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ABSTRACT

Background: There is a global recognition that prioritising the sexual and reproductive health of
adolescents is essential for their wediing and future. Access to contraception information and
services is essential in preventing unplanned pregnancies and seraadiyitted infections.
Accordingly, with the advent of a democratic South Africa, new policies were introduced to
promote thesexual and reproductive heatthyoung peopleHowever, there is limited research

on how these policies are implemented to ensure the provision of contraception to young people.
The aim of this thesis wa$o assess howontraceptin and sexually transmitted infectio(STI)

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

Methods: We used an exploratargescriptive approachithin thequalitativedomain é research

in this thesisThis study wasonducted in an urban and rural district of the Western Cape province
in South Africa. Using purposiveampling, we recruited primary healthcare and school health
practitioners with experience in implementing adolescent sexual and reproductive health

interventionan South Africa.

This thesis comprises four sstudies, each focusing on different aspects of providing
contraception to adolescents in South Afribaie to the nature of ih researchwe applied
multimethodqualitative datacollectionand analysis tectiques.The first substudy (Chapter 3,
Article 1) involved a policy document analysi® understand how national policies address
contraception for adolescenihe substudy 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 DeveloprBzatin and Clarké thematic
analysismodel guided theanalysis of data n substudies 2through4. The second sutstudy
(Chapter 4Article 2) explored the enablers and barriers to providing contraception to adolescents
through interviews with twentpine healthcare practitioners. The third stibdy (Chapter 5,
Article 3) explored the factors influencing adolescents’ access to contraceptive methods and
included interviews with twentfour healthcare providers. The fourth sstbdy (Chapter 6,

Article 4) entailed interviews witliorty-nine school health practitionefBhis substudyexplored



the perspectives of teachers, care and support assistants, and care and supparhpiftcersng

contraception to adolescents. Each-stualy is presented as a sepasatile

Results: Participants reported that tlapproachabilityof contraception services was influenced

by knowledge of policy guidelines and servic
broadly address the provision of contraception by following international guidelines. However,
existing policy gaps could hder 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 #gealée about relevant

sexual and reproductive health policies. Samitiural norms, training for policy implementers,
communitylevel denialism and misconceptions and rapport informeddabeptabilityof service
provision. Sexual and reproductive healthrvices 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 tpdorward as areas that could improve the quality of providing
contraceptive services. The availability of contraceptive methods, time and adoefasoeiy

clinics influencedadequacy Participants reported seasonal stooks of contraceptive methqds
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
youthfriendly clinics that offer convenient and timely sees. Lastly, theuality 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, decisiemakers, nurses and teachers from the Departments of Education and
Health and users of contraceptives. Exploring the perspectives of scddooéalth 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 challengesflirence adolescents' ability siccess contraceptioifhese findings

demonstrate the critical need to involve policy implementers and uséne ilevelopment of



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 ando@) original scientific
contributions or articles (chapters6) and a concluding chapter (chapter 7). Chaptas 3
publishedin the African Journal of Primary Health Care and Family Medicir@hapter 4 is
currently under review at thlurnal of Community Systems for Healfthapter 3s publishedn
the African Journal of Primary Health Care and Family Medicii@hapter Gs published in the

Contraception and Reproductive Medictaurnal

For this thesis, eacarticle (Chapters &) is coauthored, and | am the lead author. Details of
specific contributions are provided in the preface to chapté&sCyerall, | worked with my
supervisor, Prof. Olagoke Akintola, and-sopervisor, Dr Gbotemi Bukola Babatunde, te co
author chapters 3d 6. Additionally, | worked with my supervisor,-sapervisor, and Dr Solange

Mianda to ceauthor chapters 4 and 5.

| conceived and designed each chapter with guidance from my supervisor anguapenasor. |
conducted all data collection and worked with two research assistants to transcribe the interviews.
| was responsible for analysing the data for the chaptersvetidg all the chapters with input

from all the ceauthors. Each cauthor provided comments and suggestions that | integrated into

the revisions of the four scientific papers or chaptess 3

Xiii



CHAPTER 1: INTRODUCTION

1.1 Chapter Overview

This first chapter presents an overview of the thedieginby highlighting the importance of
sexual and reproductive hea(RH), more specifically, contraception, for young people. This is
followed bythe role of policy (guidelines) and the importance of policy and implementation

This chaptemot only articulates the problem statement and rationale for my research but also
underlines the importance of these aspects. Thereatfter, | outline the research questions that guided
this research. Next, | describe the study setting, aims, and objedtiesresearch, all of which

are crucial to understanding the context and purpose of the. sibhdychapter concludes by
presenting an outline of the structure of the remaining chapters of this thesis, including the four

articlesembedded intte thesis, thus providing the reader with a clear roadmap of the study.

1.2 Background

On a global scale, th@gnificance 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 accassible
affordable SRH servicedJfited Nations 2015. Thiscall to action and commitment was further
reaffirmed at the 1995 Fourth World Conference on Women in Beijing, culminating in the
Declaration and Programme of Actiodr(ited Nations 2015. In the wake of the 2015 United
Nations General Assembly, countries have been diligewiking towards achiemg universal
access to SRH services by 20388 outlined bysustainable Development Goal (SDG{Uited
Nations 2015.

Sexual and reproductive health, as defined by the World Health Organization (WHO), entails a
comprehensive approach to enhancing maternal and newborn hedltbroviding quality
obstetric and antenatal cafiéhis involveseradicating unsafe abortion, testing and treating sexually
transmitted infections (STIsand avertingeproductive tract infections, cervical cancer, and other
pregnancyrelated morbiditieSWHO, 2014. Further, SRH services include providing high

1



guality contraception services, includihgalth education, counselling, contraceptive methods,
andadvocacy(WHO, 202)). 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 pricfitieseaged 1019
represent approxi mat el yUnigddatords 2020 Ovenbdlrniilidordo s p o p
young adolescents agbdtweerl0 and 14 represe8o of the global populatiortJpited Nations

Chi | dr e n ONSCER; 2023. In(atddition, somehealth problems experienced during
adulthood frequently begin duringadolescence(United Nations 2020; World Health
Organization 2017. Sexual activity is prevalent among adolescents and young adoittay et

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

13 years oldUNICEF, 2022; WHO, 20132. In the United States, twihirds of 18yearolds have

had sexJonas et al., 20205tudies show that by the age of 25 years, more than 90% of individuals
would have engaged in sexwaaitivity (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 irkyi®ehaviour 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 shonathdie prematurely
(Neal et al., 2016; Ward et al., 20250me of the major causes of death for adolescents are
pregnancyrelated complications and illnesses that are either preventable or treakdlg.
pregnancy and STIs threaten the health of adolescents more than any other a{&zgapgrdi

et al, 2019; Neal et al., 2012; 201Radovichet al., 2018 High fertility andpoverty (or limited
resources) can also lead to health, economicsactbdemographic problengsnited Nations
2020; UNICEF, 2022 This has negative soceconomiaamificationsfor adolescent girls when

compared to their peers who delay childbea(MgClinton Appolliset al., 2022.

Indicatorsused to track progresfiow that despite interventions, S8hharan Africa lagsehind
the rest of the world in achieving the SDGsr example, one of the measures for SDG 3 is the

adolescent birth rate (amongi1@-yearolds and 1519-yearolds) per 1000 women in that age



group(UN, 2015. The global rate is 44 births pef00 adolescent females aged 15 t¢USited
Nations 2018. The highest rate (101 birth€)00 adolescent girls) is found in S8aharan Africa
(UnitedNations 2018. With the age of sexual debut and childbearing starting quite iagBlyb
Saharan Africait is imperative to exploradolescent sexual and reproductive head8RH) to

know, understand and address critical gaps.

SubSaharan Africa has the highest proportion (32%) of young people aged (@Onited
Nations2020Q. The contraceptive prevalence rate of modern methods among young women in
relationships increased from 14.7% in 2000 to 27.9200in the African regior{World Health
Organzation, 2020. However, only 52% of women in this group haoeess to theontraception

they needWorld Health Organizatiqr2020. South Africa for instancehas arelatively young
population with approximately 21 million young people making up almost a third of the
population(Statistics South Africa2022. The 15/ 19-yearold cohort comprises approximately
4.66 million peopleand approximately 31% of them have an unmet need for contraception
(Government of the Republic of South Africa, 2018nas et al., 2020

As a mechanism to reduce this burdeeWHO develops policy guidelines, norms, and standards
on SRH to help countries promote universal covef(@gdO, 2012; 2011 These guidelines serve

as a valuable tool for shaping national policies and initiatives that contribute towards achieving
development goal$iealth policies are deliberaaetions to strengthen health systems and improve
performance(Gilson, 2012. National laws and policieshapeSRH service provisiofWHO,
2012. In line with this,the South African government has pioneered several policy documents
highlighting the importance of SRHhese includgolicy guidelines about the frggovision of
various types of contraceptiveg public health facilitieqDepartment of Halth, 2®0), the
development of the Integrated School Health Policy (Deparsoéhtealthand Basic Educatign
2012, the National Contraceptiddlinical Guidelines (Department of Health, Z)1the National
Adolescent and Youth Health Policy (Department of Health, 204i) the Policy on the
preventionand managemerdf learner pregnancin schools(Department of Basic Education
2021b).



Of importance is thathesepolicy documents highlight the importanetimplementing a single
point-of-service delivery modelat a PHC level, ensuring easy access to health seryices
strengthening the referral system, particularly for scigoahg learners who need to toa health

facility; and providing a comprehensive service that addresses the holistic SRH needs of young
people (Department of Health, 201 Rurther, the policy documentsand guidelines address

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

the context of higtHuman Immunodeficiency VirugHIV) infection rates in South Afrigaas

discussed idetail inChapter3. However, while South Africh as s ome of policies wor | d
and more specifically SRH policies, it experiences challenges in terms of implementation
(Cooper et al., 2016; Davids et al., 2D20

Research on the extent to which the SRH policies have been implementediis Soaitth Africa
Whengovernments set out to deliver a set of public services, they must rely upon sets of agents or
actorsfor implementation(Lane, 2013 In this case, healthcare providensch as nurseare

critical. However, the health sector cannot work alaepesidering that adolescents are of school

going aggDepartment of Basic EducatipP021a). 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 aprbth&on of contraception to

ensure effective implementatidfor exampleChavula et al. (2023) emphsssithe importance of
well-designedand fully integrated policiefor effective implementatiarHowever, here 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., 2023Gilson, 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 getiwieesn a way that

addresses the né® of users. Effective policy implementation also makes it easier to identify



challenges and explore opportunities for improving healthcare del{trgison, Hunter and
Peckham2019)

Existing research and South African policy documents make little reference to implengditing
policies for adolescents or young peoplduch has been written about the prevaleacel
determinantof adolescent pregnandgKassa et al., 20)8the perspectives of adolescent girls
(Atuhaire et al.,, 2021; Kawuma et al.,, 2023; Tabanel Peu, 2015 and women(Fataar,
Zweigenthaland Harries 2022; Jonas et al., 20R2nd the views ohealthcare providers and
community workergKriel et al., 2021; 2023ylalapela, MbowenandRisenga2024; Politi et al.,
2016 about SRH in urban areadowever, there is little research that explores the provision of
contraception to adolesceritem the perspectives of various healthcare providers and school
healthpractitioners. Further, unlike other studilkatexplored SRH in the Western Cape province
(Fataar et al., 2022; Jonas et al., 201Bis research was conductedhath urban and rural
districts Understanding these perspectives and exploring how they can be integrated or captured
in SRH policies and servicamay help strengtherSRH knowledgeamong adolescents and

potentiallyreduceexposure to STIs and unplanned pregnancies

This research explores the provision of contraception and STI prevention ntetllodag people
within the public sector (in the Western Cape provinthis is discussed further in Chaptei$3

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 practitiomerthe public sectorwho provide SRH
interventions to yong people under 2@urther, evidence from this research would contribute to
knowledge regarding translating South African SRH policies into praciice. 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 contraceptiod &Ttrelated services for South African youth.



This studyis 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 theonsaa#ption
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

STl-related service provision for youpgople (in South Africa).

1.5 Study Setting

South Africa is a middléncome country with nine provinces and 257 municipalities (eight
metropolitan, 44 districts, and 205 loc@hovernment of th®epublic ofSouthAfrica, 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 provitce

1 Source: TUBS- This vector image includes elements that have been taken or adapted from this file: -S& BY,
https://commons.wikimedia.org/w/index.php?curid=17455776



This research was undertaken in Wiestern Cape provingas shown in Figure 1.The Western

Cape province has an estimated population of 7.4 million and is thelatgekt province
(Statistics South Africa2022a; b. Of the nine provinces, the Western Cape had the highest
prevalence rate of contraception among sexually active w¢hional 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 201(&overnment of thRepublic ofSouthAfrica, 2019;NDoH et al, 2019).

The datalso shovithat 40% of young women aged between 15 and 19 years of age were not using

any form of contraceptive methgdDoH et al, 2019).

The research was conducted in two different municipaditise 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#We s t e r npoplilatipréVdestern Cape Government
2021). Khayelitsha/Eastern, Northern/Tygerberg, Western/Southern, and Klipfontein/Mitchells
Plain are the health subdistricts in the City of Cape Town Metropolitan Municigsllagsynet

al., 2020;Western Cape Governmer2022. The West Coast district is a rural area comprising
about 7% of thep r o v i populatdrgWestern Cape Governmer021h. The West Coast
district hasfive health subdistricts: Swartland, Bergrivier, Matzikama, Cederberg and Saldanha
Bay (Massyn et al., 2020; Western Cape Governmeé#2)?2

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. Howeker 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, antkseHC clinics, while City Health
operates most of the clinics in the MefWiestern Cape Government, 2022




1.6 Research Design

This research utilisednaexploratory descriptivequalitative research design. According
Merriam and Tisdell (2016, p.%), 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 thedxperiencesQualitatve research thids exploratoryin natureis
conducted toyield new insights ito a topicor phenomenor(Babbie and Mouton2016, p.80)
Descriptive research provides a detailed picture of the issue under study (Tolley, Ulin, Mack,
Robinson and Succop, 201649). Further, descriptive research provides information about a
population, healttsystemor other phenomenorwithout evaluation, prediction or intervention
(Tolley et al, 2016 p.80).

This research was conducted in three phases (Fig)rd he first phase involved analysing policy
documents. The second phase involved qualitative research with healthcare managers and primary

healthcare nurses. The third phasenprisedjualitative research with school health practitioners.

In this researchwe utilised multiple methodsof data collection and analysiBigure 12 is a

graphic illustration of the research design steps undertaken in the study.



Phase 1: Policy Document AnalysisGhapter 3/Article 1)

Phase 2: Qualitative ResearchGhapter 4/Article 2)

Qualitativedataanalysis:

*Interview recordings

*Individual transcripts from interviews
*Development of thematic areas
*Study results

Phase 2QualitativeResearct{Chapter 5/Article 3)

Data collection: Qualitativedataanalysis:

| *Interview recordings
*Semistructured interviews witthealthcare | *Individual transcripts from interviews
providers ‘ / *Development of thematic areas

| *Study results

Phase 3:Qualitative ResearctfChapter 6/Article 4)

Qualitative data analysis:
*Interview recordings

|
ﬁ/ *Individual transcripts from interviews|

*Development of thematic areas
*Study results

THESIS FINDINGS DISCUSSION

|
~ [ Integration and interpretation of}
|_ / key results

Synthesis okeyresults

Figure 1.2: Thesis research design

1.7 Research AimsObjectives and Questions

1.7.1 Research aims
This researclsought toexplore how SRH policies on contraception and STI prevention are
implementedor translated intopracticein the public sectousing a multimethod qualitative
researclapproachFurther, this research sought to identify and analyse policy documents related

to contraception for young peomged between 10 and 19 yedrsaddition, this research sought
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to gain insights about the provision of contracetaed 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 ®duth African policieson SRH with a focus on
contraceptiorandadolescents.

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 adol es
methods.

d) To exploretheperspectivesf schoolhealthpractitionersonthe provision of contraception to

schoolgoing adolescents

1.7.3 Research guestions

The primary research question is: How are South African policiesdolescent 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 gbowitling 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 26: Results
This research is a collection of foarticles contributing to the thesis objectives. Thus, Chapters
31 6 outline thearticles, their (publication) statusheir respective contribution to the thesis, and

my contributiors to eacharticle The fullarticles are included.

Chapter 3: How do South African policies address the provision of contraception among
adolescents?
This chapterpresents analyses of policy documents and resthiesschapteris presented asna

article

Chapter4: Provision ofcontraception to adolescents in primdmgalthcare clinics in South Africa:
Perspectives of primary healthcare practitioners

This chapter presents the results of ssemictured interviews witkenior managers and nurses
who are primary healthcare practition€efbis part of the study focused threir perspectivesn

the provision otontraception to adolescents. This chapter is presentevhaticte
Chapter5: Provider perspectives on adolescent access to contraception in South Africa
Thischaptempresents the results of sestructured interviews withursesaboutthar perspectives

on access toontraceptiormamongadolescentsT he chapteris presented asarticle

Chapter 6: Beyond policy- Perspectives of school healtbractitioners about providing

contracepton services to schoajoing adolescents in South Africa

11



Thischapterpresents the results of sestructured interviews otihe perspectives of school health
practitioners about the provision of contraceptiomdolescentsThe chapteris presented ama

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 anel fessearch.

Table 11 shows the research phases, data sources, and contributionanitteeto the research

objectives.

Table1.1: Phases and data sources of the study and contributiomautitles to thesis objectives

RESEARCH PHASES & DATA SOURCES
Phases DEIE) - (CEllEee Data Sources i Objectives
Tools ResearchArticle 2 3 4
. . Policy documents .
1 Policy analysis quidelines, frameworks Article 1 |
Healthcare manager] , .. .
. ; Article 2
> Semistructured primary healthcare nurses L
interviews Article 3
Healthcare providers
Semistructured .
3 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. | did this by broadly drawing on existing literature. This
was followed by identifying the gaps in the literature to sgulé 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 chapteprovides an overview dhe literature relevanto this doctoral researchpresent a
historical backgroundf contraception provisioma discusghepolicy landscape of contraception
services in South AfricaAdditionally, the chaptercovers 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 Levesgue et al ., and Barccessthedtcamew ecol ogi

2.2.Provision of Contraception in South Africa

2.2.1 Historical Background

South Africabecamea democratic statafter a resistance movement against racial segregation.
The apartheigystemin placefrom 1948 to 1994involved discriminatory practices against non
white individuals which included persons classified as Black, Coloured, and IB&ker, 2010;

Bell et al., 2022Coovadiaet al., 2009. Unfortunately, healthcare delivery was not immune to this
inequality The apartheid system depriviéte Black population of access to healthcare, dignity,
and equality(Baker, 2010; Bell et al., 202Z oovadiaet al., 2009 During this period, he
apartheid government implemented a privatised and curative healthcare ,s¥stdrar
perpetuatinghe unequal distribution diealthcareesourcegBaker, 2010 This led to a stark
contrast between the wetsourced private healthcare system that served the wealthy white
minority and the significantly undeesourced public sector that catered to the paaority (Van
Rensburg, 2014
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The provision ofSRH services was a contentious topiaring the apartheid era in South Africa.
The government's discriminatory policies and practices resulted in limited funding for
contraceptiorservices for Black women, with contraception being aggressively promoted to curb
population growth(Kaufman, 200D This led to the provision of extensive public sector
contraceptive services, whitee delivery ofother SRH servicefor Black South Africans was
neglected Kaufman, 200 The most actively promoted contraceptive method among women,
particularly for Black South African women using public health facilifi@gas the injectable
contraceptivetHowever injectable contraceptives have to be adstéred by a healthcare provider

at a clinic everywo or three month@Coovadiaet al., 200%.

The advent of democradg 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 199§Government of th&epublic of South Africal99§. The Constitution

states in Section 27(1)(A) thé¢veryone has the right to access health care services, including
reproductive health cartelt goes on to state in Section 27(2) thitlhe State must take reasonable
legislative and other measures within its available resources to achieve the progressive realisation
of each of these rights(Government of theRepublic 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 thational Department of Healtland nine provincial health
departmentsderives its strategic and operational plans from the National Health Act (No. 61 of
2003) and other relevant paliguidelines The NationalHealth Act lays the foundation of the
South African healthcare system and provides a framework for a structured, uniform health system
(Government of th&kepublic of South Africa2004). It considers the obligations imposed by
Section 27 of theConstitution and other laws on the three spheres of governmagatding
healthcare servicdRepublic of South Africa, 199@004. 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 serfRegsiblic of South
Africa, 2009. Healthservicesencompass a wide range of heedttefacilities and procedures,

including reproductive care.

In addition,the South African government has developed and implemented several strategies to
provide comprehensive and integrated adolescent and yfaatidly services (AYFS).The
comprehensivdY FSaim to provide more than just diseageecific testing and treatmeoftSTIs

by exploring creative ways to support the broader health andbeilly of young people
(Department of Health2017) 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, ybowghdly health providers
(Department of Healtl201%; Jamest al 2019.

2.2.3 Positioning the implementation of contraception policy

Primary healthcare (PHC) is the cornerstone of hegaitlty and the delivery of contraception
serviceslt is the first level of contact that individuals, families and communities have with the
public health systenfMichel et al., 2018 According to the World Health OrganizatiptvHO),

PHC encompasses promotive, preventive, curative, rehabilitation, and supportive services
provided by professionals from different disciplines within the health sy@éHO, 2017. The

aim of these services is to addréss physical, mentahnd emotionathallenges that affeovell-
being and i mp ac (Behera BraseahdShyaniblsadee2028; §VHO, RO1)Y

Primary healthcares designed to provide easy access to qudléglthcareservices in all
communities(Naidoo, 2023 This entailsfree medicakreatment for alusersof PHC facilities
(Department of Health, 2020 This enables adolescents and youmgomen to have easier access
to various contraceptive methg@snpowes them todecide when and how oftea fall pregnant
reducs unwanted pregnanci@sespecially among adolescents and scigyowahg girls and
emphasise the importance of accountability among individuals, healtd providersand

communities.
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Contraceptiorservices for adolescents inclutiamily planning or provision ofcontraceptive

and STI prevention methodsmformation, and counselling; prenatal and postnatal care and
delivery; termination of pregnancy; pemportion careand treatment and prevention of STIs,
including HIV. As documented in the firshapterof this thesis,he provision of contraceptives

and STI prevention methods to adolescents is crucial in preventing unintended pregnancies and
increagng awareness among young peoplecess to contraception and STI prevention methods
and servicetave been hailed for having social, economic, and health befiediter, 2020.

1 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 (Paumesx,
AndersorandPickering 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 asdist the adolescent in making an informed
decision that aligns with their requirente(Cornick et al., 2018Department of Healtli201%).
Following that, the preferred method is administered.

In South Africa, the élivery of contraception services mainly occurs at PHC facilitiesn&ry
healthcareproviders are primarily qualified nurses who are equippeuffey suitable treatment,

care, and guidanaes stipulated in the Nursing A@overnment of th&®epublic ofSouth Africa,

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

ensuring that patients receive optimal care.

These kalthcare providers essentially control access to serbased on their influence on the
purchas and supply of method&ince-Deroche et al., 20)6Nurses play a significant role in the
availability andprovision of contraceptives because of regulations that require women to see a
nurse or doctoto access contraceptive methods. In South Africa, nunsBsIC services play a

major role in contraceptiverovision.
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1 Schootlbasedprovision

Contraception services are also delivered through outreach programmes. These programmes
include a schoebasedcomprehensive sexuality educati@SE) programme, as stipulated in the
Integrated School Health Policy (ISHP®epartments of Health and Basic Educatiild. Other
outreach programmes includgocial and community engagement opportunities to convey
informationto community memberg a meaningfulway (Department of Social Development

2015.

Most young people attend schaolSouthAfrica. Schoolgplay a critical role inocal communities

by offering convenient health services and facilitating stronger connections between individuals.
As stated byChavula et b (2023, the educational systeptays a crucial role in promoting health

and supporting adolescent development thrdd§E& Thereforeinvesting in CSE is essential for
equipping young people with the knowledge and skills they need to make informed decisions about
their health and relationship€omprehensive sexuality educatiencompasses a wide range of
topics, including adolescent pregnancy, decisi@king, and STI preventio.he benefits of
curriculumbasedCSE whichis delivered by trained providers or school heplthctitioners in a
nonjudgmental and stignfeee way, arevell-documentedUNESCO, 2018L.ohan et al., 2022;
Plesons et al., 2028/yat et al., 20211 One isimparting factual and impartial information and

practical life skills that enable young people to make informed choices

In South Africa, he SchoolBased SupporfTeam (SBST,) led by the school principal, is
responsible for implementing the ISHP at sch@#partments 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.

ThelSHP enable®HC or schoebasedhurses to offer contraception services in secondary or high
schoolgDepartments of Health and Basic Education, 204@cording to the ISHP, learners who
are over 14 years of age can access contracefepartments of Health and Basic Education

2012. This onsite service package includes offering methods that offer dual protection against
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both pregnancy and STIs, providing information on contraceptive methods and rdéarimeys

to the nearest clinic for additional contraceptive needs. Additionally, educatteachers are
instrumental in providing comprehensive education and informatiéataersas prescribed by

the curriculum.Life skills are required by schoegbing adolescents to address sexuality and
gendersensitive education and provision of servi@i@spartment of Social Developme2015.
However, the ISHP states that leagrs shoulddiscuss their treatment with their parents or
guardiansand attain consent. Further, tlestribution of catracepton and STI prevention
methodsat schoolis subject to the approval of each school governing body, thus leaving the
availability of this service to the discretion and potential biasdadi¥idual schoos. This is

despite the ISHRaving beemvritten by the Departments of Health a@Basic Education

1 Age of consent

South Africa is one of the countriegith policies aimed at enabling accessctntraception

savices for young people without discriminating based on age.e Chi | dr enbés Act
children may consent to sex from the age ofR8A, 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 gentation of a prescription.

Currently, adolescents can access five SRH services in South Africa. These rights are expressly
provided for i n | eg stads that chddren may boasenCindepgerdlentyriod s A
HIV testing(including pre andpostcounsding), male circumcision, virginity testing at various

points before the age of li&rmination of pregnancy, asdntraceptivesaxcluding sterilisations

(RSA, 2009. The Choice of Termination of Pregnancy Act perrait®rtion ortermination of

pregnancy from the age of 12 years withpartental conserfDepartment of Healt20191).

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 servi@@handraMouli et al., 2014; 2015 Regional
differences exist among adolescents in developing countriee face varying degrees of
challengesin manylow- andmiddle-income countrie$LMICs), includingthose inSubSaharan

Africa (SSA), young people face significant barriersattcessnig SRH services, resulting in
underutilisation(Chilinda, Cookeand Lavendey 2021;Deitch and Stark 2019. Unfortunately,

various factors prevent adolescents from accessing contraception services and methods, leading
many to forego seeking contraception services altogéfitemndraMouli et al., 2014. Access to
healthcare is limited bynultiple barriers(DiClementeet al., 2005Kons, Bineyand Sznajder

2022; Ninsiima, Chiumiaand Ndejjo, 2021). Here, | have categorised them as health service,

healthcare provider, and healthcare uséaited barriers.

M Health service barriers

Longwaiting times and limited consultation times

Time constraints are a common concern in healthcare facilitezdthcare providers in the public
sector in South Africa are burdened by a scarcity of human and other resources-amteasing
demands on their tim@.ince-Derocheet al., 201§ However, abrief faceto-face counselling
session irbusy healthcare facilitieis insufficientto convey all the information young person
requires. Some of the things that should be covered in a counselling session or consultation are
related to thereproductive cycle, discontinuatioof one methodthe introduction of a new
contraceptive methggbotentialdruginteractionsandthe need for dual protectighince-Deroche

et al., 2018%.

Stockouts

The rregular availability of preferred contraceptive methods could hinder the use of contraception
servicegSpooner et al., 20211t has been reported that public sector contraceptive services are
frequently not easily accessiblepntributing toan unmet need for these prevention methods
(Chernick et al., 2025
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Operating times

Clinic operating times do not favoadolescents who are at school. In South Africa, PHC facilities
generally operate Monday to Friday, between 08h00 and 1@N@6ternCape Departmentof
Health 2020. Adolescent girlsvho make it to théealth facilityafter school reportedly experience

negative attitudes from nursing stéfhoza, ZuluandShungKing, 2019.

Adolescent and Youth Friendly Services (AYFS)

The Imited availability and access touth-friendly SRH servicemecessitatethe establishment

of youthfriendly spaces within health facilitieadjustingclinic hourstoac c ommodat e | ear
timetables, andtilising youthfriendly technology to allow youth to review the health services

they receive and access information and support through smartphones and the SutehAatFS

services in communitpased primary care facilities are @&ssentialoption for improving

adolescent access to contracepti@hersich et al., 2037 Adolescent and Youtkriendly

Services are health services where adolescents are treated with esgp#utjr confidentiality is
maintainedThese servicesre specifically targeted toeettheir needs andreprovided by skilled,
youthfriendly health workers.

Young pabilitytd neakesheir own decisions regarding which contraceptive method to use
and access to AYF&re fundamental to their ability to attain good health and capacity for
development.

Privacy andconfidentiality

Ensuring client confidentiality is one of thealth standard®VHO, 2017. However, studies show
that adolescents do not always get that levekofice(Nmadu, Mohamed & Usma02Q Politi

et al., 2018 Otherstudiesshow that even firstime contraceptivausersharbour concerns about
being seen at a healthcare facility, ahd fear of their sexual activity beirlghown restricts
adolescents froraeelng and using contraceptidi©oombs, CampbelindCaringi, 2022; Geary
et al., 2013 Someadolescents woyrabout beingasked about their boyfriends thre reasons
behind theirsexualactvity outsideof marriage (Ti et al.,, 2022 This is despite dgislative
provisions that healthcare providers must respect the viewseaddolescent or young person

accessing a service and their right to confidenti@R$A, 20035. Geary et al(2014)reported that
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lack of confidentiality may lead to embarrassment, stigma and shaimen individuals are
stigmatsal, theyfear the potential social backlash aoduld thusdelay or avoid seeking the

healthcare they ned@oombs et al., 2032

1 Healthcare provider-related barriers

Providerknowledgeattitude, and beliefs
The negativattitudesand beliefof healthcare provideraldbe a barrier to adolescemseding
SRH serviceqAtuhaire et al., 2021Geary et al.2014 Jonas et al.2018 Munakampe et al.,

2018. This is usually related to the level of trainitig healthcare providetdsave received.

Healthcareproviders are often judgmental toward sexually active adolescents and have negative
attitudes towards theifdonas et al., 20)8He al t hcar e providerso6 perce
systemscould negatively influenceheir behaviours andhow they deliver SRH servicesto
adolescent§Abrahams, Patheand Swartz 2023 Jonas et al., 20)8 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 peopl@Cooper et al., 2016; Politi et al., 2Q1&his includes rudenessgolding
adolescentggefusalto offer contraception services to adolescearid,a lack of respect from nurses

(Jonas et al., 2018Yood & Jewkes 2009.

Studies conducted in St#aharanAfrica have found that some healthcare providers refuse to
provide contraception to adolescents because of cultural beliefs or misconcgjutioston et al.,

2015. At times, healthcare providers do not provide contraceptive counselling to unmarried
adolescent girls and discourage them from using contracegislesing thatthis mightpromote
promiscuity (Coombs et al., 2022; Lindeeroche et al., 2020 Another study found that the
provision of contraceptives to adolescents was perceived as an encroachment on African culture
among healthcarproviders (Kawuma et al., 2023These beliefs and misperceptions do not
consider the needs of adolescents as healthcare users. Biased counselling from healthcare providers
could influence contraceptive choice aoontinuation(Lince-Deroche et al., 2020 Notably,

healthcare providers whiaold strong opinions owhich methodsare appropriate fowomen
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especially those who are unmarreadyoung could discourage contraception uptake and usage
(Lince-Deroche et al., 215; Sully et al.2020).

Lack of CSE

In some countries, CSE is not widely available in sch@lsndraMouli et al., 201% Only a

few young people receive CSE in the CaribbéBiggs 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,
andbiology or health education classes that cover topics such as pibetyal., 2022. In New

Zealand, sexuality education entails briefly informing adolescents about the broader context of
sexuality and thus does not fulfil their contraceptive education n@aascan et al., 2039
According to Plesons et §2023) facilitators omit topics they are not adequately trained in or feel
uncomfortable teachindt has been observed in Guatemala, Peru, and Kibiayenostteachers

are not adequately trained CSE(Plesons et al., 2023Thisis likely to have a negativeffecton

the sexual health of the yout@havula et al. (2023) argue that misinterpretations of podisylt

in teachershoosing which aspects of the curriculum to teach or omit in schaolgever, his

couldunderminghe consistency and effectivenes<C&Estandards.

9 Healthcare userrelated 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 SWAHO, 2017. As found in asystematic review conducted

by Munakampe et al. (2018hadequate 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 contraceptiddadvich et al., 2018; Ward et ,al2021).
Misinformation about methods and health conceegardingther side effects arsome of the

barriers taheinitial uptake of contraceptiofi.ince-Derocheet al., 201§ Thesebarriersinclude
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the belief that contraceptives cause inferti{fBearyet al, 2014. Amongficurrend contraceptive
usersreasons for discontinuationcludeconcerns abounethod failure and side effediisince-
Derocheet al., 2015

Social norms

In conservative cultures, prearital sex is opposed. There is a view that young people aged below
18 years are too young to be exposed to matters related tqNBR3timaet al., 2018; Ti et al.,

2022). In othercountries, gender norms dictate that girls should marry and begin childbaring
their adolescent yea(&handraMouli et al., 201% Social norms andogio-economic factors
underl ying adol escent pregnancy include diff
sexual and social roledNinsiima et al., 2018 This is exacerbated by transactional and- age
disparate relationships, which place girls at a disadvariiigsiima et al., 201,8Zimmermanet

al., 202). This manifests in some societies through men and boys disregarding contraception and
making unprotected sexual intercourse or coerced sex a (@nandraMouli et al., 2015%.
ChandraMouli et al (2015)state that such behaviour worsens stigma and feelings of shame among

young women and girls.

Religion

Sexual andReproductiveHealthmatters are regarded as taboo for adolesg¢ergsme societies
because sexual intercourseziewed assacredand appropriate onljor married people. In some
communities where adolescents marry at an eaghy, there is a general acceptance and even
encouragement of premarital adolescent sex. However, discussion about sex and contraception is
frowned upor(Ninsiimaet al., 2018Ninsiimaet al., 202). This is also found in Islamic societies,

where contraceptive use is viewed as inappropfi&iad et al.2021).

In many conservative societies, there is a notion thaedagation may promote sexual activity
among youngeople, thereby complicating the integration of sexuality and HIV education into the
curriculum.This was the case in Nigeria, whegposition from religious orgasations hindezd
efforts to incorporate sex education into the national school currioi@ao et al., 2018Taiwo,
Oyekenu & Hussainiz023.
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Lack of support

The logistics of reaching and navigating healthcare serweesbe intimidatingfor some
adolescent§Setswe, JohannemdKgoroeadira2009; WHO,2017). Going alone t@ healthcare

facility isal so consi dered fAi mpossi bl eo (Akwaaaodoul d b
ChandraMouli, 2023. Studies show thaaccessmay be further constrained bywhether an

a d ol e parteerot fanmsly membercanaccompany them tthe PHC facility(Ninsiima et al.,

2018; Zimmerman et al2021).

Language

Language challengesan be a barrier tahe initial uptake of contraceptionand a reason for
discontinuation amonfcurrent userg(Lince-Derocheet al., 201§ Adolescents who experience
difficulty in communicating with providersnay feel coercedCoombs et al., 2032Language
barriers and poor communication between adolescents and healthcare providers can lead to
disengagement, disempowerment, and compromised health out(®haess; et al., 2020Ali
andWatson, 2018

2.3. Conceptual Framework

This chapter presents an overview of theoretical frameworkemployed 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 SystenFramework

Bronfenbrenner's ecology of human development thedmch is widely known as the ecological
systenframework, focuses on human development and behaviour. This framework was developed

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

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

af fect an individual 6s devel opment and behavi

ultimately affect behaviouiThe nestednicrosystem mes@ystem exasystem macrgystem, and
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chronosystemlevels of influence or constructare defined in Table2.1 and Figure2.1
(Bronfenbrennerl977.

Table 2.1: Theoretical constructs of theecological system framework

CONSTRUCTS CHARACTERISATION OF CONSTRUCTS
Microsystem This level includes individuals and their immediate surroundings. Users

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

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

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

structures indirectly influence an individual

Macrosystem This level refers t@ocietyand describes the culture in which individuals live.
Source(Bronfenbrenner, 1974, 1977

The relationshipor interactions between the different constructs or layers, as reflected in Figure
2.1, areimportant. According to Svanemyr et al2@05, p.58), this model requires a focus on
specific health behaviours and outcomes, identifying which factors are most likely to influence a
particularbehaviour or outcomdn addition, this modetuggests that interventions tteatdress
multiple levelsand interacticross thenmay be more effective than thodataddressonly 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 microshiseemesosystem

is focused omrelationships |t is defined as the interaction with groups or netwaish as the

school and churchlhe exosystem is focuseah the environmental context and social structures

such asrganisations or institutiodsfor example, mass media and health facility resourdes. T
macrosystem is focused on poliagd standardg his includes sociaultural beliefs, values, and
norms t hat affect the microsystem and mesosy

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

Some experts have critseid the ecological model, claiming it lacksfficientspecificity toguide
the conceptualisation specific problems or suggest appropriate interventi®osie havargued
that the theory cannot show causation between systems and @ffeletoy et al., 1988 Others

have gone further to argue that this model only empdmgibservablebehavioursand
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environments, making it overly complicated and impractaslaplanning or evaluabin tool
(Richard et a].1996; Tudge et g12021).
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Figure 2.1 Bronfenbrenner's ecology systém

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

Bronfenbrenner constructs is as follog@onfenbrenneandEvans 2000:

a) Intrapersonal factors, which refer to individual characteristics sukmoadedge, attitudes, and
behaviour.

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

¢) 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 & Ce¢il994. The Bioecological Model proposed by Bronfenbrenner focuses
on the micreevel interactions between individuals and their immediate surroundings
(Bronfenbrennerl974;BronfenbrenneandCeci, 1994. Through this lens, development is seen

as a dynamic procesbtiaped by broader environmental systems that impact proximal processes

2 Accessed fromhttps://iwww.structuralearning.com/post/bronfenbrennassologicaimodel
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(Bronfenbrennerl974;Bronfenbrenner & Ceci, 1994Thus, the bioecological model highlights

the crucial role individuaknvironment 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 SRiClemente et al., 2005; Gillespie et

al., 2022. Litchfield et al. found it effective in exploring the behaviour of individual PHC
healthcare providergLitchfield et al., 202} This researchintegratedthis theoryinto the
conceptual framework, as shown in Chapteén®ddressheresearch question.

2.3.2 Framework of Access to Healthcare

The framework of access to healthcare was introduced in 2013 by LeyvEsgueandRussell
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 heattheasehieved
whenconditions that enable the utilisation of healthcare services are supptieelhealth systems

and organisations to meet the demands of populaticnstates that access to healthcare entails
identifying healthcare needs, seeking healthcare services, reaehitiycare resources, obtaining

or using healthcare services, and being offered services appropriate to thosg eestpuect

al., 2013. Thus, acessto healthcare ia process that goes froofentifying healthcare needs to
realising healtfoutcomes.

Geographic Technical and
Direct costs
Transparency Professional location interpersonal
Indirect costs
Outreach values, Accommodation quality
Opportunity
Information norms, Hours of opening e Adequacy
Screening culture, gender Appointments Coordination and
mechanisms continuity

Approachability Acceptablllty Availability and Affordablllty Appropriateness
accommodation

Health care
consequences

Perception of Health care

Health care
needs

Health care Health care
needs and

desire for care

T T p 1t

Ability Ability Ability Ability Ability
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N Personal and Living Income Empowerment
Health literacy
social values, environments Assets Information
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culture, Transport Social capital Adherence
Trust and
gender, Mobility Health Caregiver
expectations
autonomy Social support insurance support

Figure 2.2 A conceptual framework of access to healthcare by Levesejua. (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 theifevesqueet al., 2013 Her e, t he fability to pe
or the perception of the need for care among populatietely importanand is influenced by

factors such as health literacy, knowledge about health, and beliefs concerning health and sickness.
fAcceptability r ef ers to the social and cultural fact
health services and whether they deem those services appréperateque et gl2013. Here,

autonomy, awareness of healthcare options, and persoh& figluence the ability to seek

healthcare

fAvailability and accommodatian r ef er to the concentration a
facilities andthe presence of healthcare professiofladsesque et al., 20).3The ability to reach

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

and knowledge about healthcare serviéésfordabilitypo r ef er s t o an indi vidt
for services without compromising essential ngge@vesque et gl2013. The aim is to prevent
overwhelming expensashile 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.

AAppropriateness r ef er s to various factors, i ncl udin
requirements, the promptness and quality of services, as well as the wbiiitieract with

healthcare providers effectivelievesque et al2013. The ability to engage in healthcare retate

to the user's involvement in decisioraking, health literacy, and setfanagement.

The multidimensional framework is a commonly used toalssessealthcare acces®ne of its
advantages is that it integrates the attributes of healthcare users and p(blag¥i@unes et al.,

2022; Portela et al., 2024owever, it has its limitations. Researchers have found it complex and
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challenging to encompass all the underlying determinants of gétmssla et al., 20245pooner

et al., 202). This complexity also extends to the methodology of charaictgiihe dimensions of

the framework. Spooner et al. discovered that there are no agverdralidated tools available

to measure most of the constructs described in the Levesque et al. access frd®Peomrér et

al., 202). Others noted that assigning a variable and corresponding question to a specific
dimension or ability within te framework proved difficult, as some questions applied to more than
one dimension or abilityCu et al., 2021; Infante et al., 20Rapas, Hollingdrakand Currie
2023;Voorhee=t al.,2022. For example, the time or distance it takes to reach a healthcare facility
could be classified under daff oa(Cuatkal, 20Rltiny 6 or
their research, Voorhees et @022)emphasetheimportanceof human capabilities across all
dimensions of access rather than just focusing on appropriatéiess suggest thadtuman

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 adaptedo versi
healthcareto exploretheprovision of SRH services to adolescents in the public health ¢setor

Figure 2.1). Baroudi 6s e ¢ ooh caccess g healtHfcaresemedsw aspekts of
Bronfenbrenner's ecology theory and Levesque et al.'s healthcare accestBhemnrgi, 2023

Baroudi's ecological framework draws on both theoriesshodss the relationship between policy,
healthcare providers, and healthcare uddesfound this interdisciplinary approadtelpful in
understanding sexual rights and access to SRH serVikisincludes providing healthcare users

with contraceptive methods, information, and education

Accor di ng tframevik raccess is Gasprocess that involves five steps, namely
approachability, acceptability, adequacy, affordability, and quéigyoudi, 2023 | refer to the
five steps as theoretical construct s. Thus,
constructs that are crucial for providing comprehensive SRH serVitesundamental constructs

of B a r o dfraimievdorkare similar to thosmund in the framework by Levesque et al.reftected

in Table2.2 (Baroudi, 2023 Levesqueet al., 2013 However,B a r o urhmedvarkprimarily
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addresses the demand side, overlooking the sigigdyTherefore, we have adapted it to better

address the supply side of healthcare.

Table2.2 Conceptual framework constructs of healthcare access

CONSTRUCTS CHARACTERISATION OF CONSTRUCTS
Approachability Users know about healthcare services, can obtain them, and bel

would be useful to attaithem.

Acceptability Healthcareservices meet users' sogoltural norms and needs. Use

accept the way services are provided to them.

Adequacy (or Availability and The organisation of healthcare facilities meets users' needs abou

accommodation : . : : : .
) location, and services. Healthcare services are provided in a friend

convenient manner.

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

service costs.

Quality (or Appropriateness) The structure and process of providing healthcare. The structure
healthcare facility and consultation with the provider meet pc

guideline standards.

Source: Levesque and BaroBaroudi, 2023; Levesque et al., 2013

Unlike the framework developed by Levesque et al., this framemadgnises 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 provisioat the individual, healthcare, organisation, and community or public
policy levels. According to BaroudR023) 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 prdfiteeopopulation he studied
(Baroudi, 2023 Baroudi applied this framework to SRH service usisusingspecifically on

migrant men aged between 16 and 37 ydausther B a r o UFichmedvarkprimarily addresses

the demand side, overlooking the supgibje.
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In this thesis| adaptedB a r o wsatiodc@ogical framework on access (Fig@@) to better

address the supply side of healthcahdi sing the costructsfrom Baroudd s

to healthcare| developeddescriptions ofthose constructsfocusng on the suppl side of

contraceptioror the perspective of stakeholders that are involved in providing contraception
services or implementing contraception pieqsee Table 2.3)T'his approach was also applied
in the development of interview questions to incorporate the perspectives of providers and

practitioners. By doing thiswe wereable to gain insights from both those who require services

and those responsible for supplying them.

Table2.3: Conceptual framework constructs dfie adaptedramework

CONSTRUCTS

CHARACTERISATION OF CONSTRUCTS

Approachability

Policyimplementersireorganised in a mann#ratenableshem to provide
contraceptionservicesto young people (oadolescen)s Providers anc
practitioners ensure that they inflepotential users and the community
available servicethrough \arious strategiesuch as outreach activiti@s
local schoolsln addition, providers and practitionexsefamiliar with SRH
policiesandfollow policy guideines wkenprovidingcontraceptiorservices

to young people

Acceptability

Policy implementerensure that thegre familiarwith the sociocultural
normsof thecommunities theysene andconsider thsewhen they provide
contraception services toyoung people.In addition, provilers ad

practitioners shoulbe welltrained to interact with adolescents.

Adequacy

Policy implenenters organisecehlthcareservicesn a mannerthat enaltes
themto meet theneals of young peopledr adolescenjsin terms of tine,
location and service$n addition,contraceptiorservices are provided in

friendly and convenient manner adolescents

Affordability

Policy implementers provide contraceptives at PHC facilitiewatostand

bring contraceptio serviceqearer tausers

Quality (or Appropriateness)

Policy implementers msure that theway they provide contraceptio

services to adescentsneets policy standards.

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

f r a maceessr k

on

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

nested in four soctecological levels (individual or personatterpersonal, health service, and
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policy). The adaped framewnork (shown in Figure 24) focuseson policy implenerterswho are

healthcare providers arsg¢hool health practitioners
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Figure 2.3 Adapted ecological framework of access to healthcéBaroudi, 2023)

| adaptedBar oudi 6s framework to explore how the
provides contraception and STI prevention methods by focusing on adolescents (in the Western
Cape). The last chaptés guided bytheadapt ed versi on of Baroudi 6

shown in Figureé.4. This framework could help inform how healthcare providers, users, policy,
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and decisiormakers interact in the policy and implementation processes to contribute to better

health outcomes.

ervice provision (what services to
offer and to whom) and pricritisation,
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Figure 2.4: Provision of contraceptiori an adapted ecological framewoiBaroudi, 2023

Figure2.4 shows that adolescents' starting poineisognisingheir need for contraception. This
awarenesmaybe informed by theiknowledgeof contraceptionSRH services or pregnancy. The
adol escent 0s demographic characteristics,

influence any of the constructs or layers.
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Approachabilityrefers to the degree to which services can be obtained and includes information
and perception of need at the individual | ev e
procedures at the interpersonal level, outreach activities and screenindtloddreausers at the

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

Acceptabilityrefers 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. Abahkh service level, it
includes training for healthcare providers and-digcriminatory services. At the policy level, it

includes the recognition of constitutional rights.

Adequacyrefers tohow 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 bethedralthcare
user and the provider. Waiting times and clinic administration barriers are located at the health
service level. Service provision, including prioritisation of adolescent and-freerily services,

is located at the polclevel.

Affordabilityrefers to théh e a | t h c ability and wilengnéss to payAbility 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 tothe structure and process of providing care. This entails expectatidhs
individual level, intercultural communication at the interpersonal |&velphysical infrastructure
of healthcare facilities, and the deliverypaitient or client-centred healthcare at the health service

level. Meeting service provision standards is at the policy level.
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Background: The South African government has pioneered several policy documents that
emphasise the importance of sexual and reproductive health (SRH).

Aim: We examined how national polides address access and provision of contraception to
adolescents in South Africa

Setting: South African national policies.

Methods: We systematically searched various academic databases such as EbscoHost, Sdence
Direct, Google Scholar, PubMed and Scopus, and other relevant sources to obtain 854 policy
documents. Using a set of explid t inclusion criteria, we screened and selected 11 South African
polides for analysis. Next, we analysed three international polides and frameworks to extract
the key elements from them. Themrafter, we used these key elements to develop an analytical
framework for conducting the analysis of the South African national policies.

Results: We found that South Africa’s SRH policies largely address the provision of
contraception by following international guidelines. These policies recognise the value of
providing contraception to adolescent girls. However, we also found gaps in some policies,
which could impede how they are translated into practice. These include recognising that
adolescent boys can play a role in contraception; adolescents have varying SRH needs and
are a key stakeholder not only for policy development but also for monitoring and
accountability.

Conclusion: With a specific focus on South Africa’s contraception servicesin the public sector,
these findings are relevant to policy makers, providers and users of contraceptives.

Contribution: This review proposes recommendations that will assist with strengthening
health policy development and thus improve primary health care services related to
contraception for adolescents.

Keywords: adolescents; contraception; health policy; sexual and reproductive health;
South Africa.

Introduction

Unintended or unwanted pregnancy and sexually transmitted infections (STIs) are critical global
public health issues.'? Previous studies® show that more than 10 million adolescent girls have
unintended births yearly in low- and middle-income countries (LMICs) in Africa, Latin America,
the Caribbean, Asia and the Padfic regions. Globally, adolescents have varving sexual and
reproductive health (SRH) experiences. However, adolescents in LMICs encounter more
challenges such as pressure to get married or some form of forced sexual contact**Of an estimated
21 million girls aged 15-19 vears who become pregnant, approximately 12 million of them give
birth every year’ while the remaining proportion may be attributed to miscarriages and
terminations** In sub-Saharan Africa, young women are among the key populations most
vulnerable to SRH risks such as unplanned pregnancy and STIs, incuding the human
immunodefidency virus (HIV).®” Of the 13 million adolescent girls with an unmet need for
contraception in LMICs, more than 30% live in sub-Saharan Africa*

While adolescents are often considered healthy, research demonstrates that many die prematurely.”
Risky sexual behaviours predispose adolescents to adolescent-related SRH problems (such as
HIV, STIs and unwanted pregnandes). Complications from pregnancy and childbirth are the
leading causes of death among adolescent girls (ages 15-19 years).®? Adolescent mothers
face higher risks of eclampsia, puerperal endometritis and systemic infecti ons than women aged
20-24 years.!” Further, babies of adolescent mo thers face higher risks of low birth weight, preterm
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delivery and severe neonatal conditions*"” Some adolescent
girls opt for abortion or termination of pregnancy (ToP).
However, of the 5.6 million abortions that occur globally each
vearin this age group, 3.9 million are unsafe and contribute
to maternal mortality, morbidity and lasting health problems.?

Access to contraception and STI prevention interventions
offers social, economic and health benefits.! It is therefore
imperative to have policies that promotenon-discriminatory
provision of contraception and STI prevention methods.
Policies can influence the delivery of SRH services and
enable access to contraception methods that can prevent
unplanned pregnancy for adolescents.™ In an attempt to
improve SRH among yvoung people, the International
Conference on Population and Development (ICFD)
emphasised the need to offer SRH information and services
to adolescents.!’® The conference was a milestone that
emphasised the importance of achieving universal access to
SRH to advance national development goals. Universal
access to SRH services, inclu ding access to contraception, is
an important aspect of the United Nations (UN) Sustainable
Development Goals (SDGs) 2030, Sustainable Develop ment
Goal 3 aims to ensure good health and well-being at all ages
and the provision of SRH services. Twenty-five years after
the first conference, advancing the goals of the ICPD and
safeguarding rights and dignity for all remain at the core of
SRH interventions.'?

Recently, the South African government published a number
of policy documents that emphasise the imp ortance of SRH.
These include the National Clinical Guideline for
Implementation of the Choice of Termination of Pregnancy Act
(CToP ), the National Integrated Sexual and Reproductive
Health Rights (SRHR) Policy ™ and the National Adolescent
and Youth Health Policy.™ South Africa’s SRH policies are
enshrined in the country’s constitution,'” which recognises
the human rights of dtizens. Further, they are aligned with
regional and international charters, including the 1994 ICPD
Programme of Action,”™ 1995 Beijing Fourth Conference on
Women Declaration,” the UN SDGs, and the 20062015
Southern African Development Community (SADC) SRH
strategy®® and 2006 Maputo Plan of Action.?!

We assessed how existing national policies address adolescent
contraception in the South African public sector. In doing this,
we followed the work of Hoopeset al > who utilised the World
Health Organization (WHO) human rights framework to
assess two South African contraception policy documents,
The study® found that the 2012 policy documents are
comprehensive and forward-looking in providing normative
guidance. However, there remain gaps in these polides that
may create barriers for adolescents to access contraceptive
services, Similarly, Cordova-Fozo et al® examined how
Paraguayan laws and regulations addressed adolescents and
their contraception education and service needs by using the
WHO human rights analytic framework. With the SDGs in
place, little is known about how current national policies
address issues related to access and provision of SRH services
to adolescentsin South Africa. Thus, the aim of this article is to
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examine how South African national policies address issues
relating to accessand provision of contraception to adolescents.

Research methods and design

We used document analysis to assess how existing national
policies address adolescent contraception. Document analysis
is a systematic procedure for reviewing or evaluating printed
and electronic material®® It is an essential component of
health policy analysis that enhances procedural rigour and
allows for a fuller understanding of policy processes and
contents ***” In conducting the document analysis, we
followed Matlapeng et al.>® (p. 167).

Search strategy

We developed a search strategy to help us retrieve as many
documents as possible that are relevant to the topic of ourstudw.
In developing the search strategy, we itemised and grouped
varous words to create broad search terms. For example, we
used various key terms mlated to population group (ie
adolescent OR teenager OR youth OR young people); pregnancy
prevention (i.e ‘family planning” OR ‘contraception’ OR
‘contraceptive” OR ‘birth control” OR ‘population control’
OR ‘fertility control’), SRH service provision (i.e. ‘sexual health”
OR ‘reproductive health’) and policy documents (ie health
policy OR ‘strategy” OR ‘plan’ OR ‘framew ork’ OR ‘guideline”
OR ‘checklist’). Further, we used singular and plural terms to
ensure exhaustive search results. This enabled us to retrieve all
possible policy documents related to our topic,

Using key terms, we searched academic databases and other
relevant websites to ob tain relev ant documents. The academic
databases we searched include EbscoHost, Science Direct,
Google Search and Google Scholar, PubMed and Scopus. Other
sources were websites that host the following international
and regional organisations or institutions: the African Union
(AU), SADC, the United Nations Population Fund (UNFPA),
the United States Agency for International Development
(USAID) and WHO. In addition, we searched other web-based
sources. We started by searching the Department of Health
website (The Knowledge Hub) and then moved on to search
other South African government departments’ (including the
South African government) websites. The search of terms led
to the identification of 4669 results or documents (see Figure 1
for the visual depiction of the search strategy).

Following this, we developed inclusion criteria that enabled us
to retrieve relevant policy documents and thereafter applied
the inclusion criteria systematically (see Figure 2). Specifically,
the inclusion criteria were that the document had to be (1)
international key policy documents that provide guidance to
national policies on matters related to universal access to
comprehensive SRH services for adolescents, (2) intemational
key policy documents thatserve as a guide for national polides
on matters related to provision of contraception and/or STI
prevention methods among adolescents, (3) national policy
documents related to acaess or provision to contraception that
have been adopted (for implementation) by the South African
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[ Search components }—[ Key words
Pregnancy Contracept® OR family planning
prevention OR fertility contral
and
Poll Policy OR frarmework OR health policy OR
o health plan OR health strategy OR guide®
document

OR poliey checklist

and

[ SRH service provision ]—' Sexual health OR repreductive health ]

arnd

[ Population }—[

Source: We followed Matlapeng KM, Babatunde GE, Akintola 0. How do HIV/AIDS policies
address access to HIV services among men who have sex with men in Botswana? Afrl AIDS
Res.2020;19(3) :165-176. https://doi.org/10.2989/16085906.2020 1782445, to conduct the
analysis. The figure reflectsthe search strategy followed by the authors

SRH, sexual and reproductive health.
FIGURE 1:Search strategy.

Adolescent® OR youth OR young
people OR teen™

public sector and (4) national policy documents on SRH
addressing contraception and/or STI prevention methods
among adolescents in the South African public sector.

We excluded the following: (1) research articles and reports
(documents that are not polides, frameworks, guidelines, or
plans), (2) legislation, regulations, treaties and conventions,
(3) policy documents with no reference to (both) adolescents
and contraception (e.g the Amended MNational Policy
Framew ork on Child Justice™), (4) national policy documents
adopted orimplemented in other countries (outside of South
Africa), (5) policy documents developed before South Africa
became a democratic country in 1994 and (6) documents that
are not written in English. This led to a total of 4669 results.
At this point, we excluded 3815 documents based on the title,
language (only documents written in English were included)
and date of publication of each document.

Screening and selection process

We conducted a three-phased screening approach.™ In Phase 1,
we screened 854 documents by looking closely at the abstract
ofeach article to ensure the selected document met the inclusion
criteria, We then excluded documents based on the content of
the abstracts. This left us with 120 documents. In Phase 2, we
conducted a full review of each document to determine if the
documents focused on contraception and/or SRH for
adolescents or teenagers or voung people. Thus, documents
that are not policy-related, not referring to contraception, not
related orrelev ant to adolescents and not focusing on anational
response were excluded. In addition, we excluded duplicates.
This led to Phase 3. In the third phase, we went through the 20
policy documents and excluded six policy documents thathad
been updated or replaced by more recent policy documents.

The following six policies (Box 1) were updated by the
National Department of Health.
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BOX 1: Policies were updat ed by the National Department of Health.

2015 policy documents:

- Department of Social Devaopment & Department of Hedth 2015. Natonal
Adolescent SRHR Framework Strategy, 2014-20195. This policy document was
updated in 2019,

- Department of Health. 2015. Nationa Consolidated Guidelines for the
Managem ent of HIV in Adults, Adolescents, Children and Infants and Prevention
of Mother-to-Child Transmission This policy document was updated in 2020

2012 policy documents:

- Department of Health. 2012. Nationa Contraception and Fertility Planning
Policy & Service Delivery Guidelines (update of 2001 policy). This policy
document was up dated in2019.

- Department of Health. 2012. Nationa Contraception Clinical Guidelines This
policy document was updated in 2019,

2001 policy documents:

- Department of Health. 2001 Mationd Contraception Policy Guidelines — within a
Reproductive Health Framework 2001 This policy document was updated in2019.

- Department of Health. 2001. Policy Guid dines for Youth and Adolescent Health.
The revised versionwas first published as a draft in2012 and finalisedin 2017

A total of 14 (three intemational frameworks and 11 local)
policy documents met theinclusion criteria and were thenefore
included in the subsequent analy ses (Figure 254 and Table1).

Analysis of South African policy documents

Before looking at the 11 South African policy documents, we
went through the three intemational framew orks. The three
international framew orks (USAID,™ WHO,? and WHO and
UNFPA™) we chose met the inclusion criteria and provide
guidelines that may be integrated in national policies. The
USAID framework is a checklist of ‘essential elements for
successful family planning polides’™ The WHO framework
has nine recommendations and 21 sub-recommendations
grounded in human rights.*? The WHO and UNFPA (2015)
guidelineisanimplementation gui de of the WHO framew ork.
The guideline translates the recommendations and sub-
recommendations into nine concrete actions for midlevel
policymakers and programme managers that are involved in
providing family planning services.

We conducted thematic analysis to review the thmee
international frameworks. The aim of the review was to
identify the various themes that constitute key elements in
the policy documents. The analysis followed a systematic
process that began a review of relevant literature and policy
documents. From this review, we identified five thematic
areas which are listed as follows:

1. Accessibility to comprehensive contraceptioninformation
and services. This includes eliminating (financial
and eligibility) barriers to contraceptive provision and
providing SRH services without mandatory parental or
guardian authorisation and notification.

2. Meaningful partidpation by relevant stakeholders (and
role-plavers in the policy development process). This
involves active and informed engagement of individuals
in the policy-making process.

3. Costed policy with clear monitoring and accountabili ty
plans, This entails reference to the policy costs or budget
and monitoring and accountability plans.

4. Ensuring clinical guidelines and service standards for
contraception (reflecting  WHO
current thinking and evidence). This relates to providing
quality care, acceptability, mespect of privacy

services standards,

and
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[ Identification of policy documents via databases and other sources ]
Documents identified from search
terms:
= Databases (EbscoMost, Science
Direct, Google search, Google
Scholar, PubMed, Scopus)
= Other sources [Afrcan Union (AU,
Commanky (SADD) Unived Ntions | | Locimentsremoved
- 1l |, Ui bef Tt
= Fund for Ropulation Activities 0]
g [UNEPA), United States Agency for Based on title of docwment,
] International Develapment (USAID), language, year of
i Worid Heafth Organization (WHO) publication:
websites] [m=3815)
* Other sources [Department af
Heaith [The Knowledge Hub] and
ather South African government
departments (inciuding the South
African govemmoent website)]
(n= 4669)
L v
All docu ments for abstract review Documents excluded based
« Databases & Other sources: on abstract (contents) of
Inter national & Regional and Local document
(o = 854) [ =734)
\
l Documents luded:
» Documents selected for full review Not policy-related; not
i = Databases & Other sources (] referring to contraception ;
1 (n =120) net related/relevant te
R adolescents; duplicates;
l not fecusing on national
Documents selected for preliminary [ = 100)
inclusion
= Other sources: International & Local Documents excludad:
i bo»
[n=20) Local sources/policies that
L i have been updated;
— replaced
Documents that met the inclusion [ =6)
3 criteria
3 * International Frameworks &
£ South African Policies
[m=14)

Source: We adapted the Preferred Reporting ltems for Systematic Reviews and Meta
Analysas (PRISMA) flowchart (Moher D, Liberst A, Tetzlaff |, Altman DG. Preferred reporting
items for systematic rewviews and metaanalyses: The PRISMA statement. Internatonal
Journal of Surgery. 2010;8(5) :336-41)

FIGURE 2: Flowchart showing the process of collecting and selecting policy
documents for review.

confidentiality, and the provision of scienti fically accurate
comprehensive sexual education programmes and
comprehensive, evidence-based information (to ensure
informed decisi on-making for users).

5. Non-discriminatory availability of all tv pes of contraceptive
methods, This relates to contraceptive  security.
Caontraceptive security ensures thatindividuals can choose,
obtain and use high-quality contraceptives whenever they
need them ™1t is a key component of sustainable family
planning or reproductive health services.

Next, we conducted a comprehensive analysis of the included
South A frican policy documents by checkingif they cover the key
elements derved from our review of from the international
frameworks. We developed a table that contains a list of all the
documents, The titles of the South African policy documents
were listed alongside the kev elements of the international
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frameworks in a tabular format (Table 1). We reviewed each
national policy document to determine if they included the
identified key elements of the intemational frameworks. Thus,
we collected and dassified the data according to the five broad
themes derived from the international frameworks.

Table 2 shows the South African policies that have been
included for analysis and the thematic areas from the
international policy documents.

We have summarised the owverall findings of the policy
analysis, based on the identified thematic areas, in the next
section. See Figure 3*™ for the policy analysis process.

Ethical considerations

Ethical clearance to conduct this study was obtained from the
University of the Western Cape Biomedical Research Ethics
Committee (No. BM19/1,/24).

Results

We used five thematic areas that we obtained from the
international framew orks to assess the current South African
polides that are related to contraception and/or SRH
prevention methods (as shown in Table 2). Overall, we found
that each policy document focuses on its objectives and target
group. As such, the policy documents complement each o ther
and refer to other policy documents that may be of interest or
that may be required to address a spedific issue in detail.

Accessibility to comprehensive contraception
information and services

Except for the National Consolidated Guidelines for the
Management of HIV in Adults, Adolescents, Children and
Infants and Prevention of Mother-to-Child Transmission
(PMTCT),* almost all (10 out of 11) of the included policy
documents broadly highlight the need to reduce any form of
barrier to access to contraceptive information and services for
adolescents and young people. The 10 policy documents
outline barmiers to accessing comprehensive contraception
information and services. These include financial cost of
contraception services, poor knowledge or lack of awareness,
consent by a parent or guardian and distance to the service site.

On the other hand, the South African National Integrated
Men’s Health Strategy 2020-2025" aims to provide
comprehensive and integrated care for men and boys but
does not speak specifically to contraception, family planning
or fertility controlin relation to adolescents. It states barriers
to accessing healthcare services (in relation to males),
including the availability of options for males to discuss SRH
issues with a male provider. The strategy states the following;
Several individual and health system factors prevent men
from accessing health facilities. These include the availability of
services, skill and capacity of health workers and the way
services are offered. In addition, men’'s personal factors,
including stigma, poverty, feelings of compromised masculinity,
confidentiality concerns, distance to the facility, inconvenient
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TABLE 1: Policy document sfor content analysis.

Page 5 of 11 . Original Research

Contraception policy documents

Internatonal framewo rks

South African policies

1. WHO and UNFPA, 2015 Ensuring human rights within contraceptive 2021

service delivery: implem entation guide 1 Department of Hedth, 2021 South African National Integrated Men's Health Strategy
2. WHO, 2014. Ensuring human rights in the provision of contraceptive SRR
informatio n and services guidance and recom mendations. 2. Department of Hedth, 2021. National Clinical Guideline for Im plementation of the Choice of
3. UnitedStates Agency for International Development (USAID), 2014 Termination of Pregnancy Act
Policy checKist: essential elements for successful family planning 3. Department of Basic Education, 2021. Policy on the Prevention and Management of Learner
policies Pregnancy in Schools (after the 2018 draft).
4. Natonal Youth Development Agency, 2021 Integrated Youth Devdopment Strategy (IYDS) Draft
2024/25.
2020

5. Department of Headth, 2020. National Consolidated Guidelines for the Managem ent of HIV in
Adults, Adolescents, Children and Infants and Prevention of Mother-to-Child Transmission
({updated version of 2015).

2019

6. Department of Health, 2019. National Integrated SRHR Policy Ed 1 (vpdate of 2011 policy and
Department of Social Development and Department of Health 2015 Framework Strategy).

7. Department of Heath, 2019. National Contraception Clinical Guidelines (update of 2012 and

2001 policies).

2017

8. South African National AIDS Council (SAMAC), 2017. National Strategic Plan for HIV, TB and 5Tis

2017-2022.

9. Department of Heath, 2017. National Adolescent and Youth Health Policy (update of 2012 draft
and 2001 policy).
10. Department of Basic Education, 2017. Matio nd Policy on HIV, 5Tls and TE for Learners,
Educators, SchoolSup port Staff and Officidsin dl Primary and 5 econdary Schools in B asic
Education Sector

2012

11. Department of Hedth and Depatment of Basic Education, 2012, Integrated School Heath

Policy

Source: We followed the approach used by Matlapeng KM, Babatunde GB, Akintola 0. How do HIV/AIDS policies address access to HIV sendces among men who have sex with men in Botswana?
Afr ] AIDS Res. 2020;19(3):165-176. https;//doiorg/10.2989/16085906.2020.17 82446, to condud the analysis

WHO, World Health Organization; UNFPA, United Natons Population Fund.

1. Selection of relevant policy 2. dentification of key elements
documents based on search > from International Policy
strategy Frameworks/Guldelines

}

3. Therough reading of the
South African policies that meet
the inclusion criteria

4. Analysis of the South African
policles against the key elements
identified from the Internaticnal
Policy Frameworks/ Guidelines

!

5. Presentation of the
content analysis of SA policy
documents, intabular ferm

6. Results and discussion of
policy analysis findings

r

Sournce:This figure reflects an adaptation of the approach used by Matlapeng KM, Babatunde
GB, Akimola 0. How do HIV/AIDS polides address access to HIV services among men wha
hawe sex with men in Botswana? Afr ] AIDS Res. 2020;19(3) :165—176. https://doiorg/10.29
89/16085906.2020.1782446 and Moher D, Liberati A, Tetzlaff J, Attman DG. Preferred
reporing ftems for systemamc reviews and metzanalyses: The PRISMA statement.
International Journal of Surgery. 2010;8({5) 33641

FIGURE 3: Policy analysis process.

hours, and prevailing gender norms (perceptions that facilities
provide women-centred services) also serve as barriers for men
accessing services. (p. 8)

The strate gy further states that:
The impact of unsafe sexual practices on the sexual health and
wellbeing of adolescent males and their partners is an important
consideration. Education about safer sexual practices is a critical
intervention for the sexual health of adolescent boys, coupled
with sasier access to condoms for adolescents. (p. 11)

The National Integrated SRHR Policy,” National Contraception
Clinical Guidelines™ and Mational Clinical Guideline for

http:/fwww.phdm .org . Open Access

Implementation of the CToP Act™ emphasise the need for
access to family planning services. These policy documents
note that adolescents arenot a homogeneous group, and their
SRH needs vary while consi dering factors that might serve as
barriers to accessing the services.

In South Africa’s public health sector, contraceptive services
are provided at no cost to users™ Thus, the cost of
contraception and STI prevention methods is not a deterrent
of accessibility to contraceptives and condoms, In addition,
the policy documents do not use words that are restrictive or
have the potential of being coercive in practice. Thus, any
adolescent can access contraceptives if they choose to, and
they can do so without being forced. For example, the
Integrated Youth Development Strategy (IYDS) Draft™ and
National Adolescent and Youth Health Policy’ promote
equal access to family planning and integrated SRH services
among adolescents. However, the language that is used in
practice might be different.

The Integrated School Health Policy™ discusses the importance
of providing v oung people wi th preventive health information
to improve their knowledge and level of awareness. In line
with the South African Children's Act* the National Policy on
HIV, STIs and TB'' states that adolescents do not require
parental approval to receive sexuality education.

Non-discriminatory availability of all types of
contraceptive methods

All the included policy documents mention contraceptive
methods but to a varying degree. Some policy documents
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TABLE 2: Titles and themes of selected policy documents.

South African policies Themes or key elements
Accessibility to Meaningful Costed policy with clear monitoring and Ensuring clinical guidelines and service standards for contraception Non-discriminatory
comprehensive participation by accountability plans Services availability of all types
 contraception relevant Costing/budget Monitoring and Quality of care Acceptability Informed decision- Respect of privacy of contraceptive
information and stakeholders i . ? methods
services accountability plans making and confidentiality
1. DaH, 2021. South African National v v reference unrelated to v v X v v v
Integrated Men's Health Strategy
2. DBE, 2021. Policy on the v v v v N v N v v
Prevention and Management of
Learner Pregnancy in Schools
3. NYDA, 2021. Integrated Youth ¥ ¥ P s s v X X ¥
2024/25
4. DgH, 2020. Mational Consolidated X In foreword only b ¥ In relation to HIV ¥ ¥ Confidential HIV v
Guidelines for the Management of counselling
HIV in Adults, Adolescents,
Children and Infants and PMTCT
5. DgH, 2019. National Integrated ¥ ¥ v v v v v v ¥
6. 2015. National ¥ ¥ % % v v v v v
ontraception Clinical GuidelinesT
7. DaH, 2019. National Clinical v v X v v v v v v
the Choice of TP Act Ed.1
8. SANAC, 2017. National Strategic ¥ ¥ in relation to TB and v X v X ¥ v
Plan for HIV, TE and 3Tls HIV
2017-2022
9. DaH, 2017. National Adolescent v v v v 't v X v v
10.DBE, 2017. Mational Policy on HIV, v v v v X v v {broadly, not specific to v
5Tls and TB for Learners, contraception or
Educators, School Support Staff adolescents)
and Officialsin all Primary and
Secondary Schools in Basic
Education Sector
11.DoH and DBE, 2012, Integrated v v v v broadly covers quality v refers to consent and X v
School Health Policy of services assent for school
health pRERRRES

Source: We adapted the spproach used by lgtlapeng KM, Babatunde GB, Akintola 0. How do HIV/AIDS policies address access to HIV services among men who have sex with men in Botswana? Afr) AIDS Res. 2020;13(3):165-176. hitps://doi.org,/10.2383/ 16085306,
2020.1732445

T, No reference to contraception. Refers to adolescents and SRH.

I, The 122 page revised the National Contraception Clinical Guidelines (2013) and the asseciated South African Handbook for Contraceptive Method Provision (2019) build on two previous policy 2nd guideline documents, the National Contraception and Fertility
Planning Felicy and Sarvice Delivery Guidelines [2012) and the National Contraception Cliniczl Guidelines [2012).

Key:

¥, The themes or key elements 2re covered or included in the policy document.

X, The themes or key elements are missing or not included in the policy document.
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provide a listof the types ofcontraceptive methods that should
be provided in public health facilities. Others merely mention
the term ‘contraceptive’. In cases where detail is not provided,
reference is made to the policies that provide the necessary
details. The policy documents recommend the availability of
various modern contraceptives, provider capadty and the
prevention of commodity stockouts at public health fadlities.

All the polides identify male condom distribution as one of
the key indicators of access to contraception and STI
prevention methods, However, policy documents such as the
South African National Integrated Men's Health Strategy™
do not distinguish between male and female condoms. Thus,
it can be assumed that the reference is to either male or both
types of condoms. Further, there is no mention of other
contraceptive methods and how these may be made available.
On the other hand, the policies on the Prevention and
Management of Learner Pregnancy in Schools*? and the
Mational Policy on HIV, STIs and TB*' reco gnise the need to
provide male and female condoms and refer learners to the
Department of Health (DoH) for o thercontraceptive methods.

The IYDS Draft,® which is written by the National Youth
Development Agency (NYDA) states the importance of
strengthening family planning, However, it doesnotelaborate
on issues mlated to SRH. Yet the NYDA is mandated to
mainstream youth issues into sodety and champion yvouth
development with all sectors of society. Unlike other policy
documents, the South African National Integrated Men's
Health Strategy only mentions the male condom — it does not
mention other contraceptive methods and how those may be
made available. This may give the impression that preventing
unwanted pregnandes is the responsibility of female
adolescents, Interestingly, the strategy notes that for males
aged 20-34 vyears, it is important to ‘leverage their sodetal
roles to help improve women's health (SRH, including family
planning) ... and reduce STIs" (p. 12). However, it does not
outline how thiscan be done at that age or among ad olescents.

The Integrated School Health Policy™ advocates for the
provision of dual protection (thatis, a barrier contraceptive
like an oral pill or injectable used alongside another method
such as a condom to reduce STI transmissions and prevent
pregnancy). The National Strategic Plan (NSF) for HIV, TB
and STIs* refers to the provision of non-discriminatory
access to a:
[Plackage of SRH services (that) will include counselling on
contraception and voluntary medical male circumcision
(VMMC), provision of contraception and condoms, pregnancy
testing, HIV testing services (HTS)and pre-exposure prophylaxis
PrEP. (p. 16)

On the other hand, the National Clinical Guideline for
Implementation of the CToP Act" states thatevery individual
who seeks ToP can access the service without undue delay
and within 7 days from the first request to access those
services. In addition, there is no age of consent or a minimum
age to access ToF services. This serviceis provided within the
first 12 weeks of pregnancy without giving reasons.
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The Mational Consolidated Guidelines for the Management
of HIV in Adults, Adolescents, Children, and Infants and
PMTCT™ stipulate that health facilities are responsible for
ensuring that thereis a constant supply of essential medicnes
and commodities, which include contraceptive methods in
line with the Mational Contraception Clinical Guidelines.™
The National Contraception Clinical Guidelines™ indicate
sped fic modern methods for various age categories, including
adolescents. In addition, the Guidelines provide a list of
available contraceptives and STI prevention methods like the
National Integrated SRHR Policy.'® These are the intrauterine
contraception, for example, copperintrauterine device (IUD),
hormonalintrauterine sy stem (IUS), subdermal contraceptive
implants, condoms (male and female), progestogen-only
injectables, oral contraceptive pills, emergency contraception
(EC) and voluntary sterilisation. Thisis noted as being seldom
an appropriate method for adolescents or young adults
because it is permanent and irreversible (p. 45).

Meaningful participation by relevant
stakeholders (and role-players)

Most (10 out of 11) of the policy documents acknowledge the
role and value of relev ant multisectoral stakeholders (including
key stakeholders at national and provindal departments,
frontline healthcare workers, technical partners, academics
partners, non-governmental organisations [NGOs], civil
society and private sector institutions) in policy development
and implementation. In addition, they adv ocateforadolescents
or learners. These documents include the South African
National Integrated Men’s Health Strategy,™ the Policy on the
Prevention and Management of Learner Pregnancy in
Schools*? the National Integrated SRHR Policy,'® the National
Contraception Clinical Guidelines,™ the National Policy on
HIV, STIs and TB*!' and the Integrated School Health Policy.™
The Mational Strategic Plan for HIV, TB and STIs* lists
accountability partners to realise SRH objectives. However,
their roles in relation to the provision of adolescent health or
SRH services are not specified. The Mational Consolidated
Guidelines for the Management of HIV in Adults, Adolescents,
Children, and Infants and PMTCT* only nefer to stakeholders
in the document's foreword (to acknowledge those who
participated in the process).

Some policies specify the importance of including voung
people in the policy development and implementation
processes, The IYDS Draft™ states that ‘the NYDA must work
with national DoH to develop the comprehensive policy and
legislative framework; by making sure that y oung people are
part of the consultative process towards its development’
(p. 86). Further, the IYDS Draft® plans to implement a
programme on adolescent SRHR, which addresses teenage
pregnandes and risky behaviour in collaboration with the
national DoH and other government departments (such as
the Department of Basic Education (DBE) and Dep artment of
Social Development (DSD) (p. 90). The National Adolescent
and Youth Health Policy™ was developed through vouth
engagement and expert stakeholders from government, dvil
sodety and other organisations. Thus, it can be regarded as
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the policy document that was developed by the vouth for the
vouth.

Costed policy with clear monitoring and
accountability plans

The budget or implementation costs were not stipulated in
any of the policy documents. However, this does not mean
that South African polides do not have cost, monitoring and
accountability plans. It could mean that policy budgets are
located in business plans or other related documents.

Six of the 11 polides refer to the need for policy funding and
clear monitoring and accountability plans for their realisation.
These are the Policy on the Prevention and Management of
Learner Pregnancy in Schools*? the IYDS Draft,* the National
Integrated SRHR Policy," the National Adolescent and Youth
Health Policy™ and the Integrated School Health Policy. ™

The Policy on the Prevention and Management of Learner
Pregnancy in Schools® refers to monitoring through
multisectoral collaboration. This includes a coordination role
by a DBE Sub-Committee, reviewing policy implementation
across the different spheres of the department and regular
reporting thereof. The Integrated School Health Policy™
specifies that national and provindal budgets should be
utilised for attaining additional staff/human resources. A
few references are related to the cost implications for users of
contraception methods but not for the implementers. The
IYDS Draft® recommends, ‘The NDoH should give NYDA a
certain budget allocation ... through the National Treasury”
(p. 111) for SRH-related programmes. The National Integrated
SEHR Policy" recognises the need for a comprehensive
implementation plan, which includes effective systems for
managing the flow of clients through a fadlity despite
fluctuations in caseload to ensure information flows to the
district levels for budgeting purposes. The National
Adolescent and Youth Health Policy" refers to costing models
and financing for the policy and the bud get allocation for the
implementation of adolescent health programmes, The policy
states that therewill be continuous moni toring and evaluation
[M&E) by stakeholders through M&E guidelines.

The South African National Integrated Men’s Health
Strategy ™ states that it is the responsibility of the DoH to
ensure the availability of supplies, commodities and
infrastructure needs (p. 35), even though thisis stated broadly
and not necessarily in relation to SRH or contraception. The
Department of Health notes in the Strategy”™® that it will only
succeed when thereis a clear commitment to implementation
planning and taking an active approach to evaluating,
monitoring and reporting. The National Policy on HIV, STIs
and TB* refers to the alignment and coordination of
budgetary priorities with policy and operational activities
and monitoring of policy implementation. The National
Strategic Plan for HIV, TB and STIs" entails the budget
estimates for the implementation of the NSF over 3 years.
There is a reference to targets, budget and accountability
plans. However, the NSP focuses on HIV and TB-related
programmes and interventions, not contraception.
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The Mational Contraception Clinical Guidelines™ and the
National Clinical Guideline for Implementation of the CToP
Act are silent on the financial modalities for implementing
and monitoring the guidelines. This could be attributed to
the fact that this policy document is specifically targeted at
providers and should be used in conjunction with other
national polides.

Ensuring clinical guidelines and service
standards for contraception services

Four policy documents (Policy on the Prevention and
Management of Learner Pregnancy in Schools,* the National
Integrated SRHR Policy,” the National Contraception
Clinical Guidelines™ and the National Clinical Guideline for
Implementation of the CToP") meet the clinical guidelines
and service stand ards for contraception services. The clinical
guidelines and service standards relate to the provision of
quality of care, acceptability, respect of privacy and
confidentiality, scientifically accurate comprehensive sexual
education programmes and comprehensive evidence-based
information (to ensure informed dedsion-making for users).

These policies are aligned to various intemational, regional
and national policy documents and clinical guidelines. The
National Contraception Clinical Guidelines™ provides a
detailed account of how providers should ensure that
adolescents are receiving quality and appropriate vouth-
friendly health services that promote informed decision-
making — in line with international clinical guidelines. Key
counselling points and issues to take into account when
providing SRH services to adolescents and voung women are
detailed in the National Contraception Clinical Guidelines™
for ease of reference for providers. The National Clinical
Guideline for Implementation of CToP™ aims to enable all
ToP-seeking individuals to make informed decisions and
ensure their human rights are respected, protected and
fulfilled (p. 2). However, it might be useful to note that the
terms confidentiality and privacy appear only once in the
National Integrated SRHR Policy.”

Seven policy documents partially ensure dinical guidelines
and service standards for contraception services. The
South African National Integrated Men’s Health Strategy™
recognises global and local international guidelines.
However, there is no linkage between this Strategy and
policy documents on contraception (as it focuses on key
health issues for men and boys). In addition, there is a broad
reference to strengthening the health system’s capacity to
provide quality appropriate preventive care for men and
boys, utilisation of data for dedsion-making and ensuring
thereis privacy for males during consultations with a General
Practitioner or Medical Otficer. The National Strategic Plan
for HIV, TB and STIs,* the IYDS Draft® and the Integrated
School Health Policy™ in relation to the quality of care and
acceptability support this principle. The National Adolescent
and Youth Health Policy™ broadly mentions the principles of
acceptability and upholding privacy (p. 7). At the core, it
states that comprehensive SRH services must be tailored to
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the needs of adolescents and in line with the Integrated
Policy on SRHR."

The National Policy on HIV, STIs and TB*' broadly covers
SRH but is not specific to contraception or adolescents, and
the National Consolid ated Guidelines for the Management of
HIV in Adults, Adolescents, Children and Infants and
PMTCT™ covers the quality of care in relation to HIV,

Discussion

South Africa has made positive strides by developing
policies that prioritise contraception and STI prevention and
consider the needs of girls and women. We found that
generally South Africa’s SRH policies address provision of
contraception and STI prevention methods by following
international guidelines and standards. These polides
recognise the value of providing contraception and STI
prevention methods to adolescent girls. However, we also
found gaps in some policies, which could impede how they
are translated into practice.

Shortage of resources such as a lack of essential medicine
and treatment can discourage people from seeking SRH
servicesin the public sector* The primary health care (PHC)
Standard Treatment Guidelines and Essential Medicines
List specifies which contraceptive methods are available in
South African public health facilities * However, itis unclear
in the policy whether this means that contraception methods
are available to adolescents and are provided to them
without any prejudice or judgement. What is clear is that
there are various ways to ensure non-discriminatory access
and accessibility to contraception services. This includes
methods available to
adolescents without the consent of a guardian or parent, as
found in previous research.*

making wvarious contraception

Previous research identified common barriers to SRH
services among adolescents #7# Itis beneficial for adolescents
to be provided with SRH information and services so that
they are able to make informed decisions* In addition,
attaining contraception and STI prevention methods and
SRH services in a language they can understand and from a
nearest PHC facility makes it convenient for them. We found
that these factors are included in the South African policies.
This finding is consistent with that of other studies, ™™

On the other hand, there are polides that have provisions to
prevent providers from restricting contraceptive services
based solely on age and coercing young users. However, we
found that there is no distinction made between the different
age groups — some policy documents do not specify age
categories. Thus, the application of those policies is for
anyvone who is sexually active. Yet, adolescents may have
unique biopsychosocial needs*® Addressing the needs of
adolescents would help ensure that adolescents have access
to quality and non-jud gemental SRH services, and that they
are provided with contraception and STI prevention methods
in an adolescent-friendly setting.
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We also found that the focus tends to be on women, thus
minimising men’s role in preventing unintended pregnancies,
as found in other reseanch. ™ Male condom distribution as a
contraception and STI prevention method is one of the key
interventions for preventing unintended pregnancy and STIs.
The introduction of the South African National Integrated
Men's Health Strategy 2020-2025 is a step in theri ght direction.
The Strategy states that male partner involvementis critical in
SRH and therefore partner access to SRH services should be
increased through knowledge and education (p. 32). However,
it doesnot discuss male involvementin preventing unintended
pregnandes. This is clearly a missed opportunity. Preventing
unintended pregnancies should not only be the responsibility
of girls and women.® In future, it may be useful for South
African policies to articulate this clearly and include measures
specific to male and female adolescents. Research in France
and South Africa shows that engaging male partners in SRH
services improves men’s know ledge and attitudes tow ards the
use of contraception and STI prevention methods %

Previous research that used the WHO framework to analyse
South Africa’s 2012 policy and clinical guidelines from a
human rights perspective found gaps in the participation of
adolescents in programme development.® This is similar to
our findings. Our findings show that youth involvement (as
service users) in policy development can be improved by
actively engaging with voung people. Itis critical to involve
adolescents as a key stakeholderin the process of developing
policies for voung people. Young people can also be
involved in monitoring policy implementation and ensuring
accountability, The NYDA, as an agency that champions
vouth development, can play an active role in this regard.

Recommendations

Ensuring access and provision of SRH interventions such
as contraceptives and STI prevention methods to adolescents
requires amultisectoral approach. Thereisroom forgovernment
departments, vouth organisations and the private sector to
work together to bring SRH interventions to young people in
moreinnovative and effective ways. Young people need access
to SRH interventionsin ways that speak to them directly. Policy
makers should therefore include all relevant stakeholders in
the policy developmentprocess. Both adolescent girls and boys
are critical role-players in the policy development space and in
the prevention of unintended pregnandes. Polides should
discuss issues related to the role of boys and men.

Conclusion

This study assessed how the current South African national
policy documents ad dress SRH interventions for ad olescents
and /oryoung people. Weexplored how thepolicy documents
address access to and provision of SRH interventions,
particularly contraception and STI prevention methods to
adolescents. Using five key elements that we extracted from
the USAID, WHO and UNFFPA policy frameworks, we
demonstrated the strengths and gapsin South Africa’s SRH-
related policies and the potential implications,
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