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ABSTRACT 

 

Background: There is a global recognition that prioritising the sexual and reproductive health of 

adolescents is essential for their well-being and future. Access to contraception information and 

services is essential in preventing unplanned pregnancies and sexually transmitted infections. 

Accordingly, with the advent of a democratic South Africa, new policies were introduced to 

promote the sexual and reproductive health of young people. However, there is limited research 

on how these policies are implemented to ensure the provision of contraception to young people. 

The aim of this thesis was to assess how contraception and sexually transmitted infection (STI) 

prevention methods are provided to youth in the Western Cape public health sector.   

 

Methods: We used an exploratory, descriptive approach within the qualitative domain of research 

in this thesis. This study was conducted in an urban and rural district of the Western Cape province 

in South Africa. Using purposive sampling, we recruited primary healthcare and school health 

practitioners with experience in implementing adolescent sexual and reproductive health 

interventions in South Africa.  

 

This thesis comprises four sub-studies, each focusing on different aspects of providing 

contraception to adolescents in South Africa. Due to the nature of this research, we applied 

multimethod qualitative data collection and analysis techniques. The first sub-study (Chapter 3, 

Article 1) involved a policy document analysis to understand how national policies address 

contraception for adolescents. The sub-study was conducted by drawing insights from established 

international frameworks from the World Health Organization, the United Nations Population 

Fund, and the United States Agency for International Development. Braun and Clarkeôs thematic 

analysis model guided the analysis of data in sub-studies 2 through 4. The second sub-study 

(Chapter 4, Article 2) explored the enablers and barriers to providing contraception to adolescents 

through interviews with twenty-nine healthcare practitioners. The third sub-study (Chapter 5, 

Article 3) explored the factors influencing adolescents' access to contraceptive methods and 

included interviews with twenty-four healthcare providers. The fourth sub-study (Chapter 6, 

Article 4) entailed interviews with forty-nine school health practitioners. This sub-study explored 
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the perspectives of teachers, care and support assistants, and care and support officers on providing 

contraception to adolescents. Each sub-study is presented as a separate article.  

 

Results: Participants reported that the approachability of contraception services was influenced 

by knowledge of policy guidelines and services. We found that South Africaôs SRH policies 

broadly address the provision of contraception by following international guidelines. However, 

existing policy gaps could hinder their effective implementation. For example, policies and 

programmes primarily focus on providing contraception to adolescent girls, indirectly placing the 

responsibility of contraception on girls and women. Participants discussed the importance of 

having access to accurate information about contraception and being knowledgeable about relevant 

sexual and reproductive health policies. Socio-cultural norms, training for policy implementers, 

community-level denialism and misconceptions and rapport informed the acceptability of service 

provision. Sexual and reproductive health services include the home environment with poor 

parental support, community stigma, misconceptions about the risks of using contraceptive 

methods, and health service challenges. Strengthened parental involvement and the presence of 

nurses in schools were put forward as areas that could improve the quality of providing 

contraceptive services. The availability of contraceptive methods, time and adolescent-friendly 

clinics influenced adequacy. Participants reported seasonal stock-outs of contraceptive methods, 

particularly during the coronavirus pandemic, and time constraints due to scheduling of adolescent 

appointments after school hours. However, they also highlighted the presence of adolescent and 

youth-friendly clinics that offer convenient and timely services. Lastly, the quality of services was 

reportedly compromised by poor infrastructure in rural and remote areas and a lack of privacy.  

 

Conclusion: This thesis offers valuable insights into the relationship between policy and practice 

for policymakers, decision-makers, nurses and teachers from the Departments of Education and 

Health and users of contraceptives. Exploring the perspectives of school and health practitioners 

is crucial for understanding policy and health system challenges. This study reveals that various 

factors, including awareness about contraception policies and services, social environment, and 

health system challenges, influence adolescents' ability to access contraception. These findings 

demonstrate the critical need to involve policy implementers and users in the development of 
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health policy. This engagement is essential for effectively addressing unintended pregnancies, 

promoting sexual and reproductive health, and enhancing contraception services for adolescents. 
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PREFACE 

 

This thesis comprises introductory chapters (chapters 1 and 2), four original scientific 

contributions or articles (chapters 3-6), and a concluding chapter (chapter 7). Chapter 3 is 

published in the African Journal of Primary Health Care and Family Medicine. Chapter 4 is 

currently under review at the Journal of Community Systems for Health. Chapter 5 is published in 

the African Journal of Primary Health Care and Family Medicine. Chapter 6 is published in the 

Contraception and Reproductive Medicine Journal. 

 

For this thesis, each article (Chapters 3-6) is co-authored, and I am the lead author. Details of 

specific contributions are provided in the preface to chapters 3-6. Overall, I worked with my 

supervisor, Prof. Olagoke Akintola, and co-supervisor, Dr Gbotemi Bukola Babatunde, to co-

author chapters 3 and 6. Additionally, I worked with my supervisor, co-supervisor, and Dr Solange 

Mianda to co-author chapters 4 and 5.  

 

I conceived and designed each chapter with guidance from my supervisor and my co-supervisor. I 

conducted all data collection and worked with two research assistants to transcribe the interviews. 

I was responsible for analysing the data for the chapters and writing all the chapters with input 

from all the co-authors. Each co-author provided comments and suggestions that I integrated into 

the revisions of the four scientific papers or chapters 3-6. 
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CHAPTER 1: INTRODUCTION  

 

1.1 Chapter Overview  

 

This first chapter presents an overview of the thesis. I begin by highlighting the importance of 

sexual and reproductive health (SRH), more specifically, contraception, for young people. This is 

followed by the role of policy (guidelines) and the importance of policy and implementation.   

 

This chapter not only articulates the problem statement and rationale for my research but also 

underlines the importance of these aspects. Thereafter, I outline the research questions that guided 

this research. Next, I describe the study setting, aims, and objectives of the research, all of which 

are crucial to understanding the context and purpose of the study. The chapter concludes by 

presenting an outline of the structure of the remaining chapters of this thesis, including the four 

articles embedded in the thesis, thus providing the reader with a clear roadmap of the study. 

 

1.2 Background 

 

On a global scale, the significance of universal access to sexual and reproductive health is widely 

acknowledged. In 1994, at the International Conference on Population and Development (ICPD) 

held in Cairo, governments were strongly urged to provide young people with accessible and 

affordable SRH services (United Nations, 2015). This call to action and commitment was further 

reaffirmed at the 1995 Fourth World Conference on Women in Beijing, culminating in the 

Declaration and Programme of Action (United Nations, 2015). In the wake of the 2015 United 

Nations General Assembly, countries have been diligently working towards achieving universal 

access to SRH services by 2030, as outlined by Sustainable Development Goal (SDG) 3 (United 

Nations, 2015).  

 

Sexual and reproductive health, as defined by the World Health Organization (WHO), entails a 

comprehensive approach to enhancing maternal and newborn health and providing quality 

obstetric and antenatal care. This involves eradicating unsafe abortion, testing and treating sexually 

transmitted infections (STIs), and averting reproductive tract infections, cervical cancer, and other 

pregnancy-related morbidities (WHO, 2014). Further, SRH services include providing high-
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quality contraception services, including health education, counselling, contraceptive methods, 

and advocacy (WHO, 2021). In this thesis, the focus is on the provision of contraception among 

young people.  

 

There are several reasons why the SRH of young people should be prioritised. Those aged 10ï19 

represent approximately 6% of the worldôs population (United Nations, 2020). Over 641 million 

young adolescents aged between 10 and 14 represent 8% of the global population (United Nations 

Childrenôs Fund (UNICEF), 2022). In addition, some health problems experienced during 

adulthood frequently begin during adolescence (United Nations, 2020; World Health 

Organization, 2017). Sexual activity is prevalent among adolescents and young adults (Jonas et 

al., 2020). Many of them engage in sexual activity at a young age, with some even beginning at 

13 years old (UNICEF, 2022; WHO, 2012). In the United States, two-thirds of 18-year-olds have 

had sex (Jonas et al., 2020). Studies show that by the age of 25 years, more than 90% of individuals 

would have engaged in sexual activity (Cooper et al., 2016; Jonas et al., 2020; Ward et al., 2021). 

However, engaging in unsafe sexual activity could lead to sexual health issues. An early sexual 

debut is indicative of a higher likelihood of engaging in risky behaviour later in life (UNICEF, 

2022). Across the globe, it has been found that people who engage in unprotected sexual activity 

are at increased risk for unintended pregnancy and STIs.  

 

While adolescents are often considered a healthy group, research shows that many die prematurely 

(Neal et al., 2016; Ward et al., 2021). Some of the major causes of death for adolescents are 

pregnancy-related complications and illnesses that are either preventable or treatable. Early 

pregnancy and STIs threaten the health of adolescents more than any other age group (Azzopardi 

et al., 2019; Neal et al., 2012; 2016; Radovich et al., 2018). High fertility and poverty (or limited 

resources) can also lead to health, economic and sociodemographic problems (United Nations, 

2020; UNICEF, 2022). This has negative socio-economic ramifications for adolescent girls when 

compared to their peers who delay childbearing (McClinton Appollis et al., 2022 ).  

 

Indicators used to track progress show that despite interventions, Sub-Saharan Africa lags behind 

the rest of the world in achieving the SDGs. For example, one of the measures for SDG 3 is the 

adolescent birth rate (among 10ï14-year-olds and 15ï19-year-olds) per 1 000 women in that age 
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group (UN, 2015). The global rate is 44 births per 1 000 adolescent females aged 15 to 19 (United 

Nations, 2018). The highest rate (101 births/1 000 adolescent girls) is found in Sub-Saharan Africa 

(United Nations, 2018). With the age of sexual debut and childbearing starting quite early in Sub-

Saharan Africa, it is imperative to explore adolescent sexual and reproductive health (ASRH) to 

know, understand and address critical gaps. 

 

Sub-Saharan Africa has the highest proportion (32%) of young people aged 10ï24 (United 

Nations,2020). The contraceptive prevalence rate of modern methods among young women in 

relationships increased from 14.7% in 2000 to 27.9% in 2019 in the African region (World Health 

Organization, 2020). However, only 52% of women in this group have access to the contraception 

they need (World Health Organization, 2020). South Africa, for instance, has a relatively young 

population, with approximately 21 million young people making up almost a third of the 

population (Statistics South Africa, 2022). The 15ï19-year-old cohort comprises approximately 

4.66 million people, and approximately 31% of them have an unmet need for contraception 

(Government of the Republic of South Africa, 2019; Jonas et al., 2020). 

 

As a mechanism to reduce this burden, the WHO develops policy guidelines, norms, and standards 

on SRH to help countries promote universal coverage (WHO, 2012; 2014). These guidelines serve 

as a valuable tool for shaping national policies and initiatives that contribute towards achieving 

development goals. Health policies are deliberate actions to strengthen health systems and improve 

performance (Gilson, 2012). National laws and policies shape SRH service provision (WHO, 

2012). In line with this, the South African government has pioneered several policy documents 

highlighting the importance of SRH. These include policy guidelines about the free provision of 

various types of contraceptives at public health facilities (Department of Health, 2020), the 

development of the Integrated School Health Policy (Departments of Health and Basic Education, 

2012), the National Contraception Clinical Guidelines (Department of Health, 2019), the National 

Adolescent and Youth Health Policy (Department of Health, 2017), and the Policy on the 

prevention and management of learner pregnancy in schools (Department of Basic Education, 

2021b). 
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Of importance is that these policy documents highlight the importance of implementing a single 

point-of-service delivery model at a PHC level, ensuring easy access to health services, 

strengthening the referral system, particularly for school-going learners who need to go to a health 

facility; and providing a comprehensive service that addresses the holistic SRH needs of young 

people (Department of Health, 2017). Further, the policy documents and guidelines address 

broader youth SRH issues, including the prevention and planning of pregnancy, particularly within 

the context of high Human Immunodeficiency Virus (HIV) infection rates in South Africa, as 

discussed in detail in Chapter 3. However, while South Africa has some of the worldôs best policies 

and, more specifically, SRH policies, it experiences challenges in terms of implementation 

(Cooper et al., 2016; Davids et al., 2020).  

 

Research on the extent to which the SRH policies have been implemented is scant in South Africa. 

When governments set out to deliver a set of public services, they must rely upon sets of agents or 

actors for implementation (Lane, 2013). In this case, healthcare providers such as nurses are 

critical. However, the health sector cannot work alone, considering that adolescents are of school-

going age (Department of Basic Education, 2021a). Hence, it is also crucial to interact with school 

health practitioners, such as school management team members (SMTs), educators, and care and 

support assistants (CSAs).  

 

1.3 Problem Statement 

 

There should be a clear connection between health policies and the provision of contraception to 

ensure effective implementation. For example, Chavula et al. (2023) emphasise the importance of 

well-designed and fully integrated policies for effective implementation. However, there is little 

research on the relationship between the provision of contraception and STI prevention methods 

and policy. Additionally, stakeholder involvement in policy is vital for successful implementation 

(Chavula et al., 2023; Gilson, 2012). When these policies are executed properly, both users 

(adolescents) and implementers (healthcare providers and school health practitioners) understand 

the policies, know how and where to access contraception, and can deliver services in a way that 

addresses the needs of users. Effective policy implementation also makes it easier to identify 
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challenges and explore opportunities for improving healthcare delivery (Hudson, Hunter and 

Peckham, 2019). 

 

Existing research and South African policy documents make little reference to implementing SRH 

policies for adolescents or young people. Much has been written about the prevalence and 

determinants of adolescent pregnancy (Kassa et al., 2018), the perspectives of adolescent girls 

(Atuhaire et al., 2021; Kawuma et al., 2023; Tabane and Peu, 2015) and women (Fataar, 

Zweigenthal and Harries, 2022; Jonas et al., 2022), and the views of healthcare providers and 

community workers (Kriel et al., 2021; 2023; Malapela, Mboweni and Risenga, 2024; Politi et al., 

2016) about SRH in urban areas. However, there is little research that explores the provision of 

contraception to adolescents from the perspectives of various healthcare providers and school 

health practitioners. Further, unlike other studies that explored SRH in the Western Cape province 

(Fataar et al., 2022; Jonas et al., 2018), this research was conducted in both urban and rural 

districts. Understanding these perspectives and exploring how they can be integrated or captured 

in SRH policies and services may help strengthen SRH knowledge among adolescents and 

potentially reduce exposure to STIs and unplanned pregnancies.  

 

This research explores the provision of contraception and STI prevention methods to young people 

within the public sector (in the Western Cape province). This is discussed further in Chapters 3ï6 

for each research objective.  

 

1.4 Significance of the Study  

 

The results of this research could influence how SRH policies are developed and implemented. 

The findings would provide expertise and a deeper understanding from the perspective of 

healthcare providers and school health practitioners in the public sector who provide SRH 

interventions to young people under 20. Further, evidence from this research would contribute to 

knowledge regarding translating South African SRH policies into practice. The information 

generated by this study could contribute to strengthening and improving the implementation of 

youth-orientated SRH policy from the policy level to the service delivery level, focusing mainly 

on providing public health sector contraception and STI-related services for South African youth.  
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This study is crucial for obtaining a deeper understanding of the extent to which SRH policies 

targeted at young people are currently being implemented. This could inform the nature and 

approach that interventions adopt to strengthen SRH service access and the use of contraception 

methods and services among young people in the public health sector. Further, the results from 

this study could contribute to strengthening policy implementation to improve contraception and 

STI-related service provision for young people (in South Africa).  

 

1.5 Study Setting 

 

South Africa is a middle-income country with nine provinces and 257 municipalities (eight 

metropolitan, 44 districts, and 205 local) (Government of the Republic of South Africa, 2019). The 

National Department of Health sets policies and frameworks, and the provincial departments are 

responsible for healthcare delivery.  

 

 

Figure 1.1: Map of South Africa showing the Western Cape province1  

 
1 Source: TUBS - This vector image includes elements that have been taken or adapted from this file: CC BY-SA 3.0, 

https://commons.wikimedia.org/w/index.php?curid=17455776.  
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This research was undertaken in the Western Cape province, as shown in Figure 1.1. The Western 

Cape province has an estimated population of 7.4 million and is the third-largest province 

(Statistics South Africa, 2022a; b). Of the nine provinces, the Western Cape had the highest 

prevalence rate of contraception among sexually active women (National Department of Health 

(NdoH) et al., 2019). However, there has been a decrease in contraceptive usage in the province 

over the years. The contraceptive prevalence rate was 73.7% in 1998, fell to 63.4% in 2003, and 

declined to 62.7% in 2016 (Government of the Republic of South Africa, 2019; NDoH et al., 2019). 

The data also show that 40% of young women aged between 15 and 19 years of age were not using 

any form of contraceptive method (NDoH et al., 2019). 

 

The research was conducted in two different municipalitiesðthe City of Cape Town Metropolitan 

Municipality and the West Coast district. The City of Cape Town Metropolitan Municipality is an 

urban area comprising about 66% of the Western Capeôs population (Western Cape Government, 

2021). Khayelitsha/Eastern, Northern/Tygerberg, Western/Southern, and Klipfontein/Mitchells 

Plain are the health subdistricts in the City of Cape Town Metropolitan Municipality (Massyn et 

al., 2020; Western Cape Government, 2022). The West Coast district is a rural area comprising 

about 7% of the provinceôs population (Western Cape Government, 2021b). The West Coast 

district has five health subdistricts: Swartland, Bergrivier, Matzikama, Cederberg and Saldanha 

Bay (Massyn et al., 2020; Western Cape Government, 2022).  

 

The Western Cape province has two public health authorities: the provincial government 

(provincial Department of Health) and the local government (City Health). All health subdistricts 

are under the authority of the provincial Department of Health. However, the Metropolitan 

Municipality's primary healthcare (PHC) system is under the authority of both the provincial 

Department of Health and City Health. Thus, the provincial Department of Health operates 

Community Health Centres, Community Day Centres, and some PHC clinics, while City Health 

operates most of the clinics in the Metro (Western Cape Government, 2022).  

 

 
 



 

8 
 

1.6 Research Design 

 

This research utilised an exploratory, descriptive qualitative research design. According to 

Merriam and Tisdell (2016, p.15), the overall purpose of qualitative research is to achieve an 

understanding of how people interpret their experiences, how they construct their worlds, and what 

meaning they attribute to their experiences. Qualitative research that is exploratory in nature is 

conducted to yield new insights into a topic or phenomenon (Babbie and Mouton, 2016, p.80). 

Descriptive research provides a detailed picture of the issue under study (Tolley, Ulin, Mack, 

Robinson and Succop, 2016, p.49). Further, descriptive research provides information about a 

population, health system or other phenomenon without evaluation, prediction or intervention 

(Tolley et al., 2016, p.80).  

 

This research was conducted in three phases (Figure 1.2). The first phase involved analysing policy 

documents. The second phase involved qualitative research with healthcare managers and primary 

healthcare nurses. The third phase comprised qualitative research with school health practitioners. 

 

In this research, we utilised multiple methods of data collection and analysis. Figure 1.2 is a 

graphic illustration of the research design steps undertaken in the study. 
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Phase 1: Policy Document Analysis (Chapter 3/Article  1) 

 

Phase 2: Qualitative Research (Chapter 4/Article  2) 

        

 

 

 

 

 

Phase 2: Qualitative Research (Chapter 5/Article  3)  

 

 

 

 

 

 

Phase 3: Qualitative Research (Chapter 6/Article  4) 

 

 

 

 

 

  

THESIS FINDINGS        DISCUSSION 

 

 

      

Figure 1.2: Thesis research design 

 

1.7 Research Aims, Objectives and Questions 

 

1.7.1 Research aims 

This research sought to explore how SRH policies on contraception and STI prevention are 

implemented or translated into practice in the public sector using a multimethod qualitative 

research approach. Further, this research sought to identify and analyse policy documents related 

to contraception for young people aged between 10 and 19 years. In addition, this research sought 

Data collection:  

 

*Semi-structured interviews with senior 

managers and primary healthcare nurses 

 

Data collection:  

*Semi-structured interviews with school health 

education practitioners 

Synthesis of key results 

 

Integration and interpretation of 

key results 

Qualitative data analysis:  

*Interview recordings   

*Individual transcripts from interviews 

*Development of thematic areas 

*Study results 

Qualitative data analysis:  

*Interview recordings   

*Individual transcripts from interviews 

*Development of thematic areas 

*Study results 

 

Data collection:  

  

*Semi-structured interviews with healthcare 

providers 

Qualitative data analysis:  

*Interview recordings   

*Individual transcripts from interviews 

*Development of thematic areas 

*Study results 
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to gain insights about the provision of contraceptives and STI prevention methods to adolescents 

from healthcare managers and primary healthcare nurses. 

 

1.7.2 Research objectives  

The objectives of this research were: 

 

a) To conduct a policy document analysis of South African policies on SRH with a focus on 

contraception and adolescents.  

b) To explore the perspectives of healthcare managers and nurses about the provision of 

contraception to adolescents in PHC clinics.   

c) To explore the factors that influence adolescentsô access to contraceptives and STI prevention 

methods.  

d) To explore the perspectives of school health practitioners on the provision of contraception to 

school-going adolescents. 

 

1.7.3 Research questions 

The primary research question is: How are South African policies on adolescent contraception 

translated into practice in the public health sector? 

 

The research attempts to answer the following questions: 

a) How do South African policies address the provision of contraception among adolescents? 

b) What are the views and experiences of PHC practitioners about providing contraception to 

adolescents in PHC clinics? 

c) What factors influence access to contraceptives and STI prevention methods among 

adolescents? 

d) What are the perspectives of school health practitioners about the provision of contraception 

to adolescents?  
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1.8 Outline of the Thesis 

 

Chapter 1: Introduction  

The chapter introduces the thesis and some key concepts used in the research. 

 

Chapter 2: Literature Review and Conceptual Framework  

The chapter entails a literature review and presentation of a conceptual framework defining and 

situating the provision of contraception to adolescents. 

 

Chapters 3-6: Results 

This research is a collection of four articles contributing to the thesis objectives. Thus, Chapters 

3ï6 outline the articles, their (publication) status, their respective contribution to the thesis, and 

my contributions to each article. The full articles are included. 

 

Chapter 3: How do South African policies address the provision of contraception among 

adolescents? 

This chapter presents analyses of policy documents and results. The chapter is presented as an 

article. 

 

Chapter 4: Provision of contraception to adolescents in primary healthcare clinics in South Africa: 

Perspectives of primary healthcare practitioners 

This chapter presents the results of semi-structured interviews with senior managers and nurses 

who are primary healthcare practitioners. This part of the study focused on their perspectives on 

the provision of contraception to adolescents. This chapter is presented as an article. 

 

Chapter 5: Provider perspectives on adolescent access to contraception in South Africa 

This chapter presents the results of semi-structured interviews with nurses about their perspectives 

on access to contraception among adolescents. The chapter is presented as an article. 

 

Chapter 6: Beyond policy - Perspectives of school health practitioners about providing 

contraception services to school-going adolescents in South Africa 
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This chapter presents the results of semi-structured interviews on the perspectives of school health 

practitioners about the provision of contraception to adolescents. The chapter is presented as an 

article.  

 

Chapter 7: Discussion and Conclusions 

This chapter summarises the contribution of the thesis to knowledge on the provision of 

contraception to adolescents using the conceptual framework. The chapter discusses the limitations 

of the thesis and concludes by making recommendations for policy and future research. 

 

Table 1.1 shows the research phases, data sources, and contributions of the articles to the research 

objectives.  

 

 Table 1.1: Phases and data sources of the study and contribution of articles to thesis objectives 

RESEARCH PHASES & DATA SOURCES 

Phases 
Data Collection 

Tools 
Data Sources 

 

Research Article  
Objectives 

1 2 3 4 

1 Policy analysis 
Policy documents, 

guidelines, frameworks 
Article 1    

 

2 
Semi-structured 

interviews 

Healthcare managers, 

primary healthcare nurses  
Article 2    

 

 

Healthcare providers 
Article 3    

 

3 
Semi-structured 

interviews 

 

School health practitioners 
Article 4    

 

 

1.9 Summary 

 

This chapter presented an overview of ASRH, the role of health policy, and the importance of 

providing contraception to adolescents. I did this by broadly drawing on existing literature. This 

was followed by identifying the gaps in the literature to situate the problem that this research aims 

to address and providing an overview of the study and thesis.  

 

The next chapter presents the literature review and conceptual framework relevant to this research.   
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CHAPTER 2: LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK  

 

2.1. Introduction  

  

This chapter provides an overview of the literature relevant to this doctoral research. I present a 

historical background of contraception provision and discuss the policy landscape of contraception 

services in South Africa. Additionally, the chapter covers the context in which contraception is 

provided to young people and the factors that influence the provision of contraception to 

adolescents. 

 

This chapter also describes the conceptual frameworks that guided this research. This includes a 

discussion of the ecological systems theory by Bronfenbrenner, a framework on healthcare access 

by Levesque et al., and Baroudiôs new ecological framework of access to healthcare.  

 

2.2. Provision of Contraception in South Africa  

 

2.2.1 Historical Background 

 

South Africa became a democratic state after a resistance movement against racial segregation. 

The apartheid system, in place from 1948 to 1994, involved discriminatory practices against non-

white individuals, which included persons classified as Black, Coloured, and Indian (Baker, 2010; 

Bell et al., 2022; Coovadia et al., 2009). Unfortunately, healthcare delivery was not immune to this 

inequality. The apartheid system deprived the Black population of access to healthcare, dignity, 

and equality (Baker, 2010; Bell et al., 2022; Coovadia et al., 2009). During this period, the 

apartheid government implemented a privatised and curative healthcare system, further 

perpetuating the unequal distribution of healthcare resources (Baker, 2010). This led to a stark 

contrast between the well-resourced private healthcare system that served the wealthy white 

minority and the significantly under-resourced public sector that catered to the poor majority (Van 

Rensburg, 2014). 
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The provision of SRH services was a contentious topic during the apartheid era in South Africa. 

The government's discriminatory policies and practices resulted in limited funding for 

contraception services for Black women, with contraception being aggressively promoted to curb 

population growth (Kaufman, 2000). This led to the provision of extensive public sector 

contraceptive services, while the delivery of other SRH services for Black South Africans was 

neglected (Kaufman, 2000). The most actively promoted contraceptive method among women, 

particularly for Black South African women using public health facilities, was the injectable 

contraceptive. However, injectable contraceptives have to be administered by a healthcare provider 

at a clinic every two or three months (Coovadia et al., 2009). 

 

The advent of democracy in South Africa in 1994 was marred by a fragmented health system. 

During that period, the government was pushed to transform the health system into one unitary 

South African health service. This subsequently led to the Constitution of the Republic of South 

Africa, Act 108 of 1996 (Government of the Republic of South Africa, 1996). The Constitution 

states in Section 27(1)(A) that ñeveryone has the right to access health care services, including 

reproductive health careò It goes on to state in Section 27(2) that ñThe State must take reasonable 

legislative and other measures within its available resources to achieve the progressive realisation 

of each of these rightsò (Government of the Republic of South Africa, 1996). Thus, the 

Constitution outlines the duty of the government to make healthcare accessible to everyone living 

in South Africa, which has laid the foundation for current policies and programmes.  

 

2.2.2 Current Policy Landscape 

 

The public health sector, led by the National Department of Health and nine provincial health 

departments, derives its strategic and operational plans from the National Health Act (No. 61 of 

2003) and other relevant policy guidelines. The National Health Act lays the foundation of the 

South African healthcare system and provides a framework for a structured, uniform health system 

(Government of the Republic of South Africa, 2004). It considers the obligations imposed by 

Section 27 of the Constitution and other laws on the three spheres of government regarding 

healthcare services (Republic of South Africa, 1996; 2004). Sections 21(4), 21(5), 33(1) and 32(2) 

provide for a system of cooperative governance and management of health services within national 
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guidelines, norms, and standards in which each province, municipality, and health district must 

address questions of health policy and delivery of quality health services (Republic of South 

Africa, 2004). Health services encompass a wide range of healthcare facilities and procedures, 

including reproductive care. 

 

In addition, the South African government has developed and implemented several strategies to 

provide comprehensive and integrated adolescent and youth-friendly services (AYFS). The 

comprehensive AYFS aim to provide more than just disease-specific testing and treatment of STIs 

by exploring creative ways to support the broader health and well-being of young people 

(Department of Health, 2017). Further, they promote an expansion and improvement of the 

available contraceptive method mix, including interventions to promote dual protection and safe 

conception; and provision of SRH services by trained, youth-friendly health providers 

(Department of Health, 2019a; James et al, 2018). 

 

2.2.3 Positioning the implementation of contraception policy  

 

Primary healthcare (PHC) is the cornerstone of health policy and the delivery of contraception 

services. It is the first level of contact that individuals, families and communities have with the 

public health system (Michel et al., 2018). According to the World Health Organization (WHO), 

PHC encompasses promotive, preventive, curative, rehabilitation, and supportive services 

provided by professionals from different disciplines within the health system (WHO, 2017). The 

aim of these services is to address the physical, mental, and emotional challenges that affect well-

being and impact individualsô health (Behera, Prasad and Shyambhavee, 2022; WHO, 2017).  

 

Primary healthcare is designed to provide easy access to quality healthcare services in all 

communities (Naidoo, 2023). This entails free medical treatment for all users of PHC facilities 

(Department of Health, 2020).  This enables adolescents and young women to have easier access 

to various contraceptive methods, empowers them to decide when and how often to fall pregnant, 

reduces unwanted pregnanciesðespecially among adolescents and school-going girls and 

emphasises the importance of accountability among individuals, healthcare providers and 

communities. 
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Contraception services for adolescents include ñfamily planningò or provision of contraceptives 

and STI prevention methods, information, and counselling; prenatal and postnatal care and 

delivery; termination of pregnancy; post-abortion care; and treatment and prevention of STIs, 

including HIV. As documented in the first chapter of this thesis, the provision of contraceptives 

and STI prevention methods to adolescents is crucial in preventing unintended pregnancies and 

increasing awareness among young people. Access to contraception and STI prevention methods 

and services have been hailed for having social, economic, and health benefits (Keller, 2020).  

 

¶ Health facility-based provision  

 

Contraception provision in a health facility entails contraceptive counselling or a discussion 

between a healthcare provider and a healthcare user, an adolescent in this context (Duncan, 

Anderson and Pickering, 2019). The aim of the discussion is to provide a comprehensive overview 

of the types of contraceptive methods that are available, the efficacy of each method, the 

advantages and disadvantages of each method, and to assist the adolescent in making an informed 

decision that aligns with their requirements (Cornick et al., 2018; Department of Health, 2019a). 

Following that, the preferred method is administered. 

 

In South Africa, the delivery of contraception services mainly occurs at PHC facilities. Primary 

healthcare providers are primarily qualified nurses who are equipped to offer suitable treatment, 

care, and guidance as stipulated in the Nursing Act (Government of the Republic of South Africa, 

2020). They possess the necessary expertise to handle sensitive topics such as sexual health, 

ensuring that patients receive optimal care. 

 

These healthcare providers essentially control access to services based on their influence on the 

purchase and supply of methods (Lince-Deroche et al., 2016). Nurses play a significant role in the 

availability and provision of contraceptives because of regulations that require women to see a 

nurse or doctor to access contraceptive methods. In South Africa, nurses in PHC services play a 

major role in contraceptive provision.  
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¶ School-based provision  

 

Contraception services are also delivered through outreach programmes. These programmes 

include a school-based comprehensive sexuality education (CSE) programme, as stipulated in the 

Integrated School Health Policy (ISHP) (Departments of Health and Basic Education, 2012). Other 

outreach programmes include social and community engagement opportunities to convey 

information to community members in a meaningful way (Department of Social Development, 

2015). 

 

Most young people attend school in South Africa. Schools play a critical role in local communities 

by offering convenient health services and facilitating stronger connections between individuals. 

As stated by Chavula et al. (2023), the educational system plays a crucial role in promoting health 

and supporting adolescent development through CSE.  Therefore, investing in CSE is essential for 

equipping young people with the knowledge and skills they need to make informed decisions about 

their health and relationships. Comprehensive sexuality education encompasses a wide range of 

topics, including adolescent pregnancy, decision-making, and STI prevention. The benefits of 

curriculum-based CSE, which is delivered by trained providers or school health practitioners in a 

nonjudgmental and stigma-free way, are well-documented (UNESCO, 2018; Lohan et al., 2022; 

Plesons et al., 2023; Myat et al., 2024). One is imparting factual and impartial information and 

practical life skills that enable young people to make informed choices.  

 

In South Africa, the School-Based Support Team (SBST), led by the school principal, is 

responsible for implementing the ISHP at school (Departments of Health and Basic Education, 

2012). This team comprises the Life Skills/Orientation teacher, school health team members 

(including health promoters and care and support assistants (CSAs), representatives from relevant 

civil society organisations, peer educators, and learners.  

 

The ISHP enables PHC or school-based nurses to offer contraception services in secondary or high 

schools (Departments of Health and Basic Education, 2012). According to the ISHP, learners who 

are over 14 years of age can access contraceptives (Departments of Health and Basic Education, 

2012). This on-site service package includes offering methods that offer dual protection against 
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both pregnancy and STIs, providing information on contraceptive methods and referring learners 

to the nearest clinic for additional contraceptive needs. Additionally, educators or teachers are 

instrumental in providing comprehensive education and information to learners as prescribed by 

the curriculum. Life skills are required by school-going adolescents to address sexuality and 

gender-sensitive education and provision of services (Department of Social Development, 2015). 

However, the ISHP states that learners should discuss their treatment with their parents or 

guardians and attain consent. Further, the distribution of contraception and STI prevention 

methods at school is subject to the approval of each school governing body, thus leaving the 

availability of this service to the discretion and potential biases of individual schools. This is 

despite the ISHP having been written by the Departments of Health and Basic Education. 

 

¶ Age of consent  

 

South Africa is one of the countries with policies aimed at enabling access to contraception 

services for young people without discriminating based on age. The Childrenôs Act states that 

children may consent to sex from the age of 16 (RSA, 2005). This approach presumes that a child 

of the specified age can consent. The legal framework also refers to several general health rights 

that facilitate independent access to SRH services, including consent to medical treatment and 

scheduled drugs upon presentation of a prescription. 

 

Currently, adolescents can access five SRH services in South Africa. These rights are expressly 

provided for in legislation. The Childrenôs Act states that children may consent independently to 

HIV testing (including pre- and post-counselling), male circumcision, virginity testing at various 

points before the age of 18, termination of pregnancy, and contraceptives (excluding sterilisations) 

(RSA, 2005). The Choice of Termination of Pregnancy Act permits abortion or termination of 

pregnancy from the age of 12 years without parental consent (Department of Health, 2019b).  

 

2.2.4 Factors that influence contraception access and uptake  

 

Despite the availability of contraception and STI prevention methods, unintended pregnancies 

among adolescent girls remain a problem, as indicated in Chapter 1. Globally, adolescents access 
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health services less frequently than expected because of various challenges they encounter when 

attempting to access contraception services (Chandra-Mouli et al., 2014; 2015). Regional 

differences exist among adolescents in developing countries, who face varying degrees of 

challenges. In many low- and middle-income countries (LMICs), including those in Sub-Saharan 

Africa (SSA), young people face significant barriers to accessing SRH services, resulting in 

underutilisation (Chilinda, Cooke and Lavender, 2021; Deitch and Stark, 2019). Unfortunately, 

various factors prevent adolescents from accessing contraception services and methods, leading 

many to forego seeking contraception services altogether (Chandra-Mouli et al., 2014). Access to 

healthcare is limited by multiple barriers (DiClemente et al., 2005; Kons, Biney and Sznajder, 

2022; Ninsiima, Chiumia and Ndejjo, 2021). Here, I have categorised them as health service, 

healthcare provider, and healthcare user-related barriers.  

 

¶ Health service barriers 

 

Long waiting times and limited consultation times 

Time constraints are a common concern in healthcare facilities. Healthcare providers in the public 

sector in South Africa are burdened by a scarcity of human and other resources and ever-increasing 

demands on their time (Lince-Deroche et al., 2016). However, a brief face-to-face counselling 

session in busy healthcare facilities is insufficient to convey all the information a young person 

requires. Some of the things that should be covered in a counselling session or consultation are 

related to the reproductive cycle, discontinuation of one method, the introduction of a new 

contraceptive method, potential drug interactions, and the need for dual protection (Lince-Deroche 

et al., 2016). 

 

Stock-outs 

The irregular availability of preferred contraceptive methods could hinder the use of contraception 

services (Spooner et al., 2021). It has been reported that public sector contraceptive services are 

frequently not easily accessible, contributing to an unmet need for these prevention methods 

(Chernick et al., 2015).  
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Operating times  

Clinic operating times do not favour adolescents who are at school. In South Africa, PHC facilities 

generally operate Monday to Friday, between 08h00 and 16h00 (Western Cape Department of 

Health, 2020). Adolescent girls who make it to the health facility after school reportedly experience 

negative attitudes from nursing staff (Khoza, Zulu and Shung-King, 2019).  

 

Adolescent and Youth Friendly Services (AYFS)  

The limited availability and access to youth-friendly SRH services necessitates the establishment 

of youth-friendly spaces within health facilities, adjusting clinic hours to accommodate learnersô 

timetables, and utilising youth-friendly technology to allow youth to review the health services 

they receive and access information and support through smartphones and the Internet. Such AYFS 

services in community-based primary care facilities are an essential option for improving 

adolescent access to contraception (Chersich et al., 2017). Adolescent and Youth-Friendly 

Services are health services where adolescents are treated with respect, and their confidentiality is 

maintained. These services are specifically targeted to meet their needs and are provided by skilled, 

youth-friendly health workers.  

 

Young peopleôs ability to make their own decisions regarding which contraceptive method to use 

and access to AYFS are fundamental to their ability to attain good health and capacity for 

development.  

 

Privacy and confidentiality 

Ensuring client confidentiality is one of the health standards (WHO, 2017). However, studies show 

that adolescents do not always get that level of service (Nmadu, Mohamed & Usman, 2020; Politi 

et al., 2016). Other studies show that even first-time contraceptive users harbour concerns about 

being seen at a healthcare facility, and the fear of their sexual activity being known restricts 

adolescents from seeking and using contraception (Coombs, Campbell and Caringi, 2022; Geary 

et al., 2014). Some adolescents worry about being asked about their boyfriends or the reasons 

behind their sexual activity outside of marriage (Ti et al., 2022). This is despite legislative 

provisions that healthcare providers must respect the views of the adolescent or young person 

accessing a service and their right to confidentiality (RSA, 2005). Geary et al. (2014) reported that 
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lack of confidentiality may lead to embarrassment, stigma and shame. When individuals are 

stigmatised, they fear the potential social backlash and could thus delay or avoid seeking the 

healthcare they need (Coombs et al., 2022).  

 

¶ Healthcare provider-related barriers 

 

Provider knowledge, attitude, and beliefs 

The negative attitudes and beliefs of healthcare providers could be a barrier to adolescents needing 

SRH services (Atuhaire et al., 2021; Geary et al., 2014; Jonas et al., 2018; Munakampe et al., 

2018). This is usually related to the level of training the healthcare providers have received.  

 

Healthcare providers are often judgmental toward sexually active adolescents and have negative 

attitudes towards them (Jonas et al., 2018). Healthcare providersô perceptions, beliefs and value 

systems could negatively influence their behaviours and how they deliver SRH services to 

adolescents (Abrahams, Pather and Swartz, 2023; Jonas et al., 2018). The unfriendliness of 

healthcare providers towards adolescents who seek contraception services hinders the provision of 

contraception. This is reportedly due to judgmental attitudes from some healthcare providers 

towards young people (Cooper et al., 2016; Politi et al., 2016). This includes rudeness, scolding 

adolescents, refusal to offer contraception services to adolescents, and a lack of respect from nurses 

(Jonas et al., 2018; Wood & Jewkes, 2006).  

 

Studies conducted in Sub-Saharan Africa have found that some healthcare providers refuse to 

provide contraception to adolescents because of cultural beliefs or misconceptions (Johnston et al., 

2015). At times, healthcare providers do not provide contraceptive counselling to unmarried 

adolescent girls and discourage them from using contraceptives, believing that this might promote 

promiscuity (Coombs et al., 2022; Lince-Deroche et al., 2020). Another study found that the 

provision of contraceptives to adolescents was perceived as an encroachment on African culture 

among healthcare providers (Kawuma et al., 2023. These beliefs and misperceptions do not 

consider the needs of adolescents as healthcare users. Biased counselling from healthcare providers 

could influence contraceptive choice and continuation (Lince-Deroche et al., 2020). Notably, 

healthcare providers who hold strong opinions on which methods are appropriate for women, 
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especially those who are unmarried and young, could discourage contraception uptake and usage 

(Lince-Deroche et al., 2016; Sully et al., 2020). 

 

Lack of CSE 

In some countries, CSE is not widely available in schools (Chandra-Mouli et al., 2015). Only a 

few young people receive CSE in the Caribbean (Biggs et al., 2020). In China, there are three 

forms of short sex education sessions for adolescents aged 12 to 18: a regular course on specific 

and integrated topics, isolated classes for either boys or girls on fundamental sexual health issues, 

and biology or health education classes that cover topics such as puberty (Ti et al., 2022). In New 

Zealand, sexuality education entails briefly informing adolescents about the broader context of 

sexuality and thus does not fulfil their contraceptive education needs (Duncan et al., 2019). 

According to Plesons et al. (2023), facilitators omit topics they are not adequately trained in or feel 

uncomfortable teaching. It has been observed in Guatemala, Peru, and Kenya that most teachers 

are not adequately trained in CSE (Plesons et al., 2023). This is likely to have a negative effect on 

the sexual health of the youth. Chavula et al. (2023) argue that misinterpretations of policy result 

in teachers choosing which aspects of the curriculum to teach or omit in schools. However, this 

could undermine the consistency and effectiveness of CSE standards. 

 

¶ Healthcare user-related barriers 

 

Poor knowledge and misconceptions about contraceptive methods  

According to the World Health Organization, adolescents are poorly informed about how to protect 

themselves from pregnancies and STIs (WHO, 2017). As found in a systematic review conducted 

by Munakampe et al. (2018), inadequate knowledge or incorrect information about where to access 

services and what services are available is a barrier that prevents adolescents from accessing SRH 

services.  

 

Adolescent girls in South Africa tend to have low levels of knowledge, common misconceptions, 

and poor knowledge regarding contraception (Raovich et al., 2018; Ward et al., 2021). 

Misinformation about methods and health concerns regarding their side effects are some of the 

barriers to the initial uptake of contraception (Lince-Deroche et al., 2016). These barriers include 
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the belief that contraceptives cause infertility (Geary et al., 2014). Among ñcurrentò contraceptive 

users, reasons for discontinuation include concerns about method failure and side effects (Lince-

Deroche et al., 2016). 

 

Social norms 

In conservative cultures, pre-marital sex is opposed. There is a view that young people aged below 

18 years are too young to be exposed to matters related to SRH (Ninsiima et al., 2018; Ti et al., 

2022). In other countries, gender norms dictate that girls should marry and begin childbearing in 

their adolescent years (Chandra-Mouli et al., 2015). Social norms and socio-economic factors 

underlying adolescent pregnancy include differing gendered expectations of girlsô and boysô 

sexual and social roles (Ninsiima et al., 2018). This is exacerbated by transactional and age-

disparate relationships, which place girls at a disadvantage (Ninsiima et al., 2018; Zimmerman et 

al., 2021). This manifests in some societies through men and boys disregarding contraception and 

making unprotected sexual intercourse or coerced sex a norm (Chandra-Mouli et al., 2015). 

Chandra-Mouli et al. (2015) state that such behaviour worsens stigma and feelings of shame among 

young women and girls.  

 

Religion  

Sexual and Reproductive Health matters are regarded as taboo for adolescents in some societies 

because sexual intercourse is viewed as sacred and appropriate only for married people. In some 

communities where adolescents marry at an early age, there is a general acceptance and even 

encouragement of premarital adolescent sex. However, discussion about sex and contraception is 

frowned upon (Ninsiima et al., 2018; Ninsiima et al., 2021). This is also found in Islamic societies, 

where contraceptive use is viewed as inappropriate (Ward et al., 2021).  

 

In many conservative societies, there is a notion that sex education may promote sexual activity 

among young people, thereby complicating the integration of sexuality and HIV education into the 

curriculum. This was the case in Nigeria, where opposition from religious organisations hindered 

efforts to incorporate sex education into the national school curriculum (Odo et al., 2018; Taiwo, 

Oyekenu & Hussaini, 2023).  
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Lack of support 

The logistics of reaching and navigating healthcare services can be intimidating for some 

adolescents (Setswe, Johannes and Kgoroeadira, 2009; WHO, 2017). Going alone to a healthcare 

facility is also considered ñimpossibleò and could be a barrier for adolescents (Akwara, and 

Chandra-Mouli, 2023). Studies show that access may be further constrained by whether an 

adolescentôs partner or family member can accompany them to the PHC facility (Ninsiima et al., 

2018; Zimmerman et al., 2021). 

 

Language 

Language challenges can be a barrier to the initial uptake of contraception and a reason for 

discontinuation among ñcurrentò users (Lince-Deroche et al., 2016). Adolescents who experience 

difficulty in communicating with providers may feel coerced (Coombs et al., 2022). Language 

barriers and poor communication between adolescents and healthcare providers can lead to 

disengagement, disempowerment, and compromised health outcomes (Shamsi, et al., 2020; Ali 

and Watson, 2018).  

 

2.3. Conceptual Framework 

 

This chapter presents an overview of the theoretical frameworks employed in this doctoral study 

and the theoretical framework used to answer the thesis research question, putting the research 

conducted into context.  

 

2.3.1 Ecological System Framework 

 

Bronfenbrenner's ecology of human development theory, which is widely known as the ecological 

system framework, focuses on human development and behaviour. This framework was developed 

in the 1970s by a psychologist named Uri Bronfenbrenner (1977). The individual is at the centre 

of the ecological system theory. It proposes that different nested levels of influence or constructs 

affect an individualôs development and behaviour or that environmental and social constructs 

ultimately affect behaviour. The nested microsystem, mesosystem, exosystem, macrosystem, and 
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chronosystem levels of influence or constructs are defined in Table 2.1 and Figure 2.1 

(Bronfenbrenner, 1977). 

 

Table 2.1: Theoretical constructs of the ecological system framework 

CONSTRUCTS CHARACTERISATION OF CONSTRUCTS  

Microsystem  This level includes individuals and their immediate surroundings. Users are 

influenced by people who interact directly with them, such as their families and peers.  

Mesosystem This level refers to relationships or interactions with the Microsystem level.  

Exosystem This level refers to the community, social structures, or organisations. Social 

structures indirectly influence an individual.   

Macrosystem This level refers to society and describes the culture in which individuals live.   

Source: (Bronfenbrenner, 1974, 1977 

 

The relationships or interactions between the different constructs or layers, as reflected in Figure 

2.1, are important. According to Svanemyr et al. (2005, p.58), this model requires a focus on 

specific health behaviours and outcomes, identifying which factors are most likely to influence a 

particular behaviour or outcome. In addition, this model suggests that interventions that address 

multiple levels and interact across them may be more effective than those that address only one 

level. 

 

The microsystem is focused on the direct influence of healthcare service users (or individuals). 

The family and peers are examples of elements that belong in the microsystem. The mesosystem 

is focused on relationships. It is defined as the interaction with groups or networks such as the 

school and church. The exosystem is focused on the environmental context and social structures 

such as organisations or institutionsðfor example, mass media and health facility resources. The 

macrosystem is focused on policy and standards. This includes socio-cultural beliefs, values, and 

norms that affect the microsystem and mesosystem. Thus, an individualôs behaviour can be 

attributed to various influences, and relationships are embedded in other structures. 

 

Some experts have criticised the ecological model, claiming it lacks sufficient specificity to guide 

the conceptualisation of specific problems or suggest appropriate interventions. Some have argued 

that the theory cannot show causation between systems and effects (Mcleroy et al., 1988). Others 

have gone further to argue that this model only emphasises observable behaviours and 
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environments, making it overly complicated and impractical as a planning or evaluation tool 

(Richard et al., 1996; Tudge et al., 2021).  

   

 

 Figure 2.1: Bronfenbrenner's ecology system2 

 

Versions of these constructs are found in later versions of the theory. A variation of the 

Bronfenbrenner constructs is as follows (Bronfenbrenner and Evans, 2000): 

a) Intrapersonal factors, which refer to individual characteristics such as knowledge, attitudes, and 

behaviour. 

b) Interpersonal factors, which refer to formal and informal social support systems. 

c) Institutional factors, which refer to organisational characteristics, rules, and regulations. 

d) Community factors, which refer to relationships among organisations, institutions, and informal 

networks. 

e) Public policy, which refers to local, provincial, and national laws and policies.  

 

In the early 1990s, Bronfenbrenner revised his theory and named it the Bioecological Model 

(Bronfenbrenner & Ceci, 1994). The Bioecological Model proposed by Bronfenbrenner focuses 

on the micro-level interactions between individuals and their immediate surroundings 

(Bronfenbrenner, 1974; Bronfenbrenner and Ceci, 1994). Through this lens, development is seen 

as a dynamic process shaped by broader environmental systems that impact proximal processes 

 
2 Accessed from: https://www.structural-learning.com/post/bronfenbrenners-ecological-model.  
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(Bronfenbrenner, 1974; Bronfenbrenner & Ceci, 1994). Thus, the bioecological model highlights 

the crucial role individual-environment interactions play in developmental processes. 

 

The ecological system theory is a frequently employed framework in healthcare research, 

specifically in health promotion studies and fields like SRH (DiClemente et al., 2005; Gillespie et 

al., 2022). Litchfield et al. found it effective in exploring the behaviour of individual PHC 

healthcare providers (Litchfield et al., 2021). This research integrated this theory into the 

conceptual framework, as shown in Chapter 5, to address the research question. 

 

2.3.2 Framework of Access to Healthcare 

 

The framework of access to healthcare was introduced in 2013 by Levesque, Harris and Russell. 

Levesque builds this framework on the work of other scholars, such as Anderson in the 1970s and 

Penchansky and Thomas in the 1980s. Levesque argues that access to healthcare can be achieved 

when conditions that enable the utilisation of healthcare services are supplied by the health systems 

and organisations to meet the demands of populations. He states that access to healthcare entails 

identifying healthcare needs, seeking healthcare services, reaching healthcare resources, obtaining 

or using healthcare services, and being offered services appropriate to those needs (Levesque et 

al., 2013). Thus, access to healthcare is a process that goes from identifying healthcare needs to 

realising health outcomes.  

 

 

Figure 2.2: A conceptual framework of access to healthcare by Levesque et al. (2013) 
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The conceptual framework uses five interrelated constructs of access: approachability, 

acceptability, availability and accommodation, affordability, and appropriateness, as shown in 

Figure 2.2. In this context, the users of services who are in need would be young people or 

adolescents. 

 

"Approachability" refers to an individual's ability to identify health services, access them, and 

derive benefits from them (Levesque et al., 2013). Here, the ñability to perceive the need for careò 

or the perception of the need for care among populations is equally important and is influenced by 

factors such as health literacy, knowledge about health, and beliefs concerning health and sickness. 

ñAcceptabilityò refers to the social and cultural factors that influence people's willingness to utilise 

health services and whether they deem those services appropriate (Levesque et al., 2013). Here, 

autonomy, awareness of healthcare options, and personal rights influence the ability to seek 

healthcare. 

 

ñAvailability and accommodationò refer to the concentration and distribution of healthcare 

facilities and the presence of healthcare professionals (Levesque et al., 2013). The ability to reach 

healthcare is determined by personal mobility, transportation availability, occupational flexibility, 

and knowledge about healthcare services. ñAffordabilityò refers to an individual's capacity to pay 

for services without compromising essential needs (Levesque et al., 2013). The aim is to prevent 

overwhelming expenses while still being able to cover the costs of healthcare services. Here, the 

ability to pay varies depending on the kind of service but involves financial resources.  

 

ñAppropriatenessò refers to various factors, including how well services align with users' 

requirements, the promptness and quality of services, as well as the ability to interact with 

healthcare providers effectively (Levesque et al., 2013). The ability to engage in healthcare relates 

to the user's involvement in decision-making, health literacy, and self-management. 

 

The multidimensional framework is a commonly used tool to assess healthcare access. One of its 

advantages is that it integrates the attributes of healthcare users and providers (Haj-Younes et al., 

2022; Portela et al., 2024). However, it has its limitations. Researchers have found it complex and 
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challenging to encompass all the underlying determinants of access (Portela et al., 2024; Spooner 

et al., 2021). This complexity also extends to the methodology of characterising the dimensions of 

the framework. Spooner et al. discovered that there are no agreed-upon validated tools available 

to measure most of the constructs described in the Levesque et al. access framework (Spooner et 

al., 2021). Others noted that assigning a variable and corresponding question to a specific 

dimension or ability within the framework proved difficult, as some questions applied to more than 

one dimension or ability (Cu et al., 2021; Infante et al., 2022; Papas, Hollingdrake and Currie, 

2023; Voorhees et al., 2022). For example, the time or distance it takes to reach a healthcare facility 

could be classified under ñaffordabilityò or ñavailability and accommodationò (Cu et al., 2021). In 

their research, Voorhees et al. (2022) emphasise the importance of human capabilities across all 

dimensions of access rather than just focusing on appropriateness. They suggest that human 

capabilities can play a critical role in ensuring successful access to resources.  

 

2.3.3 New Ecological Framework on Health Access 

 

This research is grounded in an adapted version of Baroudiôs Ecological Framework on access to 

healthcare, to explore the provision of SRH services to adolescents in the public health sector (see 

Figure 2.1). Baroudiôs ecological framework on access to healthcare entails aspects of 

Bronfenbrenner's ecology theory and Levesque et al.'s healthcare access theory (Baroudi, 2023). 

Baroudi's ecological framework draws on both theories and shows the relationship between policy, 

healthcare providers, and healthcare users. He found this interdisciplinary approach helpful in 

understanding sexual rights and access to SRH services. This includes providing healthcare users 

with contraceptive methods, information, and education.  

 

According to Baroudiôs framework, access is a process that involves five steps, namely 

approachability, acceptability, adequacy, affordability, and quality (Baroudi, 2023). I refer to the 

five steps as theoretical constructs. Thus, Baroudiôs conceptual framework consists of five key 

constructs that are crucial for providing comprehensive SRH services. The fundamental constructs 

of Baroudiôs framework are similar to those found in the framework by Levesque et al., as reflected 

in Table 2.2 (Baroudi, 2023; Levesque et al., 2013). However, Baroudiôs Framework primarily 
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addresses the demand side, overlooking the supply side. Therefore, we have adapted it to better 

address the supply side of healthcare. 

 

Table 2.2: Conceptual framework constructs of healthcare access 

CONSTRUCTS CHARACTERISATION OF CONSTRUCTS  

Approachability  Users know about healthcare services, can obtain them, and believe it 

would be useful to attain them.  

Acceptability Healthcare services meet users' socio-cultural norms and needs. Users 

accept the way services are provided to them. 

Adequacy (or Availability and 

accommodation) 

The organisation of healthcare facilities meets users' needs about time, 

location, and services. Healthcare services are provided in a friendly and 

convenient manner.   

Affordability  Service fees fit the ability and willingness of users to pay. This includes 

service costs.  

Quality (or Appropriateness) The structure and process of providing healthcare. The structure of the 

healthcare facility and consultation with the provider meet policy 

guideline standards. 

Source: Levesque and Baroudi (Baroudi, 2023; Levesque et al., 2013) 

 

Unlike the framework developed by Levesque et al., this framework recognises that intrinsic and 

extrinsic factors come into play when identifying healthcare needs and seeking healthcare services, 

including trust in the healthcare system and previous experience of using the system. These factors 

influence service provision at the individual, healthcare, organisation, and community or public 

policy levels. According to Baroudi (2023), this framework shows where the responsibility for 

enhancing access to healthcare lies by redirecting attention from service users to the healthcare 

organisation, policies, and community. However, it is also important to note that the process is not 

linear; thus, the different constructs overlap. In addition, Baroudi indicates that this framework 

does not account for policies and conditions outside the healthcare system and the impact of 

structural factors or conditions related to the demographic profile of the population he studied 

(Baroudi, 2023). Baroudi applied this framework to SRH service users, focusing specifically on 

migrant men aged between 16 and 37 years. Further, Baroudiôs Framework primarily addresses 

the demand side, overlooking the supply side.  

 



 

37 
 

In this thesis, I adapted Baroudiôs socio-ecological framework on access (Figure 2.3) to better 

address the supply side of healthcare. Utili sing the constructs from Baroudiôs framework on access 

to healthcare, I developed descriptions of those constructs focusing on the supply side of 

contraception or the perspectives of stakeholders that are involved in providing contraception 

services or implementing contraception policies (see Table 2.3). This approach was also applied 

in the development of interview questions to incorporate the perspectives of providers and 

practitioners. By doing this,  we were able to gain insights from both those who require services 

and those responsible for supplying them. 

 

Table 2.3: Conceptual framework constructs of the adapted framework  

CONSTRUCTS CHARACTERISATION OF CONSTRUCTS  

Approachability  Policy implementers are organised in a manner that enables them to provide 

contraception services to young people (or adolescents). Providers and 

practitioners ensure that they inform potential users and the community of 

available services through various strategies, such as outreach activities in 

local schools. In addition, providers and practitioners are familiar with SRH 

policies and follow policy guidelines when providing contraception services 

to young people.  

Acceptability Policy implementers ensure that they are familiar with the socio-cultural 

norms of the communities they serve and consider those when they provide 

contraception services to young people. In addition, providers and 

practitioners should be well-trained to interact with adolescents.  

Adequacy Policy implementers organised healthcare services in a manner that enables 

them to meet the needs of young people (or adolescents) in terms of time, 

location and services. In addition, contraception services are provided in a 

friendly and convenient manner to adolescents.   

Affordability  Policy implementers provide contraceptives at PHC facilities at no cost and 

bring contraception services nearer to users.  

Quality (or Appropriateness) Policy implementers ensure that the way they provide contraception 

services to adolescents meets policy standards. 

 

This adapted framework has five constructs (approachability, acceptability, adequacy, 

affordability, and quality) that serve as enablers and barriers to contraception provision and are 

nested in four socio-ecological levels (individual or personal, interpersonal, health service, and 
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policy). The adapted framework (shown in Figure 2.4) focuses on policy implementers who are 

healthcare providers and school health practitioners.  

 

Figure 2.3: Adapted ecological framework of access to healthcare (Baroudi, 2023) 

 

I adapted Baroudiôs framework to explore how the South African public healthcare system 

provides contraception and STI prevention methods by focusing on adolescents (in the Western 

Cape). The last chapter is guided by the adapted version of Baroudiôs conceptual framework, 

shown in Figure 2.4. This framework could help inform how healthcare providers, users, policy, 
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and decision-makers interact in the policy and implementation processes to contribute to better 

health outcomes.    

 

 

Figure 2.4: Provision of contraception ï an adapted ecological framework (Baroudi, 2023)   

 

Figure 2.4 shows that adolescents' starting point is recognising their need for contraception. This 

awareness may be informed by their knowledge of contraception, SRH services or pregnancy. The 

adolescentôs demographic characteristics, such as socioeconomic status and gender, could 

influence any of the constructs or layers.  
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Approachability refers to the degree to which services can be obtained and includes information 

and perception of need at the individual level, healthcare providersô knowledge of policies and 

procedures at the interpersonal level, outreach activities and screening of healthcare users at the 

health service level, and legal entitlements and CSE at the policy level. 

 

Acceptability refers to the degree to which services meet the needs and cultural and social norms 

of healthcare users or adolescents. At the individual level, this includes parental support. At the 

interpersonal level, it includes communication and social norms. At the health service level, it 

includes training for healthcare providers and anti-discriminatory services. At the policy level, it 

includes the recognition of constitutional rights.  

 

Adequacy refers to how healthcare is organised to meet the needs of healthcare users. The 

availability of contraception and STI prevention methods preferred by the adolescent is located at 

the individual level. At the interpersonal level, there is trust and rapport between the healthcare 

user and the provider. Waiting times and clinic administration barriers are located at the health 

service level. Service provision, including prioritisation of adolescent and youth-friendly services, 

is located at the policy level.  

 

Affordability refers to the healthcare userôs ability and willingness to pay. Ability and willingness 

to pay for a PHC facility, including transport costs, are located at the individual level. The 

provision of free contraception services at PHC facilities is located at the policy level.  

 

Quality refers to the structure and process of providing care. This entails expectations at the 

individual level, intercultural communication at the interpersonal level, the physical infrastructure 

of healthcare facilities, and the delivery of patient- or client-centred healthcare at the health service 

level. Meeting service provision standards is at the policy level.  
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