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Note on language and terms used 

 

‘adolescents’, teenagers’, ‘young people’, ‘youth' 

The terms ‘adolescents’, ‘teenagers’, ‘young people’ and ‘youth’ are often used interchangeably but 

each term has advantages and disadvantages. The terms ‘adolescent’ and ‘teenager’ are mostly used 

to refer to people below the age of 20 and above the age of 12, while ‘young people’ and ‘youth’ 

may refer to those in this age band and those somewhat older. While the terms ‘adolescents’ and 

‘teenagers’ are possibly more precise, they have their disadvantages when used in the context of 

‘teenage pregnancy’ and ‘adolescent sexual and reproductive health’. 

  

‘comprehensive sexuality education’  

Sexuality Education is defined as an age-appropriate, culturally relevant approach to teaching about 

sex and relationships by providing scientifically accurate, realistic, nonjudgmental information. 

Sexuality Education provides opportunities to explore one’s own values and attitudes and to build 

decision-making, communication and risk reduction skills about many aspects of sexuality.  

Contraception and ‘family planning 

I prefer to use the word ‘contraception’ to describe methods used to avoid pregnancy, historically 

the word ‘family planning’, which has a narrower meaning and is associated with population control 

is used by services and  by the public health community. 
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Background 

The Soul City Institute of Health and Development Communication (Soul City Institute) is a 

social change project which aims to impact on society at the individual, community and 

socio-political levels.  Soul City is a non-governmental organization; it was established in 

1992 at time when South Africa was on the cusp of democratic change. 

 

The Soul City Institute’s strategy is to use mass media (including television drama, radio 

drama and print booklets in multiple languages) combined with social mobilisation and 

advocacy to bring about social change.  The Soul City Institute’s model of social change 

represents a dynamic integration of existing models of social and behaviour change - such as 

social learning theory, diffusion of innovation, and the stages of change model.   Soul City’s 

approach to social change encompasses looking at the individual, the community 

surrounding the individual and policies and issues in the broader society which impact on 

social and behavioural change. Soul City Institute interventions aim to impact on collective 

efficacy, social norms, interpersonal discussion, dialogue and debate as well as knowledge 

and awareness, attitudes, intentions and individual behaviour.  The overarching model of 

health development that Soul City Institute uses is the health promotion approach as 

outlined in the WHO’s Ottawa Charter. 

 

Soul City Institute has commissioned this literature review focused on Sexual and 

Reproductive Health and Rights as part of its HIV prevention campaign. The review was a 

desk based research activity and has drawn on the best and most recent evidence from peer 

reviewed articles, relevant reports/document from international bodies and any other 

information that is reliable.  

 

The areas to be covered in the review include:  

Legal and policy framework:  Provide an understanding of Sexual and Reproductive Health 

and Rights programmes in South Africa, taking into account of the current policy and 

legislative context; Analyse progress made in SA with regard to the Maputo Declaration: 

Successes, Challenges, Threats and Gaps; Comment on gaps, challenges and controversial 

issues related to the policy and legislative frameworks; 

Programming and system issues: provide insights on programming existing internationally 

and regionally, identifying possible examples of best practises; provide commentary on 

barriers and facilitators to the uptake of the reproductive and sexual health; and provide 

suggestions on what is needed to strengthen current programming; 

Stakeholders and actors: Identify stakeholders engaged in this area locally and regionally; 

Comment on what is the general population’s knowledge in relation to these issues? 
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Specific areas for review 

Teenage Pregnancy: what is the extent and determinants of the problem? Include a detailed 

socio-demographic and geographical description. What are the factors that make young 

women more vulnerable to early pregnancies? What interventions have been successfully 

implemented both in SA and elsewhere? An up-to-date review of published, peer reviewed 

data on evidenced based interventions to decrease teenage pregnancy and increase the age 

of sexual debut is required. 

Termination of Pregnancy: include reflection on consent to sex, child abuse and rape for 8 – 

16yrs old and access to contraceptives and TOP for youth. Include analysis on medical 

abortion and health worker attitudes. 

Comprehensive sexuality education: provide a summary and note current evidence and 

rationale informing the NDOE draft Learner Pregnancy Strategy document, NDOH draft 

Adolescent Health Policy and UNESCO material informing sexuality education.  Comment on 

particular issues in relation to parents. 

HIV Prevention: understand existing research findings that report that provides analysis on 

SRHR in South Africa. What best practise communication exists for SRHR based on rigorous 

evaluation?  

This literature review will contribute towards the planning process for the development of 

the Soul City 12 and Soul Buddyz 6 series as well as the development of Soul Buddyz Clubs 

materials. The review will mainly focus on the situation in South Africa, but will also explore 

regional and international social change programmes. 

 

Methodology 

Literature searches were conducted using internet search engines and e lists and explored 

the key areas of sexual and reproductive rights and health and vulnerabilities in the southern 

African region. Google Scholar and Pub Med were the main search engine and e-lists of 

Athena, Worldbytes, sixty percent, PopDev and Global Women’s Network for Reproductive 

Rights were used to inform the review. Particular issues of teenage pregnancies, 

comprehensive sexuality education, abortion and HIV prevention were probed to refine the 

search.  Current documents and process reports were consulted including national policies 

and strategies on adolescent health, learner pregnancy, sexual and reproductive health, 

UNGASS, Donor reports (eg. OSI - Evidence what works for Women, Ford Foundation - 

Regional Review on SRHR and HIVOS/Ford Foundation – Joint Strategy on SRHR). Documents 

reviewed include: research reports, journal articles, policy and strategy documents, case 

studies, tools and manuals and organisational reports. 
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Materials were manually reviewed and analysed according to the focal questions concerning 

the review and then specific focal questions were explored. Data was organised to address 

the focal questions. No formal methodology was used in the analysis, however questions 

were unpacked probed as themes in an iterative process. The first draft was send to Soul 

City for review.  

Legal and policy issues 

Local policy and legislative context 

The 1994 International Conference on Population and Development (ICPD) in Cairo was 

responsible for expanding the understanding of reproductive health from family planning 

and maternal health to include the right to sexual and reproductive health, including the 

human rights associated with sexuality and reproduction, and including rights to 

information, education, dignity, and respect for bodily integrity. Since then, there have been 

ongoing reviews of definitions.
1
 Of relevance for South Africa and the region was the change 

from a population control orientation of reproductive health to one of human rights. 

Parallel to the ICPD process in the 1990s, South Africa was also in the midst of developing an 

internationally recognised progressive legal framework regarding sexual and reproductive 

health where reproductive health, gender equality and diverse sexual orientations were 

included in the South African constitution.  

 

Within the human development cluster, particularly the Department of Health there are a 

number of disparate policies related to sexual and reproductive health and rights they 

straddle issues of maternal health and HIV and AIDS and have not been organised and 

implemented in coherent manner. During 2010 the NDOH recognised this challenge and 

have been in the process of developing an integrated SRHR implementation strategy 

framework
1
. This is currently being finalised following an indepth process.  The policy will be 

explored in this review under programming and systems 

Regional and international perspective 

There are a range of definitions which have emerged to inform programming on sexual and 

reproductive health and rights, the following are illustrative and have also inform the new NDOH 

policy
1
.  

Sexuality 

Sexuality is a central aspect of being human and encompasses sex, gender identities 

and roles, sexual orientation, eroticism, pleasure, intimacy, and reproduction. 

Sexuality is experienced and expressed in thoughts, fantasies, desires, beliefs, 

attitudes, values, behaviours, practices, roles, and relationships. Although sexuality 

can include all of these dimensions, not all are always experienced or expressed. 

Sexuality is affected by the interaction of biological, psychological, social, economic, 

political, cultural, ethical, legal, historical, religious, and spiritual factors. (World 

Association for Sexual Health, no date)
2
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Sexual rights 

Sexual rights embrace human rights that are already recognised in national laws, 

international human rights documents and other consensus statements. They include 

the right of all individuals, free of coercion, discrimination and violence, to: 

• the highest attainable standard of sexual health, including access to sexual and 

reproductive health care services 

• seek, receive, and impart information related to sexuality 

• sexuality education 

• respect for bodily integrity 

• choose their partner 

• decide whether or not to be sexually active 

• consensual sexual relations 

• consensual marriage 

• decide whether or not, and when, to have children 

• pursue a satisfying, safe and pleasurable sexual life. 

 

The responsible exercise of human rights requires that all individuals respect the rights 

of others. (World Association for Sexual Health, no date)
2
 

Sexual health 

Sexual health is a state of physical, emotional, mental, and social wellbeing in relation 

to sexuality; it is not merely the absence of disease, dysfunction, or infirmity. Sexual 

health needs a positive and respectful approach to sexuality and sexual relationships, 

and the possibility of having pleasurable and safe sexual experiences that are free of 

coercion, discrimination, and violence. For sexual health to be attained and 

maintained, the sexual rights of all individuals must be respected, protected, and 

satisfied. (World Association for Sexual Health, no date)
2
 

Reproductive rights  

Rest on the recognition of the basic right of all couples and individuals to decide freely 

and responsibly the number, spacing and timing of their children and to have the 

information and means to do so, and the right to attain the highest standard of 

reproductive and sexual health. It also includes the right of all to make decisions 

concerning reproduction free of discrimination, coercion, and violence as expressed in 

human rights documents. (United Nations, 1994: para 7.3)
3
 

Reproductive health  

Is a state of complete physical, mental and social wellbeing and not merely the 

absence of disease or infirmity, in all matters relating to the reproductive system and 

to its functions and processes. Reproductive health therefore implies that people are 

able to have a satisfying and safe sex life and that they have the capability to 

reproduce and the freedom to decide if, when and how often to do so. Implicit in this 

last condition are the rights of men and women to be informed and to have access to 

safe, effective, affordable and acceptable methods of family planning of their choice, 

as well as other methods of their choice for the regulation of fertility which are not 

against the law, and the right of access to appropriate health care services that will 

enable women to go safely through pregnancy and childbirth and provide couples with 

the best chance of having a healthy infant. (United Nations, 1994: para 7.2)3  
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In an effort to distil the implications of these approaches to health service delivery, the 

World Health Organisation has developed a working definition on what constitutes sexual 

and reproductive health services, which includes prevention, diagnosis, counselling, 

treatment and care services. This review builds upon these, which are:  

• Sexual heath – sexual desire, pleasure and function  

o Promotion of healthy sexuality, sexual function and pleasure; supporting 

sexual development over the life cycle, including in relation to sexual 

orientation and gender identity 

o Education on and support for positive health seeking behaviours  

o Counselling and support in relation to all dimensions of the SRHR package. 

• Gender based violence 

o Prevention and management of gender-based violence (GBV); 

discouragement of harmful practices. 

• Fertility management 

o Provision of comprehensive contraception services, safe abortion and 

addressing infertility. 

• Maternal, perinatal and neonatal health  

o Provision of antenatal, perinatal, postpartum and newborn care.  

• Sexually transmitted infections, including HIV/AIDS  

o Prevention and treatment of STIs, HIV/AIDS, including medical male 

circumcision. 

• Cancers of the reproductive system  

o Prevention and treatment of cervical cancer, prostate cancer, breast cancer 

and other cancers of the reproductive system. 

The Millennium Development Goals  

The Millennium Development Goals (MDGs), adopted in 2000 by world leaders with targets 

set to be achieved by 2015, are the focus of current global development efforts. They 

include a range of goals linked directly to SRHR services, which are described in the table 

below. All the other goals also have a bearing on SRHR as a whole – Goal 1 on eradicating 

extreme poverty and hunger; Goal 7 to ensure environmental sustainability; and Goal 8 on 

global partnerships.  

 

Table 1: MDG indicators that affect sexual and reproductive health and rights directly 

MDG
4
 Indicator 

MDG 2: Achieve universal 

primary education 

Target: Ensure that, by 2015, 

children everywhere, boys and 

girls alike, will be able to 

complete a full course of 

primary schooling 

• Net enrolment ratio in primary education 

• Proportion of pupils starting grade 1 who reach 

grade 5 

• Literacy rate of 15–24 year-olds 

MDG 3: Promote gender 

equality and empower women 

Target: Eliminate gender 

• Ratio of girls to boys in primary, secondary and 

tertiary education 

• Ratio of literate women to men, 15–24 years old 
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disparity in primary and 

secondary education, 

preferably by 2005, and in all 

levels of education no later 

than 2015 

• Share of women in wage employment in the non-

agricultural sector 

• Proportion of seats held by women in national 

parliament 

MDG 4: Reduce child mortality 

Target: Reduce by two thirds, 

between 1990 and 2015, the 

under five mortality rate 

• Under five mortality rate 

•  Infant mortality rate 

• Proportion of 1 year old children immunised against 

measles 

MGD 5: Improve maternal 

health 

Target: Reduce by three 

quarters, between 1990 and 

2015, the maternal mortality 

ratio 

Target: Universal access to 

reproductive health by 2015 

 

• Maternal mortality ratio 

• Proportion of births attended by skilled health 

personnel 

 

 

• Contraceptive prevalence rate  

• Adolescent birth rate  

• Antenatal care coverage  

• Unmet need for family planning  

MDG 6: Combat HIV/AIDS 

Target: Have halted by 2015 

and begun to reverse the 

spread of HIV/AIDS 

• HIV prevalence among pregnant women aged 15–

24 years 

• Condom use rate of the contraceptive prevalence 

rate 

• Condom use at last high risk sex 

• Percentage of population aged 15–24 years with 

comprehensive correct knowledge of HIV/AIDS 

• Contraceptive prevalence rate 

• Ratio of school attendance of orphans to school 

attendance of non-orphans aged 10–14years 

The language of the MDGs is narrow and reduces SRHR to maternal health and mortality. 

They also do not include a rights perspective. As the draft SRHR implementation framework 

notes, ‘These will only be achieved if there is increased attention to promoting sexual and 

reproductive rights and access to the full range of SRHR services, which in turn will 

contribute to the achievement of the MDGs
1
 (evidence. Pg 13). 

This Maputo Plan of Action (MPOA)5 

The MPOA for the Operationalisation of the Sexual and Reproductive Health and Rights 

Continental Policy Framework seeks to take the continent forward towards the goal of 

universal access to comprehensive sexual and reproductive health services in Africa by 

2015. It is a short term plan for the period up to 2010 built on nine action areas: Integration 

of sexual and reproductive health (SRH) services into PHC, repositioning family planning, 

developing and promoting youth-friendly services, unsafe abortion, quality safe 

motherhood, resource mobilization, commodity security and monitoring and evaluation. 

The Plan is premised on SRH in its fullest context as defined at ICPD/PoA 1994 taking into 

account the life cycle approach. These elements of SRHR includes Adolescent Sexual and 

Reproductive Health (ASRH); Safe Motherhood and newborn care; Abortion Care; Family 

planning; Prevention and Management of Sexually Transmitted Infections including 
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HIV/AIDS; Prevention and Management of Infertility; Prevention and Management of 

Cancers of the Reproductive System; Addressing mid-life concerns of men and women; 

Health and Development; the Reduction of Abortion as specified in para. 8.25,of ICPD/PoA, 

includes prevention of abortion, management of the consequences of abortion and safe 

abortion, where abortion is not against the law. 

 

The MPOA is viewed as a significant regional agreement in that it does address the area of 

abortion. However of note is the fact that it does not address issues of diverse sexual 

orientations and gender identities. The MPOA is not used with the NDOH SRHR 

implementation strategy framework.  
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Programming and systems 

Communication programming 

Midema etal (2011)
6
 provide useful insights into theoretical programming on sexual and 

reproductive health and right including HIV and AIDS education or communication. They 

offer a conceptual framework for understanding some of the main approaches to HIV- and 

AIDS related education being provided today, drawing a distinction between approaches 

which are ‘scientifically’ informed; those that draw on the notion of rights; and those which 

are overtly ‘moralistic’ in the sense that they promote conservative moral positions 

concerning sexuality and sexual acts. In outlining these three approaches they examine the 

terms ‘science’, ‘rights’, and ‘moral values’ noting the different ways they are 

conceptualised and some of the key assumptions that underpin different forms of HIV and 

AIDS related education and their potential effects.   

Approach Features Concerns 

Science Draw on systematically 

organised and objectively 

verifiable body of knowledge 

(social psychology, 

epidemiology, biomedicine) 

includes a research 

component (of varying 

rigour) that strives to 

provide and build on causal 

explanations of sexual 

behaviour. 

 Presented as having the 

potential to provide learners 

with trust worthy 

information. 

 Evidence through 

randomised control trials 

(RCTs) is afforded special 

credence. 

 Use language of target 

groups 

 

Science offers a socially 

constructed abstraction of 

reality and not any one 

‘truth’ and represents 

particular and value laded 

versions of the world. 

 RCTs should not be granted 

the same status in HIV- 

related social science as they 

are in biomedicine, in part 

because of their design 

cannot take into account the 

sophistication of the social 

and cultural issues they aim 

to study – as in sexual 

practice and human agency. 

Combinations of qualitative, 

quantitative, cross sectional 

and longitudinal studies have 

the potential to illuminate 

the ways in which sexual 

health education and 

capture and describe social 

change 

Rights Key terms used include 

‘rights, participation, choice 

and empowerment’. 

Characterised as embodying 

a more legalistic approach 

using the language of rights 

holders’ entitlements and 

No acknowledgement about 

the ambiguity of a concept 

such as pleasure and the 

need for it to be understood 

as relational and specific to 

particular contexts. 

Rhetorical use of concepts 
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duty holders’ 

responsibilities.  

The rights informed 

programmes address both 

negative rights such as those 

prohibiting violence and 

positive rights aimed at 

enhancing capabilities and 

freedoms.  

Participation is central.  

such as participation, 

accountability and pleasure. 

Lack of engagement with 

broader political and 

philosophical theories on 

rights 

Morals Build on a particular set of 

conservative moral beliefs 

concerning sexuality and 

sexual acts. 

 Makes reference to 

responsible behaviour, 

marriage and moral 

development/standards of 

behaviour – traditional 

family values, normalise 

heterosexuality, presenting 

differences between young 

women and men’s sexuality 

as biologically given. 

Young women bear the onus 

of responsibility for sexual 

morality and avoiding 

pregnancy. 

Grounded solely on 

conservative moral concerns 

 

The authors conclude that this framework may assist in planning processes and programmes 

as it enables a sense of clarity regarding the assumptions of the initiative. It enables the 

ability to explore the tension between the programme and the implementation of the 

programme noting that many implementers may struggle with the principles of human 

rights and how to communicate this abstract concept. And lastly it assists in engaging in a 

critical discussion as to whether the aims and mechanisms of the HIV prevention education 

and to assess the quality thereof.6   

It is apparent that within the HIV and AIDS arena there are different orientations and 

thoughts as to what is viewed as best practice and the above framework does enable some 

insights as to how to conceptualise programming. Within South Africa, we have been 

influenced by these three approaches. Our history of denialism has made a scientific 

approach central to the HIV approach with the RCT being the gold standard. With the large 

influence of a conservative funding environment, scientific programmes have been 

influenced by a moral conservative agenda which has led to scientific research programmes 

having to pledge not being engaged in particular activities such as sex work or abortion 

advocacy. While there is a legacy of human rights work, this has been often overlooked with 
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programmes sidelining women’s rights in relation to HIV, for example, mandatory 

contraception for HIV positive women on the first line ART regimen contraindicated in 

pregnancy. At the SA Aids Conference in June 2011 there is still debate as to how to 

evaluate communication programming with a session questioning whether a RCT is really 

not possible. The first international social science HIV conference is taking place in June 

2011, and while there is an extremely rich programme, there is very little on 

communications, social media and how to explore and measure impact.  

Underwood etal (2011)
7
 explored a methodology termed African Transformation (AT) which is a 

community development program informed by James Carey's notion of ritual communication and 

Paulo Freire's theory of critical pedagogy.  AT  features video portraits of ordinary people in 

Tanzania, Uganda, and Zambia who have overcome gender-based obstacles to better their lives. In 

Uganda, women and men gathered to interrogate common beliefs and explore actions they could 

take in light of the real-life stories portrayed in the videos. They hypothesized that individuals who 

participated in the program would be more likely than nonparticipants to express high levels of self-

efficacy, espouse equitable gender norms, and report high levels of agency. Multivariate regression 

analysis, controlling for socioeconomic characteristics, confirmed that hypothesis. 

SRHR Health programming 

Within South Africa we have not had an integrated approach to SRHR, despite our 

progressive legal framework. The new SRHR implementation policy is an attempt to provide 

a comprehensive approach to programming. The guidance that is now provided, includes a 

continuum of services which are often sidelined and boxed when a more convenient 

narrower approach is highlighted for example, in maternal health.  

The new draft policy has drawn on the philosophies, principles and service commitments 

described in SRHR: Fulfilling our Commitments 1 and are drawn from the South African 

Constitution as well as existing laws, policies, strategies and guidelines including:  

Legislation 

• National Health Act no 61 (2003)  

• Promotion of Equality and Prevention of Unfair Discrimination Act (2000) as amended by the 

section 16 of the Judicial Matters Amendment Act of 2005 

• Alteration of Sex Description and Sex Status Act no 49 (2003) 

• Choice on Termination of Pregnancy Act (1966); Amendment Acts (2004, 2009) 

• Sterilisation Act 44 (1988); Sterilisation Amendment Act No 3 of 2005 

Policies 

• A policy on quality in health care for South Africa (2007) 

• Delivery Agreement for Outcome 2: A Long and Healthy Life for All South Africans (October 

2010) 

• A Comprehensive Primary Health Care Package for South Africa (2001); Core package for four 

levels of care: a discussion document (2007) 

• National Contraception Policy: Guidelines within a reproductive health framework. Pretoria: 

DOH; 2001. (Currently being revised) 

• National Policy on Rape, Sexual Assault and Other Related Sexual Crimes (2010 forthcoming, 
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drawing on the National Sexual Assault Policy 2005) 

• HIV & AIDS and STI Strategic Plan for South Africa 2007–2011 (2007) 

• National Youth Policy 2008-2013 

• Policy for Medical Male Circumcision in South Africa (draft) 

Guidelines 

• Gender Guidelines for Public Health (2002) 

• National Guidelines for Cervical Screening Programme (2000) (Currently being revised) 

• Policy Guidelines for Youth and Adolescent Health (2001 & a forthcoming updated draft) 

• The School Health Policy and Implementation Guidelines (2003) 

• National Contraceptive Service Delivery Guidelines within a reproductive health framework. 

Pretoria: DOH; August 2003. (Currently being revised) 

• National Strategic Plan for the Implementation of the Choice on Termination of Pregnancy Act 

(2003) 

• Draft National Policy for Conscientious Objection in the Implementation of the CTOP Act of 1996 

(August 2007) 

• Guidelines for Maternity Care in South Africa: A manual for community health centres and 

district hospitals (2007) 

• Saving Mothers: Essential steps in the management of common conditions associated with 

maternal mortality (2007)  

• First line comprehensive management and control of sexually transmitted infections (STIs): 

protocol for the management of a person with a sexually transmitted infection according to the 

Essential Drug List (2008) 

• Clinical Guidelines: PMTCT (Prevention of Mother-to Child Transmission). Pretoria (2010) 

• Clinical Guidelines for the Management of HIV & AIDS in Adults and adolescents. (2010) 

• Guidelines for the Management of HIV in Children. (2010) 

• National HIV Counselling and Testing Policy Guidelines. (2010) 

• Guidelines for tuberculosis preventive therapy among HIV infected individuals in South Africa. ( 

2010) 

• Primary Health Care Supervision Manual A guide to Primary Health Care Facility Supervision. 

(2009) 

Accompanying the new policy a number of gaps in policies and guidelines were identified. 

Some relate to issues which have not yet been the subject of considered policy, such as the 

responsibilities of the public health system with regarding to the sexual health and 

wellbeing transgender persons; others result from changes in context which require existing 

strategies to be updated, such as the approach to cervical screening in context of the 

greater vulnerability of young HIV positive women. Specific gaps and limitations are listed 

below1
8
 

Existing 

policies, 

strategies 

or 

guidelines 

Gaps in 

policies, 

strategies, 

guidelines 

 

Gaps in 

services 

 

Gaps in training 

Gaps in 

information 

/ research 

Focal area: Sexuality: sexual desire, pleasure 

and function 

  

Healthy 

Lifestyle 

Strategy 

currently 

The draft 

Healthy 

Lifestyle 

Strategy is not 

Health 

managers need 

to create an 

environment 

Health care providers need 

training on sexuality across the 

life-cycle, including in relation to:   

• the evolving capacities of 

More data 

and analysis 

is needed 

on sexual 
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being 

developed 

by the 

national 

DoH has five 

pillars - 

nutrition, 

physical 

activity, 

tobacco 

control, 

alcohol and 

substance 

abuse, safer 

sexual 

practices 

yet available. 

Issues that 

need policy or 

guidelines 

include: 

Promotion of a 

human rights 

approach to 

sexuality in 

communities & 

health services 

Standards and 

guidelines 

regarding 

content and 

methodologies 

for community 

skills building 

in relation to 

sexuality 

information 

and education 

(as articulated 

in SRHR: 

Fulfilling our 

Commitments)

.  

  

that welcomes 

all people 

including men. 

Marginalised 

populations 

need to have 

their needs 

addressed in 

the public 

health system 

without 

prejudice, 

including 

adolescents, 

HIV positive 

people, 

disabled 

people, 

transgender 

people, sex 

workers and 

people with 

engaged in 

same sex 

practices. 

It is especially 

important that 

counselling is 

provided in a 

private and 

comfortable 

environment 

and is 

unbiased. 

Public 

outreach 

programmes 

need to 

provide 

information 

and build skills 

to promote 

individual 

autonomy and 

ability to 

negotiate 

sexual and 

reproductive 

decision-

making. 

young people,  

• menopause and aging,  

• the diversity of sexual 

practices among both 

opposite-sex and same-sex 

practicing people and the 

health issues these raise, 

• Sexual function, including how 

various drug regimens impact 

libido and sexual function and 

to be able to help clients 

understand this and think 

about how to cope with it. 

• Health care providers need 

support, training and 

monitoring in how to bring 

respectful values to bear and 

how to open conversations, 

respond to questions and 

provide counseling in relation 

to clients’ sexuality and sexual 

health and rights. 

• Non judgemental approach to 

addiction and sexual risk 

taking behavior. Adequate 

knowledge of referral to 

various recovery and 

anonymous fellowships 

cultures, 

sexual 

health and 

wellbeing 

and health 

service 

capacity in 

addressing 

sexuality 

and sexual 

health and 

wellbeing. 

 

Existing Specific Public • Tolerance for Research is 
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mental 

health 

policies and 

guidelines 

do not 

address 

specific 

dimensions 

of 

reproductiv

e and sexual 

experience 

guidelines on 

dealing with 

sexual and 

reproductive 

mental health 

issues are 

needed e.g. 

pre- and post-

partum 

depression; 

gender identity 

challenges etc. 

Mental health 

guidelines 

should be 

updated to 

include the 

mental health 

needs of HIV 

Positive 

women 

Health care 

workers need 

additional 

training in 

counselling 

and the 

recognition of 

depression, 

anxiety and 

substance 

abuse 

(addiction is 

more than 

substance 

abuse) 

outreach 

programmes 

need to build 

public 

knowledge of 

mental health 

challenges and 

the possibility 

of seeking 

health service 

support. 

clients 

experiencing 

anxiety, 

depression and 

addiction issues 

needed 

regarding 

mental 

health 

sequelae of 

sexual and 

reproductiv

e health 

problems 

and abuses 

of sexual 

and 

reproductiv

e rights 

Gender-Based Violence   

National Sexual 

Assault Policy (2005) 

National Policy on 

Rape, Sexual Assault 

and Other Sexual 

Crimes (2010)  

 Mechanisms for 

integration need 

clarifying since the 

service requires access 

to other SRHR 

(contraception, 

abortion, STI) 

Requires trained 

counsellor – see 

general note on 

counselling.  

Systems of support for 

providers need to be 

institutionalised – see 

Health workers 

need to be 

trained to 

recognise all 

aspects of VAW 

and have the 

ability to de-brief 

Documentation 

of interventions 

is needed to 

build 

knowledge on 

how to scale up 

interventions to 

shift public and 

community 

values 

regarding 

gender-based 

violence 
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general note on 

support. 

Public outreach 

programmes need to 

promote cultures that 

take a stand against 

gender based violence 

and build capacity of 

individuals of all 

genders to take a stand 

against it.  

Fertility Management   

National  

contraception Policy 

Guidelines (2002) 

Sterilisation Act 44 of 

1998; Sterilisation 

Amendment Act No 3 

of 2005 

 

Policy 

guidelines 

need to go 

beyond adult 

women to 

specifically 

address 

young 

women and 

women living 

with 

HIV/AIDS.  

Guidelines 

are needed 

for assessing 

appropriate 

methods in 

context of 

drug 

interactions 

with ART.  

Policy needs 

enable 

community 

health 

workers to 

distribute 

contraceptive

s. 

Need to 

address the 

use of 

hormonal 

contraceptive

s by 

transgender 

people in 

order to 

ensure health 

A wider range of 

contraceptives need 

to be available 

including low-dose 

oral contraceptives 

and the female 

condom. Public 

outreach needs to 

promote the 

knowledge and 

capacity of all 

individuals to 

manage their 

reproductive 

capacity and ensure 

that all pregnancies 

are wanted 

pregnancies. 

Health care 

providers need 

training in non-

hormonal 

contraception, 

including the 

IUD. 
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workers and 

transgender 

people are 

fully 

informed as 

to regimens, 

side-effects 

and long 

term 

implications. 

This is not 

about 

contraception 

but rather 

about use of 

hormones 

and needs its 

own policy 

guidance. 

Infertility  No guidelines Information and 

support for men and 

women who are 

struggling to 

conceive is needed. 

Training on 

symptoms of 

infertility is 

needed for 

health care 

workers. 

 

Data on the 

incidence of 

infertility 

needed 

Choice on 

Termination of 

Pregnancy Act (1996) 

Amendments Act 

(2004, and 2008) 

National Strategic 

Plan for the 

Implementation of 

the choice of 

Termination of 

Pregnancy act (2003) 

Draft National Policy 

for Conscientious 

Objection 

Guidelines for 

Medical 

Abortion 

need to be 

developed 

and 

implemented

; in particular 

Mifepristone, 

which is 

currently only 

registered for 

private sector 

use, needs to 

be registered 

for use in the 

public sector 

by the 

Medical 

Control 

Council;  

The draft 

National 

Policy for 

Conscientious 

Need greater 

integration of HIV 

and abortion care. 

Managers need to 

institutionalise 

processes to address 

health care 

providers’ negative 

attitudes towards 

both clients and 

providers who are 

doing TOP and 

systems of 

debriefing and 

support for 

providers need to be 

institutionalised. 

Client information 

on procedures and 

expectations should 

be available.  

Public dialogue 

needs to be 

sustained to address 

stigmatisation by 

Training on 

termination of 

pregnancy, 

including medical 

termination, 

needs to be 

incorporated into 

all health worker 

training including 

doctors, nurses 

and midwives. 

 

Need clarity n 

best regimen to 

use fo or HIV 

positive women 

in low resource 

setting – ie 

,medical or 

surgical – are 

antibiotics 

necessary 
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Objection 

needs to be 

finalised and 

implemented.   

Clear 

guidelines on 

standards of 

pain relief 

post-abortion 

need to be 

developed. 

Standards on 

non-biased 

counselling 

need to be 

developed 

and applied 

to both 

private and 

public sector 

counselling to 

women 

before or 

after 

abortions. 

 

communities of 

health care 

providers and 

women seeking TOP 

services and to 

ensure that people 

know their rights 

under CTOP and that 

they should access 

services timeously. 

Maternal, peri-natal and neo-natal health   

Guidelines for 

Maternity 

Care in South 

Africa (2007) 

Needs to address the 

role of community 

based resources. 

Need explicit directives 

that women cannot be 

sterilised immediately 

after childbirth unless 

they have made the 

decision in writing 

during the ante-natal 

period.  

Need guidelines on 

how to encourage men 

and partners’ 

involvement. 

Clinic and community 

outreach and education 

need to encourage 

women and men to 

include men and 

partners in the process 

of antenatal care, 

labour and child-care. 

Quality of services 

needs strengthening 

including addressing 

access to and cost of 

transport, and 

emergency transport.  

Management & 

supervision must be 

strengthened to create 

a welcoming 

environment. Need to 

ensure that HIV positive 

pregnant women are 

tested and provided 

with ART early and to 

orientate PMTCT to 
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addressing women’s 

health and not merely 

prevention of vertical 

transmission, in line 

with the WHO four-

pronged approach and 

A-Plan. 

National HIV 

and STI 

Strategic Plan 

(2007-2011) 

A Plan (2008)  

 Referral linkages 

between maternal ART 

programs and antenatal 

care need to be 

strengthened 

Public awareness, 

knowledge of correct 

information needs 

strengthening. 

ART regimen for 

women of fertile age 

needs to be 

developed and 

health workers to be 

abreast of HIV 

positive women’s 

right to have 

children and to 

know that if this 

right is taken away 

women will resist – 

become non-

adherent and cause 

greater burden on 

the health system  

 

Sexually Transmitted Infections including HIV/AIDS   

HIV, AIDS and STI 

Strategic Plan for 

South Africa 

(20017-2011) 

First line 

comprehensive 

management and 

control of STIs 

(2008) 

Guidelines need to be 

developed for 

treatment of genital 

herpes 

Guidelines need to be 

developed for the 

management of HIV 

infected populations 

specifically addressing 

HPV and Hepatitis B co-

infection 

ARV Guidelines for 

fertile women should 

be developed which 

would give clear 

indications regarding 

safe contraceptive 

choices for positive 

women. 

See ‘Contraception’ 

and ‘Cervical Cancer’ 

which note the need 

for guidance on 

contraception and 

cervical screening in 

context of high-

prevalence HIV/AIDS. 

Quality of treatment 

of vaginal candidiasis 

needs to be 

strengthened 

Substantial attention 

by health service 

managers and health 

care providers needs 

to be given to 

operationalising the 

human rights 

orientation of the 

HIV and AIDS and STI 

Strategic Plan. 

 

Need to improve 

capacity of health 

care providers to:  

• Provide 

effective 

sexuality 

information and 

education. 

• Help people 

cope with a 

positive 

diagnosis and 

work out how to 

engage family, 

sexual partners 

etc. and to 

address their 

reproductive 

intentions. 

 

Training of public 

sector and private 

sector groups 

engaged in HIV/AIDS 

education needs to 

be improved so that 

programmes more 
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effectively challenge 

and shift current 

norms regarding 

sexual relationships 

that reinforce 

gender inequities; 

promote the sexual 

rights of women, 

men and 

transgender 

persons; take a 

broad SRHR 

approach rather 

than focusing only 

on limited 

interventions such 

as condom use. 

Policy for Medical 

Male Circumcision 

in South Africa still 

in draft 

Policy is still in draft. 

Talks about delivery as 

part of integrated 

services but proposes 

vertical services so 

needs reviewing.  

The policy on MMC 

needs to address 

traditional male 

circumcision and how 

to increase its safety; 

also the intersection 

between MMC and 

traditional male 

circumcision, including 

diverse cultural 

understandings of 

circumcision and its 

role in construction of 

masculinity; and how 

the health system deals 

with training of 

traditional surgeons, 

making the practice 

safer and dealing with 

complications that may 

arise as a result of 

traditional practices. 

Need to re-orient 

current services since 

there are no male 

friendly services to 

facilitate MMC 

expansion which 

means that current 

services inevitably 

operate vertically 

thereby undermining 

the policy’s 

intentions regarding 

integration.  

 

 

Need to build 

capacity for 

sexuality counselling 

to enable people to 

make fully informed 

and reflective 

decisions on MMC 

and to provide 

effective 

information and 

education on post-

MMC HIV 

prevention – see 

general note on 

counselling. 

 

Cancers of the Reproductive System   

National 

Guidelines for 

Cervical 

Screening 

Programme 

Guidelines are 

inadequate in light of 

the interaction 

between cervical 

cancer and HIV/AIDS 

Colposcopy services 

should be available at 

district hospitals and  

Existing guidelines 

and/or algorithms need 

Health providers 

need assistance on 

how to treat women 

following a positive 

PAP smear, 
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A policy on the 

provision of HPV 

vaccine in the public 

sector is needed 

Developers of new 

guidelines should 

explore other 

techniques for cacx 

screening that have 

proved to be effective 

in resource limited 

settings.   

to be disseminated to 

assist health care 

providers following a 

positive PAP smear. 

including referrals 

and treatment 

opportunities for 

women and in 

particular HIV 

positive women. 

Doctors at district 

hospitals should be 

trained in 

colposcopy. 

 

No national 

policy on 

addressing 

prostate cancer 

in the public 

sector 

Prostate cancer 

screening programmes 

are not integrated into 

existing services, 

particularly since early 

screening enables the 

disease to be managed 

effectively. 

Should this be a priority 

for the public health 

services? 

Need to provide 

information and 

referral where 

necessary. 

Need to build greater 

public awareness on 

prostate cancer.  

 

Health care workers 

need to understand 

signs and symptoms 

of prostate cancer 

so that they can 

provide health care 

users with referrals 

and information. 

 

 

No policy on 

addressing 

breast cancer in 

the public sector 

The contraception 

guidelines suggest 

regular breast 

examination but do not 

specify where and how 

health workers and 

women will gain the 

necessary information 

and skills. 

Health workers should 

inform women on the 

disease and how to 

conduct self-

examinations and know 

when to refer.   

Public awareness on 

breast cancer, self-

examination and 

treatment needs to be 

built. 

Health care workers 

need to understand 

how to provide 

information to 

women on self-

examination for 

breast cancer and 

should know when 

to refer women for 

signs and symptom 

of both breast and 

ovarian cancer.   

 

Human resources capacity development/ training    

 Community Health 

Workers’ job 

descriptions need to 

include provision of 

information and 

psycho-social 

counselling on sexual 

health and wellbeing; 

distribution of 

contraception; and 

mobilisation of 

community actions in 

support of sexual and 

reproductive rights as 

outlined in SRHR: 

Every clinic needs a 

fully trained counsellor. 

Allocation of staff per 

clinic needs to take 

account of the time 

required to provide 

high quality services on 

intimate and 

stigmatised issues 

including gender-based 

violence, sexual 

orientation, abortion, 

non-normative gender 

expression, HIV/AIDS. 

The Health 

Professional Council 

of South Africa 

should ensure that 

the curriculum for 

health care 

providers 

incorporates all 

aspects of SRHR: 

Fulfilling our 

Commitments.  

Pre-service training 

institutions need to 

ensure that all 

cadres of health 
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Fulfilling our 

Commitments. 

care workers have 

the attitudes and 

competencies as 

outlined in SRHR: 

Fulfilling our 

Commitments. 

Particular attention 

should be given to 

staff capacity to 

provide the psycho-

social support 

outlined in many 

SRHR policies. The 

training agencies for 

different health 

professionals, have 

a responsibility to 

produce competent 

health providers 

capable of 

promoting human 

rights in line with all 

national health 

policies including 

this framework 

Those engaged in 

community 

outreach, including 

the new cadres to 

be established, need 

training in 

methodologies for 

dialogue and skills-

building to shift 

public norms and 

values and 

individual 

behaviour. 

Specific Focal Areas 

Adolescent sexuality and pregnancy 

At the ICPD government representatives agreed that” Full attention should be given to the 

promotion of mutually respectful and equitable gender relations and particularly to meeting 

the educational and service needs of adolescents to enable them to deal in a positive and 

responsible way with their sexuality”3 (para 73.) 
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At a WHO meeting held in November 2010 to address SRHR adolescent research, 

programming and policy making gaps the following was noted.
9
 Attention been directed 

towards 15-19 year olds while special needs and concerns of young adolescents aged 10-14 

year olds some of whom are sexually active have been relatively neglected. International 

programmes relating to sexuality education, health services, legal protections and other 

programmes for adolescents typically refer to ‘age appropriate’ interventions in recognition 

of young people’s evolving capacity to understand and protect their own interests. However 

little is known as to how to assess variations due to contextual disparities. While still under 

the control or supervision of parents or guardians, a four country study of 12-14 year olds 

and 15-19 year olds in sub-Saharan Africa initiated by the Guttmacher Institute found that 

younger (and older) adolescents were not well informed by sexual and reproductive health 

matters, including the processes of puberty, in part because their major sources of 

information tended to be friends and other informal sources. Parents interviewed were 

uninformed and preferred that their children learn from teachers or health care workers. 

This leaves questions as to an appropriate basic package of information and what 

interventions would be appropriate. Parenting skills were highlighted as adolescents could 

have their information and emotional and social support needs met more effectively within 

their own families, which often rely on threats and on physical or emotional punishment.9 

Learner and teenage pregnancy concerns the arena of adolescent sexual and reproductive 

health and rights. Alongside general human rights, these have been neglected in our 

country’s legacy of inequalities and are related to the lack of socio-economic rights, 

exacerbated by poverty and vulnerability. Learner pregnancy in South Africa mirrors 

conditions of inequity and poverty. According to school principals, 49636 learners become 

pregnant in 2007. KwaZulu-Natal had the highest number of learners who got pregnant (14 

246), followed by Limpopo province (10 195). The intermediate phase (Grades 4, 5 and 6) 

shows disturbing figures of learner pregnancies. The trend over years reveals that the 

majority of learners who became pregnant are from Grade 10.
10

 Black girls, in the rural 

provinces of Kwa Zulu Natal, Eastern Cape and Limpopo in poorly resourced and serviced 

areas are most at risk. As some of these issues concern sexual and reproductive health, they 

can be viewed as contested and complex given vocal minority cultural and religious (sacred 

cow) concerns. In the main, the silent majority are open and welcoming of initiatives for 

growth and development which provide equitable access to education, including skills of 

critical thinking and self efficacy and agency, which are the foundations of comprehensive 

sexuality education.  In leading and providing for this opportunity, government is engaging 

in reform activities which resonate with the guiding principles of health sector reform. 

These include: strengthening state legitimacy and reinforcing good governance, building 

political will and commitment to a discourse of equity and rights that ensures an inclusive 

health system, strengthening health systems through the provision of adequate resources 

and the capacity to manage these resources, developing constructive accountability and 
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participatory mechanisms that facilitate meaningful involvement and advocacy from even 

the most vulnerable groups.
11

 

The National Department of Basic Education research
12

 conducted with school going 

learners established that: 

• Overall fertility has been declining for 50 years. To date, South Africa has the lowest 

fertility rate in mainland sub-Saharan Africa. While over time teenage fertility has 

been declining, this has been at a slower pace than overall fertility; 

• Teenage fertility declined by 10 percent between 1996 (78 per 1000) and 2001 (65 

per 1000); 

• Older adolescents aged 17-19 account for the bulk of teenage fertility in SA; 

• While rates are significantly higher among African (71 per 1000) and Coloured (60 

per 1000) adolescents, fertility among White (14 per 1000) and Indian (22 per 1000) 

adolescents approximates that of developed countries; 

• Analysis of provincial trends shows a concentration of learner pregnancies in the 

Eastern Cape, Kwazulu-Natal and Limpopo; 

• Learner pregnancies are higher in schools that are poorly resourced (lower in 

specialised schools), those located in poor neighbourhoods (no fee schools and 

schools located on land independently owned), as well as in schools that involve 

considerable age mixing (combined schools);  

• Few teenagers report using legal services for termination of pregnancy in both 

quantitative (3%) and qualitative data. Administrative data from the Department of 

Health, however, suggests much higher levels (30%) of usage of legal services by 

young women aged 15-19 

• That poor school performance, regular absenteeism, history of child sexual or 

physical abuse are strong risk factors to watch out for; and 

• That there are cohorts of learners who remain uninformed and ill–informed about 

their sexuality, and the dangers of engaging in early and unprotected sexual 

activities 

Research further indicates that teenage pregnancy is a result of a complex set of varied and 

inter-related factors, largely related to the social conditions under which children grow up. 

These factors include: 

• When young people drop out of school early on, often because of economic barriers 

and poor school performance, they are at significantly heightened risk for early 

pregnancy;  

• When they grow up in areas where poverty is entrenched (informal areas and rural 

areas), they are at risk of experiencing an early pregnancy; 

• When both parents, and in particular, the mother, are present in the home, risk for 

early pregnancy is decreased; 

• When stigma about adolescent sexuality abounds, few opportunities exist for open 

communication about sex with parents and partners, and access to judgement-free 

health services are constrained. As a result, gaps in knowledge about, and access to, 

contraception is limited; 
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• When young women are involved in relationships where power is imbalanced, men 

decide the conditions under which sex happens. All too often, this involves coerced 

or forced sex; 

• When young women struggle to meet immediate material needs, they make trade-

offs between health and economic security. Reciprocity of sex in exchange for 

material goods leads to young women remaining in dysfunctional relationships, 

engaging in multiple sexual partnerships and involvement with older men. Under 

such conditions, there are few opportunities to negotiate safe sex and the risk for 

pregnancy is increased. 

The study further highlighted several interventions to address teenage pregnancy, these 

include, amongst others: 

• Comprehensive sexuality education. 

• Development of early warning systems and more targeted interventions for high risk 

groups e.g. poor school performance, regular absenteeism, history of child sexual or 

physical abuse, poverty, schools in poor areas, as well as combined schools. 

• School-wide interventions to de-stigmatize pregnancy, create policy awareness and 

right to education. 

• Measures to retain girls in schools, holistic support of the teen mother and child 

• Mass communication 

• Engagement of  parents, health sector as well as communities with strategic 

interventions 

• Studies to understand changes in cultural and socio-economic landscapes. 

 

In a study conducted by the Department of Health
13

 to inform their Adolescent Sexual and 

Reproductive Health Policy they concluded that: 

• There appears to be a decrease in the rates of teenage pregnancy; 

• A substantial minority of young women plan their pregnancies; 

• Minors account for 12% of all women accessing legal terminations of pregnancy; 

• There is no proof that the Child Support Grant acts as a ‘perverse incentive’ for 

young women to conceive; 

• Early sexual debut, gender-based violence, sexual coercion, women having older 

sexual partners, and transactional sex are significant factors in early unwanted 

pregnancies; 

• Teenagers have reasonable knowledge of the causes, spread, treatment of, and 

protection against HIV and STIs; most know about at least one contraceptive 

method, but reproductive knowledge and knowledge of emergency contraception is 

relatively poor. 

• Condom usage amongst sexually active teenagers is increasing; condoms appear to 

be the most popular form of contraception. 

• Teenagers may only visit contraceptive services centres after several sexual 

encounters. 
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• Factors that contribute to and impair contraceptive usage and safe sex practices 

amongst teenagers are complex and interweaving, operating at the personal, 

interpersonal and structural or cultural level. 

• In some contexts, young women may view pregnancy and childbirth as a rite of 

passage and as essential to womanhood; 

• The relationship between pregnancy and school disruption is complicated, but with 

each year that passes since giving birth the chances of return diminishes, with a four-

year period being the cut-off for no return. 

• Young women tend to access antenatal care late in pregnancy; access to urine 

pregnancy testing appears to improve this. 

• Women under the age of 20 receive antenatal care that is, overall, less adequate 

than older women. 

• Given adequate antenatal care younger women should not be at increased risk 

during pregnancy and birth, although those under 14 require specialised attention. 

• There is variation by location, socio-economic status, education and race in the rates 

of pregnancy, knowledge of sexual and reproductive issues, use of condoms, and 

levels of access to services. 

 

The 2008 Youth Risk Behaviour Survey by the national Medical Research Council (MRC)
14

, 

released in May 2010 interviewed more than 10,000 pupils of Grades 8 to 11 in over 200 

public secondary schools countrywide, provides the following information: 

• 38% of learners reported ever having sex.  

• With 13% of them reporting the age of initiation of sexual activity as being under 14 

years old. 

• Of these, 41% had more than one sexual partner and 52% had had sex in the past 

three months 

• 16% had had sex after consuming alcohol and 14% after taking drugs. 

• 31% practiced consistent condom use 

• 19%had been pregnant or made someone pregnant 

• 65% had reported receiving HIV and AIDs education 

• 8.2% of learners reported having or partner having had an abortion 

• 51% of learners reported that the abortion took place at a hospital or a clinic, 20.5% 

reported using a traditional healer. Young learners tended to use traditional healers 

more so than a clinic or hospital setting. Learners in the Free State tended to use 

clinic or hospital settings, whereas learners in KwaZulu Natal tended to use 

traditional doctors of healers.  

• 4.4% of learners reported having ever had an STI and of those only 55% had received 

treatment for this. 

• 13 percent admitted they had smoked marijuana, 12 percent had tried inhalants and 

seven percent had done cocaine, methamphetamine or Mandrax (methaqualone).  

• In the past six months, a quarter of learners reported having experienced feelings of 

sadness or hopelessness.  

• Twenty-one percent had considered suicide, while another 21 percent had 

attempted to take their lives.   
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• Almost 40 percent of 13- to 19-year-olds said they have had sex, with 13 percent 

reporting they first had sexual intercourse while under the age of 14.  

• Among the learners that had sex, 41 percent had more than one past sexual partner, 

16 percent had sex after consuming alcohol and 14 percent had sex after taking 

drugs.  

• Less than a third practiced consistent condom use, while 10 percent said they had 

been forced to have sex.  Condom use was low despite the fact that 65 percent said 

they had received HIV education.  

• Lack of access to health services also translates into a high number of unwanted 

pregnancies. Almost 20 percent of teenagers said they had been pregnant or made 

someone pregnant.  

 

These research findings from different data sources complement each other and highlight: 

• Learner pregnancy mirrors the inequities in South Africa, with African girls being 

most at risk 

• The context of sexual violence, limited access to information and health services, 

poverty and inequalities contributes towards risk 

• Schools are ill equipped to manage and manage this challenge 

 

Young people’s sexual and reproductive health and rights have been compromised given the 

high rates of teenage pregnancy and HIV among young women, and the failure of many 

youth sexual cultures to embrace the rights of men and women to autonomy in sexual and 

reproductive decision-making. Sexual and reproductive health problems and poor 

reproductive and sexual health service delivery remain leading causes of ill health and death 

for women of childbearing age worldwide. They are also one of the areas of extreme denial 

of the human rights to dignity, autonomy, privacy, health and information. South Africa is no 

exception, where a large number of women, particularly those living in poverty, suffer 

disproportionately from lack of autonomy in sexual and reproductive decision-making, 

unintended pregnancies, high maternal morbidity and mortality, sexually transmitted 

infections including HIV, and other problems related to women’s sexual and reproductive 

system and sexuality. Women experience discrimination, loss of dignity, coercion and 

violence in sexual and reproductive relationships because of their lower status in society 

and society’s failure to give priority to challenging current gender norms. Social norms 

around masculinity also have negative sexual and reproductive consequences for men, as 

they bolster sexual cultures that positively reinforce having sexual relationships without 

responsibility or mutual respect. In addition to fostering relationships that lack mutual 

respect, this increases men’s vulnerability to HIV and to unwanted parenthood. Men’s 

human rights in relation to information, privacy, dignity and health are also undermined as 

health and education services fail to address them adequately. 

 

The Department of Basic Education has made efforts to ensure that young pregnant girls do 

remain in school and are encouraged to return as soon as possible after birth. Girls that 

leave school are at risk of repeat pregnancies and HIV infection. It is evident that teenage 

girls who are pregnant book late for birthing and do not find out about their pregnancies 
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early. This is a gap in terms of offering learners the option of an abortion or to address the 

health needs of an adolescent pregnancy. A suggestion has been to ensure that learners 

have access to urinary testing kits at schools. Given challenges that young girls face in 

providing for sanitary hygiene and how this leads to school absenteeism, there are 

suggestions to consider in the provision of sanitary ware at schools.13 

 

Adolescence and youth are characterised by substantial physical, social and psychological 

changes. Heightened bodily and sexual awareness is part of adolescent development. While 

this is a normal process, sexual awareness is often characterised by experimentation, which 

as the potential of placing adolescents at risk of unprotected sexual activity, unplanned 

pregnancy and sexually transmitted infections including HIV.  Decisions affecting their well-

being are increasingly taken by the young people themselves, many of which are related to 

developing a sense of identity.
15

 Most youth adolescents who are not heteronormative 

begin exploring their gender identity or sexual orientation during the adolescent
16

 period. 

Despite progressive legal provisions in South Africa, homophobia persists and these 

adolescents are at risk for depression and anxiety or unsafe sexual practices should they 

experience repeated bullying in relation to their gender identity or sexual orientation.  

 

Lebese (2010)
17

 discusses how Societies are reluctant to openly confront issues of sexuality, 

and this reluctance forms a barrier of communication between parents and teenagers and 

even between sexual partners This reluctance promotes the presence of misconceptions 

about sexual health, sexual risks and its consequences. She suggests that poor dialogue 

about sexual health between parents and teenagers is one of the contributory factors of 

high teenage pregnancy and sexually transmitted infection (STI) rates including HIV and 

AIDS. Her qualitative study concluded that that there is minimal if not absent dialogue about 

sexual health between teenagers and parents. Culture was identified as a major challenge to 

sexual health dialogue between teenagers and parents. Recommendations to enhance 

dialogue were made. 

Self-reporting of sensitive data is often unreliable, particularly when questions are asked 

about culturally or socially censured behaviours. Mavhu
18

 etal  (2008) explores the validity 

of reporting on sexual behaviour in a study in Zimbabwe. He established that young women 

emphasised that they would not admit to having participated in sexual activities if questions 

were phrased in such a way that they could be seen as having initiated them. They 

suggested that in order to legitimise women's participation, the wording of their sexual 

questions should use the passive tense. The Shona term for 'vaginal sex' is used to refer to 

both consensual and non-consensual sex. In Shona, there is no formal term for anal sex and 

phrasing this activity in a way that was both acceptable and understood proved particularly 

challenging.  They explored the underlying thought processes and the cultural context 

behind question responses and conclude that examining the cultural and societal norms 

within a study population is key to obtaining valid responses. 
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As the research above reveals, risk taking and other personal attributes of adolescents and 

youth that relate to health do not exist in a vacuum, for young people interact with a social 

environment that shapes their thoughts and behaviour. Risk behaviour is related to 

demographic and socio-economic variables and this can play an important part in defining 

interventions. 

Comprehensive sexuality education 

 Attempts to include sexuality education in schools have had limited success due to the 

discrepancies in different schools. The weave between access to comprehensive sexuality 

education and the ability to be resilient in circumstances of violence or in negotiating safer 

sex has clear linkages.   

The Ford Foundation via the Southern Africa HIV and AIDS Information Dissemination Services 

(SAfAIDS) engaged in a process of a preliminary mapping of the SRHR situation of young women and 

girls in SADC with a view to informing future more in-depth interventions. Family breakdown has 

impacted on young people’s ability to gain informed SRHR education in their homes. A 

respondent, there are ‘no aunties’ left to help one understand how one’s body works and to 

affirm ones sexual and reproductive health. This experience of poor sexuality education was 

noted in the region from Namibia to South Africa. Even the Treatment Action Campaign 

(TAC) which is lauded for its education materials has not included contraception as part of 

their core priorities. 78 

 

Schools were identified as important sites to access young women and girls both for the 

impact that school retention has on girls’ empowerment and schools ability to reach young 

people with information on SRHR. Concern was noted that sex education in schools is 

usually taught from a biological perspective rather than exploring gender, dating, 

relationships and other issues that are included in comprehensive sexuality curriculums. 

School safety was noted as area of concern. Schools are often sites where girls experience 

sexual harassment and abuse at the hands of both teachers and boys.  

 

Most respondents noted the arbitrary nature and poor quality of information provided to 

adolescents in relation to SRHR. Another clear vulnerability was the lack of safe spaces 

where young girls can access information and discuss issues. Information is also not 

targeted towards young girls noting the very particular information needs and best methods 

to pass these on. Friends and peers was the most common source of information on SRHR 

 

Young people attempting to access SRHR services face additional obstacles of hostile 

attitudes of health service providers to young people seeking SRHR support and 

information. Punitive and judgemental behaviour by nurses, teachers and other service 

providers was noted by most respondents as a barrier to young women accessing care. 

While some noted the option of separate youth clinics, this is not viewed as realistic given 

the challenges of health systems and competing priorities. Rather it is suggested that health 
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workers needed to be held provided with skills to address the needs of young girls’ sexual 

and reproductive health and rights and to increase accessibility of services. Access to 

services is limited in rural areas where distances to clinics and services are far and transport 

costs high. 
78

 

Given the challenges of learner pregnancy in our context, educators need resources for 

presenting concepts in meaningful and effective ways, in partnership with communities and 

relevant government services and programmes. Currently our life orientation curriculum, 

the space of sexuality education, is viewed as inadequate, with educators not being 

equipped to deliver this course. Many people, including educators have not benefited from 

comprehensive sexuality education and materials which can also be used to augment 

teacher training
19

. Within South Africa, Helleve etal (2011)
20

 explore the perceived desirable 

characteristics of South African Life Orientation teachers for teaching sexuality and 

HIV/AIDS. They found that teachers particularly emphasised the importance of personality 

and life experience as important characteristics for teaching sexuality and HIV/AIDS. In 

addition, they felt that it was challenging to create an open dialogue in the classroom and at 

the same time maintain classroom discipline. The teachers did not perceive that teaching 

about sexuality and HIV/AIDS was a role that a teacher could step in and out of. On the 

other hand, they were accustomed to playing different roles with respect to the students, 

such as parent, friend, counsellor and social worker. 
20

 

In working towards the reduction of adolescent rates of unintended pregnancy, sexually 

transmitted infections including HIV, coerced and unwanted sex and gender- based 

violence, the goals of a comprehensive sexuality education programme have been argued to 

be increasing young people’s:  

• Ability to make responsible decisions and act upon their own choices; 

• Ability to participate in society and exercise their human rights 

• Critical thinking and overall educational achievement 

• Sense of self efficacy and agency 

• Sense of sexual well being and enjoyment
21

 

 

The features of such a programme would be evidence-based, comprehensive, based on core 

values and human rights, gender sensitive, promotes academic growth and critical thinking, 

fosters civic engagement and culturally appropriate.  

Few sex education curricula address issues of gender and rights in a meaningful way and 

few have demonstrated statistically significant impact on either reducing unintended 

pregnancy or on addressing sexually transmitted diseases. A draft learner pregnancy 

strategy has been developed by the National Department of Education and currently 

suggests the adoption of the Population Council21 and UNESCO19 curricula. Yet the policy is 

still to be finalised given internal restructuring within the Department.
22
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 In the recent past, abstinence programmes have been popular and are used locally and 

regionally. Within HIV prevention programming, the ABC method – abstain, be faithful and 

use condoms - has been widely implemented, in particular by American funders and faith-

based groups associated with the Bush administration. Researchers reviewing these 

materials, suggest that abstinence programmes did not delay initiation of sex, in contrast 

comprehensive sexuality programmes showed strong evidence that they positively affected 

young people’s behaviour including both delaying the initiation of sex, increasing condom 

and contraceptive use.
23

 Adolescents who received abstinence based sexuality education 

are unprepared for addressing their sexual health and tend to have unprotected sex, riskier 

and coerced sex.
24

 In reviews of Abstinence sexuality education programmes, there have 

also been additional concerns raised including the scientific accuracy of programmes and 

the absence of rigorous standards to regulate the delivery of the curricula.
25

 The damage to 

international public health programmes by abstinence programming analysed, highlight the 

role of politics and ideology which has undermined scientific evidence.
26

   

Consent to sex  

 At age 16, a child is considered by the law to be capable and mature enough to consent to 

sex.
27

 However from age 12-16, a child is considered capable, but not mature enough, to 

consent to sex. According to the Criminal Law Amendment Act it is an offence for a person 

to have sex with or to sexually violate (non-penetrative sexual acts) a child who is between 

12 and 16 years, even with that child’s consent.
28

 It is however a defence to such a charge if 

the accused was deceived by the child into believing that the child was above 16. If two 

children between 12 and 16 years engage in penetrative sex with each other, they may both 

be charged under the Act with ‘statutory rape’. However, to prevent unnecessary 

prosecutions of children, the decision to prosecute the children must be authorised by the 

National Director of Public Prosecutions.  

 

If two children between 12 and 16 years engage in non-penetrative sexual acts with each 

other, they must both be charged under the Act with ‘statutory sexual violation’. However, 

to prevent unnecessary prosecutions of children, the decision to prosecute the children 

must be authorised by the relevant provincial Director of Public Prosecutions. In addition, it 

is a defence to argue that both the accused were children with an age difference of not 

more than two years between them at the time of the offence.
29

 

Contraception for adolescents 

Within South Africa at age 12 age child may be sold or provided with condoms. A person 

may not refuse to sell or provide condoms to a child over 12.
30

 And at age 12 a child may be 

provided with contraceptives other than condoms, with the additional requirement that 

proper medical advice must be given to the child and a medical examination must be 

performed.
31

 

Given recent research which has associated HIV disease acquisition and HIV disease progression with 

hormonal contraception, particularly in the 19-25 year age group
32

, the NDOH has been in the 
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process of updating the contraception policy. The current thinking is to re-introduce the intra-

uterine device.  

Abortion 
UNFPA continues to highlight that pregnancy- and childbirth-related complications are the number-

one killers of 15-19 year old girls worldwide. A recent report highlights the issue of adolescent 

pregnancy among married and unmarried adolescent girls (10-19 year olds), especially those living in 

poverty
33

 .  

The following descriptions of young girl’s vulnerabilities in relation to pregnancy and abortion were 

noted by respondents in the SRHR SADC mapping
78

  

‘Once pregnant, they are not welcomed back at school’; Zimbabwe 

‘Services for abortion are not known’ South Africa 

‘The burden of raising children in the case of teenage pregnancy lies with the girl and her family. The 

boy is likely to continue with his life and schooling. Girls progress at school is affected at school 

because of teenage pregnancy’ Region 

‘Whether available or not within the health care system, young women will take abortions in unsafe 

environments leading to complications’ Zambia 

‘On issues of abortion they can’t go to the hospital. There are a lot of cases of unsafe abortions. Some 

girls do their own abortions; some people in the community assist them with drugs. One can access 

post abortion care in the hospitals.’ Zambia 

 

‘Criminality of abortion has a detrimental impact. Teenage girls have illegal abortion and rates of 

death and damage to their bodies is severe as well as the psychological damage’ Zimbabwe 

 

‘Abortions are taking place. Abortion is illegal but students are using unsafe facilities and some are 

using leaves’ Zimbabwe 

 

There are two safe ways of having an abortion: surgical abortion involves having a procedure and 

medical abortion involves taking medication. Within South Africa, abortion services are poorly 

provided with medical abortion only being provided in the private sector up until 56 days after ones 

last menstrual cycle. The Western Cape implemented Medical abortion in February 2011 and 

launched guidelines to accompany this service. Within the rest of the country, the public sector does 

not provide medical abortion services. In the National Strategic AIDS plan (NSP), within the 

provisions of prevention of mother to child transmission, one of the key activities under the 

prevention of unintended pregnancies is to finalize the medical abortion guidelines within the public 

sector. These national guidelines have not been accepted and implemented despite being edited 

and finalized.  

Within South Africa, in response to a parliamentary question in March 2011, the National 

Department of Health revealed that the number of abortions in state facilities had declined 

dramatically between 2009 and 2010. Of the 545525 abortions at state institutions since 2004, 
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84478 were in 2009 and 38321 last year. The department's response to the question revealed that 

86074 abortions were performed in 2004, 89850 in 2005, 86891 in 2006, 69243 in 2007, 90668 in 

2008, 84478 in 2009 and 38321 in 2010. Private sector provider, Marie Stopes, has reported that the 

number of abortions at the group's clinics had increased by an average of 10% a year since 1997. In 

2010, the group performed 51185 abortions at its 23 clinics around the country, 13000 more than 

the abortions recorded by the state sector.
34

 

In Zimbabwe the Pregnancy Termination Act legalises pregnancy termination on condition that the 

pregnancy is a result of rape, incest or poses life threats for the mother or the child. However, there 

also is a provision for post abortion care to reduce maternal mortality resulting from unsafe 

abortions.
35

 Similar restrictions apply in other countries in the region. In Swaziland, there is growing 

concern over high incidence of illegal abortion. Induced abortion is widespread among teenage girls.  

Faced with the prospect of an unwanted pregnancy, many teenage girls resort to abortion to avoid 

expulsion from school. Organisations like the SWAGAA, which counsels survivors of rape and incest, 

and the Swaziland AIDS Support Organisation have called for more open discussion on the issue of 

abortion.
36

  The Planned Parenthood Association of Zambia (PPAZ) indicated that the majority of 

abortions in Zambia were among young women and attributed this to lack of information on 

reproductive health and other vital information.
37

 A study on illegal abortion in Zambia found high 

rates of abortion mortality. More than half the deaths were of schoolgirls. Although abortion in 

Zambia is legal on medical grounds, most women resort to illegal abortions because legal abortion 

services are inaccessible and unacceptable.
38

 Many girls do not access post abortion care services 

because abortion is criminalised.  

Consent to abortion 

Within South Africa a child may terminate her pregnancy at any age. The Choice on 

Termination of Pregnancy (CTOP) Act defines a woman as: ‘any female person of any age’. It 

further states that only the woman’s consent is needed for the termination of pregnancy 

(TOP) and in the case of a minor, only the minor’s consent is needed subject to advising such 

a minor to consult with the parents.  

 

The CTOP Act makes it clear that: “Notwithstanding any other law or the common law… no 

consent other than that of the pregnant woman (i.e. female person of any age) shall be 

required for the termination of a pregnancy.” This means that the age limits for medical 

treatment or surgery without parental assistance (as set out in the Children’s Act) do not 

apply to a girl requiring a TOP by either means (i.e. medically or surgically). Thus the 

Children’s Act does not change the provisions in the CTOP Act when it comes to the ages of 

consent for girls requiring a TOP. This position is confirmed by the Children’s Act in section 

129(1), which says that section 129 is “subject to section 5(2) of the Choice on Termination 

of Pregnancy Act”. Thus, even if the child is 10, she would not need parental consent in 

order to terminate her pregnancy. However, in the Christian Lawyers case, where these 

provisions of the CTOP were challenge d the court, it was found that the requirement of 

informed consent was central to obtaining TOP services, and that the Act did not allow any 

termination of pregnancy to take place where the woman was unable to give informed 

consent, despite her age. 
39

 

 



Literature review on sexual and reproductive rights and health – Soul City – Marion Stevens 

 

36 | P a g e  

 

HIV and abortion 

Unsafe sex makes women vulnerable to HIV transmission, re-infection and unplanned 

pregnancy. There are few linkages between HIV and abortion, programming has not been 

linked as major HIV donors have enforced that recipients sign a pledge that ensures that 

organisations refrain from work in the area of abortion.  This has increased the alienation of 

this area of work and a general lack of information and research to inform programming.  

Orner etal (2010)
40

 suggest that abortion is more stigmatised than HIV/AIDS. In their study 

they found beliefs suggesting that HIV positive pregnant women irresponsible given ‘ easy 

access; to contraceptive methods of  male condoms. Women repeatedly raised economic 

hardship as the prime reason for wanting an abortion, yet other reasons including rape, 

male partners denying paternity and abandoning pregnant women, and male condoms 

breaking were other reasons.  Of note were respondents who were ‘ready to abort’ but who 

decided against it after being counselled on prevention of perinatal HIV transmission. 

Women noted that abortion was highly stigmatised and were secretive about it.  Most 

women did not disclose their decision to have an abortion noting that talking about HIV was 

more acceptable.  Respondents thought abortion was not appropriate for married women 

and most had limited understanding of the procedure. While having stigmatised views on 

abortion, respondents’ realities compelled them to find solutions to their unwanted 

pregnancies. It is important to note that these solutions are often found alone in complex 

and unsupported conditions.40  

Access to services was not well provided for and respondents noted having to wait till they 

were in their second trimester and to falsify their address given long waiting lists and clinic 

restrictions. Several women did not terminate as they had heard that they may be too late 

for an abortion. There were diverse experiences of health care and workers yet clear 

examples where care was insulting.40  

There are crucial research questions that remain, for example, what would be the best 

method of abortion for HIV positive women – medical or surgical?; should HIV positive 

women be provided with anti-biotics routinely; how should one programme for HIV positive 

women who are anaemic and who request and an abortion.   

Stigma around abortion 

Many theorists have attempted to unpack why abortion is stigmatised. Norris etal
41

, suggest 

that stigmatization is a deeply contextual, dynamic social process; stigma from abortion is 

the discrediting of individuals as a result of their association with abortion. They explore and 

describe three groups whom they posit are affected by abortion stigma: Women who have 

had abortions, individuals who work in facilities that provide abortion, and supporters of 

women who have had abortions, including partners, family, and friends, as well as abortion 

researchers and advocates. They discuss five reasons why abortion is stigmatized, beginning 

with the rationale identified by Kumar, Hessini, and Mitchell: The violation of female ideals 

of sexuality and motherhood
42

. They then suggest additional causes of abortion stigma, 
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including attributing personhood to the fetus, legal restrictions, the idea that abortion is 

dirty or unhealthy, and the use of stigma as a tool for anti-abortion efforts. They argue that 

understanding abortion stigma will inform strategies to reduce it, which has direct 

implications for improving access to care and better health for those whom stigma affects.. 

In unpacking the particular noting of abortion violating feminise ideals of womenhood, the 

writers note that abortion violates two fundamental ideals of womanhood: Nurturing 

motherhood and sexual purity. The desire to be a mother is central to being a “good 

woman” and notions that women should have sex only if they intend to procreate reinforce 

the idea that sex for pleasure is illicit for women (although it is acceptable for men). 

Abortion, therefore, is stigmatized because it is evidence that a woman has had 

“nonprocreative” sex and is seeking to exert control over her own reproduction and 

sexuality, both of which threaten existing gender norms. The stigmatization women 

experience may not be rooted in the act of aborting a fetus; stigma may instead be 

associated with having conceived an unwanted pregnancy, of which abortion is a marker. 

Stigma may be associated with feelings of shame about sexual practices, failure to 

contracept effectively, or misplaced faith in a partner who disappoints. Abortion can be seen 

here as one of several “bad choices” about sex, contraception, or partner.41,42 

Abortion is also Is stigmatized by attributing personhood to the fetus.  Technological 

changes during the past three decades, fetal photography, ultrasound, advances in care for 

preterm infants, fetal surgery have facilitated personification of the fetus and challenged 

previous constructions of boundaries between fetus and infant. Anti-abortion forces have 

helped to shape this debate by using fetal images (many of which were not alive or in utero 

as implied by the photos) and interpreting them in ways that suggest abortion is equivalent 

to murder. These images have effectively erased pregnant women from view, 

decontextualizing the fetus and overstating its independence from the woman who carries it 

and the social circumstances of her life. Abortion stigma is affected both by legislative 

initiatives that establish fetal personhood and gestational age limits and by discourses that 

influence cultural values. By constructing the fetus as a person and abortion as murder, anti-

abortion forces argue that women or providers or both should be seen as murderers. 

Abortion stigma via personification of the fetus affects individuals differently. Women who 

have had abortions may find ready justifications for a one-time action. Providers, in contrast, 

have to cope with an ongoing relationship to abortion, sometimes as they themselves 

become pregnant or parents41. 

Language and context are also  issues to consider when discussing abortion  Price (2011)
43

 

notes how in the United States, many women of color as well as poor, working-class, and 

lesbian women believe that their needs have not been adequately addressed in the 

mainstream “pro-choice” movement. Moreover, focus group research has shown that 

women of color and low-income women do not identify with the pro-choice message; in fact, 

the choice rhetoric is almost meaningless to them. Reproductive justice activists argue that 
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the pro-choice movement’s seemingly singular focus on abortion rights neglects how race, 

ethnicity, class, sexuality, and other markers of difference are implicated in reproductive 

rights for many women. Reproductive justice activists also argue that mainstream pro-choice 

activists have failed to see how reproduction is connected to other social justice issues, such 

as economic justice, welfare reform, prison reform, the adoption and foster care systems, 

immigration, LGBT rights, and environmental justice. Last, reproductive rights is not only 

about the right to obtain an abortion, but also about the right to reproduce at all and to 

keep and raise the children that one has in safe and healthy environments.43  

Klausen44 recalls the conservative historical context within South Africa of racialized 

sexuality and ‘white purity’ only a three decades ago. She tracks the struggle over abortion 

law reform that preceded the enactment in 1975 of the first statutory law on abortion in 

South Africa. The ruling National Party government produced legislation intended to 

eliminate access to doctors willing to procure abortions in an attempt to prevent young, 

unmarried white women from engaging in premarital (hetero) sexual activity. It was also 

aimed at strictly regulating the medical profession’s actions with regards to abortion. The 

production of the abortion legislation was directly influenced by international struggles for 

accessible abortion and, more broadly, sexual liberation. The regime believed South Africa 

was being infiltrated by Western "immorality" and the abortion law was an attempt to 

buttress racist heteropatriarchal apartheid culture. Examining the abortion controversy 

highlights the global circulation of ideas about reproduction in the twentieth century and 

foregrounds a neglected dimension of the history of sexual regulation in apartheid South 

Africa: the disciplining and regulation of white female reproductive sexuality.  

These issues are illustrative, and while there has been significant discussion on HIV 

prevention and addressing HIV stigma, women’ sexual and reproductive health and rights, 

and in particular abortion, are not well programmed for. Our society still embraces 

conservative values regarding heteropatriarchy and women’s sexuality.  

HIV Prevention 

Gaps and context 

As noted in this review the synergies between HIV (prevention, treatment and support) and 

Sexual and Reproductive Health and Rights have not had an easy fit. Mukhopadhyay and 

Meer (2008)
45

 note related complexities from the ground breaking TAC PMTCT case. The 

decision to argue the PMCTCT rested on the SA constitutional provisions of ‘access to 

health’ as opposed to ‘access to reproductive health’ focused attention on the potential 

child as opposed to the health of the woman. They argue that women’s right to make 

choices concerning reproduction was sidelined, and eventually disappeared in the legal 

challenge that was mounted with the focus remaining on saving children. This surfaces the 

ambiguous messaging of treatment that women are given in that they are only guaranteed 
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treatment when pregnant through PMTCT.
46

 It has been suggested from a SRHR perspective 

that by not addressing women’s health upfront, pregnancy is an incentive to ART.  

The gaps posed by not having a clear lens of sexual and reproductive health and rights 

(SRHR) and this impacted deleteriously on the feminized HIV/AIDS epidemics prevention 

and treatment response.  Viewed as sensitive and relating to core issues of sexuality, 

important gaps in the areas SRHR remain at the bottom of the agenda and it is difficult to 

advocate for synergies and collaboration between the HIV/AIDS and SRHR movements.
47

 A 

process of developing HIV treatment guidelines for women of reproductive age as part of a 

prevention process
48

 were initiated within a collaborative process, and highlighted the 

following gaps: 
49

  

 

1. Testing practices and criminalization of transmission: Provider initiated care has been 

implemented as a strategy to test more people and to ‘normalise’ testing for HIV/AIDS. 

However, there is inadequate counselling and the quality of testing procedures is of 

concern. Antenatal services have reported women not booking earlier, for fear of testing 

and having to deal with a positive HIV diagnosis
50

. A positive diagnosis may not be in the 

best interests of women as there are reports of increased violence and abuse following 

disclosure. Women need to be able to choose to voluntarily test for HIV/AIDS. There are 

also efforts to criminalize transmission of HIV/AIDS, motivated by wanting to protect those 

vulnerable. However, this is been shown to be harmful to women.
51

  

2. Fertility planning: contraception, sterilization:  Contraception for women on HAART is not 

well understood. In some areas there are reports of women being forced to have injectable 

contraceptives as certain HAART drugs are contra-indicated in pregnancy.  Two drugs within 

the first line regimen - Evafirenz and then Tenofovir are contra-indicated in pregnancy. 

Women are also reporting being made to sign consent forms for sterilization to access 

various services eg. Abortion or HAART.  

3. Sexual health and rights and desire: The notion that HIV positive women have and are 

entitled to sexual rights and desire is not well addressed. Many HIV positive women after 

dealing with an initial diagnosis and then stabilisation on treatment express the desire to 

express their sexuality and also possibly to choose to have a child.  The choice to have a 

child is not part of the continuum of HIV/AIDS care. Sexual, reproductive and fertility 

intentions of women have been driven underground and in a sense mirror the era of ' 

population control'. There is an underlying stigmatizing assumption that HIV positive women 

should not be conceiving. Yet the main mode of sexual transmission of HIV - sexual 

intercourse - is also the mode of getting pregnant. This reality is not being dealt within the 

public health retort of ' use condoms for dual prevention', emphases a safer sex practice 

and does not deal with the reproductive intentions of women.  Current prevention 

messages are limited in not addressing women’s full sexuality.   

 4. Abortion: Some women learn that they are HIV-positive status during pregnancy and may 

want to choose to terminate this pregnancy. Abortion and HIV services are not integrated, 
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linked or regulated. There have been reports of women having to sign consent for an 

abortion or sterilization to be able to continue accessing HAART. While our abortion law is 

viewed as a liberal law, currently only surgical abortion is available in the public sector. 

Medical abortion is only provided in the private sector for the first 56 days. The NSP 

suggests that the medical abortion guidelines need to be finalized for the public sector and 

medical abortion should be offered as part of the continuum of HIV/AIDS care, however, 

this is not on the treatment agenda.   

5. STIs, reproductive cancers including cervical cancer: STI services have not been well 

implemented and are challenged in terms of quality of care.  HIV women are ten times more 

likely to contract cervical cancer than those not infected. Our cervical cancer screening 

programme is not well understood by clients nor well implemented by health workers and 

the health system. A woman can be on HAART but still die of cervical cancer. We have 50% 

of the necessary radiation equipment to treat cervical cancer in South Africa. Two cervical 

cancer vaccines were registered in 2008. Other reproductive health cancers related to 

HIV/AIDS are not well understood.  

6. Anxiety, Addiction and Depression: Some 30% of women are believed to experience post 

natal depression, HIV positive women and poorer women are believed to experience 

greater anxiety and depression. There is limited work that has been done in this area to 

understand this problem and programming to address it. Addiction is believed to be a 

growing epidemic that directly impacts on prevention and adherence efforts and needs to 

be addressed.  

6. Violence against women (VAW):  VAW is pervasive in South Africa and believed to be a 

driver of the HIV epidemic. Currently there is a disconnect between health services and 

those addressing VAW. Health workers do not consistently screen for VAW nor refer women 

to possibly address her circumstances. Post Exposure Prophylaxis services and recording of 

details of sexual assault need to be better implemented 

8. HAART in Pregnancy: At the recent Mexico AIDS Conference, new compelling evidence of 

HAART medications that are safe in pregnancy was presented for the first time. It is 

important to collate this information and to disseminate these particular findings. There are 

efforts in South Africa by the HIV Clinicians Society to develop an appropriate regimen for 

consideration.  

9. Lesbian health: Lesbians have not been considered to need specific health care. However, 

recent research has noted a self reported rate of 9% within South African lesbian women. 

There is also pervasive violence experienced by black lesbian women in the form of 

corrective rape. Health services do not specifically address lesbian women’s health needs.  
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10. The care economy – gendered burden of care. Women have borne the brunt of care as 

those affected in the form of picking up care in families, as community health workers and 

as nurses. As such women have often not addressed their own needs.47  

The intesectionality of SRHR and HIV is highlighted by this analysis in noting the continuum 

of women’s lives which straddle diverse issues and contexts.48,49,47 This process did was 

discontinued in the second phase, given leadership changes in HST.  Booth (2010) 
52

 

provides a radical analysis of the alignment of the US anti-abortion movement and the US 

biomedical ability to use women’s bodies to save the at-risk but not yet HIV infected fetus in 

Africa, noting how this research did not pass local US ethical committees but made careers 

for funders, multinationals including pharma and media. She likens the research to the 

Tuskegee Syphilis study which is viewed as scientific racism, where treatment was with held 

because of scientific enquiry. She notes how treating the unborn fetus has contributed to 

notions of fetal rights and citizenship, where women, mother, fetus and child are a single 

entity with one interest. This she suggests has facilitated reproductive futurism at the 

expense of women’s sexual and reproductive health and rights.  

Conception planning 

Integrating sexual and reproductive health care into HIV services has until now emphasized 

the right of women to make informed choices about their reproductive lives and the right of 

self-determination to reproduce, but this is often equated with avoidance of pregnancy. In 

exploring guidance and attention to safer conception for HIV-infected women and men, 

Mantell 2009 etal found this to be lacking. As recently as in 2009, sexual and reproductive 

health guidelines were not proactive in supporting HIV-positive people desiring children, 

and are particularly silent about the fertility needs of HIV-infected men and uninfected men 

in discordant partnerships53 

The sexual and reproductive desires of HIV positive women and men are under researched 

and accommodated. In documents, the rationale is given that due to ART one has to 

accommodate the reality that HIV positive persons may want to have children, ‘from a 

public health perspective, decision-makers and service providers must recognise that people 

living with HIV do enter into relationships, have sex and bear children.’
54

 The South African 

Clinicians Society
55

 has just (June 2011) released ‘Guidelines on Safer conception in fertile 

HIV-Infected Individuals and couples’. The guidelines are very clinical and lack the context of 

women’s sexual and reproductive health and rights where a range of intersectional issues 

have to be mitigated. Unlike other treatment literacy programming, they are directed at 

clinicians as opposed to engaging clinicians and clients together.  

Gender 

Gender can be defined as the fundamental ways in which society differentiates women and 

men in terms of social status, roles and responsibilities, and access to and control over 

resources. These differentiations are based on perceived attributes of women and men and 

are thus social constructs. Notions of gender vary within societies, between societies and 
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change over time.
56

 Gender roles are largely defined and shaped through socialisation, 

which in patriarchal contexts socialises girls to have fewer opportunities, to be amicable and 

submissive to men and accept narrowly defined societal roles such as wife and mother.  

The feminization of poverty is prevalent, as is the disproportionate vulnerability of members 

of female-headed households.  The HIVAIDS epidemic in South Africa is characterized by 

gender inequalities. Young women are more likely to be HIV infected, especially heads of 

households. Young women are also more likely to live in poverty. Shisana (2010) suggests 

that greater attention must be paid to young women, especially those who head 

households, in terms of treatment, prevention, and poverty alleviation.
57

 

 

Gender inequality is often reflected in countries legal frameworks. Constitutions in only 

seven of the fifteen SADC countries include clauses that specifically promote gender 

equality. Constitutions in seven countries include ‘claw back clauses’ that undercut 

fundamental rights by recognising the primacy of customary law over the Bill of Rights.
58

     

Young girls experiences of gender inequality are interrelated with other vulnerabilities in the 

form of limited access to education, information and services. Gender inequality is mirrored 

and reproduced from one generation to another as girls witness the suffering of their 

mothers and accept gender related hardship and suffering as an inevitable part of 

womanhood. Gender inequality is pervasive in westerns and traditional societies.  

Eriksson etal (2011)
59

 explore church leaders thoughts on HIV prevention. Three themes 

indicative of church leaders' approach to HIV prevention among youth emerged: dilemmas 

in breaking the silence on HIV and AIDS; ambivalent HIV-prevention messages from church 

leaders to young people; and gender differences in HIV-prevention messages. While church 

leaders had taken steps to overcome the stigma, the dilemmas of balancing theological 

understanding with resistance from their congregations presented a complex scenario. 

Ambivalence to HIV prevention concerned whose responsibility it was to educate young 

people about HIV; talking about sexuality in public; pre-marital abstinence and condom use; 

and resistance from congregation members towards HIV prevention. Finally, findings 

indicated a discrepancy between church leaders' belief in gender equality and the HIV-

prevention messages they verbalised, which appears to burden girls.59  

Since the Fourth World Conference on Women, held in Beijing 1996, the shift has been 

towards gender mainstreaming. Gender mainstreaming is defined as:  

 

The process of assessing the implications for women and men of any planned action 

including legislation, policies or programmes in all areas and at all levels. It is a 

strategy for making women’s as well as men’s concerns and experiences an integral 

dimension of design, implementation, monitoring and evaluation so that women and 

men benefit equally and inequality is not perpetuated.
58
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Gender mainstreaming should thus acknowledge unequal power relations and assess, 

address and budget for programmes that ensure that inequality is not perpetuated. A 

weakness is that the definition fails to actively call for actions to redress inequality and 

actively promote women’s empowerment. Win (2008)
60

 argues there is increasing 

depoliticization of ‘gender’ within development. The lack of gender mainstreaming in HIV 

national strategic frameworks where the gender dimensions are well documented provides 

further evidence of the lack of political will and capacity to ensure gender is meaningfully 

mainstreamed and that gender equality is prioritised.  

Menstruation 

Little is known about menstruation and contraception amongst HIV positive women
61

. 

Contraceptive preferences of HIV-infected women must be considered in efforts to 

integrate HIV and reproductive health services. In South Africa, contraception is often 

discontinued due to bleeding pattern changes. Laher (2010) found in a study in Soweto that 

that one third of women reported HIV-related menstrual changes, unchanged by 

antiretroviral use. Menstruation was believed to purge the body of "dirty blood." Women 

perceived that menstruation had a negative effect on male partner sexual desire, with 

concern about higher HIV transmission during menstruation. Ninety-six percent of injectable 

contraceptive users experienced amenorrhea, regarded as troublesome and a reason for 

discontinuation. They conclude that HIV diagnosis may accentuate linking menstruation 

with health, leading to avoidance or discontinuation of methods causing amenorrhea. 

Providers should intensify education on the safety of contraceptive-induced 

oligo/amenorrhea.61 

Cervical Cancer 

As noted a gaps that remains and needs to be explored is the increasing co-morbidities of 

cervical cancer and HIV infection amongst young girls. Recent efforts have been underway in 

a pilot project in KZN to partner with schools and begin HPV vaccination of young girls 

against cervical cancer. 
62

 Guidelines need to be scaled up to address screening in HIV 

positive women.
63

 Similarly recource to treatment of persons with cervical lesions needs to 

be programmed for. HIV positive women on ART are understood to develop cervical cancer 

lesions at a slower pace than those who are not on ART.
64

 

Sterilization 

Sterilization of HIV positive women to address concerns of cervical cancer treatment and 

also positive women’s fertility have been documented
65

,
66

 in South Africa and in the region. 

HIV positive women noted having to consent to sterilisation to access basic health services.  

With regard to consent, a person who is 18 and capable of consenting can be sterilised 

without the need for parental consent. Note: A person who is 18 or older but not capable of 

consenting due to mental illness can be sterilised with the consent of a parent, spouse, 

guardian or curator. Under 18: Note: Sterilisation may not be performed on a person under 

18 years unless failure to do so would jeopardise the child’s life or seriously impair his or her 
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health. A child under 18 who falls in the above category (i.e. non-sterilisation will be 

detrimental to his/her health) may be sterilised if consent is given by parents/guardian or 

any other person lawfully entitled to give consent for the sterilisation AND an independent 

medical practitioner has consulted with the child to be sterilised and has provided a written 

opinion to the effect that the sterilisation is in the best interest of that child. Note: Section 

129 of the Children’s Act is applicable – i.e. if the child is aged 12 and sufficiently mature, 

etc. The child’s consent is also required before a sterilisation can be performed on the child. 
67

 

Culture and traditional practices 

Most countries in the region have dual legal systems which result in women’s rights not 

being recognised when customary and constitutional laws are in contradiction, as customary 

laws takes precedence. Customary laws govern issues of marriage, divorce and inheritance 

within a patriarchal ideology which sees women as minors with limited decision-making and 

property rights. This has eroded women and girls’ capacity to assert sexual and reproductive 

choices, making it particularly difficult to negotiate safe sex with partners.
68

  Culture is not 

inscribed making it fluid and open to revision and abuse.  

The South African, Namibian and Malawi constitutions specifically give primacy to the 

Constitution over customary law. In Swaziland, it was only in 2006 that the new constitution 

raised women’s position in society from that of minors. Despite the provision of gender 

equality in the Constitution, there are a number of statues within Swazi law that contradict 

the Bill of Rights. These include the Married Persons Equality Bill and the Status of Children 

Bill. A recent high court decision granting married women the right to own property 

registered in their names is currently being contested by the government.68  

Within the SADC mapping research78 respondents raised concern at a number of cultural 

practices in the region that exacerbate gender inequality and the subordination of women. 

Examples of harmful cultural practices identified by research respondents included: 

• Lobola/ bride price which is seen to reduce a woman’s status within marriage 

• Forced marriages and early marriages which are usually a consequence of poverty. 

• Dry sex where substances such as herbs are inserted into the vagina on the 

assumption that this would enhance male sexual pleasure. Dry sex is regarded as 

extremely risky and makes HIV transmission more likely.  

• Widow inheritance where widow is taken as a wife by her deceased husbands 

brother or male relative.  

• Widow cleansing where a widow is required to have sex with a relative or other man 

to cleanse her of her husband’s death.  

• Young girls being initiated into puberty by sleeping with an older man or relative. 

• Multiple concurrent partnerships. It is acceptable for men to have more than one 

partner, but women generally do not or if they do are viewed negatively.  
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It is important to note that culture is dynamic with traditions and practices evolving and 

adapting over time and that addressing culture is not a once off event.68 Debates on culture 

and human rights and where these intersect and compete in relation to SRHR remain 

unresolved. South Africa attempts to walk this tight rope between culture and human rights 

by embracing aspects of various traditions and frameworks. There is legal provision for 

polygamous marriage and same sex marriage. Yet despite progressive legal protection for 

same sex relationships, repressive conditions remain in practice as lesbian women are often 

subject to violence and protect themselves through bisexual relationships.  

Circumcision, virginity testing and vaginal practices 

Medical Male circumcision (MMC) is being implemented as a method of HIV prevention. Recently 

there has been increasing publicity on the results of three African clinical trials in Kenya, Uganda and 

South Africa in which HIV negative men were circumcised. These trials were disbanded when 

preliminary results indicated that the circumcised men were up to 50 percent less likely to become 

HIV infected after sex with an HIV positive woman than the men who were not circumcised.  

The study lead to calls for circumcision programmes to be rolled out, especially in Africa and other 

resource-poor countries. Reducing the number of new infections among men would mean that 

fewer women would be exposed to HIV over time and this is something to celebrate. However, the 

International Community of Women with HIV/AIDS (ICW) members raised concerns about the way 

male circumcision is being promoted as HIV prevention and the possible impact on women’s SRHR, 

as well as on comprehensive approaches to HIV prevention. As happens all too often, how women fit 

into the story has been left hazy.
69

  

Respondents within the SADC mapping on HIV and SRHR noted the following concerns regarding 

MMC
78

: 

‘This is being implemented but there are reports that point to high risk behaviour in that people think 

or assume that they are not at risk any more. We need to push forward and strengthen prevention 

methods that have been proven effective’ Zimbabwe 

‘Once men are circumcised they think they are safe’ Zambia 

‘It is being promoted. The feedback is that boys are now ignoring condoms as they feel protected’ 

Swaziland 

‘We are doing advocacy around MMC but there is a fear to talk about issues like masturbation’ 

Zimbabwe 

With regard to consent, circumcision of a child 16 years or older can only be done if the 

child consented to the circumcision. Under 16: A boy under 16 can only be circumcised for 

religious purposes or medical reasons. Either both parents, or all guardians (if there’s more 

than one), have to consent to religious circumcision of a child under 16. A medical 

circumcision is regarded as a surgical procedure and the age of consent for that is 12. The 

parent must assist the child to consent. Note: The Act indicates that every male child has a 

right to refuse to be circumcised depending on his age, maturity and stage of 

development.
70

 Virginity testing for a child 16 years or older can only be done if the child 

consented to the testing. Virginity testing below this age is prohibited.
71
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Vaginal practices in sub-Saharan Africa may increase HIV transmission and have important 

implications for development of microbicides and future HIV prevention technologies. It 

remains unclear which women undertake vaginal practices and what factors predict 

prevalence, practice type and choice of products. Scorgie etal (2011)
72

detail six types of 

vaginal practices, which - despite their individual distinctiveness and diverse motivations - 

may be clustered into two broad groups: those undertaken for purposes of 'hygiene' (genital 

washing, douching and application) and those for 'sexual motivations' (application, 

insertion, ingestion and incisions). They found significant associations between 'hygiene' 

practices and media access, religiosity and transactional sex. 'Sexual' practices were 

associated with partner concurrency, religiosity and use of injectable hormonal 

contraceptives. They conclude that future interventions relating to vaginal practices as well 

as microbicides need to reflect this characterisation of practices as sexual- and/or hygiene-

related. 72 

HIV testing and disclosure for children 

At age 12 a child can consent to an HIV test. Under 12: If the child is mature enough to 

understand the benefits, risks and social implications of the test. For children under 12 who 

are not mature enough to consent: Parental or caregiver consent is needed.
73

 A child is able 

consent to disclosure of his/her HIV positive status at age 12. Under 12 if child is mature 

enough to understand the benefits, risks and social implications of such disclosure. Under 12 

and not mature enough: Parent or caregiver consent is needed. Note: Testing can only be 

done after the child has received counselling.
74

 

Sexual identity and sexual behaviour  

Sexual identity does not always determine sexual behaviour. Woman who identify as lesbian 

may also have sex with men, and not all women who have sex women (WSW) identify as 

lesbian or bisexual. Heterosexism and compulsory heterosexuality have a powerful impact 

on sexual identities and behaviour. For example, many people identity as heterosexual 

regardless of sexual behaviour, because of the extent to which same-sex identities are 

stigmatised, denied and demeaned. Likewise, women who identify as lesbian may still have 

sex with men because of societal pressure to conform to heterosexual norms. The use of 

‘corrective rape’ to ‘cure’ or punish lesbians can be seen as an extreme and brutal 

expression of compulsory heterosexuality. With the exception of South Africa, countries in 

southern Africa have criminalised same sex relationships.
75

 

Groups working with lesbian (OUT and Triangle Project) have documented case studies of 

HIV positive women who have never had sexual intercourse with men.
16

 While there is 

limited research available on HIV transmission, a Triangle policy brief reports a recent study, 

9% of a sample of black lesbians in Gauteng self-reported that they are HIV positive (Wells & 

Polders, 2006). The self-report HIV prevalence rate among a sample of lesbian and bisexual 

women in Kwa-Zulu Natal was also 9% (Wells, 2006).
75

 (No full reference could be found for 

the full Wells and Polders work). 

 

The ways in which lesbians and WSW may become infected with HIV are believed to be: 
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HIV is transmitted when blood (including menstrual blood), semen, vaginal fluids, or breast 

milk from someone with HIV enters the blood stream of another person; WSW can get in 

infected with HIV; by having unprotected sex with women; by having unprotected sex with 

men; By sharing injection drug equipment such as needles; by sharing sex toys without using 

a new condom for each user or without cleaning toys between users; by using unscreened 

semen for artificial insemination; through unprotected transactional sex with men; and  

through rape. 

 

Factors that make lesbians vulnerable to HIV infection are intersecting. The use of physical 

and sexual violence to communicate to women their place in the gender hierarchy is 

widespread in South Africa. Lesbians and gender non-conforming women are specifically 

targeted for rape as a form of punishment or under the guise that rape turns a lesbian into a 

‘real woman. Lesbian women may have sex with men for a variety of reasons, such as: 

economic necessity; for access to drugs; because of family or social pressure to conform to 

heterosexual norms, e.g. forced marriage; confusion about sexuality; sexual 

experimentation or desire for ‘protection’ in communities that are hostile to lesbianism. In 

the case of lesbians, sex with men is more likely to be unplanned, unexpected and/or 

transactional, and therefore more likely to be unprotected. Sexual and gender identities 

intersect with racial and economic inequalities. Black lesbians are therefore particularly 

vulnerable to HIV and its effects. Drug and alcohol abuse (including intravenous drug use) 

also has a major impact on risk and vulnerability to HIV.  
 

The exclusion of lesbians and WSW from HIV/AIDS discourses is itself a source of 

vulnerability for lesbians and WSW. This exclusion and silence has a led to: a denial of HIV 

risk among lesbians and WSW; an absence of funding for essential research; a lack of 

information and knowledge about women-to-women transmission and lesbian safer sex; the 

unavailability of appropriate safer-sex and prevention materials; the lack of appropriate and 

non-discriminatory health services; and the lack of HIV/AIDS prevention, treatment and care 

programmes that address the intersecting factors that make lesbians vulnerable to HIV 

infection. 75 

Mainstream: what works for Women 

The Open Society Institute (OSI), has published a useful review What works for women.
76

  

What Works was reviewed by more than 50 experts in the field and contains findings from 

evaluated interventions in 90 countries, with a focus on developing countries, and contains 

approximately 2,000 references to programming related to the continuum of HIV and AIDS. 

Searches were conducted for 2005-2009. 

This review has found a number of interventions in all aspects of HIV/AIDS programming 

that work for women or can be seen as promising; communication-related findings are 

highlighted below: 

Prevention for women: "...Male and female condoms, partner reduction, male circumcision 

and treating STIs [sexually transmitted infections] are all important components of 

prevention efforts. Prevention efforts are also strengthened by addressing factors such as 

gender norms, violence against women, income and education....Partner reduction, 
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particularly concurrent partnerships, can be effective in reducing transmission of HIV....STI 

counseling, diagnosis and treatment represent an important access point for women at high 

risk of HIV..." 

• Prevention for key affected populations: communication-centred elements outlined 

here are related to sex workers (e.g., comprehensive prevention programmes that 

include components such as peer education, medical services, and support groups; 

clinic-based interventions with outreach workers; policies that involve sex workers, 

brothel owners, and clients in development and implementation of condom use can 

increase condom use; and providing accessible, routine, high quality, voluntary, and 

confidential STI clinical services that include condom promotion); female injecting 

drug users (IDUs) and partners of male IDUs (e.g., peer education) and female 

prisoners and partners of male prisoners (e.g., harm reduction strategies such as 

education, peer distribution of clean needles, and condom provision). 

• Prevention for young people:  

o Encouraging behaviour change:  

� "Sex and HIV education with certain characteristics prior to the onset 

of sexual activity may be effective in preventing transmission of HIV 

by increasing the age at which girls first engage in sexual activity, and, 

for those who are sexually active, increasing condom use and 

reducing the number of sexual partners. 

� Training for teachers to conduct age-appropriate participatory 

sexuality and AIDS education can improve students' knowledge and 

skills. 

� Mass media and social marketing campaigns are modestly effective in 

persuading both female and male adolescents to change risky 

behaviors." 

� Communication between adults and young people about reproductive 

health information can increase protective behaviours. 

o Increasing access to services: providing clinic services that are youth friendly, 

conveniently located, affordable, confidential and non-judgmental can 

increase use of clinic reproductive health services, including voluntary 

counselling and testing (VCT), which can help women know their HIV 

infection status and increase their protective behaviours. Also, as noted here: 

providing VCT together with other health services can increase the number of 

people accessing VCT; mass media interventions can increase the numbers of 

individuals and couples accessing VCT; community outreach and mobilisation 

can increase uptake of VCT; and home testing, consented to by household 

members, can increase the number of people who learn their serostatus. 

• Treatment 

• Meeting the sexual and reproductive health (SRH) needs of women living with HIV - 

e.g., promoting contraceptives and family planning counselling as part of routine HIV 

services (and vice versa), providing information and skills-building support to HIV-

positive people, and crafting interventions to support disclosure so as to increase 

condom use in discordant couples. 

• Safe motherhood and prevention of vertical transmission: Communication-related 

strategies include: Informed and appropriate counselling during antenatal care can 
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lead to increased discussion between partners and increased protective behaviours 

such as condom use; and involving partners, with women's consent, can result in 

increased testing and disclosure. 

• Preventing, detecting, and treating critical co-infections (tuberculosis (TB), malaria, 

etc.) 

• Strengthening the enabling environment:  

o Transforming gender norms: training, peer and partner discussions, and 

community-based education; and mass media campaigns concerning gender 

equality as part of comprehensive and integrated services; 

o Addressing violence against women: community-based participatory learning 

approaches involving men and women; establishing comprehensive post-

rape care protocols; microfinance programmes. 

o Transforming legal norms to empower women, including marriage, 

inheritance, and property rights. 

o Promoting women's employment, income, and livelihood opportunities. 

o Advancing education. 

• Reducing stigma and discrimination: community-based interventions that provide 

accurate information about HIV transmission; and training for providers. 

• Care and support:  

1. Women and girls: Continued counselling (either group or individual) for those 

who are HIV-positive and those who are caregivers "can relieve psychological 

distress. Peer support groups can be highly beneficial to women living with 

HIV." 

2. Orphans and vulnerable children: one strategy highlighted here is that 

psychological counselling and mentoring for orphans and vulnerable children 

improves their psychological well-being. 

3. Structuring health services to meet women's needs. Ideas outlined here 

include: integrating HIV testing and services with family planning, maternal 

health care, or within primary care facilities; promoting contraceptives and 

family planning as part of routine HIV services (and vice versa); providing VCT 

together with other health services; scaling up prevention of mother-to-child 

transmission (PMTCT) programmes; scaling up clinic-based interventions with 

outreach workers; providing accessible, routine, high quality, voluntary, and 

confidential STI clinical services that include condom promotion; facilitating 

home testing, with the consent of household members; training providers to 

reduce discrimination against people with HIV/AIDS; establishing 

comprehensive post-rape care protocols; providing clinic services that are 

youth-friendly, conveniently located, affordable, confidential, and non-

judgmental. 

"Overall, the review demonstrates that while there is significant evidence for what works, 

there are still many programming gaps related to women and girls for which no effective 

evaluated interventions were found. In addition, many studies still do not include sex-

disaggregated data to begin the process of addressing the specific needs of women and 

girls. Structural interventions to improve the enabling environment, such as transforming 

gender norms and legal reform, are clearly critical but are more difficult to correlate with 
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HIV outcomes. Evidence-based interventions that have been shown to work must be scaled 

up with clear understanding of local epidemical and gender contexts." 
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Gaps, challenges and controversial issues  

Social isolation and economic marginalisation of young women and girls in southern Africa 

and poor sexual and reproductive health and rights (SRHR) outcomes have been articulated 

consistently in various fora. The International Conference on Population and Development 

(ICPD) (1994) held in Cairo noted how the development imperatives such as safe public 

transport, access to housing, education and economic opportunities impact on the social 

determinants of sexual and reproductive health and rights. The programme highlighted 

achieving gender equality and moved from a programme of population control to that of 

choices and opportunities. The barriers posed by social and cultural constraints have also 

been noted in reforming the development sector to incorporate rights based approaches.  

Legal and policy frameworks which make provision for the progressive realisation of sexual 

and reproductive health and rights include Millennium Development Goals (MDGs), the 

ICPD Conference, the Maputo Plan of Action, the Beijing Declaration, Convention on the 

Elimination of All Forms of Discrimination against Women (CEDAW), African Commission on 

Human and People’s Rights, the Southern African Development Community (SADC) 

Declaration on Gender and Development and the African Charter on the Rights of Women. 

Guided by international instruments, most states in the region have national policies on 

SRHR. In Zambia the National Population Policy was launched in 2008. It aimed to improve 

maternal and child health, as well as improve access to contraception. Following the ICPD in 

1994, Swaziland launched the National Population Council in 1998. A national population 

policy and a reproductive health programme were formulated. The South African 

Department of Health in partnership with Health Policy Initiative (HPI) are engaged in a 

consultative process to develop an SHRH implementation strategy framework which is due 

to be launched in June 2011. 

Despite the numerous legal and policy frameworks, the intersection of poverty, gender 

inequality, HIV and AIDS, harmful cultural practices and other factors continue to undermine 

girls’ access to supportive and comprehensive SRHR in southern Africa. Sixteen years since 

the ICPD little has changed. The social determinants of health have not improved, health 

indicators note increasing maternal mortality and morbidity and there are limited changes 

in the material conditions that make young girls and women vulnerable.78 

Hampshire etal (2011)
77

 report young people's daily mobility in sub-Saharan Africa remains 

largely invisible and under-researched.  Drawing on qualitative and quantitative data from 

the Child Mobility Project in South Africa, they explore how young people's daily journeys 

(to school and other places) shape, and are shaped by, the possibility of sexual encounters. 

Young women are seen to be at risk of sexual violence as they travel around their 

neighbourhoods and fears of sexual violence and transgressive relationships lead to controls 

over their mobility, with potentially negative consequences for education and social 

opportunities. However, mobility can also present opportunities for welcomed sexual 
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encounters and experimentation, which are seen as part of growing up. They discuss the 

implications for young women's ability to negotiate safe routes to adulthood. 

The Ford Foundation via the Southern Africa HIV and AIDS Information Dissemination 

Services (SAfAIDS) engaged in a process of a preliminary mapping of the SRHR situation of 

young women and girls in SADC with a view to informing future more in-depth 

interventions. This took place through a literature review and key informant interviews of 

twenty five government representatives, UN agencies, civil society organisations and 

donors
78

. The following summary of this process is illustrative in relation to exploring gaps, 

challenges and controversial issues – or holy cows.   

A number of vulnerabilities were reported as fuelling a context which makes provision the 

violation of women and girls sexual and reproductive health and rights. These include:  

Gender inequality; culture and traditional practices, Poverty and limited resilience; political 

instability; violence and marital rape, Poor SRHR Education and information; legal provision 

and access to justice, Access to a continuum of SRHR services – integration of HIV and AIDS; 

complexity of medical male circumcision and Teen pregnancy and limited access to abortion 

and limited services to address sexual identity and sexual behaviour 

 

Some successful approaches and responses were identified and these were argued to be 

:Human rights based approach; advocating for protective legal frameworks and political 

commitment ; creating safe, non judgmental spaces; creative participatory approaches and 

methodologies, youth participation and empowerment; utilising schools as sites to access 

girls and boys; youth friendly one-stop service centres; peer programming , holistic 

approach to economic empowerment; creating a vision for the future; and multi-sectoral 

partnerships and multi-stakeholder participation, male involvement to address women and 

girls vulnerability; and moving from ABC to comprehensive sexuality education  

A number of key content area gaps were highlighted as needing specific attention as they 

are marginalized or not prioritized particularly in the context of HIV and AIDS. Of note was 

the concern that mainstream bilateral funders would ditch these areas if conservative 

governments return to power and also that even within SRHR groups these areas of 

generally not thought of or viewed as not essential. Fertility planning is not well provided for 

and has been viewed as controversial, there are also concerns regarding coerced 

contraception provision and sterilization in HIV positive women. This is an area for policy 

work and also advocacy with health workers including nurses. Cervical cancer and 

reproductive tuberculosis are difficult to diagnose and treat and are associated with HIV and 

AIDS. While there are current efforts to popularize HPV vaccination it is expensive. Cervical 

cancer screening is becoming more available, yet there is limited recourse to clients with 

positive lesions once positively diagnosed as there are vast waiting lists and limited radiation 

facilities. Abortion is only legally available in South Africa, yet those with resources from the 

region travel to access services in border towns and internet medical abortion options are 



Literature review on sexual and reproductive rights and health – Soul City – Marion Stevens 

 

53 | P a g e  

 

becoming available. There is a need to improve quality and access to services and to explore 

safe medical abortion regional online options. Violence against women remains an area for 

further work in particular with health workers and the plight of lesbian women who are 

subjected to hate crimes needs to be elevated in the response of LGBTI groups who tend to 

favour addressing MSM work. 

Addressing sexual health, rights and pleasure is not often included in work and so much of 

the focus on SRHR is addressing burdens and prevention. There is a need to reclaim positive 

sexuality spaces that are affirming and appealing as opposed to limited and curtailing. 

Research has shown that work on sexuality does not lead to promiscuity but makes 

provision for wise and healthy sexuality. 

And lastly areas of mental health including depression; anxiety and addiction are not well 

supported not provided for. Given the trauma in the region, post and during times of 

conflict our societies are not mentally health and have not had spaces to readdress abuses 

and losses. This leads to communities who are depressed and anxious which has links with 

gender based violence and addictive behaviours.  

Gaps which remain challenges to provide consistent support for include a variety of content 

areas and also processes. Areas mentioned include content areas of work which are 

sensitive and are difficult to harness partners and referred to as ‘sacred cows’ namely  sex 

work, abortion, LGBTI. A process issue that was noted as a challenge is the constancy and 

sustainability of responses for the long term implementation of projects and programmes. 

Younger girls aged between 10-15 were identified as particularly vulnerable as they fall 

below the age of legal consent; yet many are sexually active and it was also noted that few 

programmes are targeting parents and caregivers. A general weakness was noted in the 

skills and capacity area of sexual and reproductive health and rights where analytical 

capacity and activism is weak. Many interviewed noted their own challenges within 

organisations to continue developing this capacity in particular as it is a complex area to 

work in and there are many more jobs in the dominant HIV sector.  

Related to this is the limited understanding of international and regional instruments in 

legal and policy frameworks. SRHR and HIV interventions are mostly conceptualized 

separately and activities implemented in silos, or the SRHR part of the intervention de-

prioritized. Women’s leadership is tenuous and needs to be supported whereas there is a 

predominance of churches and religious organisations who are generally moralistic and 

conservative.  

A number of strategies were suggested and these include: 

 

1. Provision of capacity 

a. Creation of Spaces to address sacred cows 
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Physical dialogues and sharing of work 

 Intergenerational and peer mentoring (capacity of young women) 

Hosting and sponsoring of satellite meetings at major conferences 

Online spaces developed to rights and SRHR eg previous 60% list 

b. Listening  

 

Facilitate participatory training   

Enabling skills to refining arguments 

Tolerance of discussion and debate 

Address gaps between SRHR and HIV activists 

c. Skills development in SRHR 

Beyond definitions to understanding of grounded application 

Provide awareness so as to enable engagement with linkages 

d. Leadership 

Address predominant cultures of working; explore boundaries setting 

Enable development of self care planning; addressing burnout eg. Feminist toolkit 

Incorporate cycles of planning which including - reflection, learning, accountability 

2. Sustain partnerships 

a. Explore linkages between alliances – political and strategic alliances – lesbian 

and abortion rights; 

b. Encourage  Networking and sharing of resources for advocacy (UNGASS), 

masculinities work; and  positive women 

c. Explore long term projects 

3. Donors 

a. Facilitate sharing of projects funded on SRHR 

b. Consider better coordination  communication and accountability mechanisms 

  

4. Policy and Research 

a) Support activities to promote laws and policies that enable Sexual and Reproductive 

Health and Rights and access to justice;    

b) Monitoring and response to legal challenges (abortion, violence [intimate partner 

violence, sexual assault] and sexual orientation) 
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c) Develop sustained capacity to respond to the right   

 5. Address Gaps in SRHR implementation response 

a) Fertility planning: contraception access and side effects; coerced sterilization  

b) Abortion – quality and access; medical abortion regional online options  

c) Cervical cancer; reproductive TB;  

d) Violence against women; lesbian health 

e) Sexual health, rights and pleasure 

f) Mental health: depression; anxiety and addiction78  
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Summary  - suggested focal areas and messaging 

 

Area Suggested messaging 

Adolescent sexuality Sanitary ware and contraception available 

Healthy menstruation and vaginal practices 

Urinary testing kits in schools 

 

Comprehensive sexuality education Teach teachers 

Utilise UNESCO and Pop Council curricula 

from age 5  

Abortion Understand legal provisions 

Difference between medical and surgical 

provision 

Encourage good health worker attitudes and 

support from management 

Teenage Pregnancy Keep pregnant girls in school and allow to 

return to school as soon as possible 

Link to issues of safe transport and poverty 

Note role of fathers – teenagers do not get 

pregnant alone – surface who the fathers are 

HIV prevention Note intersectionality and continuum of 

issues 

Surface female condoms 

Address sexual negotiation, myths, gender 

roles 

Explore fertility planning  
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Stakeholders and actors 

Area Stakeholder Contact details 

Adolescent Sexuality Naomi Line – Ibis 

Reproductive Health 

Nokuthula Present – UNICEF 

 

Abortion Karen Truman –IPAS 

Marijke Alblas – provider 

 

Children Joan Van Niekerk Manager, Training and 

Advocacy 

Childline South Africa 

Tel: +27 31 2079108 

Cellular Number: +27 

833038322 

Fax Number: +27865192648 

email address: 

joanvn@childlinesa.org.za  

or joanvn@iafrica.com  

 

 

SRHR UNFPA Gerrit Maritz  

Transgender issues Gender DynamiX  

Sex work SWEAT 

African Sex worker Alliance 

 

 

Lesbian Health Delene Van Dyk 

Triangle 

Coalition of African Lesbians 

 

 

HIV and abortion Maria De Bryn IPAS  

Government policy 

SRHR health 

Adolescent Health - NDOE 

 

 

Justice 

 

Eddie Mhlanga 

Hleki Mbunda, Faith 

Khumalo 

 

Sphiwe Ntombela 

 

Adolescent health  UNICEF – Nokuthula Present  

Women’s Health WHRU  

Reproductive Health and HIV MATCH 

RHRU – new name 

 

Cervical cancer Louise Kuhn 

Lynette Denny 

Carol Thomas 

 

Vaginal Practices Fiona Scorgie  

 

 

  


