programs is not the competition or wining aspect of sports, programs should stress group 

participation, a common goal for the group to improve and have fun, and a process by which the 

young girls are responsible for managing their bodies (GRS Study, 2010)93.   

 In discussing recommendations for future policy makers, it is important to address the 

limitations of current research and evaluations.  As I mentioned in the first chapter along with the 

limitations for my thesis project, there is a lack of long-term biological evidence to show that the 

adolescent girls who participate in the HIV prevention interventions stay healthy and HIV free 

long after the program ends.  By this I mean, that despite relative success for short-term 

programs, there is a lack of evidence in long-term outcomes.  Studies that show that girls who 

participate in these programs are HIV free three, five, or ten years from now do not currently 

exist.  Studies measuring and evaluating risky sexual behaviors three, five, or ten years after an 

intervention also do not exist.  It is therefore part of my recommendation that international 

investors and policy makers fund additional evaluations to establish this long-term success based 

on the current research and evidence.   

                                                
91 Parsons, E.M. and Betz, N.E., The Relationship of Participation in Sports and Physical Activity to Body 
Objectification, Instrumentality, and Locus of Control Among Young Women (Ohio State University, 2001), 220. 
92 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
93 GRS Skillz Street: Changing the Game for Girls: South African National HIV Prevalence, Incidence, Behaviour 
and Communication Survey, 2008. 
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 Long-term evaluations should not only include follow up questionnaires and interviews, 

as well as perhaps focus groups for the former participants in both the Skillz Street programs and 

the participants from the Control Groups, but also biological evidence in the form of HIV tests 

showing that the adolescent girls remain HIV free.  The short-term success of the current 

programs lead researchers to believe that a higher percentage of the female population will be 

HIV free, but this biological empirical evidence will provide indisputable evidence of the value 

of sport for young women.  The evaluations should be designed to measure the success of the 

sports-integrated program through self-reports and individual reactions on the ways in which 

developed characteristics from sport translated to creating and sustaining safer health choices and 

behaviors.  To supplement, the biological data showing that the young women remain HIV free 

would provide evidence-based confirmation.  

 

 
4C: Conclusion 
 
 
 
 To conclude, if policy makers and international investors fund programs and give them 

the opportunity to support additional evaluations, confirmed long-term evidence of the success of 

sports-integrated HIV education programs will provide the missing link to move this field 

forward with regard to its connection to healthcare. With successful and proper evaluations and 

control groups and replication, then it will hopefully become part of the academic literature and 

be used in future programs and health care policies.  Supporting more research and evaluations 

would provide the needed longer-term outcomes for this emerging field.  Establishing such 

research that must link developed attitudes to a change in behaviors, and supporting this 

correlation in scholarly literature is the first step and to filling in the gap.   
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 Up to this point, it is clear that successful organizations such as Grassroot Soccer funds 

and designs programs based on the progress that they have made and the impact that they have 

created on the communities in which they work.  The next step, which would be made possible 

by creating a space in the academic literature showing the value of sport as a tool for creating 

community change in the form of lower HIV rates in young women, is to develop the 

sustainability of this approach and the applicability to different regions of the world.  With 

longer-term outcomes and follow-ups at different time intervals as well as relevant public health 

outcomes aside from just HIV status, including pregnancy, reproductive health status, and 

reports on risky sexual behaviors, the value of sport will be included in scholarly literature.  

Using the power of sport to instill personal qualities such as increased self-confidence, improved 

body image and increased self-efficacy in adolescent women should be used to create health 

behavior change to improve various health outcomes.   
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V: CONCLUSION 
 
 

This final chapter will contain a review of the significance of this approach for creating 

health behavior change and the eventual benefit of reducing the infection of HIV, and it will 

discuss conclusions from the research for a way forward.  It will tie together my aims, my 

research question, the added value of my findings and my recommendations for future research 

as well as a look into future directions.  This chapter will serve as a reiteration of my hypothesis 

and a furthering of the benefit of sports for adolescent girls.  It will conclude the missing link in 

literature and provide a cumulative message for the power of sport and the value of my findings 

for the application of future and more extensive research.   

The aim of this thesis project was to find data and research and address a lack of evidence 

in public health literature to find and support a new and emerging method for creating health 

behavior change.  Through a review of existing literature and my data analysis of the case study 

in South Africa, I intended to show this existing need for different methods of creating behavior 

change, and then show the correlation between what I found as a successful and efficient way to 

create health behavior change in one of the most susceptible groups affected by HIV/AIDS.   

It is important to remember that the end goal for creating sports-integrated prevention 

interventions, for following up with data evaluations and for confirming evidence-based 

validations, is to eventually decrease and stop the spread of HIV.  HIV is accelerated by the 

social and cultural acceptance of promiscuous sexual behaviors and by the discrimination against 
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women.  It was therefore my aim through this thesis, to find and support a strategy that targets 

the stimuli advancing the spread of HIV and developing this strategy to best compliment these 

destructive cultural practices.  It was my aim to find a possible solution or attempt to empower 

women to enhance their reduced HIV risks for as much as they could control.  Sport, I found, 

was a successful way to enable young women with the skills and personal qualities that would 

aid them in reducing their individual high-risk situations because it is already a cultural focus in 

countries in Sub-Saharan Africa where the AIDS rates are the highest.  It is a familiar practice 

that also attracts young people and it most importantly offers an arena to develop traits useful in 

creating health behavioral change.   

To clarify my aim, my research question attempted to address a potential means for 

creating positive behavior change in adolescent females and construct a causal pathway in which 

sport was the integral part of initiating healthier behaviors and behaviors to reduce HIV risks.  I 

asked, how does sport empower women to stay HIV free?  How does women’s involvement in 

sports increase the likelihood of behaviors that reduce HIV risks?  More specifically, how does 

involvement in team sports provide and instill in women a stronger sense of self and an improved 

perception of their ability to perform safer health practices?  What does literature and research 

show about this recurring trend?  I clarified that through this thesis, I would not be arguing that 

sport directly causes young women to stay HIV free, but instead that an active participation in 

sport produces traits and develops characteristics that compels them and enables them to avoid 

HIV risky behavior and therefore remain HIV free.   

In my findings, through both research and firsthand data from the GRS program in Cape 

Town, sports contributed to the construction and development of the skills and behaviors that 

scholars associate with the reduction of HIV.  And though I could not conclude through existing 
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research that the traits that developed from participating in sport, such as higher self-confidence, 

self-empowerment and self-efficacy were sustainable and translated into HIV free young women 

five or ten years into the future, I did find that sports contributed to the development and the 

attainment of these traits in some cases.  My hypothesis focused on the construction and 

development of the skills and behaviors that scholars correlate with the reduction of HIV, such as 

increased knowledge, a more positive outlook on the future and future opportunities and an 

increased level of self-efficacy, and through the development of this thesis, this correlation 

occurred for some of the questions asked in the case study questionnaires as a result of the 

participation in sports.  As there is room in literature for more methods to create health behavior 

change, the existing correlation between an active participation in sport and the engenderment of 

these skills and behaviors speaks to the greater potential in this field, but the lack of 

overwhelming support for my hypothesis speaks to the need for more research and revisions for 

sports-integrated programs.   

Additionally, despite some success in the case of South Africa based on the GRS model, 

this does not necessitate the success of this model in other parts of the world.  It also does not 

provide that enhancing the ability to women to reduce their HIV risks will lead to a reduction of 

sexual or gender-based violence.  However, it is important to understand the novelty of this field 

and the stage of this tool as an accepted method for health behavior change.  Further research in 

different regions of the world is necessary to support its applicability.   

Looking ahead into this emerging field of using sport as a tool for community 

development and health behavior change to combat HIV, Grassroot Soccer has been developing 

and headlining strategies to address the limitations I have confronted in this thesis.  In the next 

three years, GRS will have finished its longitudinal study in which participants from the Girlz 
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Got Skillz program and other sports-integrated HIV education interventions will follow up with 

their current statuses, both through extensive questionnaires, more intimate focus groups and 

biological evidence in the form of HIV tests (Kirk Friedrich)94.  It is the hope that these follow 

up evaluations will initiate the long term support needed to show the sustainability of sport to 

develop and instill safer behaviors and positive growth through health behavior change.   

In addition, GRS is slowly integrating their sports education model into different parts of 

the world (Kirk Friedrich)95.  Liberia and Mauritius are two examples of countries with high 

levels of HIV and ones that have been receptive to this alternative form of creating health 

behavior change in young women (Kirk Friedrich)96.  It is also the hope that a successful 

applicability into different regions of the world will speak to the success and potential of this 

method of health behavior change.   

Using the positive relationship that sports generates between physical competence and 

instrumentality and the development of behaviors to reflect a higher level of self-worth and a 

growing sense of confidence, this model has been successful and has unending potential for 

helping adolescent girls combat HIV.  Allowing these young women to participate in group 

sports or group physical activities with other young females has shown to be equated with 

equipping them with a set of skills and tools they need to make healthier choices and more 

positive decisions for their sexual health behavior.  Giving adolescent girls the chance to 

participate in sports is like giving them an instrument, or a device with which they can use, reuse 

and teach others to use to make healthier choices to avoid the risks of HIV.  The keys of this 

                                                
94 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky  Forum, 111 
Thayer St., Providence, RI 02912. 
95 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky  Forum, 111 
Thayer St., Providence, RI 02912. 
96 Kirk Friedrich, GRS Co-Founder speaks at Brown University, 3.7.2011 6 PM in the Jukowsky  Forum, 111 
Thayer St., Providence, RI 02912. 
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device lie in its ability to develop their self-worth, self-empowerment and proactive 

instrumentality to make personal choices toward a safer, healthier, and HIV free future.   
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SKILLZ STREET QUESTIONNAIRE 

Strongly 
Disagree Disagree

Not 
Sure Agree

Strongly 
Agree

1 2 3 4 5

1 I feel I have many opportunities in my life. 1 2 3 4 5

2 I do NOT feel comfortable talking with others about HIV. 1 2 3 4 5
3 I have talked about HIV with a parent or relative in the last 2 months. 1 2 3 4 5

4 I have talked about HIV with a friend in the last 2 months (outside of Skillz). 1 2 3 4 5
5 I feel that I can protect myself from getting HIV. 1 2 3 4 5

6 Someone can get HIV by sharing food with someone who is infected. 1 2 3 4 5
7 Using condoms when you have sex can protect you from HIV. 1 2 3 4 5

8 Having sex with a much older partner increases your risk of getting HIV. 1 2 3 4 5

9 I would be willing to care of a family member with AIDS. 1 2 3 4 5

10 Taking a shower after sex protects you from HIV. 1 2 3 4 5
11 A healthy-looking person can have HIV. 1 2 3 4 5
12 Having only one uninfected partner can protect you from HIV. 1 2 3 4 5
13 I would be willing to take an HIV test. 1 2 3 4 5

14 I can say "no" to sex if I don't want it. 1 2 3 4 5
15 I believe we can defeat HIV/AIDS in South Africa. 1 2 3 4 5

***EXAMPLE***ÊÊ A soccer ball is round.
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 Question/Statement Strongly 
Disagree 

Disagree Not 
Sure 

Agree Strongly 
Agree 

South Africa will win the 2010 
World Cup    [EXAMPLE] 

1 2 3 4 5 

 
1.2 I can solve hard problems if 

I try 
1 2 3 4 5 

1.3 I feel that I can resist peer 
pressure 

1 2 3 4 5 

1.4 I can make my own choices 1 2 3 4 5 
1.5 I have control over my life 1 2 3 4 5 
1.6 I have goals and I can reach 

them 
1 2 3 4 5 

1.7 I have hope for the future 1 2 3 4 5 
1.8 I have positive role models 

in my life 
1 2 3 4 5 

1.9 I feel comfortable talking 
about sex and  
HIV and AIDS 

1 2 3 4 5 
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