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“Contrariwise,' continued Tweedledee, 'if it was so, it might be; and if it were 
so, it would be; but as it isn't, it ain't. That's logic.” Lewis Carroll, Through the 
looking-glass (1) 

  

https://www.goodreads.com/author/show/8164.Lewis_Carroll
https://www.goodreads.com/work/quotes/2375385
https://www.goodreads.com/work/quotes/2375385


Page 5 of 197 

ACKNOWLEDGEMENTS 

 

I am forever grateful to my promotors, Professors Trudie Knijn and Denise de Ridder for 

mind expanding wisdom, friendship and good times, and for never giving up on me. I 

appreciate  the time and effort of the members of the assessment committe for agreeing to 

serve on the committee and for reviewing the manuscript.  

 

Thanks to the people who supported, inspired, and hopefully loved me throughout this thesis: 

my husband Jean (for tolerance, space, food and drinks); my children, Jeani, Neil, Cara, Cor 

and Suzi (for “Ma sal fine wees”, stats, advice, and a PhD charm on my bracelet); my mother 

who raised four only-children; my sisters, Ella, Terra, Mandie, and Sue who never doubted 

that I would finish my thesis; my nieces who animatedly joined in the debates on vulnerable 

women; and my friends, Ida, Karen, Helen and Petro for lively discussions and tarot cards. 

 

Thank you to my employers, Wits Reproductive Health and HIV Institute and Ndlovu Care 

Group for unconditional support, my colleagues for reading endless draft articles, and my co-

authors for fine combing and intelligent input. 

 

To Google, Mendeley, STATA, and YouTube for your constant companionship.  

 

And thank you for the music! Freddie Mercury, Leonard Cohen and others, I could not have 

done this without you… 

 

 

 

 

 

 

  



Page 6 of 197 

CONTENTS 

Introduction ........................................................................................................................ 11 

Context ................................................................................................................................. 12 

The South African context ................................................................................................... 13 

Outline of the thesis ............................................................................................................. 15 

 

Chapter 1: Why do vulnerable women in South Africa have poor SRH 

outcomes?............................................................................................................................ 18 

1.1 Which social and structural factors drive poor SRH outcomes? ................................ 20 

1.2 Which behavioural factors drive poor SRH outcomes? ............................................. 26 

 

Chapter 2: Why do we lack the evidence? ....................................................................... 30 

2.1 The biomedical model ................................................................................................ 31 

2.2 Individual-level behaviour change theories ................................................................ 33 

2.3 Gender blindness in research ...................................................................................... 36 

2.4 An integrative approach to SRH................................................................................. 37 

 

Chapter 3: SRH and the rights of vulnerable female populations in South 

Africa ................................................................................................................................... 40 

Theoretical framework ......................................................................................................... 41 

3.1 Identity-based motivation and regulatory focus in gender inequality ........................ 42 

3.2 Context enquiry, risk reduction framework and policy analysis to explore 

SRH rights .................................................................................................................. 42 

3.3 Important considerations in SRH research on vulnerable women ............................. 44 

 

Chapter 4: Improving HIV prevention programmes: the role of identity in 

shaping healthy sexual behaviour of rural adolescents in South Africa ....................... 48 

 

Chapter 5: The role of self-regulation on adolescent sexual engagement ..................... 61 

 

Chapter 6: SRH outcomes among female sex workers in Johannesburg and 

Pretoria, South Africa: recommendations for public health programmes .................. 82 

 



Page 7 of 197 

Chapter 7:  “…even if a shade more friendly, it will do no harm”: A human 

rights approach towards harm reduction for sex worker programmes ..................... 102 

 

Chapter 8: Chronicles of communication and power: informed consent to 

sterilisation in the Namibian Supreme Court’s LM judgment of 2015 ...................... 117 

 

Chapter 9: Conclusion and Discussion .......................................................................... 138 

9.1  Summarised conclusions .......................................................................................... 139 

9.2 Recommendations .................................................................................................... 144 

9.3 Limitations ................................................................................................................ 146 

 

Chapter 10: Summary / Samenvatting .......................................................................... 149 

 

Bibliography ..................................................................................................................... 165 

 

About the author .............................................................................................................. 196 

 

  



Page 8 of 197 

List of Tables 

TABLE 1 SELF-DETERMINED SOCIAL GROUP AND RELATIVE IMPORTANCE OF 

COMPONENTS OF IDENTITY ............................................................................................ 56 

TABLE 2 BOYS: EFFECTS OF GENDER IDENTITY FOR NON-RISKY AND RISKY BEHAVIOUR ...... 57 

TABLE 3 GIRLS: EFFECTS OF GENDER IDENTITY FOR NON-RISKY AND RISKY BEHAVIOUR ..... 58 

TABLE 4 DEMOGRAPHICS AND SOCIO-ECONOMIC STATUS OF ADOLESCENTS......................... 67 

TABLE 5 ANOVA/T-TESTS TO DETERMINE FACTORS ASSOCIATED WITH ADOLESCENT 

REGULATORY FOCUS (PREVENTION/PROMOTION) AND REGULATORY MODE 

(ASSESSOR/LOCOMOTOR) ............................................................................................. 69 

TABLE 6 MULTIVARIATE REGRESSION: ASSOCIATION BETWEEN HAVING HAD SEX 

BEFORE AND ADOLESCENT REGULATORY FOCUS/MODE ............................................... 74 

TABLE 7 COMPARISON BETWEEN DEMOGRAPHIC AND BEHAVIOURAL CHARACTERISTICS 

OF SEX WORKERS IN JOHANNESBURG AND PRETORIA .................................................... 86 

TABLE 8 ASSOCIATION BETWEEN DEMOGRAPHICS AND BEHAVIOURAL FACTORS WITH 

HIV STATUS AND STIS AMONG SEX WORKERS IN JOHANNESBURG AND PRETORIA ....... 90 

TABLE 9 ASSOCIATION BETWEEN DEMOGRAPHICS AND BEHAVIOURAL FACTORS WITH 

CONTRACEPTIVE USE OTHER THAN CONDOMS AND HAVING CHILD DEPENDENTS OF 

SEX WORKERS IN JOHANNESBURG AND PRETORIA ........................................................ 94 

TABLE 10 A COMPARISON OF SEX WORKER VULNERABILITY COMPARED TO WOMEN IN 

THE GENERAL POPULATION IN SOUTH AFRICA ............................................................ 108 

TABLE 11CONCEPTUAL FRAMEWORK TO HIV-RELATED HUMAN RIGHTS VIOLATIONS IN 

SEX WORKERS(377) ..................................................................................................... 111  



Page 9 of 197 

LIST OF ABBREVIATIONS AND ACRONYMS 

AIDS  Acquired Immune Deficiency Syndrome 

ART  Antiretroviral Therapy 

CDC  Centers for Disease Control and Prevention 

CHAMP Community Health Awareness Motivation and Prevention programme 

CSO  Civil Society Organisation 

CTOP  Choice on Termination of Pregnancy 

DALY  Disability Adjusted Life Years 

DOH  Department of Health 

DSSM  Dynamic Social Systems Model 

HIV  Human Immunodeficiency Virus 

HPV  Human Papilloma Virus  

HREC  Human Research Ethics Committee 

ICPD  International Conference on Population and Development 

IPPF  International Planned Parenthood Federation 

IPV  Intimate Partner Violence 

MCH  Maternal and Child Health 

MDG  Millennium Development Goal(s) 

MDM  Multi-Dimension Model 

MSM  Men who have Sex with Men 

NDOH  National Department of Health 

NGO  Non-Governmental Organisation 

NIRM  Network-Individual-Resource Model 

PEP  Post-Exposure Prophylaxis 

PEPFAR President’s Emergency Plan for AIDS Relief 

PMTCT  Prevention of Mother-to-Child Transmission 

PrEP  Pre-Exposure Prophylaxis 

RCT  Randomised Controlled Trial 

SA  South Africa 

SADC  South African Development Community 

SANAC  South African National AIDS Council 

SDG  Sustainable Development Goal(s) 

SRH  Sexual and Reproductive Health 



Page 10 of 197 

SRH Rights Sexual and Reproductive Health Rights 

STI  Sexually Transmitted Infection 

UCSF  University of California, San Francisco 

UN  United Nations 

UNAIDS Joint United Nations Program on HIV/AIDS 

UNFPA  United Nations Population Fund 

UNICEF United Nations Children’s Fund 

USAID  United States Agency for International Development 

VMMC  Voluntary Medical Male Circumcision 

WHO  World Health Organization  

 

 

 

 

 

  



Page 11 of 197 

INTRODUCTION 
 

  



Page 12 of 197 

Context 

 

Vulnerability 

Vulnerable populations are defined as social groups who have an increased relative risk or 

susceptibility to adverse health outcomes (2). This differential vulnerability or risk is 

evidenced by increased comparative morbidity, premature mortality, and diminished quality 

of life (3).  

 

The social and structural environment is increasingly recognised as an important determinant 

of health that can impact sexual and reproductive health (SRH) outcomes by directly or 

indirectly influencing susceptibility and biologic exposure. Political factors further compound 

vulnerability, as the policies, strategies and organisation of SRH services result in access to 

resources that is often not equitable for women in the society. Compounding risk factors 

include behaviours or exposures (smoking, drug use, and gender disparate relationships, for 

example) that are related, or lead to increases in the probability of compromising health-

related outcomes (3). This complex relationship of individual behaviour and social and 

structural determinants of health drives the cycle of inequities in SRH (4). 

 

Many SRH inequities are rooted in gender inequality that place women – especially 

adolescent girls and sex workers – at increased risk of adverse SRH outcomes. Gender 

inequality causes multiple layers of stigma, discrimination and marginalisation, including 

misuse of criminal law, gender-based and sexual violence, and denial of SRH rights, that 

continue to create barriers to accessing SRH services (5–10). 

 

Unsafe sex ranks as the second most important risk factor for disability and death in 

developing countries and the ninth in developed countries. Alongside unsafe sex, cheap, 

effective interventions are available to prevent unintended pregnancy, provide safe abortions, 

help women safely through pregnancy and childbirth, and prevent and treat STIs (11).  

 

The link between SRH and HIV 

It is universally accepted that SRH and HIV are interlinked. Most HIV infections are sexually 

transmitted or associated with pregnancy, childbirth, and breastfeeding.  The risk of HIV 

transmission is heightened in the presence of other STIs, and SRH and HIV share root causes, 
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such as gender inequality, poverty, lack of access to information and services, cultural norms, 

and social marginalisation of the most vulnerable groups (12). In South Africa, adolescent 

girls and sex workers have the highest incidence of HIV (13–16) and due to stigmatisation, 

have restricted access to SRH and rights, which, in turn, increases their powerlessness in 

decision making about SRH issues (9,17–21).  

Social epidemiology and public health approaches describe how the distribution of HIV in 

populations is shaped by the risk environment; by determinants that extend beyond proximal 

individual-level factors and their behavioural mediators (22–25).Vulnerable populations 

require a social health perspective in which communities, including policy makers, take 

responsibility for the collective wellbeing and health of their citizens (2,26). Improving SRH 

for adolescent girls and sex workers in South Africa requires a comprehensive response that 

is rooted in evidence, supported by ethics and rights, and designed with meaningful 

participation of girls and sex workers, delivering equitable and differentiated care (21).   

Providing SRH and rights interventions for women living with and vulnerable to HIV, which 

are grounded in these principles, could have a positive impact on their quality of life; it is also 

a step towards long-term improved health status and equity.  

 

The South African context 

 

The legacy of apartheid 

The 1994 democratic transition in South Africa provided unique opportunities to address 

racially-based political, socio-economic and health inequalities, including in women’s SRH. 

Since then a large number of progressive SRH laws have been passed (27–29). Some of the 

many positive examples of progressive SRH policies include the rights to choice of 

termination of pregnancy,  the right to choose contraception, protection of youth, and access 

to universal HIV treatment (30). These improvements resulted in fewer unsafe abortions, and 

fewer AIDS-related deaths and HIV transmission from mother to child, as well as the public 

provision of a human papilloma virus (HPV) vaccine to prevent cervical cancer. Activism 

and advocacy remain the defining features of the South African response to HIV (31) with 

the roles played and the actions of activists and people living with HIV cited as “global 

public goods” deserving of investments (32). In 2012, comprehensive recommendations were 

made for legal and policy reform rooted in both public health evidence and human rights 

standards (5). 
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The history of South Africa has encouraged the social acceptability of multiple sexual 

partnerships, especially for men (33,34). Economic migration and apartheid influx control 

laws in South Africa created a climate ripe for the separation of families as husbands 

migrated to the cities, while wives in rural areas were left behind, often in poverty (33). 

Multiple sexual partnerships thrive in situations which separate spouses (35). It became an 

acceptable way of life for men who left their homes in rural areas to have an ‘urban’ and a 

‘rural’ wife. Women also found extra-marital partners to satisfy their sexual and financial 

needs, increasing their risk of HIV infection (36).  

 

Migration can position people in situations of heightened vulnerability to HIV and has been 

identified in certain regions as an independent risk factor for HIV (37,38). Sexual harassment, 

abuse and rape are experiences commonly reported by female migrants (33,37). HIV 

incidence rates for adults are particularly high for those living in urban informal settlements, 

demonstrating the importance of place of residence as a critical epidemiological parameter 

for risk of HIV infection (39). 

 

The South African healthcare system 

The South African health system has had to deal with the unstoppable and massive growth of 

HIV since the eighties (28). Historically, policymakers may have worsened the situation 

because they did not spend sufficient time to understand the context and expectations of local 

communities  before intervening (40). In 1994, while the Mandela government was busy 

dismantling the legacy of apartheid, HIV prevalence rose from 4% in 1994, to 22.8% by 1998 

(41). 

 

Today, South Africa can boast the largest antiretroviral treatment (ART) programme in the 

world (42,42,43), which has resulted in a marked increase in life expectancy, from 55 to 62 

years in the period 2002-2015 (44). The progress in access to ART is largely due to a civil 

society movement that was prepared to pose a rights-based challenge to a denialist ruling 

party, and to brave health officials, politicians, and clinicians working in a hostile system to 

bring about change (28,45). Since 2009, the newly appointed administration has rapidly 

normalised the response to the epidemic. The harder job of ensuring a system of delivery that 

effective HIV prevention and care into the future, leaving no one behind, now appears to be 
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the challenge (46). With prevention efforts yielding limited results, large numbers of new 

infections continue, with a profound peak in incidence among young women aged 15 to 24 

and sex workers (14,47). 

 

The biggest challenge remaining for the HIV response in South Africa is reaching and 

retaining most at risk populations with services (15,48–50). Countless social, structural and 

behavioural factors negatively affect the SRH outcomes and HIV risk of vulnerable women. 

In several settings, healthcare providers violate the SRH rights of women living with and at 

risk of HIV in relation to family planning and in denying them care (34). Judgemental service 

providers, parents, families and communities further alienate the most vulnerable, creating a 

barrier to seeking healthcare.  

 

Outline of the thesis 

This dissertation focuses on improving SRH outcomes for adolescent girls and female sex 

workers in South Africa. There are several reasons for focusing on the SRH and rights of 

adolescent girls and sex workers. These include: 1) the physical and psychological needs of 

these women are in many cases debilitating or life-threatening; 2) they require an extensive 

set of medical and non-medical services; 3) the increased population together with a growing 

level of needs are placing greater demands on the public health and related social and human 

service delivery sectors; 4) their multi-faceted needs are not adequately met through existing 

financing, policy, research, or service delivery arrangements; and 5) policymakers, 

implementers, academics, and funders are increasingly concerned about how to deal with the 

prospect of adolescent girls and sex workers at risk of serious physical, psychological, and 

social health problems (3).  

 

This thesis adopts a social approach that recognises that the individual capacities of 

adolescent girls and female sex workers are intimately tied to the enabling (or disabling) 

character of social norms (gender inequality), practices and institutions (the health system), 

and human rights (the policy framework). The case is made for an enabling environment in 

which these vulnerable groups can improve their SRH outcomes despite agonising social, 

structural and behavioural factors.  

 

Chapter 1: “Why do vulnerable women in South Africa have poor SRH outcomes?” The 
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chapter provides the reasons why adolescent girls and female sex workers are more 

vulnerable than other groups; and it depicts the unique social, structural, and behavioural 

factors associated with their increased risk, which hamper the progress with SRH in South 

Africa, despite its obvious importance.  

 

Chapter 2: “Why do we lack the evidence”, offers an appraisal of existing theory on 

delivering services to adolescent girls and sex workers, reflecting on reasons why the 

reigning biomedical model and individual-level behaviour change theories fail to supply the 

answers to improved SRH outcomes. To complete the answer, gender blindness in research 

shows how researchers analyse gender inequality.  

 

Chapter 3:  “SRH and rights of vulnerable female populations in South Africa” explains how 

vulnerability of adolescent girls and sex workers, highlighted in Chapters 1 and 2, could be 

adapted, given the challenges. The chapter details how the research included in this thesis 

may contribute  to improving SRH outcomes by unravelling barriers for access to SRH rights. 

These research articles (chapters 4 to 8)  address 1) the role of possible identities in 

overcoming gender inequality, using identity-based motivation theory. This theory predicts 

that possible identities have a critical influence on health behaviour of adolescent girls (51); 

2) Tailoring health literacy using regulatory focus theory to improve the credibility of 

targeted health messages for adolescents (52); 3) the heterogeneity of sub-group contexts in 

sex workers (53); 4) the inclusion of SRH rights and access to justice by operationalising a 

harm reduction framework to negate inequities and social suffering; and 5) ways to improve 

access to quality care by improving communication between healthcare workers and 

vulnerable women to protect HIV-positive women against institutionalised practices in 

healthcare settings (54). These articles are detailed below. 

 

Chapter 4: “Improving HIV prevention programmes: The role of identity in shaping healthy 

sexual behaviour of rural adolescents in South Africa” (51) sheds light on how to improve 

access to SRH services for adolescents through their self-identified group identity rather than 

individual-level behaviour change theories. 

 

Chapter 5: “The role of self-regulation on adolescent sexual engagement” explores ways in 

which regulatory focus theory can be used to achieve focused health communication for 
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marginalised groups, in this case adolescents, considering the failure of large HIV 

communication campaigns.  

 

Chapter 6: “Sexual and reproductive health outcomes among female sex workers in 

Johannesburg and Pretoria, South Africa: recommendations for public health programmes” 

(53) flags the heterogeneity of sex work populations and the importance of geographic 

location and context in intervention design and research, as opposed to the biomedical 

approach. 

 

Chapter 7: “…even if a shade more friendly, it will do no harm’: A human rights approach 

towards harm, risk and vulnerability reduction for sex workers in South Africa”, argues for 

considering a harm reduction framework and decriminalisation to protect vulnerable female 

populations to complement the biomedical model.  

 

Chapter 8: “Chronicles of communication and power: informed consent to sterilisation in the 

LM judgement” (55)  reflects on the vulnerability of HIV-positive women in healthcare 

settings and suggests improvements for protecting SRH rights during, for example, the 

informed consent process when undergoing SRH surgical procedures. 

 

Chapter 9 discusses the conclusions of the research, presenting evidence for the use of the 

combination of approaches, described in chapters 4 through 8.  

 

Chapter 10 reviews the implications, recommendations and limitations of the thesis, 

concluding that unless we adopt some novel approaches in gender inequality and SRH rights 

research on vulnerable female populations,  the prospect of ending the HIV epidemic by 2030 

remains bleak. 
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CHAPTER 1: WHY DO 

VULNERABLE WOMEN IN 

SOUTH AFRICA HAVE POOR 

SRH OUTCOMES? 
 
 

Sexual and reproductive health is fundamental to individuals, couples and 
families, and the social and economic development of communities and nations 

(56). 
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INTRODUCTION 

 

There has been a dramatic improvement in the understanding of sexuality and sexual health, 

and much of this is attributed to learning from the field of HIV, social mobilisation, and 

sexual behaviour research (57). HIV does not exist in isolation and does not only relate to 

health. An integrated approach that supports the person as a whole is necessary to address 

issues of physical health, nutrition, psychological support, education, social security, as well 

as economic and development opportunities. Equally important are issues of political 

leadership, policies, and laws that protect people. Even more critical is community ownership 

and leadership in the response (58).  

 

Despite the availability of effective biomedical interventions and an improved understanding 

of SRH and HIV, some staggering statistics are still reported in South Africa. The 

contraceptive prevalence rate of women of reproductive age is low and often women begin 

contraception late and discontinue use, resulting in 61% of first and 46% of second 

pregnancies reportedly unintended (59). Although the majority of South African women 

(88%) have professional attendance during birth, only 40% attend antenatal care before 20 

weeks gestation and a minority attend the recommended four antenatal visits (60). 

 

An effective response to the HIV and TB pandemics cannot be achieved without addressing 

the social, structural, and behavioural determinants that underpin and fuel the spread of 

disease. These drivers facilitate new infections, deter individuals from seeking healthcare, 

inhibit retention in care and treatment, and contribute to internal and external stigma. 

Ultimately how well these barriers are demolished, will determine the outcome of the HIV 

epidemics and of our efforts to manage their effects (61).  

 

UNAIDS defines the social and structural determinants, as driving factors, such as poverty, 

gender inequality, and human rights violations, that are not easily measured and that increase 

people’s vulnerability to HIV infection (62). ‘Social drivers’ is meant to refer to the core 

social processes and arrangements – reflective of social and cultural norms, values, networks, 

structures and institutions – that operate around and together with individuals’ behaviours and 

practices to influence SRH in particular settings and populations. Social drivers also interact 

with psychological (i.e. cognitive and affective) and behavioural processes operating at the 
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level of the individual (63). In this thesis, the terms social and structural drivers are used 

interchangeably. 

 

1.1 Which social and structural factors drive poor SRH 

outcomes? 

 

The structural environment includes gender inequality as a determinant of ill health, 

separately and in combination with other social and economic inequalities, including unequal 

power dynamics, harmful gender and other sociocultural norms and practices, limited 

economic circumstances, lack of access to education, limited employment opportunities, poor 

living conditions, disability and ethnicity, as well as the political and legal environments in 

which people live (20,64,65).  

 

Gender inequality  

 

Culture matters. So do women.(66) 

 

Gender disparities in the South African health system are striking (65). Sex discrimination 

and the low social status of girls and women frequently result in poor physical and mental 

health, physical or emotional abuse, low levels of control over their own lives, and poverty 

(65,67). Evidence shows that poor women have the worst reproductive health outcomes and 

that early and unplanned childbearing leads to poverty (68). At the same time, adolescent 

pregnancy can lead to reduced educational opportunities for both mother and child. Short 

intervals between births are associated with prematurity, low birthweight, and an increased 

risk of infant death (69). Male dominance and sexual privilege are still very widespread in the 

country (35,66,70). Gender norms that promote male dominance prevent women from 

practicing safer sex, limit their ability to use contraceptives, increase their risk of STIs and 

HIV infections, inhibit their ability to make reproductive decisions based on their own 

fertility preferences, stifle the ability to disclose their HIV status, and restrict access to health 

and other services (35,70–72).  

 

Certain gender-based customary practices and habits are also responsible for spreading the 

virus.  For example the refusal to use condoms because of specific sexual and cultural norms 
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and values; social norms which allow or promote high numbers of sexual partners especially 

among men; the custom of an extended family structure; the preference for a male child; the 

practice of polygamy; the bride price; wife inheritance; the prevalence of superstition; and 

adherence to the culture of silence; all contribute to the expanding HIV epidemic (73).  

 

A feature of the South African HIV epidemic is the young age of onset of infection in women 

(74,75). Reasons cited for early sexual debut include the general low status of women in 

society and within relationships (66); women's traditionally subordinate role in the family 

resulting in limited personal resources in indigenous communities (70,76); and disrupted 

family and communal life partially due to apartheid (29).  

 

There are several pathways by which gender inequalities shape the SRH and wellbeing of 

women living with HIV (20,72). Gender inequality negatively impacts on people’s ability to 

protect and fulfil their SRH rights, and can result in stigma and discrimination, denial of, or 

coercion into SRH services, and gender-based violence. Coercion can include abuses within 

healthcare services such as forced or pressured abortion or sterilisation of women living with 

or at risk of contracting HIV (5). Gender inequality often manifests in gender-based violence, 

stigma, poor enforcement of policies, and lack of access to information. 

 

Violence against women  

In 2010, inter-personal violence was the leading cause of death among women in South 

Africa (77,78). Thirty-five percent of women living in South Africa experienced physical or 

sexual abuse by their intimate partners, and these women also reported higher rates of serious 

SRH problems (79). Compared to women who have not experienced inter-personal violence, 

these women are 16% more likely to have a low birth-weight baby, more than twice as likely 

to have an abortion and, in some regions, are twice as likely to acquire HIV (80). Women 

assaulted by someone other than an intimate partner were 2.3 times more likely to have 

alcohol use disorders, and 2.6 times more likely to experience depression or anxiety. 

Violence against women  among HIV-positive women is pervasive; research data show that 

violence – structural, cultural and direct – is part of the experience of being an HIV-positive 

woman (81).  

 

To address the factors that foster a culture of violence against women  requires challenging 
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social norms that support male authority over women and condone violence against women 

(82–84); reducing levels of childhood exposures to violence; reforming discriminatory family 

laws; strengthening women’s economic and legal rights; and eliminating gender inequalities 

in access to formal wage employment and secondary education (85–87).  

 

Sexual violence such as gang rape represents the far end of a continuum of male sexual 

dominance that keeps women under threat and sexually accessible (88,89). Although the 

South African public does not approve of rape, few male politicians or other decision-makers 

have had the courage to invest in strong programmes to diminish violence against women and 

enact laws that specifically punish a husband’s demand of spousal sex with coercion (33,34).  

 

Statistics show that abused women use healthcare services more than non-abused women 

(79,90). They often seek healthcare for their injuries, even if they do not disclose the 

associated abuse or violence. A healthcare provider is therefore likely to be the first 

professional contact for survivors of inter-personal violence or sexual assault (91). Healthcare 

workers frequently and sometimes unknowingly have contact with women affected by 

violence and are in a unique position to create a safe space for disclosure. But disclosure 

remains problematic despite evidence of promising models of care (92,93). Collecting 

research evidence on how to empower vulnerable women to take control over their risk in a 

safe environment could change the statistics (94). 

 

With extremely high levels of both violence and HIV in South Africa, research has 

demonstrated the ways in which particular ideas of masculinity and femininity are inter-

mingled with practices of violence and sexual risk (72,95).  

 

Stigma, discrimination, and human rights violations 

Key populations, such as adolescent girls and sex workers, is a term used to describe people 

most affected by HIV and whose agency in relation to SRH rights is most compromised due 

to human rights violations (38,96). These human rights violations entrench stigma and 

discrimination and include criminalisation (sex workers) (10); issues of economic and social 

exclusion; gender and age inequality; gender-based violence, sexual violence; involuntary 

medical practices and interventions (54,97–100) and, lack of access to tailored 

comprehensive sexuality education (49,101).  
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Stigmatising those who are already vulnerable provides the context within which diseases 

spread; it exacerbates morbidity and mortality by erecting barriers between caregivers and 

those who are sick, and by imposing obstacles upon those who would intervene to contain the 

spread of illness (102). Discrimination often takes the shape of pressure, coercion or being 

forced to terminate pregnancy, to be sterilised, or take contraceptives in order to access 

treatment or other services; and/or withholding of such services (103). Because women often 

seek healthcare before their male partners do, they experience stigma and discrimination in 

their domestic life, such as being blamed for bringing HIV into the family (104,105). 

Similarly, everyday patterns of denial and discrimination regarding the SRH rights of women 

living with HIV have been well documented (81,106,107). Forms of discrimination include 

pressure to have or not to have children; being forced to change infant feeding practices; 

disapproval for starting or continuing to have sexual relationships; an inability to negotiate 

safer sex; fears and concerns about HIV disclosure; lack of access to treatment for STIs and 

reproductive tract infections; lack of sexual health screening, including pap smears; lack of 

prevention tools like female condoms and services to support safe conception, emergency 

contraception, and prevention of mother-to-child transmission (PMTCT); and programmes 

that reinforce the role of mothers merely as reproductive machines and vectors of 

transmission (108,109).  

 

Adolescent girls report pressure and coercion from several sources, mostly their mothers, 

preventing them from making autonomous decisions on pregnancy prevention, despite the 

widespread availability of free condoms, injectable- and oral contraceptives (110,111). 

Judgemental attitudes from healthcare workers for being sexually active exacerbate barriers 

to accessing SRH services (112,113). This continues despite legislation stipulating that 

contraception in public healthcare should be provided free of charge on request to any woman 

or girl aged 12 years and older (114,115).  

 

HIV-positive adolescent girls (5,116,117) and sex workers face a double stigma, both from 

their judged sexual activities and from their HIV status (94). In sub-Saharan Africa, for 

example, women living with HIV are significantly more likely to die during pregnancy or in 

the post-partum period than HIV-negative women (118). Countless women, specifically those 

living with HIV, are also unknowingly medically sterilised, without their informed consent, 

violating their human rights (119). Barriers to care may be even greater for those adolescent 
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girls who become sexually active, as they are faced with prejudice concerning both their age 

and their HIV status in relation to their SRH rights. 

 

Female sex workers are often viewed solely in the context of sex work and not as parents and 

partners (120–123), and their fertility choices are often disregarded because they do not fit 

into gendered cultural stereotypes of ‘appropriate’ motherhood (121,122,124). Available 

evidence indicates that more than two-thirds of female sex workers in sub-Saharan Africa 

have at least one child (125), up to 52% have had unintended pregnancies, while uptake of 

modern contraceptives is very low (124).  

 

Poor enforcement of the policy framework 

Laws and policies related to sexual behaviour have a significant influence on people’s SRH 

rights (16,126–128). Sexual rights include the right of all people to live free of coercion, 

discrimination and violence, and to access the highest standard of  SRH care; to seek, receive 

and share information and education on sexuality; to receive respect for bodily integrity; to 

choose their partner; to decide to be sexually active or not, and whether or not, and when, to 

have children; to consensual sexual relations and consensual marriage; and to pursue a 

satisfying, safe, and pleasurable sexual life (106,126). Addressing the SRH rights allows 

participation, contribution and enjoyment by enabling health, ensuring non-discrimination 

and freedom of expression, promoting agency and decision-making in relation to SRH among 

other areas, and ensuring protection from violence (16,50,129,130).  

 

Punitive laws, discriminatory and brutal policing, and denial of access to justice fuels the 

epidemic and drive people underground (96,131). In South Africa, sex workers face countless 

barriers to accessing SRH care because of criminalisation (14,132) and diverse forms of 

violence and stigmatisation from all sections of society, including clients, police, brothel 

owners, family, community members, and even healthcare workers (128,132,133). The legal 

status of sex work and the entrenched stigma associated with the profession has resulted in 

sex workers being viewed as “reservoirs of sexually transmitted disease”, and blamed for the 

continent’s HIV crisis (134). These forces help to legitimise inequality, alienation, and 

powerlessness, raising crucial questions concerning the human rights of sex workers (128). 

Many human rights abuses – including homicide and rape – directed at sex workers go 

unreported to police or other officials based on a sense of futility and fears of further violence 
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(135). In some situations, law enforcement authorities and laws actually increase the risk of 

violence against sex workers rather than providing access to equal protection under the law 

(136). Police harassment of sex workers is well documented, and often takes the form of 

assault, unlawful arrests, rape, extortion, and demands for sex or money as bribes 

(128,133,137). 

 

The Choice of Termination of Pregnancy (CTOP) Act of 1996 was ground-breaking for 

South African women’s SRH rights and serves as a model for liberalisation of abortion laws 

globally (27). Following the CTOP Act, abortion-related morbidity and mortality decreased 

by a dramatic 91% between 1997 and 2002 (138). At the same time, 17% of women who had 

been denied legal, safe abortion services had attempted unsafe abortion by unqualified 

healthcare providers outside of institutional settings (139). 

 

Despite, South Africa remains a highly unequal socio-economic society and reports poor 

SRH outcomes (27,140).  

 

Limited access to tailored health information 

Health messages aimed at the general population often do not resonate with adolescents and 

sex workers (141). Ironically, they resonate with very few vulnerable groups because these 

messages are broad with an assumption that one size fits all.  Discussing sexual health topics 

may violate cultural norms around sexual behaviour, especially for adolescent girls who are 

not socialised to assert their sexual desires or preferences in relationships in a paternalistic 

society (142). It is therefore critical that health messages are credible to the target group to 

improve their adoption (143). 

 

As sexual activity often begins during adolescence, sexual health and health education must 

be considered critically important to this population group, their families, and the community 

(126,144,145). Early  unplanned sexual activity is often risky, whether within or outside 

marriage (146,147). Adolescents rarely have the ability or support to resist pressure to have 

sexual relations, negotiate safer sex, or protect themselves against unintended pregnancy and 

STIs (70,148,149). For very young girls, pregnancy carries a high risk of maternal mortality 

and morbidity (56,148).  
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Taboos and norms about sexuality pose strong barriers to providing SRH information that 

adolescent girls and sex workers need to be healthy (150–152). When looking for 

information, many obtain information from friends, peers, mass media, or the internet, where 

information may not always be accurate, appropriate, relevant to the context, and may even 

be misleading. In the case of adolescents, the additional conditions of age of consent, and the 

perception of ‘suitability’ and ‘age-appropriateness’ (often determined in a subjective way by 

health providers, teachers, parents, guardians) of sexuality-related information constitute 

further barriers to improving health, precisely when they need information and services to 

protect themselves and others (153). 

 

1.2 Which behavioural factors drive poor SRH outcomes? 

 

Competing priorities 

While SRH and  ending the HIV epidemic might be at the top of the international 

development agendas (154,155), the same cannot always be claimed for adolescent girls and 

sex workers. Competing priorities for SRH are often overlooked as barriers in adolescent 

girls and sex workers. For example, sex workers report high rates of substance use, such as 

alcohol, amphetamine-type stimulants and various ‘party drugs’, which could contribute to 

non-condom use. For sex workers, internalised stigma, stigma experienced from healthcare 

workers, substance use, and losing money while visiting health clinics, compete with seeking 

health services (37,145,156–158). Research in Cape Town, Durban and Pretoria, South 

Africa, found that alcohol and other drugs are commonly used prior to sex work to lower 

inhibitions and give women the courage to approach clients (159). Adolescent girls cite age-

disparate relationships for material gain and judgemental attitudes from healthcare workers 

and parents, as reasons for not going to the clinic (70,144,149,160,161). 

 

Violence and lack of control over one’s life means that vulnerable females may give lower 

priority to their health needs than to more immediate concerns such as safety and survival 

(17,128,132). For adolescents, health is not regarded a priority as the most common long-

term adolescent goals relate to education and occupation (162), while the primary short-term 

task relates to establishing social relationships (163). Adolescent health can therefore be 

regarded as a resource for young people to experiment with sexuality, and not as a primary 
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goal (164).  

 

Risky sexual practices 

Behavioural risk factors include having multiple sexual partners, unprotected sex, engaging 

in paid sex, using alcohol before sex, early sexual debut, age-disparate relationships, and 

being exposed to sexual and gender-based violence (77,165–167).  

 

The HIV epidemic has been a major influencing factor in changing a variety of sexual norms 

and practices in South Africa. Receptive anal intercourse for example, the most efficient 

sexual mode of HIV transmission, is the highest risk behaviour in male-male and male-

female sexual practices (32,48,168). Increasing cultural preference for anal intercourse, 

because there is no risk of pregnancy, representing a greater sexual conquest, and even as a 

mode of avoiding HIV, has been documented (169–171). It therefore seems possible that HIV 

can defeat ‘culturally appropriate’ approaches when programmes are implemented based on 

short-term interpretations of sexual safety and denial of normal sexual activity 

(33,66,172,173). In some families, there is overt pressure to demonstrate fertility at a very 

young age, accompanied by fears that contraceptives could cause infertility (148). There are 

also widely held perceptions in certain local communities that hormonal contraceptives cause 

‘blood blockage’ during menstruation and that condoms can stay behind in the vagina (172), 

that condoms are perceived to prevent HIV only, are unreliable, cause illness and physical 

discomfort, reduce sexual pleasure, and engender mistrust in intimate relationships. These 

contradictory views demonstrate how local knowledge of health and illness can intersect with 

biomedical knowledge and how individuals form biomedical constructs to find an acceptable 

fit with cultural norms (174).   

 

In large parts of South Africa, men have multiple sexual partners, some of whom are paid, 

but without either party considering the interaction to be commercial (35,175).  The frequent 

reported pattern of ‘sugar daddies’ among young women, ‘road wives’ among truckers, and 

other arrangements for consensual sex tipify this accepted practice (71,75,176). The 

collection of primary romantic partners, bar pick-ups, wives, and acknowledged commercial 

sex partners creates ample room for concurrency to drive adverse SRH outcomes. With 

globalisation, macro-economic factors also influence the levels of commercial sex, including 

the degree of poverty among women and their families, the organisation of the sex trade, 
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rates of male migration, labour policies and job markets, and improved communications 

technology (37,177). The sex trade is increasing along with an increase in the HIV epidemic 

and in some areas is increasingly involving younger women and girls and young men (33).  

 

SRH behaviours among adolescents between the ages of 10 and 19 years have immediate and 

long-term consequences (178,179). Early sexual debut (before the age of 15) substantially 

increases the risk of HIV infection at a very early age (149) and the mostly-curable STIs in 

young people promote acquisition and spread of HIV (56). Adolescents are especially 

vulnerable to sexual and reproductive ill-health as they often have unexpected or impulsive 

sex. Hormonal contraceptive use, pregnancy, and young age alter cervical immunity in 

different ways and are known to increase the risk of HIV (75,180,181). Biological factors 

such as the high susceptibility to HIV of the immature cervix of the young female that is 

exposed to large amounts of infected seminal fluid (182,183) and abnormal vaginal flora 

further increase the HIV risk of girls and young women (184). 

 

The increasing trend in age-disparate partners, which is associated with unsafe sexual 

behaviour compounds HIV acquisition (75,185). Relationships between young women and 

older men exist for many reasons, competing with health concerns. Evidence has consistently 

pointed to transactional motivations as the driving factor, where young women engage in 

partnerships with older men and receive financial or material resources in return 

(75,160,161,181,186). This is a significant risk, especially for young black African women 

who are more likely to be living in poverty and seek older partners to pay for necessities and 

luxuries such as education and clothes (187). Relationship power dynamics are unbalanced 

on account of gender, age and class, favouring the economically better-off older man. These 

unequal power dynamics can make it difficult for young women to insist on using condoms 

during sex, or that the couple gets tested for HIV before having unprotected sex (34,70,188).   

 

Sex workers commonly use a variety of substances in their vagina in preparation for sex work 

and in between clients, especially after unprotected sex with clients. Some report doing this to 

remove semen, as they believe this reduces the risk of HIV infection. Other motivations 

include personal hygiene and to enhance client pleasure (171,189). In South Africa, one in 

three sex workers is HIV infected by the age of 24 and as many as four out of every five sex 

workers older than 25 years test positive (14). 
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Discussion 

Poor health outcomes are a result of communities failing to invest in and assume 

responsibility for the collective wellbeing of their members (190). From an individual 

perspective, the origins of poor health outcomes lie in the failure of individuals to take 

adequate responsibility for their own health and wellbeing (191). From a social perspective 

however, the origins of health needs focus on the differential risks that exist for different 

groups as a function of the availability of opportunities and resources for maximising their 

health. Some populations do not have access to services because they are stigmatised or 

disenfranchised (65,192,193), others because of harmful gender norms, poverty, legal and 

social inequalities that deny them their human rights (194), some because of judgemental 

attitudes of healthcare workers, faith-based organisations and the public (38,49,58), and 

others because of competing priorities (102).  

 

Adolescent girls and sex workers face complex life challenges, risks, and obstacles on 

multiple fronts, which are often not accepted within a society collectively looking the other 

way. For example, an adolescent girl experiencing sexual abuse and violence while looking 

after younger siblings; a migrant woman who has to send money home and has very little left 

to access healthcare or safe housing; or a sex worker who uses drugs and struggles to protect 

her children and send them to school (58). It is widely recognised that the attributions of 

shame and blame universally applied to female sex workers and sexually active adolescent 

girls, enhance their vulnerability, impair their human rights, and impede attempts by third 

party implementers to contain the HIV epidemic (128,195).  

 

Researchers have a responsibility to provide an evidence-base for advocacy and advancing 

research on preventable illness and death. A public-health lens for examining sexual 

behaviour is vital to protect individuals from unplanned pregnancy and STIs, and to 

safeguard their rights to dignity, respect and choice. Information about sexual behaviour is 

essential to design interventions to improve sexual health and to correct myths in public 

perception of behaviours. One of the most notable research results is the striking gender 

difference in sexual behaviour. 
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CHAPTER 2: WHY DO WE LACK 

THE EVIDENCE? 
 
 

Science must begin with myths, and with the criticism of myths; neither with 
the collection of observations, nor with the invention of experiments, but with 
the critical discussion of myths, and of magical techniques and practices (196). 

  



Page 31 of 197 

Implementers and policymakers of SRH programmes often have more questions than answers 

as they face limited theoretical and empirical guidance about what intervention strategy to 

use to modify a specific behaviour (at scale) and whether the intervention strategy is more or 

less effective for particular types of people or under particular conditions (197).  

 

The impact of research evidence on policy and practice for the most vulnerable populations is 

therefore gaining momentum for three reasons. Firstly, funders of research who draw on 

results-based management are concerned with value-for-money research spending; secondly, 

the concern in development studies as to whether research is ‘making a difference’; and 

thirdly, policymakers often express frustration about the overly theoretical nature of much 

research (198).  

 

There is a critical need for multi-disciplinary data on vulnerable female populations related to 

the immunologic and physical functioning, virology, barriers to healthcare uptake, and social 

behaviours of adolescent girls and sex workers, and how these may differ from, or are similar 

to the general population. Currently research evidence on these groups in South Africa is 

limited (199) and translation of the available evidence into practice remains a problem (200). 

 

Through research, there has been a vast increase in our understanding of the processes that 

shape behaviour (197), but despite this progress, headway towards improving HIV and SRH 

outcomes in vulnerable females (58), enabling these groups to actualise their human rights 

(57), and convincing people to adopt safer behaviours, remains disappointing (59).  

 

We cite three reasons for this lack of evidence related to improving the SRH of adolescent 

girls and sex workers; 1) the narrow focus on treatment and medicalisation in the popular  

biomedical model, 2) an overreliance on individual-level behaviour change theories, and 3) 

gender blindness in research. 

 

2.1 The biomedical model  

 

The biomedical model of health is associated with the diagnosis, cure and treatment of 

diseases. Biomedical factors relate to human physiology and its interaction with medicine 

(62). Biomedical prevention for HIV, for example would include condoms, microbicides, 
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antiretroviral treatment, etc.   

 

Before the discovery of HIV as the causative agent of AIDS, data from epidemiological 

studies suggested that the infectious agent was transmitted mainly through sexual intercourse 

(201,202). On the basis of this evidence, public health authorities and advocacy organisations 

issued recommendations for sexual behaviour change, including the use of the male condom 

for prevention of HIV, as used for other STIs. Although the effectiveness of the male condom 

in blocking HIV transmission was never in question, widespread promotion of male condoms 

ignored the need for female-initiated prevention methods (203). Disregarding the contribution 

of gender-inequity, sociocultural and economic differentials to the high incidence of HIV 

infection among women by restricting their ability to negotiate the use of male condoms 

(35,204). 

 

The discovery of effective HIV treatment in 1996 caused a shift from a social to a biomedical 

approach to HIV (205) because at the time, clinical trials provided evidence for the 

effectiveness of treatment (206,207), and there were global calls to strengthen biomedical 

prevention (208–210). Since then, increasing biomedicalisation has been distorting 

prevention, treatment and adherence efforts to control the HIV epidemic (211). For example, 

emerging research from South Africa found that although life expectancy for patients on HIV 

treatment has improved over time, these improvements are not observed after controlling for 

changes in baseline CD4 count and treatment duration, suggesting that changes in clinical 

practice and programme scale have had little impact on HIV mortality in South Africa (13). 

Despite evidence, the biomedical approach has been and still is underwritten by most major 

donor agencies and global policymakers and this often steers the mode of programme 

implementers (154,210). 

 

Research on biomedical interventions poses ongoing challenges in this model, such as 

difficulties with treatment adherence and sexual risk taking (113,212). The failure of the 

biomedical model of illness to explain fully many forms of illness stems partly from the three 

discredited assumptions: that all illness has a single underlying cause; disease (pathology) is 

always the single cause; and removal or attenuation of the disease will result in a return to 

health (213). Despite the effectiveness of antiretroviral treatment, adolescent girls and sex 

workers, even if they initiate treatment, are faced with associated harms of vulnerability 

(example substance use and age-disparate relationships) that may affect both adherence and 
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risk taking, and therefore the efficacy of the treatment. 

 

2.2 Individual-level behaviour change theories 

 

Behaviour change theories derive from the behaviourist branch of psychology, were 

developed in developed countries and when applied to South Africa, could be viewed as a 

culture-sparing strategy. For example, to design and implement a behaviour change project 

with local sex workers, a considerable amount of advocacy may be required which, in itself, 

becomes a culture-changing activity. Coupled with this is the oversimplification of accepted 

psychological or social psychological techniques for application to people from different 

cultures (33,173).  

 

Among health behaviour theories, cognitive variables (such as beliefs, attitudes, perceptions 

of self-efficacy, and intentions) receive the greatest attention, probably because these factors 

appear easier to change than social, political, environmental, cultural, personality, and 

physiological factors. A large body of research showed explicitly that behaviour affects 

perceptions in many ways, that performing a behaviour provides new information that can 

change the actor’s perceptions of his or her self-efficacy for this action (214). For example, it 

is no surprise that people who are already using condoms regularly are more confident about 

their ability to use condoms than people who are only using condoms occasionally (215). 

Also, some correlations reflect the effects of behaviour on self-efficacy rather than the effects 

of self-efficacy on behaviour (216). Behavioural experience also provides information that 

can alter perceptions of the health behaviour itself, including its benefits, costs, and difficulty. 

Finally, people want to believe that their behaviours are sensible and appropriate and, as 

predicted by the theory of cognitive dissonance (217,218), they will develop reasons 

afterwards that justify their actions (197). People use their own behaviour to make inferences 

about their own beliefs and interests (219) and might therefore conclude from their failure to 

take a prevention measure that they are not really concerned about the risk. General 

behavioural theories that are frequently applied to health behaviours, include the theory of 

reasoned action (220); the theory of planned behaviour (221,222); social cognitive theory 

(214,223), subjective expected utility theory (224); the trans-theoretical model (225); and the 

information, motivation, behavioural skills model (226). These individual-level theories 

suggest that the likelihood and size of potential outcomes shape behaviour. 



Page 34 of 197 

 

Risk perception and risky behaviour 

Risk perception (beliefs about potential harm) is central to many health-specific behavioural 

theories (201,227,228) including the health belief model (229), protection motivation theory 

(230), and the extended parallel process model (231). Risk perception  is subjectively 

constructed; it differs by gender, culture and social status, and revealed important subjective 

dimensions in an individual’s perception of risk and should therefore be viewed through an 

intersectional lens (194). Moreover, risk perception may change as a result of preventive 

innovations as well as by the introduction of risk compensation techniques and equipments. 

For example; seatbelts resulting in more reckless driving (232), sunscreen invite for longer 

sun exposure (233), using condoms  effect an increase in multiple partners (234–236), and the 

availability of  antiretroviral treatment may result in more risky sex (236)), resulting in a 

range of low cost and effective treatments being rendered ineffective (237). For  example, in 

a recent South African national survey, most respondents aged 15 and older (76.5%) believed 

they were at a low risk of being infected with HIV, yet approximately one in ten adolescents 

who believed they were at low risk for acquiring HIV were already infected but did not know 

it (238). Rural women with multiple partners, one of whom was a migrant worker, recognised 

that they were at high risk, but attributed the risk to their partner’s behaviour, rather than their 

own. In the same study, women who had more than one sexual partner did not recognise that 

their own behaviour put them at risk (36). Similarly, despite acknowledging their high risk to 

contracting HIV, sex workers report much lower condom use with romantic partners than 

with clients (14). 

 

The association between fear and concern and HIV or STI testing has diminished in recent 

years, indicating that fear and risk perception is likely to have mixed effects on behaviour, 

either deterring from testing or promoting testing (239,240).  This is consistent with studies 

showing no significant relationship between HIV risk behaviours and having an increased 

HIV risk perception (241,242). Suggesting that risk communication and fear appeals are 

unlikely to contribute to the promotion of HIV or STI prevention. 

 

Adolescent sexuality has long been equated with risk and danger, interventions based on this 

risk model mostly target a specific health issue or behaviour on the individual level. Recently, 

adolescent SRH and health promotion have been expanding on different levels: from risk to 
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well-being, from targeted and individual to comprehensive and structural, from knowledge 

transfer to innovative tools. However, indicators to measure adolescent sexuality, including 

sexual well-being and positive sexuality, to accompany this broader scope, are lacking (113). 

 

Intention and behaviour change 

Among many of the behavioural theories, the intention to change behaviour (223,243,244)—

or an intention-behaviour hybrid construct (225)—is viewed as the proximal determinant of 

behaviour. This notion often disregards cause and effect, as correlations could also arise from 

‘third variables’ meaning that the relation is spurious, or from causal implications in the 

opposite direction (216,245,246). 

 

Much of the criticism of the intent-behaviour theory stems from the fact that correlational 

studies do not indicate how much change in behaviour results from manipulating that variable 

(216). A meta-analysis of experiments that manipulated intention showed that a medium-to-

large-sized change in intentions led to only a small-to-medium-sized change in behaviour, 

and that although the majority of people who appear to have positive intentions fail to 

translate this intent into subsequent behaviour change (245,246). Another frequently voiced 

criticism of the theory of planned behaviour and other reasoned action models is that they are 

too ‘rational,’ not taking sufficient account of cognitive and affective processes that are 

known to bias human judgements and behaviour (222). To counter this criticism, the 

prototype/willingness model (247,248) describes two possible paths to arrive at a behaviour: 

the reasoned action processes and the added notion that behaviour is more spontaneous, 

reactive to the immediate situation and heavily influenced by perceived similarity to a 

behavioural prototype. Studies however found a strong correlation between the two theories 

(249). 

 

Multi-level models 

Among multi-level models, ecological models are a group of approaches seeking to describe 

the multiple levels of influence on individual behaviour in the interest of creating 

environments conducive to health promotion (250).  

 

Several recent models have taken up the challenge of expanding from individual-level 

features to include higher levels, for example the Multiple Domain Model (MDM) (251). The 
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MDM is grounded in the theory of planned behaviour, replacing perceived behavioural 

control with self-efficacy. It then adds socio-structural factors (race, gender, age, social class) 

and variables that address personality, the social environment (school connectedness or 

family relationships), and social situational variables (substance use, relationship status, or 

hormonal contraceptive use). The MDM allows each of these to have direct relationships with 

behaviour, and factors outside of the individual are explicitly modelled as factors shaping 

one’s behaviour (252).  

 

While multi-level models recognise that individuals enact risk behaviours with those to 

whom they are linked in networks, individual-level HIV prevention theories either have no 

explicit linkage to macro-levels or do so only indirectly. Despite agreement that ecological 

approaches are more comprehensive and potentially more explanatory and effective than 

frameworks or models only taking one level into account (253), such frameworks have 

received relatively little research attention for at least three reasons. First, assessing impact at 

multiple levels is often viewed as too difficult or expensive (252). Second, multi-level 

interventions are diverse and often context specific and it is therefore not easy, or even 

appropriate, to replicate them (254), nor do they easily support generalisations across 

contexts (255). Finally, with randomised controlled trials (RCTs) still viewed as the ‘gold 

standard’ in both clinical and social science research, interventions addressing factors at 

multiple levels are often not attempted because an RCT is not feasible or appropriate 

(256,257). Various versions of socio-ecological models have therefore typically been 

discussed as organising frameworks rather than as testable (i.e. falsifiable) empirical models 

(258–261). 

 

2.3 Gender blindness in research 

 

Research is often conducted on a male model (262), including male animals in laboratory 

research (263). The generalised assumption that females will respond in the same way as 

males is outdated, and without sex analysis, the researcher risks claiming a general effect that 

applies to one sex only (264). Gender affects biological as well as social susceptibility to 

HIV, since gender roles, gender differences, and gender responses influence experiences and 

behaviour (265,266). Failure to observe gender differences in research leads to conclusion 

errors in three categories: (a) gender-sensitive outcomes where outcomes are greater either in 
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males or females; (b) gender-specific outcomes, where outcomes are limited to either males 

or females; and (c) outcomes are opposite in males and females (264). Some examples of 

differences in gender for SRH research include: 1) female infants may be at a substantially 

higher risk of acquiring HIV in utero than male infants, even after adjusting for confounders 

such as the mothers’ viral load and for birthweight (267), and male infants could be more 

likely to be infected during breastfeeding (265); 2) boys have a seven-fold risk of developing 

resistance to HIV treatment compared to girls (268); and 3) fifteen studies comparing the 

impact of HIV infection on schooling, showed an overall female disadvantage (265). 

 

With gender as an obvious important health determinant, women continue to be 

underrepresented in clinical trials and even in studies in which both men and women 

participate. Systematic analysis of data to identify potential gender-based differences is often 

absent. Although observed differences between women and men across diseases are 

sometimes reported, research to systematically investigate the underlying gender differences 

is limited (199). To address these biases, it is not enough to simply include women in the 

production of scientific research, it is also important to challenge biased ideas and stereotypes 

about gender, which can affect the way research is designed, conducted, and interpreted 

(173).  

 

Gender blind research does not consider gender inequalities, so they help maintain or even 

intensify these inequalities. Integrating gender into scientific research will consequently 

achieve more representative, valid research, and provide avenues for promoting gender 

equality (269). 

 

2.4 An integrative approach to SRH 

 

The biomedical approach that is described above contrasts in the emerging history of HIV 

prevention with the social narrative model. The latter is concerned with relations between 

people and on how sexual and other practices that place people at risk for HIV transmission 

are produced and adapted to reduce risk. The focus here is on communities and networks and 

the manner in which these collectives react to the risks of the virus, interact with people at 

risk, and respond (in)effectively, and sometimes creatively, to the threat of HIV in 

collaboration with biomedicine,  the state and other institutions (25). In the social narrative 
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approach, biomedical interventions form part of an interactive and context-specific package 

to be effective (270). For example, it takes into account that  in promoting condom use it is 

necessary to engage with the social and political worlds of the targeted vulnerable population 

and to engender community-level change.  

 

In combination with the social narrative approach a second move away from individualised 

health behaviour change theories would be turning towards the analysis of group behaviour 

change. Individuals operate in groups that share behaviour and norms, the groups reflect on 

and legitimise these. Peer norms, shared experience of stigmatisation and common strategies 

for survival also allow for collective responsibility taking.   

 

Finally, institutional contexts, such as regulatory principles of SRH, form an alternative for 

the individualised health behaviour approach (271). Undeniably, legal frameworks, health 

policies as well as street-level practices of social workers, medical practitioners, 

communities, families, police, and teachers construct the framework in which SRH 

interventions can be effective. Important research considerations relating to policy and legal 

issues include 1) the effects of specific policies, laws or criminal justice practices on health or 

health care outcomes related to HIV and its co-morbidities, such as criminalisation of sex 

workers (10); 2) diverse stakeholder engagement to address policy or legal factors affecting 

HIV risk and HIV outcomes, like the withholding of treatment by judgemental healthcare 

workers; and 3) the relationship between and among structural factors and HIV risk, 

mitigation of risk, and risk minimisation or harm reduction, for example in age-disparate 

relationships. In studying social narratives, group behaviour change and institutional 

embeddedness of SRH regulating policies, awareness of gender relations, and the position of 

women and girls in society are conditions for understanding barriers to and conditions of 

behavioural change.  

 

Discussion 

The use of evidence-based principles in research has affected the dissemination of healthcare 

funds, but not always to the benefit of vulnerable female populations (272). The focus in past 

research has been overly inspired by the bio-medical model, rational individual behaviour, 

and individual risk-taking, resulting in quantitative and general population evidence that 

hardly took into account gendered power relations and mostly ignored specific evidence 
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garnered from vulnerable groups (273). Failure to include vulnerable populations in research 

further increases their risk, vulnerability, and poor health, and escalates transmission 

dynamics within these communities. Given that adolescents and sex workers are not showing 

a decrease in new HIV infections or HIV-related mortality, new approaches to both 

prevention and treatment programming and research are urgently called for (58,274,275). 

Apart from challenging background conditions, many of the prevention and treatment 

interventions that have been tested or are under development, do not address  specific health 

needs of vulnerable female populations, or may not be suited to the social, political, or 

economic context in which they live.  For that reason, studies developing and testing new 

approaches should include adolescent girls and/or sex workers at all stages of research and 

tailor or adapt interventions to ensure their effectiveness, feasibility, acceptability and safety 

in these groups. Some interventions may be more challenging to implement or may be less 

acceptable to adolescent girls and sex workers due to social pressures, stigma, 

criminalisation, competing priorities, and other factors discussed in the previous chapter.  

 

Despite improved knowledge on SRH and HIV, and multiple and widespread interventions, 

some high-risk sexual behaviours seem to be on the rise while evaluations of behaviour 

change programmes show varying measures of success (59). Shortcomings identified in 

several programmes for vulnerable female populations highlight the limitations of both the 

biomedical model (96,276,277) and attempts to change individual health behaviours 

(101,113,274), without adequately addressing broader social determinants of health (278). In 

a resource limited country such as South Africa, standard of care is often supported for all 

population groups, but this does not imply that standard of care sufficiently serves the needs 

of vulnerable women. It is critical that effective solutions for the general population are 

tested, evaluated, and adapted before these are implemented as adequate for and acceptable to 

adolescent girls and sex workers. It is in the interest of vulnerable women and society at large 

that they receive evidence-based differential access to care and treatment, and specialised 

recruitment strategies (14,19). 

 

There are clearly many remaining challenges in research and its translation into 

implementable and scalable programmes with vulnerable female groups.   
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CHAPTER 3: SRH AND THE 

RIGHTS OF VULNERABLE 

FEMALE POPULATIONS IN 

SOUTH AFRICA 
 
 

“Where should I go?" -Alice. 
"That depends on where you want to end up." - The Cheshire Cat.”.(279) 
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Adolescent girls and sex workers are stuck in their lived experiences, leaving them with 

limited choice and increased vulnerability. These women would have made better choices if 

they could, but their locus of change does not belong to the individual but rather to the social, 

structural and political context that enables collective action (24,25).  

 

Persistent gender inequality, stigma, and lack of access to customised health information, 

despite a liberal policy framework, impact on the SRH of women in general, but specifically 

that of adolescent girls and sex workers in South Africa (38).  

 

On basis of the approaches and principles for an alternative focus on SRH for vulnerable 

populations in South Africa, a theoretical framework is developed that has inspired a series of 

empirical studies presented in this thesis. In-depth descriptions of the specific theories and 

research methods are outlined in the chapters 4 to 8. This chapter presents in headlines that 

theoretical framework and also some methodological considerations for research on 

vulnerable populations.  

 

Criteria for the theoretical framework are that 1) it goes beyond a bio-medical and individual-

level behaviour approach and considers individual agents as members of a specific category 

of the population, a group with whom they share experiences, perceptions, behaviours and 

social context; 2) it enables research on what makes up a particular (group) identity as well as 

a specific disposition that allows for or avoids risky health behaviour, a crucial factor in 

developing SRH programs suited for specific vulnerable populations, in this case adolescent 

girls; 3)  it allows for studying stigmatisation and discrimination as institutionalised practices 

with regards to vulnerable female populations, both in law and social policy and in street-

level practices of professional workers dealing with these populations.  

 

Theoretical framework 

 

For practical reasons not every single empirical chapter could deal with all aspects of this 

theoretical framework. Nevertheless, together the five empirical studies combined cover all 

aspects outlined here. 
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3.1 Identity-based motivation and regulatory focus in gender 

inequality  

 

This study chose the identity-based motivation approach to move beyond individual-level 

behaviour change. Identity-based motivation allows for studying group identity and its effects 

on risk behaviour. The theory proposes that people are motivated to act in identity-congruent 

ways and that people make different choices because actions leading to the specific outcomes 

are instilled with identity-based meaning (280). Identity-based motivation builds on  theories 

of social-, situated-, and grounded cognition, which start with the premise that thinking is 

influenced by the context in which it occurs (281). If known which identity-based behaviour 

motivates using or avoiding SRH rights, it might be possible to promote SRH rights and 

responsibilities to create a more gender- and age-equal society in line with  idealised 

identities. In chapter 4 this approach is applied to a study on adolescent girls.  

 

Self-regulation theories assume that people have enough knowledge to perform a task and 

focus instead on how knowledge is transformed into behaviour and goal achievement, and it 

explains why people do (not) adopt the behaviour if they have the knowledge (282). 

Individuals who regulate themselves successfully have personal control and typically reflect 

strong goals and standards of behaviour (283). Regulatory focus predicts an individual’s 

preferred approach to a task and how one would respond to a situation . Each of the two 

motivational states, prevention or promotion, is induced by a distinct set of input variables, 

these are either prompted by nurturance needs, ideals as relevant standards, and gain/no-gain 

situations, or by security needs, oughts as relevant standards, and non-loss/loss situations 

(284). Regulatory focus plays an important role in influencing the persuasiveness of 

communication messages or the attractiveness of product offerings (285). In chapter 5, the 

role of self regulation was tested on sexual engagement in adolescent girls to determine 

whether regulatory focus could be used to influence safer group behaviour, in a gender and 

age unequal society. 

 

3.2 Context enquiry, risk reduction framework and policy 

analysis to explore SRH rights 

 

Stigma and discrimination influences HIV transmission dynamics, which in turn requires an 
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understanding of geographic and population heterogeneity (286). Vulnerable populations 

have multiple vulnerabilities caused by stigma and discrimination (19,195,286–288), which 

differ by location and hamper their access to SRH rights and consequently their SRH 

outcomes. Sex workers in South Africa tend not to seek care from public health clinics 

mainly due to their negative experiences of care in these settings (175,289). In chapter 6 the 

SRH outcomes of female sex workers in two sites in close proximity, are compared to 

determine heterogeneity of sub-populations in different contexts. 

 

Risk, harm, and vulnerability are powerful, but often overlooked tools to advocate for human 

rights. Harm reduction models assume continuation of undesired behaviour as a possibility 

and aims to lower the total adverse consequences, including those arising from continuation 

of a behaviour (290). This approach shifts the traditional emphasis on individual-level 

behaviour change and the biomedical approach to the issues that predispose to risk and 

vulnerability and the issues underlying these (233). In chapter 7, the the harm-risk-

vulnerability model (291) is used to test whether it may be possible to apply harm reduction 

principles to sex workers (291–293), by linking human rights obligations of the state to their 

vulnerabilities.  

 

The health sector is one of the main settings where HIV-positive women or those perceived 

to be at risk of infection experience stigma and discrimination. HIV infection, in a gendered 

society, negatively impacts on a women’s ability to protect and fulfil her SRH rights and 

often results in denial of, or coercion into SRH services at the hands of healthcare workers, as 

institutionalised practices. Coercion can include abusive language, violence, and forced or 

pressured abortion or sterilisation. Forced sterilisation has always targeted the most 

marginalised females in society, including those with mental or physical disabilities, racial 

minorities, poor women, and women living with specific illnesses, such as HIV or epilepsy 

(294). Chapter 8 proposes a communication-based understanding of the informed consent 

process in hospitals, to understand how power disparities can disrupt effective 

communication and disregard the patient’s capacity to understand her own best interests (54). 

The study applies Manson and O’Neill’s approach to informed consent as a communicative 

process (295) between healthcare workers and HIV-positive women. In this approach, 

informed consent can be understood to comprise a series of exchanges. As communication, 

informed consent in surgical procedures involves at least two actors, both of whom are 

required to participate and to be able to participate for the exchange to be effective. 
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3.3 Important considerations in SRH research on vulnerable 

women  

 

SRH research differs from research on general health in important ways. SRH research is 

blended across biomedical and social science research. Condom use, for example, is not only 

rooted in biomedical efficacy but also in the motivations and attitudes of condom users 

(25,113,252). SRH is furthermore distinguished as a field with strong interest group 

involvement, and decisions can range from seemingly unimportant technical decisions around 

choice or timing of treatment to politicised and moral debates around what is considered 

sexually ‘normal’ or ‘acceptable’ (198). Although both SRH and HIV are considered health 

issues, decisions made in these areas can often impact a range of other sectors and interest 

groups, for example abortion, condom use, abstinence, criminalisation issues, human rights, 

and morality (100,113,198). In this thesis, most of these issues are dealth with in an 

interrelated way. In chapters 4 and 5, the way adolescent girls deal with gender inequality, in 

chapters 6 and 7, human rights abuses faced by sex workers, and in chapter 8 the way in 

which HIV-positive women could be protected against coercion while undergoing SRH 

medical procedures, consider the social and legal context of the women from both a 

biomedical and social science perspective. 

 

Research and programme activities involving adolescent girls and sex workers can be risky 

for study participants, care providers, and researchers. The following non-exhaustive list flags 

some of these differences:  

 

1) The difficulty of finding participants for research in vulnerable populations has resulted in 

a lack of research evidence on adolescent girls and sex workers. Traditional methods of 

recruiting subjects may not reach those who are most representative of the target population. 

Peer educators are a source of advice that is accepted by the target audience because they are 

people who have ‘walked in the shoes’ of the targeted group. Research programmes should 

therefore use members of the targeted group to recruit and retain participants and to convey 

the health messages (3). In the studies on adolescents (chapters 4 and 5), peer educators (life 

skills facilitators) were involved as a source of advice on conducting the questionnaires and 

collecting the data. In chapter 6 on sex worker demographics, programmatic data was used, 



Page 45 of 197 

collected from sex workers recruited by peers to engage in health services. 

 

2) Unique substantive and methodological issues are involved in conducting survey research 

on risk-related behaviours among vulnerable populations (113,296,297). The use of typical 

epidemiological and surveillance instruments without modifying language or applying the 

appropriate cultural context in which to frame the question, for example, will yield data that 

are of inferior value for improving research and programming. When translating research 

instruments, achieving semantic equivalence is usually not sufficient; idiomatic equivalence 

based on ethnicity, social class, age, and geographic region is also needed (298). 

Communication acceptable to the target community in form and language (e.g., use of the 

vernacular or street talk, and reading levels) only becomes apparent with community 

engagement and when  studies are repeated (2). Although questionnaires were not translated 

in the adolescent studies, we tested the survey instruments on peers to include vernacular, e.g 

makwapeni for a second girlfriend. (chapters 4 and 5). We also used same-language peers to 

read out questions and allowed adolescents to ask for clarification, if needed.  

 

3) Methodological issues involve selecting correlates and indicators of vulnerability, harm 

and risk. It is also necessary to measure changes in health status and to use both biologic and 

behavioural markers of change to achieve this. Equally important is to measure a 

comprehensive variety of health outcomes (113). In chapters 4, 5 and 6, a combination of 

social, cultural, and biomedical variables were combined to determine associations between 

these and resulting behaviours and health outcomes.  

 

4) Research with vulnerable populations challenges researchers to consider ethical principles 

that are basic to research. Issues of providing informed consent, maintaining confidentiality 

and privacy, weighing the risks and benefits of a study, and paying attention to issues of 

fairness, are all important when working with groups who are vulnerable (299). Potential 

study participants from marginalised groups may be wary of research projects because, in the 

case of sex workers, anonymity may not be preserved or because of past experiences where 

they may have been exploited (2). Negative policies, such as criminalisation, drive sex 

workers underground, specifically younger or under-aged sex workers, and subsequently 

complicate their recruitment and representivity in research. Obtaining ethical clearance for 

SRH research on adolescent girls is often more difficult as a result of contradicting laws on 

SRH (114). In this study, this problem has been tackled by anonymising the data collected 
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(chapters 4, 5, 6, and 7) to ensure confidentiality and by obtaining parental consent and 

participant assent to ensure that participation is voluntary (chapters 4 and 5). We also 

obtained ethical clearance for the relevant studies. In chapters 4 and 5 ethical clearance was 

obtained from the human research ethics committee (HREC) at the university of Pretoria and 

for the sex worker studies (chapters 6 and 7) from the University of the Witwatersrand 

HREC.  

 

5) The effects of interviewer/respondent characteristics on accuracy of responding to 

questions are specifically vital (297); trained peer educators could increase the validity of 

responses (14). Reliability and validity of measures are especially important when working 

with populations that may have limited language abilities and deserve careful consideration 

(300). The current study dealt with problems of reliability and validity by using peer 

educators to read out and explain questions (see chapters 4 and 5).  

 

6) While the importance of the context of sexual behaviours is frequently recognised, this 

concern is often overlooked in the data analysis phase. Cultural influences, sex role norms, 

resource availability and interpersonal context are important mediating factors in interpreting 

data (296). For instance, research might benefit from comparing the difference in behaviours 

in sex workers between condom use with main partners and clients as we have done in 

chapter 6.  

 

7) Research programmes should foster group pride and empower the vulnerable community 

to respond constructively to their own health needs. Esteem-building cultural activities as 

well as leadership positions in the research effort are part of this approach. Members of the 

vulnerable population group should be partners in the development and maintenance of any 

research and should be involved in the delivery of services (2,16,96). That principle is 

applied in this study by involving peer educators in questionnaire design and the formulation 

of questions (see chapters 4 and 5).  

 

8) Marginalised users of SRH services in low-income countries often face significant 

difficulties in organising themselves collectively to call for improvements in services (301), 

further complicating and leading towards bias in research. In research, women are often 

categorised into either of two ‘weak’ categories; vulnerable (pregnant women) or deserving 

(girls who perform well in school or do not engage in sex), and with each group often 
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portrayed in a positive (pregnant women) or negative light (sex workers) (302). In order to 

avoid that bias, careful consideration was given to the framing of questions and the options 

provided for answers. For example, we included the option “never had sex before” in the 

adolescent questionnaires to avoid flagging which participants had sex before. This prompted 

all learners to answer all the questions – chapters 4 and 5.  
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CHAPTER 4: IMPROVING HIV 

PREVENTION PROGRAMMES: 

THE ROLE OF IDENTITY IN 

SHAPING HEALTHY SEXUAL 

BEHAVIOUR OF RURAL 

ADOLESCENTS IN SOUTH 

AFRICA 
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Introduction 

The health status of a person is influenced by a combination of sociocultural, economic, and 

biological factors as well as by social and health policies that most often affect the socially 

marginalised or disempowered segments of the society (129). With the movement of the HIV 

epidemic from the first to the third world, the epidemic’s target audience moved from gay 

white men to poor black women (specifically young girls) and from a focus on individual 

rights to the more global and social concerns of poverty and inequality (66). The HIV 

epidemic continues to rob South Africa of the future economically productive segment of the 

population and to erode the social fabric that weaves communities together. The stubborn 

high prevalence of HIV in the age group 15-24 specifically reflects the vulnerability of 

adolescent girls. The adolescent 15 to 24-year-old female population has an HIV prevalence 

of 20.5%; females are eight times more likely than males of the same age to have HIV and 

become HIV-positive about 5 years earlier than males (303). 

 

A systematic, analytical review of HIV prevention interventions targeting youth in South 

Africa since 2000 found that the effects of most interventions on reported sexual risk 

behaviour or biological indicators of HIV infection were limited (304) An exception is the 

Stepping Stones intervention, a gender equity-based program that showed positive results 

after two-year follow-up in reducing intimate partner violence and reduced transactional sex 

(305), but no reduction in HIV infection was shown. This suggests that large-scale HIV 

prevention interventions are not successful in achieving the behaviour change required to 

address the epidemic effectively (306). The design of effective adolescent prevention 

interventions is therefore a critical national priority. 

 

Adolescent identity in the South African context 

Historically, black South African culture has been male-dominated, with the dominant ideal 

of manhood demanding toughness, strength, and sexual success (72). The cultural ideal of 

womanhood has been feminine behaviour that complies with subordination and a tendency to 

accommodate the interests and desires of men (307), with women expecting to be rewarded 

with gifts or money for sexual compliance. Forms of sexual compliance almost always focus 

on ways to improve sexual pleasure for partners, in an effort to secure fidelity and to exercise 

agency and control in their relationships (171) and usually excludes condom use, which 
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increases vulnerability to HIV infection. 

 

Black adolescents in South Africa have been prescribed conflicting identity roles that are, on 

the one hand, consistent with rural custom, and on the other, an embodiment of the western 

value system (308). The westernised framework embraces a world view informed by 

American individualism, competition, and individualistic ideals, which may alienate the 

youth from their more traditional African social realities (309). A trend among female youth 

is the ‘modern girl’ identity that is associated with female independence, high fashion, and 

explicit sexuality (310). 

 

Intervention programmes that do not speak to the particular configuration of modernity and 

ongoing traditional gender scripts will therefore not be able to change sexual conduct of 

young males and females. However, social identity is a complex construction that relates to 

age, gender, ethnicity, biography, and popular culture. Its development is a central life task of 

adolescence as one’s future identity begins to solidify during adolescence (311). The primary 

task of adolescence is to determine a balance between self-image and role confusion (312). 

Gender roles are important in shaping the youth’s social identity since these are particularly 

prominent during adolescence (313), when sexuality is explored and gender identities are 

shaped. 

 

Social identities influence beliefs about in-group goals and strategies for possible identities 

(314), where possible identities refer to the prospects one might hold for himself/herself in 

the future. Possible identities are associated with real and important behavioural 

consequences including motivating and incentivising future-oriented action. Possible 

identities explain, for instance, why individuals often adopt unhealthy habits -- often because 

these habits are attuned with a valued identity (315). When a girl is assessing whether a 

possible identity is plausible, the girl is posing both a personal identity and social identity 

question: “can a girl like me insist on using a condom?” The third person perspective 

considers how others might view her possible identity and contains the socio-cultural norms 

that could be very persuasive and influential on the decision-making of girls specifically and 

collectivist cultures (316,317). Although condoms are generally perceived to prevent HIV, 

the male condom is also perceived as unreliable, causing illness and physical discomfort, 

reducing sexual pleasure, and engendering mistrust in intimate relationships. These 

contradictory views demonstrate how local knowledge of health and illness can intersect with 
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biomedical knowledge and how individuals form biomedical constructs to find an acceptable 

fit with cultural norms (174). 

 

Persistent masculinities in South Africa prescribe ideal male behaviour and legitimate 

gender-inequitable practices (72,188,318–320) that reinforce poor sexual negotiation 

dynamics for girls and double standards in behaviour that increases the risk of early 

(unwanted) pregnancy and SRH complications, including HIV infection. High-risk 

behaviours obstruct the girls’ right to education and long-term economic independence. Not 

only could these social constructs limit the girls’ ability to attain their possible identities, but 

also make girls more vulnerable to HIV infection and pregnancy at a younger age (70). 

 

In addition, HIV has a strong link with low income, high unemployment, violence, and poor 

education and in all of these correlations young African women are the worst affected (74). 

Because of economic and educational marginalisation, girls are dependent on boys for gifts 

and money, not only to survive but also to follow popular trends in beauty and fashion. Also, 

the economic and development crises in contemporary South Africa has resulted in male 

adolescents having multiple partners instead of previous expressions of manhood that 

included working, marrying, and building an independent household (321). Prevention 

campaigns must therefore recognise that biomedical knowledge is embedded in experience 

and cultural understanding, and prevention programmes should embrace this construct to 

improve future prevention interventions. 

 

The present study 

This study contributes to health education and promotion literature with a new 

conceptualisation of motivation for HIV prevention in adolescents. Because socio-cultural 

factors influence the adolescents’ own perception of how they should behave (322), we 

assume that socio-cultural factors prevent girls from realising their possible identities. 

Similarly, we predict that boys achieve their possible identity as social norms view sexual 

conduct through a local lens that results in compromising sexual behaviour. 

 

Hypotheses 

(1) Adolescents identify with gender as their most salient social identity 

(2) Girls and boys have different possible identities: 
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a. Girls have a non-risky possible identity 

b. Boys have a more risky possible identity than girls 

(3) These possible identities will 

a. be reflected in the actual behaviour of boys; and 

b. not be reflected in the actual behaviour of girls 

 

Method 

Participants and procedure 

Ndlovu Care Group, a non-governmental organisation conducted the Community Health 

Awareness Motivation and Prevention (CHAMP) study in a rural township in Moutse, South 

Africa, in 2010. The CHAMP is based on an adapted version of the Stepping Stones 

programme, developed by Alex Welbourne in 2008(323), and uses a gender-based approach 

to improve assertiveness, address gender inequality, and explain sexual and reproductive 

rights. 

 

The institutional review board at the University of Pretoria, Faculty of Health Sciences, 

approved this study. The convenience sample consisted of black learners from Grades 8-12 in 

two secondary schools with no previous exposure to behavior change interventions. Poverty, 

limited infrastructure, and unemployment are common in the township. Master students from 

Utrecht University, and life skills facilitators, facilitated the completion of the questionnaires 

at the schools. These trained Life Skills Facilitators explained the questionnaire to the 

learners in indigenous languages. The school principals consented to the research, and the 

learners signed informed consent for voluntary participation. 

 

The learners completed the questionnaire in a single session and received stationery and 

candy as tokens of appreciation. 

 

In total, 309 learners participated in the study but 24 (7.8%) were excluded from the sample 

because they fell outside the targeted age of 15-18 years. This target group corresponds at the 

lower end with Millennium Development Goal 6 and at the upper end with the definition of a 

child (114). 
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Measures 

Background variables 

Several questions were used to collect demographic characteristics such as gender, age, 

whether they had had sex before (yes/no), and poverty levels. 

 

Social identity 

Two questions were adopted from the 2001 Centenary Project (324) to assess the youth’s 

social identity. These items examined adolescents’ self-categorisation with a dominant social 

identity and the ranking of identities in order of importance. 

 

Self-determined social group. The first question investigated the participants’ centrality of 

different personal, racial, linguistic, and national identities: (If you were asked what group 

you belong to, which would best describe you? (1) Young people, (2) Boys, (3) Girls, (4) 

Sepedi/isiZulu/Ndebele, (5) Black South African, (6) South African). 

 

Relative importance of components of identity. The second question asked the learners to 

rank identities in order of importance when describing themselves: (Imagine you have to 

describe yourself to someone. How important are the following aspects? (1) Age, (2) Gender, 

(3) Language, (4) Race, (5) Being South African). 

 

Possible identity 

Twenty questions identified the possible identity of the in-group. Factor analysis was 

conducted to determine the relevant dimensions involved. The initial results indicated five 

factors, which explained 62.83% of the variance in the possible identity variable. The results 

of the scree plot pointed to three factors for consideration: (1) “risky possible identity”, (2) 

“non-risky possible identity”, (3) “confidence to discuss sex”. The factor “risky possible 

identity”, explaining 16.95% of the variance, measured the degree to which learners felt that 

risky possible identity is typical for their group (1 = strongly disagree, 5 = strongly agree; 

Cronbach’s α = 0.79), with five statements: “It is typical for people in my group to (1) use 

drugs, (2) smoke cigarettes, (3) have unprotected sex, (4) have sex in exchange for money, 

(5) hit/kick a girl”. The factor “non-risky possible identity”, explaining 17.98% of the 

variance, measured the degree to which learners felt that non-risky possible identity is typical 

for their group (1 = strongly disagree, 5 = strongly agree; Cronbach’s α = 0.81), with six 
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statements: “It is typical for people in my group to (1) exercise, (2) use a condom, (3) be 

faithful to one partner, (4) talk about HIV with your girlfriend/boyfriend, (5) talk about HIV 

with your friends, (6) talk about HIV with your parents”. The factor “confidence to discuss 

sex”, explaining 11.39% of the variance, measured the degree to which learners felt that their 

group has the ability to discuss sex (1 = strongly disagree, 5 = strongly agree; Cronbach’s α = 

0.71), with four statements: “It is typical for people in my group to talk about (1) sex with 

your girlfriend/boyfriend, (2) sex with your friends, (3) sex with your parents, (4) condoms 

with your girlfriend/ boyfriend”. 

 

Self-reported sexual behaviour 

A factor analysis was conducted to validate the previously established factor structure of the 

23-item Safe Sex Behavior Questionnaire (SSBQ), which is generally considered a reliable 

and valid measure for assessing sexual behaviour in youth(325). 

 

The scree plot indicated two factors, explaining 47.7% of the variance. Two scales were 

constructed: safe sex behaviour with 11 items and unsafe sex behaviour with six items. Safe 

sex behaviour is measured with: (1) I insist on using a condom when I have sex, (2) I stop sex 

long enough to put on a condom, (3) I avoid direct contact with my sexual partner’s 

sperm/vaginal fluids, (4) I do not have sex when I do not know my partner’s sexual history, 

(5) I do not have sex when I have sores/irritation in my genital area, (6) I carry a condom 

with me when I think I might have sex, (7) if I disagree with my partner on safer sex 

practices, I will give my opinion, (8) if I know I might have sex, I make a plan to get/use a 

condom, (9) if my partner insists on sex without a condom, I refuse to have sex, (10) I avoid 

direct contact with my sexual partner’s blood, (11) I take the initiative in talking about safer 

sex with my partner. Unsafe sex behaviour is measured with: (1) I have sex on a first date, (2) 

I have oral sex without using protection, (3) when I am very sexually aroused, I have sex 

without a condom, (4) I have sex with someone who I know is gay, (5) I have anal sex 

without a condom, (6) I drink alcohol before/during sex. Six items did not load onto these 

two factors (loadings < 0.5) and were not used in the analysis (Cronbach’s αs: 0.86 and 0.79). 

 

Results 

Descriptives 

Of the 285 learners, 48.8% were boys and 51.2% girls. The mean age was 16.74 years 
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(standard deviation (SD) = 1.142); 52% had previously had sex. For poverty, 16.5% of the 

learners indicated they did not have enough money for food; 18.3% had money for food but 

not for clothes; and 43.2% had money for food and clothes but not for other things. 

 

Self-categorised social identity 

Gender was the preferred identity, both when asked to rank identities in order of importance 

and when probed to choose the identity that best described them. These findings confirm 

Hypothesis 1: gender is the most salient social identity during adolescence (Table 1). 

 

Possible identity for in-group behaviour 

An analysis of variance (ANOVA) with gender as the independent factor and non-risky 

possible and risky possible identities, respectively, as the dependent variables showed that  

(1) Non-risky possible identity differs statistically significant at the 5% level between boys 

and girls (F(df = 1281) = 4.485, p = 0.035) with girls scoring higher (M = 3.9, SD = 0.97) 

than boys (M = 3.65, SD = 1). 

(2) Risky possible identity differs statistically significant at the 10% level of significance 

between boys and girls (F(df = 1279) = 3.148, p = 0.077), with boys scoring higher (M = 

1.99, SD = 0.92) than girls (M = 1.79, SD = 0.95). 

(3) We can conclude that when learners are asked to assign characteristics typical to their 

gender to describe in-group possible identities, girls assigned less risky behaviours to 

their possible identity than boys. This confirms Hypotheses 2a and 2b: girls and boys 

have different possible identities: (a) girls have a non-risky possible identity, and (b) boys 

have a more risky possible identity. 

  



Page 56 of 197 

 

Table 1 Self-determined social group and relative importance of components of identity 

Percentage respondents that indicated the identity that they most belong to (add up to 100%) 

Identity Percentage (%) 

Gender (Boys and Girls) 31.5% 

South African  24.3% 

Age 18.7% 

Language 13.9% 

Race  11.6% 

Percentage respondents that rated the identity as  extremely and very important 

Identity Percentage (%) 

Gender (Boys and Girls) 62.3% 

South African  45.3% 

Age 48.4% 

Language 46.4% 

Race  53.5% 

 

Effect of gender and possible identity on reported actual behaviour 

Hierarchical regression analyses determined the specific effect of the independent variables 

(Step 1: age, sex experience, and poverty; Step 2: self-categorised identity; Step 3: possible 

identity) within each gender group on actual reported behaviour. The hierarchical regression 

analysis results for boys indicate that age is statistically significant and negatively related to 

safe sex behaviour: the younger the boys, the more they display safe sex behaviour (Table 2). 

Previous sex experience, a non-risky possible identity, and the confidence to discuss sex are 

positively and statistically significantly related to non-risky actual behaviour for boys. 
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Table 2 Boys: Effects of gender identity for non-risky and risky behaviour 

Boys: Effects of Self-Categorised Gender Identity for Actual Non-Risky Behaviour   

 Model 1: Age, 

Sex experience, 

Poverty  

Model 2: Self-

categorised 

Identity 

Model 3: Possible 

Identity 

Demographics Age 

Sex experience 

Poverty 

-0.256** 

0.359** 

-0.024 

-0.289** 

0.382** 

-0.019 

-0.333** 

0.292** 

0.003 

Self-categorised identity  -0.133 -0.111 

Non-risky Possible Identity 

Risky Possible Identity 

Confidence to discuss  

  0.298** 

0.056 

0.212** 

R² 0.144 0.161 0.349 

F (p value) 6.808 (0.000) 5.752 (0.000) 8.947 (0.000) 

Note: Standardised Beta-coefficients are presented. *p < 0.05, **p <0.01. 

Boys: Effects of Self-Categorised Gender Identity for Actual Risky Behaviour  

 Model 1: Age, 

Sex experience, 

Poverty  

Model 2: Self-

categorised 

Identity 

Model 3:  Possible 

Identities 

Demographics Age 

Sex experience 

Poverty 

-0.023  

0.121            

-0.029 

-.038 

0.131 

-0.026 

-0.077 

0.180* 

-.0.052 

Self-categorised Identity  -0.062 -0.146 

Non-risky Possible Identity 

Risky Possible identity 

Confidence to discuss  

  -0.079 

0.439** 

-0.115 

R² 0.015 0.019 0.247 

F (p value) 0.624(0.601) 0.573(0.683) 5.445(0.000) 

Note: Standardised Beta-coefficients are presented. *p < 0.05, **p <0.01. 

 

A risky possible identity and previous sex experience are positively and statistically 

significantly related to risky actual behaviour for boys. The results show that boys with both a 

non-risky possible identity and a risky possible identity have the ability to behave according 
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to their possible identities. This confirms Hypothesis 3a: boys realise their possible identity.  

Hierarchical regression analyses for girls indicate that age is positively and statistically 

significant for non-risky actual behaviour; this might indicate that younger girls have less 

power to negotiate non-risky behaviour (Table 3). 

 

Table 3 Girls: Effects of gender identity for non-risky and risky behaviour 

Girls: Effects of Self-Categorised Gender Identity for Actual Non-Risky Behaviour  

 Model 1:  Age, 

Sex experience, 

Poverty  

Model 2:  Self-

categorised 

Identity 

Model 3: 

Possible 

Identities 

Demographics Age 

Sex experience 

Poverty 

0.243** 

0.174 

-0.058 

0.233* 

0.179 

-0.052 

0.243* 

0.177 

-0.047 

Self-categorised Identity  -0.035 -0.034 

Non-risky Possible Identity 

Risky Possible Identity 

Confidence to discuss 

  0.167 

0.017 

-0.153 

R² 0.128 0.129 0.145 

F (p value) 6.421(0.000) 4.827(0.001) 3.079(0.005) 

Note: Standardized Beta-coefficients are presented. *p < 0.05, **p < 0.01 

Girls: Effects of Self-Categorised Gender Identity for Actual Risky Behaviour  

 Model 1: Age, 

Sex experience, 

Poverty  

Model 2: Self-

categorised 

Identity 

Model 3: 

Possible 

Identities 

Demographics Age 

Sex experience 

Poverty 

0.029 

0.169 

0.217* 

0.040 

0.165 

0.211* 

0.050 

0.149 

0.192* 

Self-categorised Identity  0.035 0.036 

Non-risky Possible Identity 

Risky Possible identity 

Confidence to discuss  

  0.040 

0.087 

-0.070 

R² 0.083 0.085 0.095 

F (p value) 3.947(0.010) 0.981(0.022) 1.879(0.078) 
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Poverty level is positively and statistically significantly related to risky actual behaviour for 

girls, indicating low SES girls are more vulnerable to transactional sex. 

 

Neither non-risky possible identity nor risky possible identity predicted the girls’ actual 

behaviour. These findings confirm Hypothesis 3b: girls do not actualize their possible 

identity. 

 

Discussion 

South African sexually active youth run a high risk of contracting HIV, but despite this, the 

youth disregard the risk and engage in compromising behaviour. The results show that 

although girls idealise a less risky identity, they are unable to assert this identity. Contrary, 

results for boys show that they are indeed able to actualise their possible identities as this is 

driven by male-dominated social norms that dictate risky behaviour for girls. Previous HIV 

prevention programmes recommending non-risky behaviour to girls may have been met with 

limited success, because social norms dictate risky behaviour for girls. Current conditions in 

South Africa – high unemployment rates, poor living conditions, and high HIV prevalence, 

now render already vulnerable girls even more vulnerable to contracting HIV, young 

motherhood, and lack of attaining education. 

 

Future prevention programmes should therefore focus less on changing individual behaviour 

but should instead focus on creating an understanding within communities, and adolescent 

boys specifically, around the implications for health contained in sociocultural norms and 

sexual freedom. This can be accomplished with gender-transformative interventions that 

create awareness around the rights and responsibilities of both sexes under the South African 

legal framework. Age-appropriate interventions should include both separated and mixed 

gender workshops that address patriarchal stereotyping, gender-based violence, and other 

practices that increase risk for HIV and create understanding of the associated social harms. 

This will change the expectations of boys regarding risky sexual demands and improve the 

assertiveness of girls. This must be communicated in programmes that not only promote 

gender equality and sexual fulfilment for both genders, but also enable girls to stay in school 

to better future economic prospects. For as long as girls remain vulnerable, they will be 

obliged to comply with unsafe sexual practices because of the high social, economic, and 
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cultural costs of refusing these practices. 

 

Achieving an accommodating gender-equal setting will remove the discordance between the 

girls’ possible identity and their actual behaviour and will enable girls to act in line with their 

non-risky possible identity. If gender inequality is addressed, then girls will be closer to 

achieving behaviour that resonates with their idealized possible identities. Similarly, if boys 

are not pressurised by social norms to display risky behaviour, they will adopt less risky 

behaviour resulting in prevention programs achieving its objective of reducing HIV 

incidence. Possible identity approaches against a gender-equal background and within the 

sociocultural setting have not been applied or evaluated for the youth and should be 

researched further. At the same time, future research on the gap between the aspired 

behaviour and actual behaviour will identify topics for informing gender-congruent and 

culturally congruent youth communication campaigns. 

 

With the knowledge on possible identities, non-judgemental youth motivational campaigns 

will address the barriers to safe behaviour. To exploit the opportunities that possible identities 

create, prevention programs for youth must expose the benefits of gender equality vs. the 

social harms contained in certain accepted practices. Focusing on SRH rights within the 

cultural context will reduce new HIV infections. 
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CHAPTER 5: THE ROLE OF 

SELF-REGULATION ON 

ADOLESCENT SEXUAL 

ENGAGEMENT 
 

 

 

Under Review as  M. Slabbert, E. Marinda  & T. Knijn (2017), ‘The role of self-regulation on 

adolescent sexual engagement’.2 Journal of Social Science 

  
 

 

 

 

 

________________________________ 

2 Author contributions: Mariette Slabbert and Trudie Knijn are responsible for the idea, design and interpretation 

for the results. Data collection and data analysis is the responsibility of Mariette Slabbert and Edmore Marinda. 
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Introduction 

The country’s generalised 17% HIV prevalence (44) puts South African adolescents at high 

risk of behavioural HIV infection even if they practice ‘normal’ adolescent sexual activities 

that may be regarded as low risk in other settings (176). Considering that sexual 

experimentation is a normal part of adolescent development, adolescent sexual behaviour can 

have serious long-term effects on goal achievement. To understand adolescent sexual 

behaviour, it is necessary to understand adolescent goals, and the tasks and factors that 

influence this attainment (162) . 

 

Adolescents do not spontaneously generate sexual and behaviour goals (162); the most 

common long-term adolescent goals relate to education and occupation (162), while short-

term priorities relate to social relationships (163). The primary short-term tasks that 

adolescents must accomplish to establish social relationships are to 1) stand out: develop an 

identity and pursue autonomy, 2) fit in: get peer acceptance, 3) measure up: practice 

competence and find ways to achieve, 4) take hold – commit to goals, activities and beliefs.  

While pursuing these priorities, adolescents may engage in sexual activity for different 

reasons. Reasons include a need for affection, bolstering self-esteem, expressing anger, and 

confirming masculinity or femininity (326). This complex set of tasks necessitates 

experimentation and risk taking to transit from puberty into adolescence into adulthood (164). 

Adolescent health is therefore best understood as a resource for young people, and not as the 

object of their existence (164).  

 

Regulatory Focus and Regulatory Mode 

Self-regulation theories assume that people have enough knowledge to perform a task and 

focus instead on how knowledge is transformed into behaviour and goal achievement, and 

why people do not adopt the behaviour if they have the knowledge (282). Individuals who 

regulate themselves successfully have personal control and typically reflect strong goals and 

standards of behaviour (283). Self-regulation develops during adolescence and by age 14 

years; most adolescents develop the ability to identify short-and long-term goals and to 

regulate behaviour to achieve these goals (327).  

 

Regulatory Focus predicts how one prefers to approach tasks (328) while Regulatory Mode 
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predicts the ‘how’ in which an individual responds to a situation(329). These self-regulatory 

orientations may be chronically stable, reflect an individual’s culture (330), childhood 

experience (331), future aspirations (332), or when identities are made salient (330).  

 

Regulatory Focus  

According to Regulatory Focus, individuals adopt one of two self-regulatory focuses when 

approaching tasks: Prevention or Promotion Focus (331). In Prevention Focus, individuals 

are motivated to approach duties (responsibility end-states) by being vigilant and engaging in 

safe and secure actions to fulfil their obligations (333). Individuals who feel vulnerable have 

an increased motivation for protection characterised by a Prevention Focus (334), have a 

salient security need, and will avoid losses and obtain non-losses (335) In Promotion Focus, 

individuals are motivated to eagerly approach aspirational end-states. Promotion-focused 

individuals have an advancement need and regulate their attention, aspirations, attitudes, and 

behaviour to obtain gains and avoid non-gains. They are more worried about committing 

failures of omission (missing out), while prevention-focused individual are worried about 

making mistakes (336). For example, if the desired end-state for an adolescent is to be cool 

and trendy, promotion-focused adolescent boys would be motivated to achieve popularity 

(such as having many girlfriends), whereas prevention-focused individuals would be 

motivated to avoid being single. 

 

Regulatory Mode  

The Regulatory Mode theory suggests that the value a person experiences from a chosen 

action is a function of the fit between a person’s motivational mode during the choice process 

and the strategy used to make the choice (329). Regulatory Mode concerns the ‘how’ in goal 

pursuit and distinguishes between Locomotion and Assessment modes of self-regulation. 

Locomotors are concerned with continuous movement from state to state (337), while 

Assessors evaluate options critically to understand and to compare before taking action (338). 

Compared to Assessors, Locomotors show more decisiveness, stronger task orientation, 

higher levels of intrinsic and autonomous motivation, and attach less value to end-goals 

(337). For example, if the desired end-state of an adolescent is to attend a good party, a 

Locomotor would be motivated to go to the first party available and move to the next if the 

first was not fun enough; an Assessor would work to avoid not attending any party and would 
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choose the best party.  

 

Present study 

Research on how to get adolescents to adopt safer health-related behaviour is flimsy (339) 

despite overwhelming evidence on the need to reduce new adolescent HIV infections. 

Between subsequent national HIV surveys the percentage of adolescents engaging in sex 

before 15 years increased; a higher percentage of young females had sexual partners five 

years older than their own age; more 15-24 year old males had multiple sexual partners; 

condom use declined; and knowledge about sexual transmission was low (60).  

 

The aim of the study is to investigate the relationship between self-regulatory models and 

sexual engagement among adolescents in rural South Africa, specifically:   

 

1. To assess factors associated with Regulatory Focus and Regulatory Mode.  

2. To investigate the association between being sexually active and self-regulatory theory 

models. 

 

With effective self-regulation as the foundation of healthy psychological functioning (340), 

we hypothesise that adolescents with high Regulatory Focus and/or high Regulatory Mode 

scores will be less likely to engage in sex.  

 

Methods 

Participants and design 

The current study used baseline data from a cluster randomised trial that aimed to assess the 

impact of an adapted version of the Stepping Stones programme (172,323) . Three control 

and three intervention schools in a rural area in Limpopo province, South Africa participated 

in the primary study, which was conducted as part of the CHAMP prevention program, 

implemented by Ndlovu Care Group. At baseline, 652 pupils between the ages 12-25 years 

completed the questionnaire. In the current study, five hundred and sixty-one (561) 

adolescents that were younger than the age of 18 years, in grades 8 to 10 were included: 43% 

boys and 57% girls.  
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Data collection 

Study participants completed a questionnaire in single sessions directly after school. The 

questionnaire was only available in English while Sepedi and/or Zulu speaking life skills 

facilitators, assisted by Masters level students from Utrecht University, facilitated the 

sessions. Individual questions were read aloud to the adolescents and they then recorded their 

answers on the questionnaires. Where necessary, participants were allowed to ask for 

clarification. The completed questionnaires were sent to a coupon-clearing bureau for pre-

processing, batching, coding and numbering. The questionnaires were then scanned using 

Formic Fusion software (Fusionx, Formic Limited), which extracted the data from the images 

into a STATA 13 database, along with a codebook.  

 

Measures 

The questionnaire was adapted from the validated Stepping Stones questionnaire (172). 

Socio-demographic variables that were collected included participant’s age, gender, school 

grade,  household composition, head of household’s  age, employment status and whether the 

participant was an orphan or not. Questions on socio-economic status, which included 

sources of water, energy source(s) for cooking, and food security were also collected. 

Contextual factors, which were used as control variables in the analysis, were grouped into 

proximal and distal factors. Proximal factors included mental health questions measured with 

the validated PHQ9 questionnaire (341), and a future orientation question ‘I want to finish 

school’. The distal factors that were collected included adverse childhood experiences 

measured with the validated ACE questionnaire (342), gender roles question rated on a four-

point score scale for example, ‘a woman should listen to her boyfriend’, family support ‘My 

family members support one another’ and community support ‘Do you think that your 

neighbour will help you if your house was broken into?’.  

 

Regulatory Focus was measured with an 11-point scale that included six Promotion questions 

and five Prevention questions (343). Items with negative score loadings were reversed when 

the scale calculations were done in line with the reference paper (343). Both Regulatory 

Focus subscales demonstrated acceptable internal consistency; Cronbach’s α (Promotion: 

α=0.65; Prevention: α=0.61). Regulatory Mode (337) was measured with a 12-point 

assessment scale and 12-point locomotion scale. The final score for regulatory mode was 

calculated by reverse scoring items 6, and 9 on the locomotion scale and items 1, 5, and 11 on 
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the assessment scale (337). Internal consistency was adequate for assessment, Cronbach’s 

α=0.71 and locomotion, Cronbach’s α=0.70.  

 

Data analysis 

Frequencies and percentages were used to report categorical variables, while means (standard 

deviations) or medians (inter-quartile range, IQR) as appropriate were used to summarise 

continuous variables. Simple comparison to assess factors associated with Regulatory Focus 

and Regulatory Mode were done using t-tests and Analysis of Variance (ANOVA) or non-

parametric equivalent tests as appropriate.  

 

To assess the association between having had sex and self-regulation theory outcomes, 

logistic regression models with outcome ‘Have you ever had sex before (1) or not (0)’ were 

used. Firstly, univariate models fitting each of socio-demographic, economic, proximal, distal 

factors and each of self-regulation variables separately were ran (model-1). In the second 

step, all factors except the four self-regulatory fit variables which had p-values that were less 

than 0.2 in univariate models were then used to build a multi-variate model, (model-2) with 

the sex outcome. This multi-variate model retained factors that had p-values of 0.05 or less, 

and it was meant to identify all the other factors except self-regulation factors that were 

independently associated with being sexually active among adolescents. In the third step, 

each of the four self-regulation variables, promotion (model-3), prevention (model-4), 

locomotor (model-5) and assessor (model-6) were fitted (forced) in the multi-variate model 

(model-2), ie creating adjusted models for these four variables. From these models adjusted 

odds ratios with confidence intervals and significance level values are reported. 

 

Ethical considerations 

The institutional review board at the University of Pretoria, Faculty of Health Sciences, 

approved this study (Protocol 25/2014). The school principals consented to the research, the 

learners signed assent after their parents gave written informed consent for voluntary 

participation.  
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Results 

Socio-demographic status 

Table 4 Demographics and socio-economic status of adolescents 

Variable Males 

% (n) 

Females 

% (n) 

Total 

% (n) 

Ever had sex before? 

Yes 

No 

 

42 (100) 

58 (135) 

 

23 (72) 

77 (241) 

 

31 (172) 

69 (376)  

Age(years) 

 <15 

 15-18 

Median (Q1 – Q3) 

 

11 (25) 

89 (213) 

16.2 (14.8–17.5) 

 

13 (42) 

87 (272) 

15.4 (14.4–16.5) 

 

12 (67) 

88 (485) 

15.6 (14.6–17.0) 

Grade 

8  

9  

10  

 

38 (89) 

41 (98) 

21 (50) 

 

33 (102) 

42 (130) 

25 (81) 

 

35 (191) 

41 (228) 

24 (131) 

Involvement in 

Clubs/Societies 

Yes 

No 

 

47 (106) 

53 (120) 

 

33 (103) 

67 (205) 

 

39 (209) 

61 (325) 

Play Sports 

Yes 

No 

 

77 (184) 

23 (54) 

 

58 (182) 

42 (132) 

 

34 (186) 

66 (366) 

Active in Church 

Yes 

No 

 

52 (119) 

48 (110) 

 

71 (215) 

29 (86) 

 

63 (334) 

37 (196) 

Source of Water 

Piped in house 

Tap outside  

Walk to fetch water 

 

13 (31) 

45 (106) 

42 (99) 

 

13 (39) 

46 (144) 

41 (129) 

 

12 (70) 

46 (250) 

42 (228) 

Own TV set 

Yes 

No 

 

93 (221) 

7 (16) 

 

94 (293) 

6 (19) 

 

94 (514) 

6 (35) 

Household (HH) size 

Median (Q1 – Q3) 

 

6 (4 – 8 ) 

 

6 (4 – 9 ) 

 

6 (4 – 9) 
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Head of HH gender 

Male 

Female 

 

49 (116) 

51 (121) 

 

43 (135) 

57 (177) 

 

46 (251) 

54 (298) 

Age of head of HH 

<18 

>18 

 

11 (26) 

89 (207) 

 

14 (43) 

86 (263) 

 

13 (69) 

87 (470) 

HH employment status 

Employed 

Unemployed 

 

45 (104) 

55 (128) 

 

39 (120) 

61 (190) 

 

41 (224) 

59 (318) 

Parents deceased 

None 

Mother 

Father 

Both 

 

68 (150) 

10 (21) 

15 (33) 

7 (16) 

 

71 (213) 

8 (24) 

15 (44) 

6 (17) 

 

70 (363) 

9 (45) 

15 (77) 

6 (33) 

Wealth status 

Wealthy 

OK 

Poor 

 

42 (96) 

42 (96) 

16 (39) 

 

38 (114) 

49 (146) 

13 (41) 

 

39 (210) 

46 (242) 

15 (80) 

Family goes hungry… 

Often 

Sometimes/Seldom 

Never 

 

4 (8) 

37 (87) 

59 (139) 

 

6 (20) 

47 (144) 

47 (143) 

 

5 (28) 

43 (231) 

52 (282) 

 

Table 4 summarises the socio-demographic variables of the study sample. In total, 561 

adolescents, median age 15.6 years (IQR=14.8–17 years) took part in the study. Of these, 

almost a third (172) reported they have had sex before (42% among boys and 23% among 

girls).  

Proximal, distal factors and self-regulation 
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Table 5 ANOVA/T-tests to determine factors associated with adolescent Regulatory Focus (Prevention/Promotion) and Regulatory Mode 

(Assessor/Locomotor) 

Variable Prevention 

Mean/sd 

P-

value 

Promotion 

Mean/sd 

P-value  

 

Assessor 

Mean/sd 

P-value  Locomotor 

Mean/sd 

P-value 

 

Gender 

Males 

Females 

 

19.47 (2.81) 

19.83 (2.93) 

 

 

0.16 

 

18.76(2.30) 

18.60 (2.49) 

 

 

0.35 

 

3.22 (0.49) 

3.25 (0.54) 

 

 

0.58 

 

3.03 (0.56) 

3.10 (0.59) 

 

 

0.22 

Age (years) 

<15  

15-18  

 

20.83 (2.53) 

19.50 (2.92) 

 

 

<0.01 

 

18.91 (2.24) 

18.61 (2.43) 

 

 

0.14 

 

3.25 (0.52) 

3.23 (0.52) 

 

 

0.78 

 

2.98 (0.58) 

3.08 (0.58) 

 

 

0.21 

Grade 

8 

9 

10 

 

20.06 (3.05) 

19.40 (2.68) 

19.59 (3.03) 

 

 

 

0.07 

 

18.80 (2.07) 

18.73 (2.62) 

18.28 (2.45) 

 

 

 

0.14 

 

3.17 (0.49) 

3.20 (0.51) 

3.23 (0.54) 

 

 

 

<0.01 

 

2.86 (0.57) 

3.19 (0.52) 

3.17 (0.60) 

 

 

 

<0.01 

Involved in Clubs/societies 

Yes 

No 

 

19.52 (2.86) 

19.79 (2.95) 

 

 

0.31 

 

18.71 (2.23) 

18.62 (2.54) 

 

 

0.71 

 

3.22 (0.50) 

3.24 (0.52) 

 

 

0.65 

 

3.04 (0.56) 

3.11 (0.59) 

 

 

0.23 

Play Sports 

Yes 

No 

 

19.59 (2.83) 

19.81 (3.06) 

 

 

0.41 

 

18.77 (2.49) 

18.65 (2.41) 

 

 

0.14 

 

3.24 (0.53) 

3.22 (0.50) 

 

 

0.75 

 

3.08 (0.59) 

3.05 (0.55) 

 

 

0.67 

Active in Church 

Yes 

No 

 

19.82 (2.84) 

19.46 (3.04) 

 

 

0.18 

 

18.71 (2.42) 

18.46 (2.37) 

 

 

0.25 

 

3.26 (0.55) 

3.18 (0.47) 

 

 

0.10 

 

3.13 (0.58) 

2.98 (0.56) 

 

 

<0.01 
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Source of water 

Piped in house 

Tap outside  

Walk to fetch water 

 

19.81 (2.92) 

19.61 (2.81) 

19.74 (2.98) 

 

 

 

0.84 

 

18.39 (2.08) 

18.42 (2.44) 

19.03 (2.43) 

 

 

 

0.02 

 

3.04 (0.54) 

3.24 (0.52) 

3.28 (0.50) 

 

 

 

<0.01 

 

2.91 (0.59) 

3.07 (0.63) 

3.12 (0.51) 

 

 

 

0.04 

         

Proximal factors         

Depression 

Minimal 

Moderate 

Severe 

 

20.34 (2.67) 

18.76 (2.86) 

17.79 (3.07) 

 

 

 

<0.01 

 

18.82 (2.29) 

18.48 (2.63) 

18.64 (2.30) 

 

 

 

0.40 

 

3.17 (0.54) 

3.31 (0.46) 

3.33 (0.46) 

 

 

 

0.02 

 

2.98 (0.58) 

3.20 (0.52) 

3.15 (0.52) 

 

 

 

<0.01 

I want to finish school 

Never 

Seldom 

Sometimes 

Often 

 

19.24 (2.45) 

19.21 (2.63) 

19.36 (2.61) 

19.86 (3.04) 

 

 

 

 

0.23 

 

18.46 (2.21) 

18.30 (2.43) 

19.11 (2.21) 

18.75 (2.51) 

 

 

 

 

0.33 

 

3.13 (0.49) 

3.13 (0.50) 

3.00 (0.51) 

3.30 (0.51) 

 

 

 

 

<0.01 

 

2.70 (0.57) 

2.97 (0.55) 

2.91 (0.58) 

3.16 (0.56) 

 

 

 

 

<0.01 

Age of HH 

<18 

>18 

 

19.20 (2.77) 

19.71 (2.94) 

 

 

0.19 

 

18.17 (2.37) 

18.70 (2.42) 

 

 

0.10 

 

3.18 (0.53) 

3.24 (0.52) 

 

 

0.41 

 

2.77 (0.55) 

3.11 (0.57) 

 

 

<0.01 

Head of HH 

Male 

Female 

 

19.75 (2.96) 

19.62 (2.83) 

 

 

0.61 

 

18.58 (2.44) 

18.72 (2.40) 

 

 

0.52 

 

3.22 (0.54) 

3.24 (0.49) 

 

 

0.59 

 

3.08 (0.59) 

3.06 (0.57) 

 

 

0.68 

HH status 

Employed 

 

19.81 (2.87) 

 

 

 

18.74 (2.47) 

 

 

 

3.26 (0.55) 

 

 

 

3.08 (0.63) 
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Unemployed 19.62 (2.91) 0.48 18.59 (2.36) 0.49 3.21 (0.50) 0.31 3.06 (0.55) 0.81 

HH is 

Parent 

Brother/Sister 

Other 

 

19.72 (2.82) 

19.69 (3.10) 

19.63 (3.13) 

 

 

 

0.97 

 

18.68 (2.37) 

18.40 (2.74) 

18.65 (2.43) 

 

 

 

0.81 

 

3.24 (0.53) 

3.15 (0.53) 

3.26 (0.48) 

 

 

 

0.63 

 

3.08 (0.58) 

2.91 (0.64) 

3.08 (0.51) 

 

 

 

0.33 

Parents deceased 

None 

Mother 

Father 

Both 

 

19.83 (2.88) 

19.46 (2.99) 

19.25 (2.86) 

19.21 (3.07) 

 

 

 

 

0.33 

 

18.75 (2.52) 

18.50 (2.20) 

18.11 (2.07) 

18.80 (2.38) 

 

 

 

 

0.25 

 

3.24 (0.52) 

3.27 (0.47) 

3.23 (0.49) 

3.17 (0.58) 

 

 

 

 

0.92 

 

3.10 (0.58) 

3.06 (0.46) 

2.98 (0.56) 

2.91 (0.61) 

 

 

 

 

0.24 

Wealth status 

Wealthy 

OK 

Poor 

 

19.77 (2.81) 

19.80 (2.85) 

19.23 (3.11) 

 

 

 

0.30 

 

18.71 (2.34) 

18.74 (2.55) 

18.44 (2.18) 

 

 

 

0.63 

 

3.22 (0.56) 

3.27 (0.47) 

3.20 (0.55) 

 

 

 

0.60 

 

3.04 (0.56) 

3.12 (0.60) 

2.97 (0.52) 

 

 

 

0.14 

Family goes hungry  

Often 

Sometimes/Seldom 

Never 

 

18.76 (2.96) 

19.11 (2.99) 

20.19 (2.76) 

 

 

 

<0.01 

 

18.23 (2.37) 

18.57 (2.34) 

18.76 (2.46) 

 

 

 

0.46 

 

3.31 (0.47) 

3.20 (0.50) 

3.24 (0.53) 

 

 

 

0.47 

 

3.13 (0.57) 

3.12 (0.57) 

3.03 (0.58) 

 

 

 

0.25 
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Distal factors         

ACE 

 No 

 Yes 

 

20.04 (2.84) 

19.41 (2.93) 

 

 

0.02 

 

18.73 (2.42) 

18.60 (2.40) 

 

 

0.57 

 

3.18 (0.53) 

3.27 (0.49) 

 

 

0.10 

 

3.10 (0.58) 

3.04 (0.58) 

 

 

0.31 

Women should listen 

 Agree 

Disagree 

 

19.57 (2.92) 

19.81 (2.90) 

 

 

0.37 

 

18.65 (2.41) 

18.65 (2.42) 

 

 

0.99 

 

3.25 (0.51) 

3.19 (0.52) 

 

 

0.22 

 

3.10 (0.54) 

3.03 (0.58) 

 

 

0.20 

Sometimes a man hits woman… 

Agree 

Disagree 

 

19.53 (2.94) 

19.87 (2.85) 

 

 

0.18 

 

18.60 (2.34) 

18.69 (2.50) 

 

 

0.67 

 

3.22 (0.52) 

3.23 (0.50) 

 

 

0.88 

 

3.10 (0.57) 

3.02 (0.58) 

 

 

0.17 

If a woman drinks… 

Agree 

Disagree 

 

19.69 (2.95) 

19.61 (2.78) 

 

 

0.79 

 

18.58 (2.43) 

18.90 (2.33) 

 

 

0.21 

 

3.26 (0.50) 

3.15 (0.56) 

 

 

0.07 

 

3.12 (0.56) 

2.85 (0.61) 

 

 

<0.01 

Family supported each other… 

No 

Yes 

 

19.46 (2.99) 

19.70 (2.88) 

 

 

0.46 

 

18.17 (2.48) 

18.78 (2.34) 

 

 

0.02 

 

3.24 (0.54) 

3.23 (0.51) 

 

 

0.85 

 

3.01 (0.60) 

3.08 (0.57) 

 

 

0.31 
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Table 5 depicts summary statistics for self-regulation variables for each of the proximal and 

distal factors.  

 

Regulatory Focus  

Prevention Focus: Younger adolescents <15 years (mean=20.83, sd=2.53) had significantly 

higher Prevention Focus scores than those aged 15-18 years (mean=19.50, sd=2.92, P<0.01). 

Those reporting no or minimal depression (mean=20.34, sd=2.67) had higher Prevention 

Focus scores than those with moderate- (mean=18.76, sd=2.86) and severe depression 

(mean=17.79, sd=3.07, P<0.01). There was a statistically significant association between food 

security and Prevention Focus. Those reporting never going to bed hungry (mean=20.19, 

sd=2.76) had higher Prevention Focus scores than those who sometimes/seldom 

(mean=19.11, sd=2.99) or often went to bed hungry (mean=18.76, sd=2.96, P<0.01). Those 

with lower ACE scores (mean=20.04, sd=2.84) had higher Prevention Focus scores than those 

with higher scores (mean=19.41, sd=2.76).  

 

Promotion Focus: Participants who had to walk to fetch water (mean=19.03, sd=2.43) had 

higher Promotion Focus scores than those with water taps in the yard (mean=18.42, sd=2.44) 

or piped water (mean=18.39, sd=2.08, P=0.02). Adolescents reporting that their family 

members supported each other had higher Promotion Focus scores (mean=18.78, sd=2.34) 

compared to those reporting no family support (mean=18.17, sd=2.48, P=0.02).  

 

Regulatory Mode 

Factors significantly associated with high Assessor scores were being in a higher grade, 

walking to fetch water, severe depression, and intention to complete school.  

 

Factors associated with higher Locomotor scores were higher grade, being active in church, 

walking to fetch water, severe depression, intention to finish school, age of household head 

>18 and the gender norm ‘women who drink alcohol are looking for trouble’.  
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Table 6 Multivariate regression: Association between having had sex before and adolescent Regulatory Focus/Mode 

Variable Had sex 

% (n) 

Model-1 

Univariate 

Model 

OR (95% CI) p-

value 

 Model-2  

Reduced multi-

variate model 

without 

Regulatory 

Focus/Mode 

OR (95% CI) p-

value 

 Model-3  

Multivariate 

model including 

Regulatory 

Focus: 

Prevention  

OR (95% CI) p-

value 

 Model-4  

Multivariate 

Model including 

Regulatory Focus: 

Promotion 

OR (95% CI) p-

value 

Model-5  

Multivariate 

Model including 

Regulatory 

Mode: Assessor 

OR (95% CI) p-

value 

 

Model-6  

Multivariate 

Model including 

Regulatory Mode: 

Locomotor 

OR (95% CI) p-

value 

 

Prevention Focus  0.92 (0.86 – 0.98) 

0.01 

 0.92 (0.85 – 0.99) 

0.02 

   

Promotion Focus  0.92 (0.85 – 1.00) 

0.04 

  0.91 (0.83 – 1.00) 

0.05 

  

Assessor Mode  1.26 (0.85 – 1.86) 

0.25 

   1.38 (0.87 – 2.19) 

0.17 

 

Locomotor Mode  1.08 (0.76 – 1.54) 

0.67 

    1.20 (0.79 – 1.82) 

0.40 

Demographics        

Gender 

Males 

Females 

 

43 (100) 

23 (72) 

 

1(reference) 

0.40 (0.28 – 0.58) 

<0.01 

 

1(reference) 

0.37 (0.24 – 0.58) 

<0.01 

 

1(reference) 

0.34 (0.22 – 0.53) 

<0.01 

 

1(reference) 

0.35 (0.23 – 0.55) 

<0.01 

 

1(reference) 

0.31 (0.19 – 0.50) 

<0.01 

 

1(reference) 

0.37 (0.23 – 0.60) 

<0.01 

Age (years)        
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<15 

15-18 

12 (8) 

34 (167) 

1(reference) 

3.82 (1.79 – 8.19) 

<0.01 

1(reference) 

2.86 (1.22 – 6.72) 

<0.01 

1(reference) 

2.55 (1.07 – 6.04) 

0.03 

1(reference) 

2.80 (1.20 – 6.53) 

0.02 

1(reference) 

2.55 (1.01 – 6.42) 

0.05 

1(reference) 

3.86 (1.48 – 10.05) 

<0.01 

Grade 

8 

9 

10 

 

25 (48) 

29 (67) 

46 (60) 

 

1(reference) 

1.26 (0.82 – 1.94) 

0.30 

2.57 (1.60 – 4.13) 

<0.01 

 

1(reference) 

1.10 (0.64 – 1.89) 

0.73 

2.28 (1.27 – 4.13) 

<0.01 

 

1(reference) 

1.05 (0.62 – 1.81) 

0.84 

2.43 (1.36 – 4.40) 

<0.01 

 

1(reference) 

1.22 (0.71 – 2.09) 

0.48 

2.86 (1.57 – 5.21) 

<0.01 

 

1(reference) 

0.95 (0.53 – 1.71) 

0.87 

2.42 (1.26 – 4.63) 

<0.01 

 

1(reference) 

0.93 (0.52 – 1.68) 

0.82 

2.27 (1.18 – 4.33) 

<0.01 

Involvement in 

Clubs/societies 

Yes 

No 

 

38 (79) 

28 (91) 

 

1(reference) 

0.63 (0.43 – 0.91) 

<0.01 

 

1(reference) 

0.60 (0.38 – 0.95) 

0.03 

 

1(reference) 

0.63 (0.40 – 0.99) 

0.05 

 

1(reference) 

0.54 (0.34 – 0.85) 

<0.01 

 

1(reference) 

0.64 (0.39 – 1.05) 

0.07 

 

1(reference) 

0.62 (0.38 – 1.00) 

0.05 

Play Sports 

Yes 

No 

 

31 (115) 

32 (60) 

 

1(reference) 

1.02 (0.70 – 1.49) 

0.92 

 

1(reference) 

1.88 (1.15 – 3.07) 

<0.01 

 

1(reference) 

1.85 (1.14 – 

3.00)<0.01 

 

1(reference) 

1.73 (1.07 – 2.80) 

0.03 

 

1(reference) 

1.92 (1.14 – 3.24) 

<0.01 

 

1(reference) 

1.81 (1.07 – 3.04) 

0.03 
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Proximal factors        

Depression 

Minimal 

Moderate 

Severe 

 

27 (81) 

38 (58) 

33 (19) 

 

1 (reference) 

1.68 (1.11 – 2.54) 

0.01 

1.36 (0.74 – 2.49) 

0.32 

 

1 (reference) 

1.61 (1.00 – 2.60) 

0.05 

1.14 (0.57 – 2.28) 

0.71 

 

 

   

Head of HH status 

Employed 

Unemployed 

 

36 (80) 

28 (92) 

 

1 (reference) 

 0.70 (0.49 – 

1.01) 0.06 

 

1 (reference) 

0.54 (0.35 – 0.84) 

0.01 

 

1 (reference) 

0.59 (0.38 – 0.92) 

0.02 

 

1 (reference) 

0.55 (0.36 – 0.86) 

0.01 

 

1 (reference) 

0.52 (0.32 – 0.83) 

0.01 

 

1 (reference) 

0.55 (0.34 – 0.89) 

0.02 

Family goes hungry  

 Often 

Sometimes/Seldom 

Never 

 

14 (4) 

35 (81) 

31 (87) 

 

1 (reference) 

3.24 (1.09 – 9.66) 

0.03 

2.64 (0.89 – 7.83) 

0.08 

 

1 (reference) 

4.44 (1.19 – 

16.51) 0.03 

3.53 (0.95 – 

13.09) 0.06 

 

1 (reference) 

3.36 (1.01 – 

11.12) 0.05 

2.86 (0.86 – 9.50) 

0.09 

 

1 (reference) 

3.46 (1.05 – 11.39) 

0.04 

2.92 (0.89 – 9.62) 

0.08 

 

1 (reference) 

2.51 (0.71 – 8.85) 

0.15 

2.03 (0.58 – 7.11) 

0.27 

 

1 (reference) 

2.57 (0.75 – 8.75) 

0.13 

2.52 (0.74 – 8.58) 

0.14 

        

Distal factors        

Family support 

     No 

     Yes 

 

39 (48) 

30 (126) 

 

1 (reference) 

0.65 (0.43 – 0.99) 

0.04 

 

1 (reference) 

0.49 (0.35 – 0.98) 

0.04 

 

1 (reference) 

0.52 (0.32 – 0.85) 

0.01 

 

1 (reference) 

0.59 (0.36 – 0.98) 

0.04 

 

1 (reference) 

0.53 (0.31 – 0.91) 

0.02 

 

1 (reference) 

0.57 (0.33 – 0.97) 

0.04 
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Table 6 shows logistic regression models investigating the association between being sexual 

debut and self-regulation.  

 

Model-1: In un-adjusted logistic regression models, both high Prevention Focus (OR=0.92, CI 

0.86–0.98, P<0.01) and high Promotion Focus (OR=0.92, CI 0.85–1.00, P< 0.01) showed a 

significant relationship with not having had sex before. This means that learners who 

approached duties by being vigilant and engaged in safe actions to fulfil obligations were less 

likely to have started having sex. Similarly learners who eagerly approached aspirational end-

states were also less likely to have started having sex.  

 

The other factors that were individually associated with not being sexually active in the 

unadjusted univariate models were female gender, younger age, lower grade, not being 

involved in clubs/societies, playing sports, no or minimal depression, no food security, lower 

ACE scores, family support, and not agreeing with the gender norm ‘women need to listen to 

their boyfriends’.  

 

Model-2: In a multi-variable model that did not include self-regulation variables, the factors 

that remained predictive of abstaining from sex were female gender, younger age, lower 

grade, not being involved in clubs, sports participation, no or minimal depression, 

unemployed household head, food insecurity, and family support.  

 

Adjusted Models 

Model-3: In a model with Prevention Focus, higher scores were associated with lower odds of 

having had had sex (i.e., the odds of being sexually experienced was 8% lower for a one unit 

increase in Prevention Focus score in a model adjusted for gender, age, grade, club/society 

activities, sports participation, household head employment status, food security, and family 

support). Similar to the observed in uni-variate model (i.e., learners who approached duties 

with vigilance were less likely to engage in sex after controlling for other factors associated 

with being sexually active).   

 

Proximal factors Prevention Focus: Adolescents living with an unemployed household head 

had a 41% lower odds (CI 8% –62%, P=0.02) of being sexually active than those with an 

employed head. Adolescents who sometimes/seldom went to bed hungry (AOR4.44, CI 1.19–

16.51, P=0.03), or those who never went to bed hungry (AOR=3.53, CI 0.95–13.09, P=0.06) 

had higher odds of reporting being sexually experienced than those who often did.  



Page 78 of 197 

 

Distal factors: Those who reported family support had 35% lower odds (CI 1%-57%) of being 

sexually active than those without family support.  

 

Model-4: Similarly in a model with Promotion Focus, higher scores were associated with 

lower odds of having had sex (i.e., the odds of being sexually experienced was 9% lower for a 

one unit increase in Promotion Focus in a model adjusted for gender, age, grade, 

club/societies involvement, sports participation, head of household employment status, food 

security, and family support). Similar to uni-variate results, learners who eagerly approached 

their goals, were less likely to have been sexually active.   

 

Proximal factors associated with sexual activity: Adolescents living with an unemployed 

household head had a 45% lower odds (CI 14%–64%, P=0.02) of being sexually active than 

those with an employed head. Adolescents who sometimes/seldom (AOR=3.46, CI 1.05–

11.39, P=0.04), or never went to bed hungry (AOR=2.92, CI 0.89–9.62, P=0.08) had higher 

odds of being sexually experienced than those who often did.  

 

Distal factors: those who reported family support had 41% lower odds (CI 2%-64%) of being 

sexually active than those without.  

 

Model-5: In an adjusted multivariate model, Assessor Mode, was not statistically significantly 

associated with being sexually active (AOR=1.38, CI 0.87–2.19, P=0.17).   

 

Model-6: Similarly, Locomotor Mode was not statistically significant associated with being 

sexually experienced (AOR=1.20 (CI 0.791.82, P=0.40).   

 

Discussion 

This study among adolescents in a remote area in South Africa confirms that high Regulatory 

Focus scores are associated with not engaging in sex. Regulatory Mode scores were, however, 

not associated with being sexually active, indicating that an adolescent’s response in a 

situation is associated with engaging in sex (Regulatory Focus) but not how they approach the 

decision (Regulatory Mode).    

 

High Prevention and Promotion scores increase motivational strength in goal achievement 

(331,344,345). As almost any task can be viewed with either a Promotion or Prevention 
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Focus, depending on the individual’s regulatory orientation, both high scoring Promotion- and 

Prevention-Focused individuals did not engage in sexual activity, irrespective of whether they 

were serving a security (not engaging in sex to prevent loss, example school dropout) or 

nurturance (not engage in sex to achieve future goals, example finishing school) need (336).   

 

High Prevention scores were associated with younger age and grade, no or minimal 

depression, never going to bed hungry, and no adverse childhood experiences. High 

Promotion Focus scores were associated with family support and walking to fetch water. 

These findings further support previous research, that each of the two motivational states is 

induced by a distinct set of input variables, self-regulation with a promotion focus being 

induced by nurturance needs (family support) and/or challenging factors (walking to fetch 

water), and a prevention focus by security needs (younger age, lower grade).  

 

Interestingly, poverty (living with unemployed household head and often going to bed 

hungry) was associated with not engaging in sex, contradicting studies that associated poverty 

with transactional sex (346,347).  This supports Regulatory Focus theory that when 

Promotion Focus is activated, confrontation with a negative group-based expectancy will not 

prompt concerns about potential negative outcomes but rather motivate to prove the 

expectancy wrong by reaching a positive goal (348). 

 

The self-regulation theory cites at least three ways of improving self-regulatory fit when 

designing HIV and other health communication messages to ensure that adolescents will 

engage more strongly with a message (335): 1) Create goal pursuit strategies to achieve long-

term goals that result in self-regulatory fit: use messages that invoke feelings to entice 

Promotion Focused adolescents (e.g., the bright future they can gain by finishing school) and 

messages that give reasons to appeal to Prevention-Focused individuals (What they will 

forfeit by not finishing school) (329,349). 2) Support adolescents to process information that 

fits (as opposed to disrupts) their Regulatory Focus. Promotion-Focused adolescents would be 

motivated by gain-framed scenarios, for example, how easy it is to use a condom, whereas a 

Prevention-Focused adolescent would be convinced by a vigilant strategy, for example, how 

effective condoms are in protecting against HIV, STIs and pregnancy (350). Another example 

would be to describe desired activities in eager terms (advance, support, succeed) or vigilant 

terms (secure, prevent, fail) (351). 3) Operationalise self-regulatory fit by making the message 

more persuasive, independent of the Regulatory Focus (330). This can be achieved by 

advocating an end state that is represented in the recipient’s mind as a promotion or 
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prevention goal and achieving the goal using either eager or vigilant means. For example, 

promotion messages are more persuasive if these emphasise growth (feel confident vs. not 

feeling great) and prevention messages are more persuasive when they focus on losses (miss 

out on preventing an STI/unwanted pregnancy vs. getting an STI), 4) Utilise the cognitive 

awareness of one’s inclusion in a particular group (the self-categorisation process) to elicit 

effects of collective regulatory focus (352). 

 

When including Regulatory Focus in adolescent HIV programmes: 

1) Frame each health message as both gain and loss-framed to add credibility to the 

communication and to ensure that all adolescents are reached. 2) Increase self-regulatory 

scores through cueing to ensure that health communication reaches both chronic and 

situationally self-regulated adolescents. HIV campaigns must prime adolescents with low 

Regulatory Focus situationally, to increase susceptibility to the messages 3) Aim Prevention 

Focused messaging in health communication programmes at young adolescents (<14 years) to 

instil safer behaviours before sexual debut and before self-regulatory systems are formed.  

 

Sexual activity is a means for completing the tasks of adolescence:  

Use Prevention and Promotion message/motto/slogan framing to improve communication 

(353) 1) to motivate adolescents to achieve long-term goals (finish school) through outlining 

short-term rewards (avoid unplanned pregnancy) 2) at some point almost all adolescents will 

became sexually active, create harm reduction rather than behaviour change for sexually 

active adolescents, for example, promote a menu of contraceptive options that fit individual 

lifestyle. 3) entice adolescents that are not usually reached with conventional programmes for 

example, adolescents that do not participate in sports, or are members of clubs or gangs. 2) 

Use promotion-focused mechanisms (353,354) to engage adolescents targeted by negative 

stereotypic expectancies to overcome the negative consequences (348).  

 

Limitations of the study include the reliance on self-reported sexual behaviour, English 

language questionnaires and the cross-sectional nature of the study. The limitations of self-

report and language were countered by using experienced life skills facilitators from the area 

to collect the data. The cross-sectional data prevented examining causality. The study location 

may not be generalizable to all adolescents in South Africa as the study population included 

only pupils from local schools in Limpopo.  
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Important considerations for future adolescent HIV prevention programmes, which will 

appeal to all adolescents and include meaningful adolescent contexts, goals and motives are 

non-judgemental towards sexual behaviour(355), and focuses on the important role 

Regulatory Focus can play in the persuasiveness of health messaging (335).  

 

Regulatory Focus can add credibility to adolescent health communication programmes by 

appealing directly to the Regulatory Focus of the individual whether it is situationally induced 

or chronically stable.   

  



Page 82 of 197 

CHAPTER 6: SRH OUTCOMES 

AMONG FEMALE SEX WORKERS 

IN JOHANNESBURG AND 

PRETORIA, SOUTH AFRICA: 

RECOMMENDATIONS FOR 

PUBLIC HEALTH PROGRAMMES 
 

Published as: Slabbert, M., F. Venter, C. Gay, C. Roelofsen,  S.  Lalla-Edward & H Rees, 

(2017) ‘SRH outcomes among female sex workers in Johannesburg and Pretoria, South 

Africa: Recommendations for public health programmes’. 3  BMC Public Health 2017, 

17(Suppl 3):442.    DOI 10.1186/s12889-017-4346-0 

 

 

 

 

 

__________________________________ 

3 Author contributions: Mariette Slabbert, Francois Venter, and Helen Rees designed the study and supervised 

the implementation. Mariette Slabbert analysed the data with assistance from Corine Roelofsen. Francois Venter, 

Cynthia Gay and Samantha Lalla-Edward designed the database and selected indicators. Mariette Slabbert 

interpreted the data and prepared the first draft of the manuscript, which was approved by all authors. 



Page 83 of 197 

Background 

Female sex workers face many barriers to accessing SRH care because of stigma and 

discrimination (14,132), which increase their vulnerability and impede their right to access 

health services (195). Other factors contributing to poor SRH outcomes include high STI 

prevalence (14), HPV infection and thus risk for cervical cancer (357), unintended 

pregnancies (124,276), repeated physical and emotional abuse (358), high mobility and 

frequently an illegal immigrant status (132,359). In most countries the prevalence of HIV is 

10 to 20 times higher among female sex workers than it is among women in the general 

population (94,360,361). In South Africa, at least one-third of sex workers are HIV positive 

by the age of 24 and levels of infection reach 80% among older women (14). Further, HIV 

transmission between female sex workers and their clients accounts for an estimated 6-20% of 

all heterosexual transmission in South Africa. Overcoming these barriers through improved 

service delivery to link sex workers to early ART is essential if the ambitious global goal of 

ending the HIV epidemic by 2030 is to be reached (154).  

 

Most sex work programmes in Africa are not linked with broader HIV care and treatment 

networks (132). The South African government recently adopted a comprehensive national 

HIV plan for sex workers (16). This plan combines the rollout of pre-exposure prophylaxis 

(PrEP) for those that are HIV negative, and immediate treatment for HIV-positive sex 

workers, in addition to six integrated support packages of care encompassing the multi-

faceted lives of sex workers. The plan targets SRH and HIV, and includes a minimum 

package of health services, peer-led service delivery, psychosocial and human rights support, 

building sex worker organisations, and promoting career paths and economic opportunities. 

SRH services included in the plan are periodic presumptive treatment for STIs, contraception 

(including dual protection and emergency contraception), referral for termination of 

pregnancy, and annual PAP smears for screening for cervical cancer (16). 

 

In a resource-limited setting like South Africa it is important to implement evidence-based 

care at sufficient scale and tailored to the needs of sex workers in different settings (287). The 

objective of this study was to describe the socio-demographic and behavioural characteristics 

of sex workers in two cities, and to identify risk factors for adverse SRH outcomes. These 

findings may guide the formulation of more focused and locally-relevant health and social 

responses in the rollout of the South African HIV plan for sex workers.  
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Methods 

Study setting and programme description 

In 1995, the Wits Reproductive Health and HIV Institute (Wits RHI)  established services for 

female sex workers in Hillbrow, Johannesburg, South Africa, an area with a long-standing sex 

worker industry and a popular destination for newly-arrived migrants (37). Then, in 2014, the 

Wits RHI set up sex worker services and outreach programmes in Pretoria, the capital city of 

South Africa, about 50 km from Hillbrow. In both places, peer educators recruit sex workers 

who can then access a comprehensive package of health education, HIV and SRH services. 

These services are provided through stand-alone sex worker clinics, mobile vans that deliver 

clinical services to street-based sex workers within the community, and clinical teams that 

provide health services in brothels and hotels where sex workers operate.  

 

Study design 

We conducted a retrospective analysis of routinely collected data from the female sex worker 

programmes from 2014 to 2015 in Johannesburg and Pretoria. In both sites, data were 

collected using standardised forms that were completed when sex workers accessed services 

for the first time at the clinic, mobile van, hotels or brothels. Data were collected on 

demographics and sex work history, as well as sexual behaviours with different types of 

partners and substance use. Clinical staff documented the findings of the physical 

examination and the woman’s HIV status. Data were included for all female sex workers who 

attended the services during the study periods. 

 

Study measures 

Outcome measures 

Four self-reported measures were selected as indicators of sex workers’ SRH status and needs 

for services: HIV status, previous symptomatic STIs other than HIV, modern contraceptive 

use (using a contraceptive method other than condoms), and not having child dependents (sex 

workers who reported that no children depend on her income).  

 

Independent variables 

Demographic variables included age, country of birth, education level, number of adult 

dependents, number of children living with the sex worker and whether they have a main 

partner. ‘Main partner’ is defined as a regular sexual partner with whom the sex worker has a 
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stable relationship and who does not pay for sex. 

 

Behavioural variables included number of sexual encounters in the last seven days, number of 

years in sex work, consistent  condom use with main partners and clients, alcohol and 

marijuana use, number of times the woman moved house in the last 12 months, and the site of 

service delivery. ‘Site of delivery’ indicates where the sex worker accessed healthcare for the 

first time, which could be a clinic, mobile van, or from a hotel or brothel (the latter two 

grouped together). 

 

Analysis 

Data were extracted from participant files into a Microsoft Access database and exported to 

STATA 13.1 for analysis. Chi-square tests were used to test relationships between categorical 

variables and Student t-tests were performed on continuous variables. We used multivariate 

logistic regression to assess associations between the independent and outcome variables. 

Results are consistently reported for Johannesburg first and then Pretoria. 

 

Results 

The Johannesburg database recorded 1422 first visits and the Pretoria site 408. 
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Table 7 Comparison between demographic and behavioural characteristics of sex workers in Johannesburg and Pretoria 

   Johannesburg Pretoria Odds ratio P value 

N=1422 

N (%) 

N=408 

N (%) 

 

HIV positive total  population 575/1364 (42.2) 211/399 (52.9) 0.6 (0.5-0.8) <0.001 

*South Africans 210/593 (35.4) 80/158 (50.6)   

*Zimbabweans  286/589 (48.5) 123/229 (58.3)   

*Other origin 79/181(43.6) 8/12 (66.7)   

Previous STI** 630/1422 (44.3) 34/408 (8.3) 8.8 (6.0-13.0) <0.001 

Use modern contraception 187/1422 (15.1) 62/408 (15.2) 0.9 (0.6-1.2) 0.288 

No child dependents 281/1401 (20.1) 61 (399) (15.3) 1.4 (1.0-1.9) 0.032 

Age (years)                  

<25 

25-29 

30-34                                          

35+ 

 

340/1422 (23.9) 

517/1422 (36.4) 

369/1422 (26.0) 

196/1422 (13.8) 

 

43/404 (10.6) 

92/404 (22.8) 

128/404 (31.7) 

141/404 (34.9) 

 

2.6 (1.9-3.8) 

1.9 (1.5-2.5) 

0.8 (0.6-1.0) 

0.3 (0.2-0.4) 

 

<0.001 

Education                

Primary  

Grade 8-10 

Grade 11-12  

Tertiary level 

 

46/1414 (3.3) 

490/1414 (34.7) 

808/1414 (57.1) 

70/1414 (5.0) 

 

61/406 (15.0) 

180/406 (44.3) 

146/406 (36.0) 

19/406 (4.7) 

 

0.2 (0.1-0.3) 

0.7 (0.5-0.8) 

2.4 (1.9-3.0) 

1.1 (0.6-1.9) 

 

<0.001 

Have a main partner  693/1422 (48.7) 221/406 (54.4) 0.8 (0.6-1.0) 0.043 
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>1 child lives with sex worker                163/1233 (13.2) 101/408 (24.8) 0.5 (0.3-0.6) <0.001 

≥3 dependent adults 456/1398 (32.6) 153/400 (38.3) 0.8 (0.6-1.0) 0.036 

Country of birth     

South Africa 

Zimbabwe 

Other 

 

621/1422 (43.7) 

610/1422 (42.9) 

191/1422 (13.4) 

 

234/408 (59.1) 

162/408 (39.7) 

12/408 (2.9) 

 

0.6 (0.5-0.7) 

1.1 (0.9-1.4) 

5.1 (2.9-10.2) 

 

<0.001 

Alcohol use                     977/1314 (74.4) 221/390 (56.7) 2.2 (1.7-2.8) <0.001 

Marijuana use                92/1314 (7.0) 32/390 (8.2) 0.8 (0.5-1.3) 0.422 

Years in sex work         

<2 

2-5 

>5 

 

496/939 (52.8) 

311/939 (33.1) 

132/939 (14.1) 

 

298/407 (73.2) 

71/407 (17.4) 

38/407 (9.3) 

 

0.4 (0.3-0.5) 

2.3 (1.7-3.2) 

1.6 (1.1-2.4) 

 

<0.001 

Sex encounters past 7 days  

0-10 

11-20 

>20 

 

515/1311 (39.3) 

452/1311 (34.5) 

344/1311 (26.2) 

 

41/218 (18.8) 

72/218 (33.0) 

105/218 (48.2) 

 

2.8 (2.0-4.1) 

1.1 (0.8-1.5) 

0.4 (0.3-0.5) 

 

<0.001 

Consistent condom use:  

main partner   

201/1422 (14.1) 58/208 (27.9) 0.4 (0.3-0.6) <0.001 

Consistent condom use: clients  1289/1302 (99.0) 359/382 (94.0) 6.4 (3.0-13.8) <0.001 

Times moved house past year  

0 

1 

2 

 

729/1422 (51.3) 

415/1422 (29.2) 

278/1422 (19.6) 

 

336/408 (82.4) 

64/408 (15.7) 

8/408 (2.0) 

 

0.2 (0.2-0.3) 

2.2 (1.6-3.0) 

24.3 (9.3-90.3) 

 

<0.001 
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Numbers in brackets give the proportion of the total population. N could differ across rows because of missing data. 

Adjusted Odds Ratio (AOR) and accompanying P value is provided for each sub group, compared to the rest of the group, thus, for example, the proportion working in a hotel is 

compared to women working in all other settings 

*Breakdown of positivity rate by country 

STI Sexually Transmitted Infection 

Site receives services  

Hotel 

Clinic 

Mobile vans 

 

1129/1328 (85.0) 

75/1328 (5.7) 

124/1328 (9.3) 

 

329/408 (80.6) 

2/408 (0.5) 

77/408 (18.9) 

 

1.4 (1.0-1.8) 

12.2 (3.2-102.5) 

0.4 (0.3-0.6) 

 

<0.001 
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Socio-demographics and sexual behaviours 

Compared with sex workers in Pretoria, those in Johannesburg were almost 5 years younger 

(Johannesburg mean=28.6 sd=5.35, Pretoria mean=33.2 sd=9.9, P<0.001). A third (34.9%) of 

the sex workers in Pretoria were older than 35 years of age compared to only 13.8% in 

Johannesburg (P<0.001). Women in Johannesburg were more likely than those in Pretoria to 

have finished secondary education (57.1% vs. 36.0%, OR=2.4 P=0.021) and were half as 

likely to have more than one child living with them (13.2% vs. 24.8%, OR0.5; P). In 

both sites, around half of the women had a main partner (48.7% vs. 54.4%, P=0.043) and a 

third (32.6% vs. 38.3%, P=0.036) had more than 3 adult dependents. Almost half of the sex 

workers in Johannesburg were from Zimbabwe (43.7%) and 13.4% from countries other than 

South Africa and Zimbabwe, while only 39.7% were from Zimbabwe in Pretoria (P=0.005) 

and 2.9% from other countries. 

 

Alcohol use was twice as high among women in Johannesburg as in Pretoria (74.4% vs. 

56.7%, OR2.2; P), but in both sites around 8% of women reported marijuana use. 

Johannesburg women moved house markedly more often in the past year (mean 3.7 vs 1.3; 

P), with women in Johannesburg 24 times more likely than those in Pretoria to have 

moved house more than twice in the last year (CI=9.3-90.3). Women in Johannesburg were 

almost 3 times more likely to have had less than 10 sexual encounters in the past 7 days 

(OR=2.8, CI 2.0-4.1), while women in Pretoria were twice as likely as those in Johannesburg 

to have had more than 20 encounters (OR=0.4, CI=0.3-0.5, P<0.001). Even though they were 

younger on average, sex workers from Johannesburg had engaged in sex work for more years 

than their counterparts in Pretoria, with those in Johannesburg twice as likely than those in 

Pretoria to have been in sex work for longer than two years (OR=2.3, CI=1.7-3.2). Women in 

Johannesburg reported higher condom use with commercial clients (99.0% vs. 94.0%, 

OR=6.4, P<0.001), but lower condom use with main partners (14.1 vs. 27.9%, OR=0.4, 

P<0.001). In both sites, consistent condom use with main partners was three to seven-fold 

lower than condom use with commercial clients. 
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Table 8 Association between demographics and behavioural factors with HIV status and STIs among sex workers in Johannesburg and Pretoria 

 HIV Positive Previous STI 

N=1422 JHB 

N=408 PTA 

 

JHB  

N (%) 

Multivariate 

 analysis 

AOR (95%CI) 

PTA  

N (%) 

Multivariate 

 analysis 

AOR (95%CI)  

JHB  

N (%) 

Multivariate 

 analysis  

AOR (95%CI) 

PTA  

N (%) 

Multivariate 

 analysis  

OR (95%CI) 

SOCIO DEMOGRAPHICS 

Age at 1st visit (years) 

<25  

25-29  

30-34  

>35 

77 (23.8)*** 

206 (41.6) 

182 (51.1) 

110 (58.2) 

1.0 

1.0 (0.8-1.2) 

1.6 (1.3-2.1) 

2.1 (1.5-2.9) 

 9 (22.0)*** 

36 (40.5) 

73 (57.9) 

90 (64.8) 

1.0 

0.5 (0.3-0.9) 

1.4 (0.9-2.1) 

2.1 (1.4-3.4) 

167 (49.1) 

228 (44.1) 

159 (43.1) 

76 (38.8) 

 5 (11.6) 

4 (4.4) 

14 (10.9) 

8 (5.7) 

1.0 

0.30 (0.1-1.3) 

0.58 (0.2-1.9) 

0.32 (0.1-1.1) 

Education 

Primary  

Grade 8-10  

Grade 11-12  

Tertiary level  

27 (61.4)** 

214 (45.6) 

308 (39.6) 

21 (31.8) 

1.0 

1.3 (1.0-1.6) 

0.8 (0.6-1.0) 

0.6 (0.5-1.1) 

37 (62.7)* 

98 (56.0) 

68 (46.9) 

7 (36.8) 

1.0 

1.3 (0.8-1.9) 

0.7 (0.5-1.1) 

0.5 (0.2-1.4) 

16 (34.8)** 

198 (40.4) 

384 (47.5) 

27 (38.6) 

1.0 

0.8 (0.6-1.0) 

1.4 (1.1-1.7) 

0.8 (0.5-1.3) 

4 (6.7)** 

24 (13.3) 

5 (3.4) 

1 (5.3) 

1.0 

1.3 (0.4-5.3) 

0.4 (0.1-1.6) 

0.2 (0.0-3.2) 

Main partner  

No    

Yes 

298 (42.9) 

277 (41.5) 

 103 (57.22) 

107 (49.3) 

 340 (46.6)* 

290 (41.9) 

1.0  

0.8 (0.7-1.0) 

12 (6.5) 

22 (10.0) 

 

Child lives with sex worker  

0 

≥1  

160 (53.2) 

51 (52.0) 

 160 (53.2) 

51 (52.0) 

   27 (8.8) 

6 (5.9) 
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Adult dependents  

0  

1-2  

≥3 

71 (42.3) 

321 (43.6) 

173 (39.7) 

 18 (46.2) 

112 (55.5) 

77 (51.0) 

 91 (50.8)* 

319 (41.8) 

211 (46.3) 

1.0 

0.8 (0.6-1.0) 

1.1 (0.9-1.4) 

5 (12.8) 

14 (6.7) 

15 (9.8) 

 

Country of birth  

South Africa  

Zimbabwe 

Other 

286 (48.6) *** 

210 (35.4) 

79 (43.7) 

1.0 

0.6 (0.5-0.8) 

1.1 (0.8-1.5) 

123 (53.7) 

80 (50.6) 

8 (66.7) 

 252 (41.3) 

288 (46.4) 

90 (47.1) 

 12 (5.1)*** 

18 (11.1) 

4 (33.3) 

1.0 

1.4 (0.53-3.9) 

7.8 (1.6-37.1) 

BEHAVIOURS 

Alcohol use 

No 

Yes 

125 (38.9) 

406 (43.1) 

 84 (50.6) 

117 (53.7) 

 157 (46.6) 

428 (43.8) 

 14 (8.3) 

18 (8.1) 

 

Marijuana use 

No  

Yes 

498 (42.4) 

33 (37.1) 

 181 (51.1) 

20 (66.7) 

 542 (44.4) 

43 (46.7) 

 27 (7.5) 

5 (15.6) 

 

Years in sex work  

<2 

2-5 

>5 

180 (38.0)*** 

125 (41.8) 

76 (60.8) 

1.0 

1.0 (0.7-1.3) 

2.4 (1.6-3.6) 

158 (53.9) 

33 (48.5) 

20 (52.6) 

 243 (49.0) 

134 (43.1) 

56 (42.4) 

 20 (6.7)** 

11 (15.5) 

2 (5.3) 

1.0 

2.0 (0.7-5.4) 

0.7 (0.1-3.7) 

Sex encounters last 7 days 

0-10 

11-20 

>20 

220 (45.1)** 

188 (42.9) 

122 (36.3) 

1.0 

1.1 (0.8-1.3) 

0.7 (0.6-0.9) 

21 (53.9) 

38 (53.3) 

57 (54.8) 

 223 (43.3)* 

220 (48.7) 

140 (40.7) 

1.0 

1.1 (0.9-1.4) 

0.8 (0.6-1.0) 

2 (4.9) 

6 (8.3) 

12 (11.4) 
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***P<0.001 **P<0.05 *P=0.05-0.1  

Statistical tests compare distribution of outcomes in each site, does not compare sites.  

AOR Adjusted odds ratio 

STI Sexually Transmitted Infection 

Main partner condom use 

Every time  

Never/sometimes 

No main partner 

91 (47.6)** 

122 (35.7) 

362 (43.6) 

1.0 

1.3 (1.0-1.8) 

0.7 (0.6-1.0) 

37 (66.1)** 

65 (43.3) 

109 (56.5) 

1.0 

0.5 (0.25-1.02) 

0.8 (0.43-1.66) 

92 (45.8) 

152 (43.3) 

386 (44.4) 

 14 (9.3)            

5 (8.6) 

15 (7.5) 

 

Client condom use        

Every time  

Never/sometimes  

522 (42.0) 

6 (54.6) 

 188 (53.1) 

9 (40.9) 

 578 (44.8)** 

1 (7.7) 

1.0 

0.1 (0.0-0.7) 

29 (8.1) 

3 (13.0) 

 

Times moved in last year  

0 

1 

>1 

284 (40.7) 

180 (45.6) 

111 (41.1) 

 167 (50.8) 

38 (61.3) 

6 (75.0) 

 328 (45.0)** 

186 (44.8) 

116 (41.7) 

1.0 

1.0 (0.8-1.3) 

0.9 (0.7-1.2) 

24 (7.1)* 

8 (12.5) 

2 (25.0) 

1.0 

1.67 (0.66-4.23) 

5.0 (0.77-33.12) 

Site receives services 

Hotel 

Clinic 

Mobile van 

425 (39.2)** 

36 (49.3) 

66 (55.0) 

1.0 

1.4 (0.9-2.3) 

1.8 (1.2-2.7) 

172 (53.3) 

1 (100.0) 

38 (50.7) 

 511 (45.3) 

27 (36.0) 

55 (44.3) 

 27 (8.2) 

0 (0.0) 

7 (9.1) 
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Factors associated with HIV status and symptomatic STIs 

For SRH outcomes at the first visit, a lower proportion of women in Johannesburg than in 

Pretoria (42.2% and 52.9%) tested HIV positive (OR0.6; P) and they reported more 

previous symptomatic STI (44.3% and 8.3%, OR8.8; P<0.001).  

 

In both sites, odds of HIV infection rose stepwise with each increase in age category. Women 

over 35 were 2-times more likely to be HIV positive than those under 25. In Johannesburg, 

Zimbabwean nationality (AOR=0.6, CI=0.5-0.8) and having Grade 11 or higher education 

level were associated with being HIV negative.   

 

In Johannesburg, more than 5 years in sex work (AOR=2.4, CI=1.6-3.6)) and accessing 

services from a mobile unit, as opposed to a hotel (AOR=1.8, CI=1.2-2.7) showed a positive 

association with having HIV. Of interest, HIV prevalence was considerably higher in those 

with consistent condom use with one’s main partner than inconsistent users in univariate 

analysis. The association was, however, only detected in the multivariate model of the 

Johannesburg site. 

 

In Pretoria, sex workers from Zimbabwe and other countries were more likely to have 

reported a prior STI. Also in that city, inconsistent condom use with clients was associated 

with a lower odds of an STI. In Johannesburg, those with Grade 11-12 education had higher 

STI levels than women with only primary schooling.  
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Table 9 Association between demographics and behavioural factors with contraceptive use other than condoms and having child dependents of sex workers in 

Johannesburg and Pretoria 

 USE MODERN CONTRACEPTION NO CHILD DEPENDENTS 

N=1422 

N=408 PTA 

 

JHB  

N (%) 

 PTA  

N (%) 

Multivariate 

 analysis  

AOR (95%CI) 

JHB           

N (%) 

Multivariate 

 analysis  

OR (95%CI) 

PTA  

N (%) 

Multivariate 

 analysis  

AOR (95%CI) 

SOCIO DEMOGRAPHICS 

Age at 1st visit          

<25  

25-29  

30-34  

>35 

40 (11.8) 

73 (14.1) 

50 (13.6) 

24 (12.2) 

 7 (16.3) 

14 (15.2) 

18 (14.1) 

22 (15.6) 

 104 (31.4)*** 

98 (19.1) 

54 (14.9) 

25 (12.9) 

1.0 

0.9 (0.7-1.2) 

0.6 (0.4-0.9) 

0.5 (0.3-0.9) 

14 (35.0)** 

11 (12.1) 

16 (12.8) 

20 (14.3) 

1.0 

0.7 (0.3-1.4) 

0.7 (0.4-1.4) 

0.9 (0.5-1.6) 

Education         

Primary  

Grade 8-10  

Grade 11-12  

Tertiary level  

5 (10.9) 

71 (14.5) 

97 (12.0) 

11 (15.7) 

 7 (11.5) 

25 (13.9) 

25 (17.1) 

3 (15.8) 

 11 (23.9)** 

107 (22.2) 

140 (17.6) 

20 (28.6) 

1.0 

1.2 (0.9-1.6) 

0.7 (0.5-0.9) 

1.7 (0.9-2.9) 

10 (16.7) 

23 (13.0) 

25 (17.5) 

3 (15.8) 

 

Main partner         

No    

Yes 

106 (14.5) 

81 (11.7) 

 29 (15.7) 

33 (14.9) 

 149 (20.6) 

132 (19.4) 

 23 (12.9) 

38 (17.4) 

 

>1 child lives with sex worker        
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0 

≥1  

239 (19.7) 

42 (22.6) 

 45 (14.7) 

17 (16.8) 

 117 (11.0) 

23 (14.1) 

 61 (20.5)*** 

0 (0.0) 

1.0 

0 (0-0.1) 

Adult dependents         

0  

1-2  

≥3 

32 (17.9)** 

85 (11.1) 

68 (14.9) 

1.0 

0.7 (0.5-0.9) 

1.2 (0.9-1.7) 

4 (10.3) 

30 (14.4) 

22 (14.4) 

 63 (35.2)*** 

132 (17.3) 

86 (18.9) 

1.0 

0.7 (0.5-0.9) 

0.9 (0.7-1.2) 

11 (28.2)** 

31 (15.0) 

19 (12.5) 

1.0 

0.9 (0.5-1.7) 

0.7 (0.4-1.3) 

Country of birth         

South Africa 

Zimbabwe 

Other 

69 (11.3)** 

77 (12.4) 

41 (21.5) 

1.0 

1.5 (1.0-2.3) 

1.2 (0.9-1.7) 

36 (15.4) 

25 (15.4) 

1 (8.3) 

 130 (21.8)** 

106 (17.2) 

45 (23.9) 

1.0 

0.7 (0.5-1.0) 

1.3 (0.9-1.9) 

41 (17.9)** 

16 (10.1) 

4 (36.4) 

1.0  

0.5 (0.3-0.9) 

2.5 (0.4-11.3) 

BEHAVIOURS 

Alcohol use         

No 

Yes 

44 (13.1) 

122 (12.5) 

 25(14.8) 

32 (14.5) 

 56 (16.8) 

196 (20.4) 

 20 (12.1) 

39 (18.0) 

 

Marijuana use         

No  

Yes 

151 (12.4) 

15 (16.3) 

 54 (15.1) 

3 (9.4) 

 228 (18.9)** 

24 (27.0) 

1.0 

1.6 (0.9-2.6) 

49 (14.0)** 

10 (31.3) 

1.0 

2.8 (1.1-6.6) 

Years in sex work          

<2 

2-5 

>5 

72 (14.5) 

37 (11.9) 

20 (15.2) 

 50 (16.8) 

8 (11.3) 

4 (10.5) 

 100 (20.3) 

59 (19.2) 

29 (22.1) 

 45 (15.6) 

11 (15.5) 

5 (13.2) 

 

Sex encounters last 7 days       



Page 96 of 197 

***P<0.001 **P<0.05 *P=0.05-0.1  

Statistical tests compare distribution of outcomes in each site, does not compare sites.  

AOR Adjusted odds ratio 

STI Sexually Transmitted Infection 

0-10 

11-20 

>20 

62 (12.0) 

56 (12.4) 

48 (14.0) 

 4 (9.8) 

16 (22.2) 

18 (17.1) 

 102 (20.1) 

84 (18.9) 

65 (19.1) 

 9 (22.0) 

7 (10.3) 

14 (13.9) 

 

Main partner condom use       

Every time  

Never or sometimes 

No main partner 

26 (12.9) 

44 (12.5) 

117 (13.5) 

 11 (19.0) 

18 (12.0) 

33 (16.5) 

1.0 

0.5 (0.3-1.0) 

0.8 (0.4-1.7) 

34 (17.2) 

70 (20.5) 

177 (20.6) 

 12 (21.1) 

26 (17.6) 

23 (11.9) 

 

Client condom use         

Every time  

Never or sometimes  

160 (12.4)** 

5 (38.5) 

1.0 

4.4 (1.1-15.5) 

50 (13.9) 

4 (17.4) 

 246 (19.4)* 

5 (38.5) 

1.0 

2.6 (0.7-9.1) 

47 (13.4)** 

8 (34.8) 

1.0 

3.5 (1.2-9.2) 

Times moved in last 

year  

        

0 

1 

>1 

82 (11.3)*** 

78 (18.8) 

27 (9.7) 

1.0 

1.9 (1.4-2.6) 

0.7 (0.4-1.0) 

53 (15.8) 

8 (12.5) 

1 (12.5) 

 130 (18.2) 

85 (20.6) 

66 (24.2) 

 52 (15.8) 

9 (14.5) 

0 (0.0) 

 

Site received services       

Clinic 

Hotel 

Mobile van 

14 (18.7) 

138 (12.2) 

18 (14.5) 

 48 (14.6) 

1 (50.0) 

13 (16.9) 

 15 (20.0)** 

240 (21.6) 

9 (7.6) 

1.0 

1.9 (1.2-3.2) 

0.3 (0.1-0.6) 

0 (0.0) 

45 (13.9) 

16 (21.6) 
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Contraception coverage and number of child dependents 

Women in both sites had low levels of use of modern contraceptives (around 15%). In both 

sites, the majority of women reported using condoms as their preferred method of 

contraception (80.6% and 72.8%). In Johannesburg, modern contraceptive use was highest 

among those with no adult dependents (17.9% vs. 13% in those with more than one) and 

highest among women from Zimbabwe and other countries (12.4%, 21.5%) than South 

African women (11.3%). Of the 65 (1.9%) women that reported being pregnant at the time of 

their visit, almost 40% did not plan to continue with the pregnancy.  

 

Sex workers in Johannesburg were more likely to have no child dependents than Pretoria 

women (20.1% vs. 15.3%, OR1.4; CI=1.0-1.9). Predictably, younger age (Johannesburg 

AOR=0.5, CI=0.3-0.9, Pretoria AOR=0.9, CI=0.5-1.6) showed positive relationships with not 

having child dependents in both sites. There was no association between contraceptive use 

and number of child dependents.  

 

Women from Zimbabwe (Johannesburg AOR=0.7, CI=0.5-1.0; Pretoria AOR=0.5, CI=0.3-

0.9) were less likely to have no child dependents than South African women. Women with no 

child dependents were more likely to smoke marijuana (Johannesburg AOR=1.6, CI=0.9-2.6, 

Pretoria AOR=2.8, 1.1-6.6). In Johannesburg, compared to women attending the clinic, those 

with no child dependents were twice as likely to access services from a hotel (AOR=1.9, 

CI=1.2-3-2) and 70% less likely (AOR=0.3, CI=0.1-0.6) from a mobile unit.   

 

Discussion 

This study, conducted in two urban sites in Gauteng Province, shows that female sex workers 

are a very heterogeneous group, and have quite disparate needs (127,276), both within and 

between sites. Sex workers might have varied motivations for entering the profession (136); 

with many women supporting themselves and their dependants through sex work (121). 

Poverty, large numbers of dependents, lack of other employment options might increase the 

risk taking behaviours of these women (136). With high HIV prevalence in the sex worker 

population, PrEP for HIV-negative sex workers and immediate antiretroviral treatment for 

HIV-positive women must be standard practice, as stipulated within the South African sex 

worker HIV plan. Screening for STIs is also a key part of sex worker services. 
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Women in Johannesburg had lower levels of HIV, but self-reported STIs were much more 

common. They were younger, better educated, and were more likely to come from outside 

South Africa than those in Pretoria. They were also twice as likely to drink alcohol, had been 

in sex work for longer than their colleagues in Pretoria, but had fewer sex encounters in the 

last seven days. On the domestic front, women in Johannesburg were less likely to have a 

main partner, less likely to have child dependents and more likely to have moved house in the 

last year. These differences were associated with SRH outcomes and require differentiated 

sex work-specific preventive health care (14,37,137).  

 

As in other studies(14), younger age was linked with lower HIV positivity and fewer child 

dependents. To prevent new HIV infections and unintended pregnancy, young sex workers 

constitute a key group to be targeted with HIV interventions (such as PrEP and condom 

negotiation skills, especially with main partners) as well as modern contraception services. 

Levels of self-reported STIs in young women were high, raising their risk for HIV 

acquisition. This presents an argument for the use of periodic presumptive treatment for STIs 

and PrEP (14,362). In contrast, the emphasis on services for women older than 25, those who 

have been in sex work for some time and those who are already HIV-positive must be on 

psychosocial support and motivation to stay adherent to treatment regimens (356). Given 

their experience in the trade and to complement age-matched peer educators, older sex 

workers may be trained to mentor  younger sex workers, assisting them to lower the risks 

inherent in the industry (304).  

 

The finding that sex workers in Johannesburg are younger, yet have been in sex work longer 

than their counterparts in Pretoria could be ascribed to several factors and was observed in 

other settings where groups of sex workers were compared (359). Firstly, the city centre in 

Johannesburg is renowned for commercial sex work and women who exchange sex for 

money may more readily adopt a sex worker identity than those in Pretoria (289). If sex-for-

money exchange in Pretoria were initially understood as a way to survive financially and not 

as formal ‘sex work’, these women might be less likely to report intermittent periods of ‘sex-

for-money to survive’ as time doing sex work and to access services labelled as being for sex 

workers (175). Secondly, the majority of women in Johannesburg migrated from Zimbabwe 

or other countries, often at a young age. These women might enter sex work early as they 

lack official documentation and experience xenophobic-related stigma that diminishes their 

employment opportunities in other sectors (37,363).  



Page 99 of 197 

 

Migrancy and mobility are an inherent part of sex work in most settings (37,358,364), which 

limits their contact with health providers (356,364). The reasons for women having to 

relocate, especially those in Johannesburg, and the impact this may have on income and the 

welfare of their children are important factors to consider in programming. Support groups 

and sex worker networks can play a valuable role in advising their fellow sex workers about 

stable accommodation (137,289). Reducing levels of mobility will promote retention in 

programmes, continuity of care within services such as ART and improve access to familiar 

health providers. 

 

Sex workers are more open to accessing healthcare if services are delivered at their place of 

work (132,289). This is clearly seen from the several fold higher number of visits held 

through outreach to hotels and street-based venues, than at the clinics. Site of service delivery 

has important implications. Firstly, sex workers often only report to the clinic when they have 

disease symptoms or are already suffering from advanced disease (HIV prevalence was 

highest among women at the clinic, for example). We propose that sex work programmes use 

outreach peer educators and peer networks to encourage sex workers to seek preventative 

services or health care early when symptoms arise. Secondly, sex workers served by the 

mobile vans are usually street-based and might be more susceptible to violence from clients, 

police arrest, and have less access to condoms and healthcare than their colleagues in hotels 

and brothels (276). Also, homeless women might not have a place to store their medication, 

even if they were to access treatment. The increased vulnerability of street-based sex workers 

is reflected in their higher HIV prevalence than hotel-based women. Routine enquiry about 

violence-related trauma and violation of human rights is important in outreach, but also in 

other service sites (127).  

 

Health programming often only caters for occupational hazards, like unprotected sex with 

commercial clients (358) and substance use (159), omitting the compounding exposures sex 

workers might face in their domestic lives. Despite selling sex for a living, sex workers have 

the same needs for nurturing, motherhood, romantic partners and a ‘normal’ domestic life as 

other women (121). Condom use with main partners is notably lower than condom use with 

paying clients (14) and is an important counselling topic. In cases where sex workers 

disclosed their sex work occupation to their partners, index HIV testing will increase case 

finding of main partners and children for linkage to care (365).  
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Levels of contraception use are a major concern. With high rates of condom failure, clients 

sometimes insisting on condomless sex, and low condom use with main partners, sex workers 

need access to more effective contraception methods, such as hormonal implants. Limited 

access to modern contraceptives leads to unwanted and unintended pregnancies, as supported 

by the high proportion of planned abortions in our study. Comprehensive family planning 

services, including regular pregnancy testing and information on termination of pregnancy 

services, are clearly needed in our population. It is possible that having a child motivates sex 

workers to adopt safer behaviours that promote healthy lifestyles, stability and education for 

the children. For example, marijuana use was lower in women with one or more children. We 

propose standard enquiry about children and their wellbeing, and offering referrals for child 

support grants to assist sex workers that are mothers (122).  

 

South Africa’s national network of dedicated sex worker services has already been shown to 

be acceptable to women (127). Trained staff who are sensitised to the medical, emotional and 

legal needs of sex workers have been able to create user-friendly environments that facilitate 

women’s use of services. This could extend to the provision of cross-border services which 

promote retention in HIV treatment programmes (127). 

 

Limitations of the study include the reliance on self-report, the cross-sectional nature of the 

study and the smaller sample size in Pretoria. The smaller sample in Pretoria has a two-fold 

explanation: firstly the programme only started in 2014 and it may take time for sex workers 

to become aware of the programme and enter its services. Also, the estimated sex worker 

population in Pretoria (13,218) is smaller than that in Johannesburg (21,540) (366). Only sex 

workers that had been reached with services were included; those not accessing services are 

likely to differ from the study population in important ways. Missing these women and sub-

populations of sex workers such as those who are internet-based likely diminishes the 

generalisability of the results. Also, other contributors to poor sexual health outcomes were 

not assessed, such as mental health status and experience of violence. Further, data were 

missing for some variables; likely as data were collected primarily for patient care and not for 

research purposes. However, the central role played in the programme by experienced peer 

educators and the use of sensitised clinical staff, may have strengthened the validity of the 

data.  
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Future research should explore individual risk profiling based on the typology of sex workers, 

and the specific vulnerabilities of sub-groups. As street-based sex workers are the most 

vulnerable sub-group, we propose research on harm reduction strategies to protect them from 

police arrest, public harassment and abuse (127). Research on risk mitigation strategies used 

by sex workers could add new interventions to current programmes. Further, a better 

understanding of treatment cascades for sex workers and ways to reduce fall-off in the 

continuum of care (367) will support South Africa to achieve its ambitious HIV prevention 

targets(368). 

 

Conclusions 

This study clearly shows the diversity of sex workers and their varying needs in the 

workplace and at home. Early engagement and consultation with sex workers in local sites is 

required to account for heterogeneity. The use of standardised treatment guidelines and a 

non-differentiated approach to care could seriously curtail the impact of the South African 

national sex work HIV Plan.  
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CHAPTER 7:  “…EVEN IF A 

SHADE MORE FRIENDLY, IT 

WILL DO NO HARM”: A HUMAN 

RIGHTS APPROACH TOWARDS 

HARM REDUCTION FOR SEX 

WORKER PROGRAMMES 
 

 

Under Review as  M. Slabbert (2017), ‘”…even if a shade more friendlier, it will do no harm’ 

A human rights approach towards harm reduction for sex worker programmes in South 

Africa’.4 Journal of Public Health Research. 
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Background 

Sex workers and HIV vulnerability 

In South Africa, female sex workers are considerably more vulnerable to HIV infection than 

women in the general population, with one in three being infected with HIV by the age of 24 

and as many as 4 out of every 5 of sex workers older than 25 years infected (14). Sex 

workers’ vulnerability to HIV and STIs is shaped by behavioural and interpersonal (eg, 

sexual and drug use risk practices), biologic (eg, the synergistic relationship between HIV 

and STI infection), and social structural factors (eg, sex work regulatory policies and their 

enforcement, violence, barriers to care) (14,356,361,369). Youth who exchange sex are even 

more vulnerable to HIV infection, STIs, physical and sexual violence, substance use and 

mental health disorders (364). 

 

Sex workers are made vulnerable through criminalisation (370,371) and discrimination by 

law enforcement officials and the community; judgemental attitudes and actions from 

healthcare workers and their families; limited access to education for their children 

(17,49,125,372), and poor sexual and reproductive health (SRH) outcomes (53,132,373). 

Behavioural factors that increase HIV vulnerability include multiple sexual partners, alcohol 

and drug use and high levels of sexual and gender-based violence (125,137). Because of 

societal taboos around women who have sex with multiple partners, sex workers are highly 

stigmatised, which perpetuates violence against sex workers who are often seen as people 

who ‘deserve’ abuse (374). These moral judgements distort policy interventions and add to 

the targeting and unfair penalisation of sex workers (375). Weak law and policy enforcement 

and abuse of by-laws continue to challenge sex workers’ abilities to protect themselves, their 

families, and their sexual partners from HIV (125,135,376).  

 

Social public health approaches, such as harm, vulnerability, and risk reduction interventions, 

suggest that the distribution of HIV in populations is shaped by the ‘risk environment’ and by 

determinants that extend beyond proximal individual-level factors and their behavioural 

mediators (22–25). This social approach situates risk, vulnerability, and its reduction as 

something shared between individuals, communities and environments – especially among 

the social and political-economic institutions that have a key role in risk production (3,256).  
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South African legislative and policy framework 

Although sex work is criminalised in South Africa, the obligation to adopt a human-rights 

based approach to sex work is essentially mandated constitutionally, as the Constitution, 

being supreme, requires that “obligations imposed by it must be fulfilled” and that all policies 

must be constitutionally sound (section 2). The Bill of Rights, contained in the Constitution, 

also applies to all laws and binds the legislature, the executive, the judiciary and all organs of 

state (section 8).The South African legal and policy framework protects all aspects of 

promoting SRH rights, and is in line with international policies, protocols and clinical 

guidelines (56,93,126).  

 

Policy makers need to understand more broadly the concepts of risk factors and factors that 

make sex workers more vulnerable, to determine state responsibility for HIV and AIDS 

human rights violations (377). Enabling environments to improve programmes for sex 

workers should therefore be synonymous with the promotion of health and human rights 

(9,378,379) and the reduction of harmful consequences of sex work. Decriminalisation of sex 

work would expand the rights of sex workers to protect themselves and reduce the harms and 

vulnerabilities associated with sex work in the workplace (37,128). 

 

Harm reduction 

The term ‘harm reduction’ has a variety of applications. It can refer to a law, a policy or a 

plan, to specific interventions, or to a framework. A harm reduction policy, intervention, or 

framework (a) explicitly assumes continuation of the undesired behaviour as a possibility, 

and (b) aims to lower the total adverse consequences (harms), including those arising from 

continuation of a behaviour. An intervention, policy, or framework is harm-reducing if it does 

in fact reduces the overall harm, vulnerability, and risk. As a framework for thinking about 

dealing with a harmful behaviour, it requires analysis of a broader set of outcome measures 

than would otherwise be considered (290). A sex work-related harm can be defined as a 

compromising consequence of sex work to the individual, the community or society (380). 

Harm reduction approaches have been widely adopted for drug use but has not been broadly 

accepted for other marginalised populations (291,377,381). 

 

The Harm-Risk-Vulnerability (HRV) model (291), classifies harm, risk, and vulnerability at 

the individual-, community-, and social levels, and links human rights obligations of the state, 
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at each level. In this model, harms to people who use drugs are defined as the negative 

consequences of illicit drug use. Risks are described as the likelihood of the harm occurring; 

and vulnerabilities are understood as the predisposition to risk (291).  

 

This study 

This study used the HRV model to demonstrate the protection sex workers are entitled to 

under the South African policy framework and advocate for decriminalisation to reduce 

harms to sex workers. Few studies have applied a harm, risk and vulnerability reduction 

approaches to sex workers allowing public health to motivate  for the enforcement of existing 

policies and decriminalisation. The study started with a comparison of variables between sex 

workers and women in the general population to identify areas of risk and vulnerability for 

sex workers. The identified risk and vulnerabilities were then reviewd against South African 

laws and policies designed to protect the rights of all citizens (377).  

 

Methods 

Sex workers in this paper are defined as self-identified female adults aged over 18 years who 

sell consensual sexual services in return for cash or payment in kind, and who may sell sex 

formally or informally, regularly or occasionally. 

 

Study design 

To identify the specific risks and vulnerabilities of sex workers, we compared the 

demographics, risk and health behaviours of female sex workers with that of women in the 

general population in South Africa. We then grouped the identified risks and vulnerabilities 

in a HRV framework, designed for injecting drug use, and examined these against the South 

African Constitution and protection that would be available for sex workers if sex work is 

decriminalised in South Africa.  

 

Methodology 

Data 

Female sex workers 

Data for female sex workers were obtained from the South African Health Monitoring Study 
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(14). The study estimated the prevalence of HIV, syphilis, and associated risk behaviours and 

identified and assessed determinants of access and utilisation of health among female sex 

workers in Johannesburg, Cape Town, and Durban, South Africa. The study used respondent 

driven sampling, a specialised surveillance method that has been developed to approximate 

probability-based sampling through peer referral, and when implemented and appropriately 

analysed, produces data that are representative of the target population. The study protocol 

was reviewed and approved by the Human Research Ethics Committee (HREC) at the 

University of Cape Town, the HREC at the University of the Witwatersrand, and the 

Committee on Human Research (CHR) at the University of California, San Francisco 

(UCSF). We used the adjusted numbers from the SAHMS to calculate odds ratios.  

 

Women in the general population 

Data for women in the general population were extracted from the Demographic Health 

Survey of South Africa (382). The SADHS 2016 provides national demographic and health 

estimates in the country. The survey followed a stratified two-stage sample design with a 

probability proportional to size (PPS) sampling of primary sampling units (PSUs) at the first 

stage and systematic sampling of the dwelling units (DUs) at the second stage. The study was 

conducted by Statics South Africa and the South African Medical Research Council on behalf 

of the National Department of Health. The variables selected from the survey for this study, 

were selected from ‘The women’s questionnaire’ one of the five questionnaires used in the 

survey.  Selected variables include background characteristics (age, education, marital status), 

health seeking behaviours (modern contraception methods and testing for HIV), behaviours 

that increase HIV risk exposure (multiple partners, condom use, alcohol and substance abuse, 

and exposure to violence).  

 

Other data sources included results from a systematic review on the burden of HIV among 

female sex workers in low-income and middle-income countries (356). 

 

Analysis 

We calculated odds ratios in STATA 13 to determine the specific risks and vulnerabilities of 

sex workers compared to women in the general population. 

 

For the policy analysis, we conducted a literature review to locate South African laws and 
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policies that relate to sexual and reproductive health and rights, HIV, and sex workers in 

South Africa. We then tabled the identified vulnerabilities against the laws (291,377). The 

included the most important laws and policies impacting on the SRH and SRH rights in South 

Africa from the policy review. 

 

Results 

Vulnerabilities 

The table below compares the vulnerabilities of female sex workers in the SAHMS study 

(odds ratio) with that of women in the general population (DHS study). 
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Table 10 A comparison of sex worker vulnerability compared to women in the general 

population in South Africa 

  

Sex workers 

Women in the 

general 

population 

 P-

value 

Odds ratio (OR) 

and confidence 

interval (CI) 

  
N 

n 

(adj) 
% 

N n 

(weighted) 

%   

Background characteristics 

Age cat Age 15-24 2180 278 36.5 8515 2842 33.3 0.000 3.4 (3.0-3.9) 

Education Some 

secondary 2180 1797 
82.4 

8515 6564 77.1 0.000 1.4 (1.2-1.6) 

Tertiary 2180 383 17.6 8543 1008 11.8 0.000 1.6 (1.4-1.8) 

Marital 

status 

Not in a 

union/ single 
2180 1718 78.8 

8513 5464 64.3 0.000 2.1 (1.8-2.3) 

Health behaviour 

HIV 

services 

Tested before 
2180 2084 95.6 

8515 6741 79.2 0.000 5.7 (4.6-7.1) 

Behaviour Use modern 

contraception  
2180 1314 60.3 

4937 2874 58.0 0.103 1.1 (1.0-1.2) 

 2> partners 

last year 
2180 2180 100.0 

8513 380 4.5 0.000 21.4 (19.0-24.1) 

Condom 

use last 

sex 

Main Partner 

2180 420 19.3 

8515 4844 56.9 0.000 0.2 (0.2-0.2) 

Risky behaviour 

Problem 

Alcohol 

use  

AUDIT C 

2180 1331 61.1 

7557 213 2.81 0.000  54.2 (46.0-64.0) 

Drugs 

non med 

use 

 

2180 566 26.1 

7557 1007 13.0 0.000 2.3 (2.0-2.6) 

Violence Experienced 

physical 

violence 

2180 823 37.8 

5874 1202 20.0 0.000 2.4 (2.1-2.6) 
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Demographic factors 

The table shows sex workers, between the ages of 15-24 represent a larger proportion of the 

sex worker population than women in the general population (OR=3.4,CI=3.0-3.9,P<0.000). 

Sex workers are more likely to have had some secondary education (OR = 1.4, CI 1.2-1.6, 

P<0.000) and twice as likely to hold tertiary education (OR = 1.6, CI 1.4-1.8, P<0.000). 

Women in the general population are twice as likely to be married or in a union, while sex 

workers are twice as likely to be single (OR = 2.1, CI 1.8-2.3, P<0.000).     

 

Health seeking behaviours 

Sex workers are five times more likely to have tested for HIV before (OR = 5.7, CI 4.6-7.1, 

P<0.000), and there is no significant difference for using a modern contraceptive method 

between the two groups of women.  

 

HIV risk exposure 

Sex workers are 21 times as likely as a women in the general population to have had more 

than 2 sexual partners in the previous year, but women in the general population are 80% 

more likely than sex workers to have used a condom at last sexual intercourse with a 

romantic partner (for sex workers, self-reported condom use with clients (not shown) 

approaches 100%). 

 

A sex worker is 54 times more likely to be a problem alcohol user (CI 46.0-64.0, P<0.000), 

and twice as likely to use prescription drug for non-therapeutic use than women in the general 

population.  

 

And lastly sex workers are twice as like as other women to have experienced physical 

violence in the past twelve months. 

 

Harm reduction framework 

In the framework below, the specific vulnerabilities, risks and harms associated with sex 

work, identified in the previous table, are examined against the responsibilities of the state 

and society for protecting sex workers. Each vulnerability, risk or harm; the level at which 

the responsibility arises (Level could be a combination of individual, community and/or 
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society levels (291)); protection under the constitution; and the main local laws that could be 

applied if sex work was not criminalised, are shown. 
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Table 11Conceptual framework for HIV-related human rights violations in sex workers(377) 

Term Definition Example 

Protection under the 

Constitution 

Negative consequences 

because of criminalisation 

Vulnerabilities 

(demographics):  

Younger age  

Single status 

Predisposition to 

risk 

Individual level: unemployment, 

poverty, homelessness 

Community level: Marginalised 

communities experiencing widespread 

stigma and discrimination from health 

workers, law enforcement officials, 

families and society 

Society level: discrimination against 

women practising sex work as an 

occupation 

Rights to dignity (s10); 

equality before the law (s9), 

right to entering a union, 

protection from stigma and 

discrimination in health 

facilities, workplace, public, 

schools, and at home 

The state may not unfairly 

discriminate directly or 

indirectly against anyone on 

one or more grounds, 

including race, gender, sex, 

pregnancy, marital status, 

ethnic or social origin, colour, 

sexual orientation, age, 

disability, religion, conscience, 

belief, culture, language and 

birth (9(3)) 

Street-level practices of 

healthcare workers refusing 

treatment, and subjecting sex 

workers to procedures without 

their informed consent violating 

the Health Act (383) and choice 

of termination of pregnancy Act 

(384).  

Law officials exploiting sex 

workers and arresting them on 

municipal by-laws 

Risks (sexual behaviours): 

Multiple partners  

Likelihood of 

harm 

Individual level: Limited access to 

healthcare for sex work related 

Rights to access to healthcare 

including reproductive health 

Being arrested for carrying 

condoms as proof of being a sex 
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Low condom use with 

romantic partners 

Exposure to intimate 

partner and gender-based 

violence 

conditions 

Community and society level: Increased 

transmission and acquisition of HIV, 

STIs 

care services (s27), right not 

to have person searched and 

possessions seized 

Constitutional rights to 

freedom and security of the 

person (s12) including 

freedom from inhuman and 

degrading treatment and 

torture and which includes the 

right to bodily and 

psychological integrity (see 

subsection 2, s35) 

worker (Sexual Offences and 

Related Matters Act (371)) 

Protection against common law 

offences: assault, murder and 

domestic violence (385) 

 

Harms (associated 

behaviours): Alcohol abuse  

Drug use  

 

Negative 

consequences of 

sex work under 

criminalisation 

Individual level: overdose, depression, 

suicide and long-term side effects of 

drug and alcohol use 

Community level: Lack of access to 

rehabilitation, mental health services 

and recovery 

Society level: further stigmatisation on 

based on behaviour, high levels of 

violence 

Rights to life (s27), dignity 

(s10); equality before the law 

(s9), privacy (s14) 

Freedom of movement (s 21) 

(e.g. being targeted by 

loitering laws);  rights of 

arrested detained and accused 

persons (s35) 

 

Criminalisation of drug use (386) 

Right to a healthy and safe work 

environment and fair labour 

practices as described in:  

Basic conditions of employment 

Act (387) 

Occupational Health and Safety 

Act (388) 
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Table 11 above shows the different factors involved in a HRV-human-rights framework and 

demonstrates the protection sex workers are entitled to under the South African Constitution. 

The table also shows the laws available to the general population that increase vulnerability 

harm and risk of sex workers under criminalisation, for example access to protection in the 

work place and fair labour practices. The table illustrates how harms related to sex work can 

be reduced or even removed by enforcing existing South African laws, policies and 

guidelines. Enforcing labour issues specifically, which fall under the Occupational Health 

and Conditions of Employment Acts can protect sex workers against exploiting practices 

from brothel owners, pimps, and landlords.  

 

Discussion 

Vulnerabilities, such as the young age and mostly single status, risks in sexual behaviours and 

and exposure to violence, and harms associated with sex work such as substance use can 

compromise sex workers’ SRH outcomes. Although governments and law enforcement 

agencies, have critical roles to play in establishing environments that support public health 

goals of safety and HIV risk reduction, they are often impediments to protection 

(48,136,376). Stigmatised populations may be unaware that their governments have an 

obligation to protect their human rights, to control factors affecting vulnerability and access 

to resources, to eliminate the underlying conditions that create vulnerable groups, and to 

being accountable for life-threatening-, and rights-threatening norms, especially where these 

result in human rights violations (377). It is therefore possible that the enforcement of laws 

and policies can bridge the gap between vulnerability and resilience to HIV (9).  

 

In the case of HIV, the interplay between health and social marginalisation is obvious and 

unavoidable (389). Public health practitioners and policy makers have increasingly moved 

towards a realisation that health is an outcome of its environment and, in particular, 

sociocultural, economic and political inequalities (25,253,390–394).  

 

Vulnerabilities 

The vulnerabilities in sex work populations differ in unique and important ways from the 

general population. Individuals who are marginalised, such as sex workers, can be more 

vulnerable to HIV-related human rights violations (395). Both younger age and single status 
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are independently associated with increased vulnerability to HIV (125,364).  Adolescent girls 

and young women who sell sex experience multiple levels of stigmatisation. They are firstly 

stigmatised for being sexually active by communities, parents and health workers; secondly 

they may experience discrimination based on their occupation of selling sex; and thirdly, 

those that are HIV positive are stigmatised based on their HIV status. These violations are 

morally justified as being illegal and could be better enforced if these women enjoyed 

protection under a variety of acts. Widespread coerced sterilisation and abuse by healthcare 

workers are illegal in terms of the choice of termination of pregnancy and Health Acts, for 

example.    

 

Risks 

In the case of sex workers, several classic HIV prevention strategies, for example high 

number of sexual encounters and multiple concurrent partners, are by its very nature not 

applicable and these issues will therefore not be solved by HIV prevention agendas aimed at 

the general population. The results show that sex work harms do not occur as a result of lack 

of knowledge, education or because sex workers are unaware of their HIV status. Harm 

reduction interventions should therefore engage with the social and political worlds of sex 

workers to engender community-level change and empowerment to counter the risks, harms 

and vulnerabilities that sex workers face.  

 

Sex workers experience violence during arrest by police officers who routinely beat them, use 

pepper spray to intimidate them and sexually assault them. Sex workers are also assaulted by 

clients, particularly with regards to payment and condom negotiation. Even under 

criminalisation, there is a stark contradiction between the actions of police and the due 

process laid out by the law for them to follow. The patterns of abuse that sex workers 

experience are the direct result of their criminal status, which increases their vulnerability to 

violence (396). If the advances in evidence are adopted in policy contexts where carrying 

condoms is seen as a positive prevention measure, where police protect sex workers from 

violence rather than perpetrate it, and where outcomes of policies are measured in reduced 

HIV infections, and not increases in arrests, this component of the global HIV response could 

be substantially more effective (376). The criminalised status of sex work and the perception 

that sex workers are powerless to enforce their rights make them easy targets for exploitation 

and bribery by some police officers, pimps and landlords (396). If criminalisation is repealed, 
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stipulations in the Basic Conditions of Employment Act and the Occupational Health and 

Safety Act would provide workplace protection that is currently not available to sex workers. 

 

Harms 

Sex workers are in need of comprehensive sexual and reproductive services, and would, if 

they were able to use these services in safety, and with dignity and freedom from harassment. 

This is evident from the high numbers of sex workers who previously tested for HIV at non-

stigmatised providers (14). Support services for common mental health problems and 

substance abuse are scarce and should be available to sex workers who need these. Social 

support and protection of their children in terms of the Children’s Act should be available as 

part of a comprehensive package of services. 

 

Recommendations 

Laws criminalising sex work must be repealed to increase the protection of the human rights 

of sex workers. Law enforcement officials and health workers who violate the rights of sex 

workers must be prosecuted and removed from the system. Sex workers and sex work 

organisations must be supported to form a strong collective voice to advocate for 

decriminalisation. They should further enjoy access to legal advice and legal representation to 

reduce their individual and collective vulnerabilities, risks and harms and to improve access 

to rights and health services. 

 

As a signatory to various international treaties, South Africans and sex workers should hold 

the state accountable for its failure to protect human rights.   

 

Limitations of the study  

It is acknowledged that the data comparison in Table 10 has several limitations. The data 

from the SAHMS was collected in three cities and might not be representative of sex workers 

across South Africa. There is currently no national sex worker data available in South Africa. 

The table was included to show the stark difference in vulnerability between sex workers and 

women in the general population in South Africa. The findings are supported by numerous 

research studies, as cited throughout the article.  
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The South African Acts quoted do not represent an exhaustive list of Acts. Only the most 

relevant Acts were included. 

 

Conclusion 

Both human rights and harm reduction models proceed from the premise that human beings 

are an end in themselves – and not a means to an end. Both recognise inherent value in 

individuals and continuation of the behaviours that cause the harm. 

 

Current sex worker programmes fail to recognise risky behaviours that sex workers either do 

not want to or cannot change. Instead, the different biomedical, social and political modes 

should be combined synergistically to ensure a climate conducive to the adoption of and the 

realisation of sex worker human rights (256). 

 

We propose a harm-risk-vulnerability framework, linked with human rights obligations, for 

sex worker programming. This framework will complement the individual-level behavioural 

interventions and biomedical model, which on its own, is not curbing new infections at the 

required rate to end AIDS by 2030. 

 

The proposed framework, offers a simple outline for examining state responsibility in respect 

of obligations, and broadens the scope of possible human rights responses for those impacted. 

This approach can also help create more consistent protection of impacted rights. 
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Introduction 

In November 2014, the Supreme Court of Namibia delivered its judgement in Government of 

the Republic of Namibia v LM and Others (Government of the Republic of Namibia v LM 

and Others (397) NASC, 3 November 2014) (“LM”), dealing with the sterilisation of three 

women living with HIV without their informed consent. The LM case exemplifies a broader 

and seemingly ongoing pattern in the southern African region where women living with HIV 

have reported being sterilised without their informed consent, in countries such as  Botswana, 

the Democratic Republic of the Congo, Lesotho, Malawi, South Africa, Swaziland, Tanzania, 

Zambia, and Zimbabwe (9,98,99,106,398–401).  

 

In the LM decision, the Supreme Court of Namibia’s reasoning is based largely on legal 

principles that are applicable in many jurisdictions in southern Africa where coerced 

sterilisation is reported: medical intervention without consent is unlawful and potentially 

invites liability against both the healthcare provider and healthcare institution. The African 

Commission on Human and Peoples’ Rights has also condemned the practice of “involuntary 

sterilisation” as a violation of the human rights to equality, non-discrimination, dignity, 

liberty and security of the person, freedom from torture, cruel, inhuman and degrading 

treatment, and the right to the health as enshrined in regional and international human rights 

law(402). The judgment should therefore be of concern to medical practitioners, hospital 

administrators, policymakers and patients throughout the region as it articulates legal 

obligations and ethical concerns beyond Namibia’s borders. 

 

This paper applies Manson and O’Neill’s approach to informed consent as a communicative 

process(295) to a legal analysis of the judgment’s findings. The aim is to untangle the legal, 

ethical and practical import of the judgement’s reflection of informed consent for surgical 

procedures in the particular context of sexual and reproductive healthcare for women in 

resource-constrained environments. (We refer here to constraints in physical, financial and 

human resources as elaborated in the judgement’s narratives.). The intenton is to ensure that 

the legal and ethical import of the decision can speak to the lived realities of patients and 

healthcare practitioners in the context in which healthcare is provided, as reflected in the facts 

of the case. While we acknowledge the scope for criticism of the Court’s reasoning, our 

intent here is rather to develop a practicable understanding of how the legal and ethical norms 

it reflects can be applied in context. 
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The analysis commences with a description of the facts of the case and the Court’s decision. 

We examine selected aspects of the Court’s decision that reflect what is often understood to 

be gold standards of informed consent, and those might be more contested and practically 

constrained. We highlight, in particular, the judgement’s reflection of the role of power 

disparities in the informed consent process. 

 

Case background 

The LM case concerns three women who were sterilised by bilateral tubal ligation between 

2005 and 2007 in state hospitals in Namibia. Tubal ligation is a procedure in which a 

patient’s fallopian tubes are cut or blocked to prevent pregnancy. All three women claimed 

individually that they had not consented to the procedures, which were performed at the same 

time as emergency caesarean sections. The circumstances surrounding the first respondent’s 

sterilisation are elaborated below to give context. 

 

The first respondent tested positive for HIV when accessing antenatal care. She was aged 26 

years at the time. While the use of ART  to ensure the health of her unborn child was 

discussed with her, she testified that sterilisation was not discussed during antenatal care 

visits. She was admitted to the clinic after commencing labour and experiencing severe pain. 

A doctor examined her and diagnosed her with Cephalopelvic Disproportion, a condition 

where the unborn child is too large to progress through the pregnant mother’s pelvis. A 

nursing student translated for the attending doctor to the first respondent’s mother tongue, 

Oshiwambo. The nurse explained that the first respondent would need a caesarean section, to 

which she did not object. 

 

The first respondent testified that a nurse later approached her and informed her that she 

would have to have her uterus removed, as did all HIV-positive women. This occurred eight 

hours after commencing labour. This discussion was not noted in the hospital’s records. The 

nurse then presented documents for the first respondent to sign, which the first respondent did 

not understand and which she testified were not explained to her. The consent form merely 

indicated abbreviations to refer to the caesarean section and sterilisation procedures: “C/s due 

to CPD + BTL (on HAART)”. The patient signed the consent form in severe labour pain, 

while waiting for her caesarean section. She was taken to theatre immediately thereafter. Her 

child was delivered by caesarean section, following which a bilateral tubal ligation was 
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performed. (It is noted that her uterus was not removed as the first respondent testified the 

nurse had said was required). 

 

The first respondent only discovered that she had been sterilised upon returning to the clinic 

to obtain contraceptives sometime after the caesarean section. The Court noted that she only 

came to fully understand what sterilisation meant on visiting a doctor in preparation for the 

court case. A medical doctor testified in the High Court that her prognosis for a reversal of 

the procedure was very poor, as the sterilisation had not been performed with reversal in 

mind. 

 

The first respondent testified that she never consented to being sterilised as she intended to 

have more children. Her medical records indicated no prior request that she be sterilised. The 

attending doctor testified that although the first respondent was in labour at the time when she 

consented to the procedure, she “must have” requested it and that the option of sterilisation 

and consequences were in all likelihood explained to her during her group counselling 

antenatal classes. 

 

The three women instituted an action against the Namibian Government in the High Court, 

seeking financial damages for having been unlawfully sterilised. The women argued that the 

non-consensual procedures violated their common law personality rights, as well as their 

constitutional rights to dignity, liberty, and the right to found a family. They also argued that 

the acts were discriminatory because they were performed on the basis that the women were 

HIV-positive.  

 

The High Court (LM and Others v Government of the Republic of Namibia (I1603/2008, 

I3518/2008, I3007/2008), 2012, NAHC 211) ruled in the women’s favour, holding that the 

State had failed to prove that the three patients had given their informed consent to the 

sterilisation procedures, rendering the procedures unlawful (Neither the High Court nor the 

Court of Appeal explicitly commented on the validity of the informed consent processes for 

the caesarean sections as their validity was not before the courts. The courts did however hold 

all three cases to have involved emergency caesarean sections). The High Court found, 

however, that there was insufficient evidence to prove that the procedures had been 

conducted on the discriminatory basis of the women’s HIV-statuses. 
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The Namibian Government appealed the decision to the Supreme Court. The Court, per 

Shivute CJ, dismissed the appeal and upheld the High Court’s order that the women be 

granted damages. In the cases of all three women, the Supreme Court held that because the 

consent for the sterilisation procedures was sought during the height of labour, any agreement 

given was invalid because the women lacked the capacity to consent in that condition. 

 

A basic legal framework on the obligations of informed consent 

The LM judgment affirmed that, legally, informed consent in Namibia requires the three 

independent legs of knowledge, appreciation and consent to be present within the context of 

certain preconditions relating to the capacity and will of the patient(Supreme Court judgment 

[1] at para 98). The Court held that the decision to be sterilised– 

“…must be made with informed consent, as opposed to merely written 

consent. Informed consent implies an understanding and appreciation of one’s 

rights and the risks, consequences and available alternatives to the patient. An 

individual must also be able to make a decision regarding sterilization freely and 

voluntarily.” Supreme Court judgment [Government of the Republic of 

Namibia v LM and Others, 2014, NASC, 3 November 2014] at para 3 

 

We employ the term “informed consent” in this paper to signify a process that accommodates 

all of these criteria. This is opposed to the unqualified term “consent” which is used here to 

signify the stage in the informed consent process in which the patient approves or accepts, 

whether in written form or otherwise, to undergo the procedure in question. 

 

While there is variance in the legal source and boundaries on the obligation to obtain 

informed consent to surgical procedures across jurisdictions in the southern African region, 

some common standards are relatable. In most common law jurisdictions in the southern 

African region, physically interfering with another person’s body is delictually wrongful 

unless there is a valid ground of justification. Informed consent in the context of medical care 

is one such justification. (For a statement of legal principles see Van der Walt, JC and 

Midgley, JR. 2005. Principles of Delict, 3rd Ed. Cape Town. LexisNexis at para 78; and 

South African precedent in Castell v De Greef 1994 (4) SA 408; Stoffberg v Elliot, 1923, 

CPD 148; and Esterhuizen v Administrator, Transvaal, 1957 (3) SA 710(T)). If a healthcare 

provider wrongfully treats a patient in the absence of informed consent, he or she may be 
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liable to the patient personally in delict if his or her conduct is perpetrated with the requisite 

fault and causes harm to the patient (See the case of Pandie v Isaacs, 2013, ZAWCHC 123, 4 

September 2013). While there is some variance across jurisdictions, if the healthcare provider 

acts with the necessary standard of knowledge of the wrongfulness of his or her conduct, the 

healthcare provider may in addition be criminally liable for assault (As above at para 34). It is 

possible that contractual liability may also arise in the absence of informed consent to a 

surgical intervention between patient and healthcare provider as between patient and 

healthcare institution (Lillicrap, Wassenaar and Partners v Pilkington Brother, SA, Pty, Ltd., 

1985 (1) SA 475 (A) at 449A-500A and 501A-502G; Van Wyk v Lewis, 1924, AD 438. See 

also Administrator, Natal v Edouard, 1990, ZASCA 60(3) SA 581 (A)). Healthcare 

institutions can be held vicariously liable for the negligent conduct of their staff(See 

Stadsraad van Pretoria v Pretoria Pools, 1990, (1) SA 1005 (T). See also Pandie v Isaacs, 

2013, ZAWCHC 123 at para 91). The legal obligation to ensure informed consent to surgical 

procedures may also arise from legislation such as in the South African Sterilisation Act 44 

of 1998, which prohibits sterilisation without the informed consent of any persons capable of 

consenting (See sections 2(2) read with sections 1 and 4). 

 

Informed consent: a communicative process 

While informed consent is a complex and somewhat idealised process(403), understanding 

the legal requirements for informed consent as “communicative process” (as developed by 

Manson and O’Neill(295)) may be a valuable point of departure for healthcare providers and 

patients. We apply this conceptual framework to our understanding of the judgement to 

reflect critically on some of the challenges of ensuring the integrity of the informed consent 

process in resource-constrained environments. 

 

It can be argued that the LM judgment accommodates an understanding that informed consent 

is a communicative process: a communicative transaction, or a series of communicative 

acts(295). This is affirmed in the Court’s rejection of the consent form being sufficient legal 

evidence of informed consent. Instead the Court views informed consent as a process 

comprising various stages of a healthcare provider transmitting information on the 

consequences, risks and alternatives of undergoing or declining a procedure, of the patient 

understanding that information, and of the patient clearly communicating approval for the 

procedure, unencumbered by a lack of capacity or voluntariness that would render the process 
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invalid. 

 

As a process, informed consent can be understood to comprise a series of exchanges. As 

communication, informed consent in surgical procedures involves at least two actors, both of 

whom are required to participate and to be able to participate for the exchange to be effective. 

In resource-constrained public hospitals in the southern African region, there may be a 

variety of actors who interact with a patient during the course of care, exchanging various 

components of the communicative transactions over interrupted periods of time. As the facts 

in the LM case illustrated, lay counsellors conducted group counselling, explaining to patients 

submitting to antenatal care a variety of contraceptive options with varying levels of detail 

and patient responsiveness. Following admission on a later date during labour, nurses 

solicited the patients’ signatures on consent forms. When the surgeons met the patients, they 

performed the sterilisation procedures on the presumption of the integrity of the preceding 

communications. Manson and O’Neill’s view of informed consent as “complex social and 

communicative transactions” finds expression and particular meaning in these 

narratives(295). 

 

Achieving “uptake” 

In order for any particular communicative exchange to be successful, “uptake” needs to be 

achieved. Uptake occurs when the hearer recognises the speaker’s intention(404). It is clear 

that various factors can inhibit achieving uptake. Manson and O’Neill note that inhibiting 

factors to successful communicative transactions might be that the participating parties lack 

common language, or have different understandings of the same terms, or lack shared 

background knowledge(295). Analogously, the Court in the LM case quoted with authority 

the dicta in a 1904 South African case, See Waring and Gillow Ltd v Sherborne 1904 TS 340 

as referred to in the Supreme Court judgment Government of the Republic of Namibia v LM 

and Others, 2014, NASC, at para 98, in which it was held that “knowledge does not 

invariably imply appreciation, and both together are not necessarily equivalent to [informed] 

consent.” 

 

In this context, the facts in the LM case illustrate factors that may disrupt a patient or a 

healthcare provider’s uptake of information. For example, patients and healthcare providers 

may not share a common language, education, or socio-cultural background. In addition, 
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highly technical terms, which would not have been known to the patients, were represented as 

acronyms on the consent forms. For lay patients or illiterate patients, it cannot be assumed 

that the use of these terms or acronyms convey any meaning tantamount to achieving uptake.  

 

The LM judgment also makes it clear that a range of other factors might damage the quality 

of the communicative transaction and inhibit successful uptake from occurring. For instance, 

busy medical staff might not adequately explain the medical procedure, compromising 

disclosure of details, and understanding. Studies in Latin America(405) have indicated that in 

many cases of women living with HIV who are coercively sterilised, healthcare workers 

deliberately misinformed patients in order to coerce their agreement to the procedure. The 

pain of labour might interfere with the patient’s ability to recognise fully the speaker’s 

intention, thus inhibiting uptake, with the result that consent is not achieved.  

 

In order to ensure uptake is achieved, healthcare providers may consider adopting the practice 

of “repeat back” procedures often employed in informed consent processes for clinical trials. 

This typically involves requesting a patient to repeat back in their own words the 

understanding of the procedure explained to them. This has potential to ensure that the patient 

has not only heard the information provided in relation to the medical intervention but 

appreciates and understands it fully, further giving the healthcare provider the opportunity to 

correct any misconceptions. 

 

Communication between healthcare providers 

The facts in LM, however, highlight an additional dimension to achieving uptake in the 

informed consent process that may have particular relevance in resource-constrained public 

hospitals where communication breakdown also occurs between healthcare providers 

exchanging the terms of their individual communications with the patient. 

 

One of the doctors involved in the sterilisation of the third respondent in the LM case testified 

that “ordinarily she would not discuss the sterilisation procedure with a patient in detail but 

would refer the patient to medical officers and to antenatal care classes” (Supreme Court 

judgment at para 80). The doctor testified that in order to give informed consent individual 

counselling was not necessary (Supreme Court judgment at para 85). The nurse who had 

prepared the second respondent for the procedures “assumed” the patient “wanted to be 
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sterilised” on the basis of the inscription of “BTL” on her “health passport”. The judgment 

does not interfere with the idea that it is legally valid for multiple parties to be involved in 

communicating with a patient during the informed consent process nor does it overtly 

comment on the adequacy or otherwise of group settings to convey information for the 

purposes of informed consent. However, the case brings to focus the complexity of informed 

consent as a communicative process when so many actors are involved in the exchange. 

 

An abstract ideal in practical context 

The testimonies in the case speak to some additional difficulties that healthcare providers 

may face in resource-constrained environments. The doctor who performed the third 

respondent’s caesarean section and sterilisation, testified that the hospital where he worked 

had a shortage of staff, that staff worked under immense pressure, and were constrained by 

time and the availability of theatres (Supreme Court judgment at paras 58 and 60). The nurse 

who took the first respondent’s consent in effect testified to having perused the patient’s 

records, called the doctor, waited for him to arrive, briefed the doctor, completed the consent 

form (while translating) and prepared the patient for theatre all within 15 minutes (Supreme 

Court judgment at para 45). She testified that “saving the respondent’s baby’s life in an 

emergency situation” was “more important than fully completing the medical record.”  

 

Is it possible for healthcare providers to achieve the idealised abstract notions of informed 

consent under these conditions?  We seek to relate some of judgement’s findings to practical 

constraints and interventions to follow. 

 

Consent forms are not informed consent 

In some respects, the LM judgment confirms some rather uncontroversial tenets of informed 

consent in law and medical ethics. The first is reflected in how the Court refused to take the 

mere existence of the patient’s signature on a consent form as conclusive proof of the 

integrity of the informed consent process. At best, the written consent form is a mere 

recording of the “consent” stage of the informed consent process. In the LM case, it did not 

reflect whether or not the patient understood what sterilisation involved and meant for her, 

nor whether she factually, voluntarily and with the requisite capacity agreed to the procedure. 

The judgment in this manner affirms the importance of the substantive integrity of the 

process. When healthcare institutions operate under staff constraints, as the hospitals did in 
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the LM case, a tokenistic approach can easily reduce the goal of the process to merely 

obtaining the patient’s signature. The extent of the undue obsession with “consent” stage of 

the informed consent process is seen in the response of certain public hospitals in Namibia to 

the Supreme Court judgment. A number of women have reported subsequent to the 

judgement of being denied voluntary sterilisation procedures and being told that they need to 

obtain police affidavits indicating their consent to the procedure before it will be 

performed(406). Healthcare providers and trainees should be educated on the legal and 

ethical importance of the informed consent process as a whole. 

 

Each (non-emergency) procedure requires informed consent 

By dismissing the evidential weight of a single consent form in proving informed consent to 

the sterilisations, it is clear that the patient’s signature does not absolve a hospital or 

healthcare provider of liability. As a corollary, the judgement affirms that each and every 

non-emergency procedure performed on a patient requires informed consent, irrespective of 

whether the agreement stage of those processes are recorded on one or separate consent 

forms. There can be no universal consent on admission. 

 

The judgement very clearly distinguishes voluntary and emergency procedures and clarifies 

that sterilisation is almost never an emergency procedure. The doctor testifying in relation to 

the sterilisation of the third respondent stated that normally sterilisation would be performed 

48 hours or 6 weeks after the patient had given birth (Supreme Court judgment at para 83) 

The Court held that– 

“[u]nlike some life-saving procedures that require intervention on a moment’s 

notice, sterilisation allows time for informed and considered decisions.” 

Supreme Court judgment at para 106 

 

Considering the legal consequences of these findings, practical measures that healthcare 

institutions may consider include requiring separate consent forms to record the agreement 

for each separate procedure to be performed on a patient. At the clinic where the first 

respondent in the LM case was sterilised, one standard consent form was used for all 

procedures – separate forms for specific operations were only introduced at a later stage. 

 

In addition, it may be valuable to put in place precautionary measures to ensure the integrity 
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of the informed consent process for elective procedures is secured in the rare case of these 

being performed at the same time as emergency procedure. This may require advance 

counselling. As stated by the Supreme Court, a “patient should not be counselled for the first 

time about sterilisation while experiencing active labour” (Supreme Court judgment at para 

85). In its recommendations to the Namibian Government following the Court case, the 

Committee on the Elimination of Discrimination against Women urged the Namibia to adopt 

legislative and policy measures that clearly define the requirement of free, prior and informed 

consent with regard to sterilisations.  

 

Aspects of the judgement’s reasoning may indicate, however, that it is advisable to avoid 

elective sterilisation from ever being performed following admission for an emergency 

procedure. This is because even if the patient is informed, she may not be in a position to 

consent to the procedure under the strain of conditions likely to be experienced when 

submitting for emergency care. In addition, even if she is fully informed and consented to the 

elective procedure prior to admission for emergency care, her ability wilfully to withdraw her 

prior decision may be compromised.  

 

In the case of the third respondent, the doctor attending to her sterilisation agreed that if the 

procedure is discussed with the patient for the first time during active labour, “her consent 

should not be accepted” (Supreme Court judgment at para 87). The Court found it significant 

in the case of the first respondent that although she had been informed of sterilisation as part 

of general antenatal care education– 

“there was no evidence that she was informed about undergoing sterilisation as 

a method of birth control. She was only informed about sterilisation after being 

in labour for about eight hours.”  

 

In the case of the second respondent, even though the Court held that the evidence showed 

that the patient had– 

“opted for sterilisation some time in the future, she still had the opportunity to 

change her mind and her [agreement] should not have been obtained at the 

height of labour when it was difficult to make a rational and informed choice.” 

Supreme Court judgment at para 93  

 

The inference from this latter finding is that should healthcare institutions wish to avoid 
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infringing on a patient’s rights and thereby avoid liability, it is generally inadvisable to 

perform voluntary sterilisations at the same time as emergency procedures because the 

integrity of the informed consent process cannot be guaranteed. 

 

It is recalled here that the Court’s decision placed the legal invalidity of the sterilisations on 

the fact that the patients lacked the capacity to consent while in labour. While not explicit in 

its reasoning, the Court’s repeated linking of the pain of labour as disrupting the requirement 

that the patient’s consent be informed in the above extracts, is indicative of a comprehensive 

approach to the notion of a patient’s capacity. A patient must not only have the capacity to 

consent, she must also have the capacity to be informed. The effect of labour pain therefore 

need not be universally understood as excluding the prospect of valid informed consent. A 

patient experiencing labour pain may, for example, still be able to give informed consent for 

epidural analgesia. See the discussion in LeClerq et al (407) at p 27 for a discussion on 

varying effects of pain during labour on a patient’s capacity to be informed to consent for 

epidural analgesia. This can be understood to differ from the patient’s capacity to be 

informed as to the consequences and permanence of sterilisation, and fully appreciative of 

those consequences, during the height of labour.  

 

Communicating consequences, risks, and alternatives 

The Court in the LM case quite distinctly emphasises the importance of communicating the 

consequences of and available alternatives to the procedure and not just the risks of the 

intervention:  

“Informed consent implies an understanding and appreciation of one’s rights 

and the risks, consequences and available alternatives to the patient.” Supreme 

Court judgment at para 3 

 

Referring to the South African judgment of Castell v De Greef, 1994, (4 SA 408), the Court 

held that the patient’s consent must be comprehensive, extending to the entire transaction, 

inclusive of the consequences (Supreme Court judgment [1] at para 98). 

 

This is of some significance. The term “informed consent” is credited to first having been 

deployed by an American lawyer, Paul G Gebhard, in the case of Salgo v Leland Stanford Jnr 

University (408). From that first use of the expression in the decision of Bray J in that case, 
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the “informing” component of informed consent is almost exclusively expressed as requiring 

the communication of risks: 

“A physician violates his duty to his patient and subjects himself to liability if he 

withholds any facts which are necessary to form the basis of an intelligent 

consent by the patient to the proposed treatment. Likewise the physician may 

not minimize the known dangers of a procedure or operation in order to induce 

his patient's consent. At the same time, the physician must place the welfare of 

his patient above all else and this very fact places him in a position in which he 

sometimes must choose between two alternative courses of action. One is to 

explain to the patient every risk attendant upon any surgical procedure or 

operation, no matter how remote; this may well result in alarming a patient who 

is already unduly apprehensive and who may as a result refuse to undertake 

surgery in which there is in fact minimal risk; it may also result in actually 

increasing the risks by reason of the physiological results of the apprehension 

itself. The other is to recognize that each patient presents a separate problem, 

that the patient's mental and emotional condition is important and in certain 

cases may be crucial, and that in discussing the element of risk a certain amount 

of discretion must be employed consistent with the full disclosure of facts 

necessary to an informed consent.” Salgo v. Leland Stanford etc. Bd. Trustees, 

154 Cal.App.2d 560 [Civ. No. 17045. First Dist., Div. One. Oct. 22, 1957] 

 

Discussions on the duty on the healthcare provider to inform a patient often centre primarily 

on the communication of risk. The inclusion of a requirement to inform the patient of 

alternative treatments is understood to have moved the comparative jurisprudence on 

informed consent towards a more patient-centric approach (See the discussion of the 1972 

case of Canterbury v Spence (409)). It may well be that the specification of the obligation to 

inform a patient of the consequences of a procedure is either considered so trite so as not to 

require specification or to be inclusive in the duty to inform a patient of risks and alternatives 

in a particular intervention. 

 

However, the specification that the informed consent process must be comprehensive and 

extend to the entire transaction, inclusive of its consequences (See Castell v De Greef, 1994 

(4) SA 408, at 425) has been an important development of the law and is valuable in its 

articulation in the southern African context. The assessment of the evidence in the LM case 
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referred extensively to whether the patients had understood the consequences of the 

procedure. By emphasising a comprehensive approach on the healthcare practitioner’s 

requirement to communicate risks and consequences to the patient and in embracing the 

reasoning in the Castell v Greef decision, the judgment advances a patient-centric approach. 

It thereby emphasises the patient’s autonomy and self-determination as opposed to what are 

arguably more paternalistic, physician-centred approaches that favour the healthcare 

practitioner’s right to determine what amounts to a “reasonable disclosure” in the course of 

informing the patient (See the discussion in ethical guidelines at p 313 (410)). 

 

The Court considered in evidence the Namibian Ethical Guidelines for Health Professionals, 

which state that: 

“[E]veryone has the right to be given full information about the nature of his or 

her illnesses, diagnostic procedures, the proposed treatment and the costs 

involved.” Supreme Court judgment at para 96; citing the Health Professions 

Councils of Namibia’s Ethical Guidelines for Health Professionals(410) 

 

To the extent that this articulation of the legal and ethical requirements of the informed 

consent process fails to make clear the requirement that consequences of a procedure as well 

as risks must be communicated effectively to the patient, the Guidelines may require revision 

or further specification. 

 

In contexts where healthcare access is limited, healthcare practitioners may not consult with 

patients seeking elective or non-critical care in the ordinary course. It is easy to understand 

that the informed consent process can become routinely thinned out when the majority of 

patients that a healthcare provider deals with submit for care in a state of emergency or where 

the desired consequence from a treatment regime are easily presumed as common cause. It is 

perhaps safe to assume that a patient in the height of labour desires to give birth to her child, 

or that the desired consequence in submitting for care for a patient seeking treatment for 

respiratory failure is improved vitality and respiratory function. Making clear the 

consequences and not just the risks of an intervention offered in these contexts are perhaps 

not ordinarily the focus of a healthcare practitioner’s communication with the patient, with 

whom there is safely assumed to be a shared consensus on desired outcomes.  

 

Sexual and reproductive services like family planning and contraceptive care are particularly 
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distinct, however, in that the desired consequences from a particular medical intervention 

sought can seldom be assumed to be common cause between patient and healthcare provider. 

While healthcare providers should keep in mind information imbalances in perhaps having 

superior knowledge to the patient regarding the risks, benefits and consequences a particular 

treatment regime offers, they should not assume superior knowledge regarding which 

consequences are desirable for a patient or in the patient’s best interests. It is therefore quite 

possible that patients understand the risks of the procedure (for example that they may 

experience adverse reactions to anaesthesia, wound infection, or prolonged abdominal pain 

following tubal ligation) but do not fully appreciate the certain consequences (for example 

that beyond the contraceptive result of tubal ligation, they will experience permanent 

infertility). It is possible that the patient’s priorities in respect of the desirability of 

consequences will differ drastically from those of the healthcare provider. 

 

Material risk 

In legal terms, the difficult decision-making faced by a healthcare provider in electing the 

relevant and appropriate information to convey to a patient is measured in some jurisdictions 

according to those “material risks” which are determined in reference to medical practice 

adopted by the healthcare provider at that time as considered proper by a responsible body of 

medical opinion (See the “Bolam” Principles as articulated in Bolam v Friern Hospital 

Committee, 1957, (1) WLR 583. See also Sidaway v Governors of the Bethlehem Royal 

Hospital, 1985, (1) All ER 643 (HL)). Medical evidence and health professionals’ 

determinations of materiality of information are thus determinative. However, in embracing 

the trend of reasoning in Castell v De Greef, 1994 (4) SA 710 (T), the Court in the LM 

judgment arguably positions itself more in line with reasoning that considers not only 

medical professionals’ perspectives on what information is material to convey to a patient, 

but also notions of materiality as determined in reference to the patient’s particular context. 

The Court thereby embraces a more patient-centric approach. For example, the Supreme 

Court of Canada in Riebl v Hughes held that: 

“To allow medical evidence to determine what risks [and consequences] are 

material, and hence, should be disclosed and, correlatively, what risks [and 

consequences] are not material is to hand over to the medical profession the 

entire question of the scope of the duty. What is under consideration here is the 

patient’s right to know what risks [and consequences] are involved in 
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undergoing or foregoing certain surgery or other treatment. The materiality of 

non-disclosure of certain risks to an informed decision is a matter for the trier 

of fact, at matter on which there would, in all likelihood be, not only medical 

evidence but also other evidence, including evidence from the patient and from 

members of his family.” Riebl v Hughes (1980) 114 DLR (3d) 1. 

 

In many discussions on informed consent, the purpose of the process is understood as to 

provide or disclose information to a party as a basis for their autonomous decision-making. 

Ensuring that a patient understands the consequences of and alternatives to electing and 

forgoing a particular procedure and not only the associated risks thereto, allows the patient to 

consider their personal circumstances and best interests in making a decision. Healthcare 

providers will, in all likelihood, be ignorant of the materiality and relevance of a patient’s 

personal interests. 

 

Many HIV-positive women and men express a strong personal desire for biological 

parenthood, despite that healthcare providers may see this as medically or morally 

undesirable from the perspective of their own socio-cultural realities. A patient’s wish for 

biological parenthood may be influenced by social values that encourage childbearing (278). 

Cultural values around women’s fertility assign significant social status to women who bear 

children and childlessness often carries negative social and even economic consequences for 

women, including divorce, abandonment, and violence (411).  

 

Manson and O’Neill argue that justifications for the ethical requirements of informed consent 

based purely on autonomy can be problematic (295). They argue that “informed consent 

transactions serve a variety of purposes over and above the provision of material for decision-

making”. These may include a purpose to ensure the protection of healthcare providers from 

the threat of legal action or to establish a relationship of trust and confidence in the healthcare 

provider premised on a perception of transparency. The communicative transactions 

comprising the informed consent process may be ethically important for a variety of reasons 

beyond merely being devices to enable “autonomous choice” (295). 

 

A record of the communication 

Indirectly, the judgement in its findings and the narratives of the patients, illustrates further 
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some challenges in the informed consent process that may be more pronounced in the 

realities of resource-constrained environments. 

 

All the doctors in the LM case testified to not recalling their interactions with individual 

patients, instead relying on the brief notes they had taken but mostly assuming what occurred 

by what they would ordinarily do in practice. In relation to the second respondent in the LM 

case, the Court considered the evidence of a nurse who had assumed what the patient’s 

wishes were based on the acronym “BTL” recorded in her “health passport” and on the basis 

of speculation on the sort of counselling that would ordinarily have been conducted. The 

Court held that “[u]nfortunately … the explanations … are not recorded anywhere in the 

clinical notes” (Supreme Court judgment at para 92). The Court could not accept as fact that 

the informed consent process had been undertaken based on presumptions of “the usual 

process”. The Court also affirmed that the onus falls on the hospital to demonstrate on a 

balance of probabilities that informed consent was given by a patient (Supreme Court 

judgment [1] at para 107: “I am not persuaded that the appellant has discharged its onus of 

demonstrating on the balance of probabilities that informed consent was given”.). 

 

Leclercq et al explain that there is great variance in the recording of the consent stage in 

surgical informed consent: in the USA a patient signature is required; in the United Kingdom 

a note in the patient’s chart is sufficient; and in the Netherlands one is not strictly required to 

obtain written consent (407). The LM case establishes a presumption that a consent form is 

not in itself evidence of the informed consent process. In understanding how consequential 

inadequate communication between healthcare providers was in the LM case, it is worthwhile 

for healthcare providers and institutions to understand paperwork, including consent forms, 

notes in “health passports” and clinical notes in a patient’s file, as a tool for communication 

as opposed to an instrument to effectively disclaim liability. Ensuring that healthcare 

providers have the tools and time to effectively record communications and not just 

signatures is a huge challenge in resource-constrained environments for which creative 

solutions may need to be adapted. 
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The integrity and individualisation of the informed consent process: understanding 

power dynamics 

The individual context 

Standard operating procedures, codes, and requirements alone do not guarantee that abuses of 

informed consent will not occur in healthcare settings. Understanding the influence of 

complex socio-cultural factors, the dynamics of the communication process, and the 

importance of power disparities on the informed consent process remain additionally 

important. 

 

A patient may be fully informed but nevertheless coerced into signing a consent form for fear 

of receiving compromised healthcare if consent is withheld. Patient perception, healthcare 

provider perception and power dynamics are all important in assessing whether the 

communicative process is effective and possibly in determining whether the patient’s consent 

is valid. Studies have found that, an overriding concern for patients is to receive care and 

attention for the problems that brought them there in the first place. Many patients perceive 

that the hospital staff expect them to participate or cooperate (412). Women in the height of 

labour may have difficulty declining additional elective surgeries for fear of treatment being 

withheld for their immediate and urgent obstetric treatment needs.  

 

The second respondent in the LM case, for example, testified that the doctor was a person in 

authority and she was under the impression that there was a policy in place that required all 

HIV positive women who were pregnant to be sterilised (Supreme Court judgment at para 

16). She testified that she did not want to be sterilised but was not informed that she could 

refuse the procedure. She understood that the procedure for which she was consenting to 

when signing the form was to save her baby’s life. 

 

Arguably, the Court’s reasoning in the LM case establishes that the integrity of the informed 

consent process cannot be measured in abstract: it is a process occurring within a variable and 

individualised context. The Court held that– 

“[w]hether or not the respondents gave their informed consent to the 

sterilization procedures is largely a factual question. For that reason it requires a 

consideration of the circumstances in which the respondents allegedly gave 

their consent.”  
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The disenfranchised status of a patient can easily feed into a paternalistic approach to their 

medical treatment. The facts in the LM case highlight gendered ideas of the patient’s 

competence to determine her best interests in medical care. The judgment states: 

“The doctors who testified on behalf of the appellant seemed to agree with the 

third respondent, especially, should be sterilised. Some of the comments made 

about her were quite cutting, if not bordering on medical paternalism. She was, 

for example, described by one of her doctors as being ‘unreliable concerning 

her life care’ and that it felt that she is ‘best helped if she never falls pregnant 

again’.” Supreme Court judgment at para 105 

 

The judgement’s narratives of the events are important in highlighting how healthcare 

practitioners may easily perceive markers of vulnerability (such as poverty, HIV-positive 

status, socio-economic disempowerment, or illiteracy) as signals of the patients’ absent 

capacity to determine their own best interests. This will surely heighten the dangerous 

likelihood of a healthcare provider substituting their will for that of the patient under a 

presumption of their best interests. Nevertheless, power dynamics can certainly be a 

disruptive factor in the communicative process of informed consent. It is possible to 

understand some of these power dynamics under the requirement to be “informed”. For 

example, Manson and O’Neill describe that understanding informed consent as 

communicative transactions means that we see informing someone as something which is, 

inter alia, context dependent, norm dependent, inferentially fertile, and rich in conveying 

propositional content (295). This means that a healthcare provider needs to be aware that the 

information they seek to convey is not necessarily understood by the patient in the same way 

that the caregiver understands it. Education and training on informed consent should 

empower healthcare providers to recognise the effect of power disparity on their 

communication with the patient without allowing the recognition of those power imbalances 

to interfere with their assessment of the patient’s capacity to understand their own best 

interests.  

 

Revealing Stigma and Discrimination 

The High Court in the LM case found that the three women had failed to provide adequate 

evidence that the sterilisations were performed because of their HIV status, that is that the 

sterilisations were done on a discriminatory basis. Although this issue was not appealed, the 
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Supreme Court nevertheless gave an opinion in passing that the High Court was correct on 

this finding. The oral testimonies of the healthcare providers clearly showed that they thought 

the women should be sterilised. While the courts may not have been persuaded on legal terms 

on the evidence before them that the conduct was discriminatory, it is noteworthy that forced 

and coerced sterilisation is rooted in eugenics. Historically, this practice has always targeted 

the most marginalised persons in society, including persons with mental or physical 

disabilities, racial minorities, poor women, and people living with specific illnesses, such as 

epilepsy (294). It is in this sense that the integrity of the informed consent process in sexual 

and reproductive healthcare is a signifier of discrimination and stigma, revealing the state of 

institutionalised and socialised ideas on the subjectivity of patients seeking care. 

 

Because access to justice for patients in resource-constrained environments is inhibited, 

healthcare providers and institutions may be unlikely to receive timeous alerts through legal 

complaints to a culture of discrimination and stigma against a particular group. In the absence 

of patients meaningfully asserting their rights, healthcare providers are not incentivised to 

guard against prejudice, minimising the urgency of self-regulation to ensure incidents do not 

reoccur. The LM judgment and the ongoing revelations of similar practices of coerced 

sterilisation of HIV-positive women across the southern African region are therefore 

important moments to re-examine ongoing stigma and discrimination on intersectional 

grounds that occurs in healthcare.  

 

Conclusion 

The narratives of fact in the LM judgment illustrate how beyond questions of legal liability 

and culpability, the communication process of informed consent can go wrong on either side. 

The abstract legal notions of the informed consent process can appear challenging in the 

particular experiences of public healthcare institutions in resource-constrained environments. 

Through adopting an approach to understanding informed consent as a complex 

communicative process, we have sought to illustrate how a number of practical interventions 

at institutional and policy level and in the approach of individual healthcare providers 

towards patients can assist in ensuring the integrity of the informed consent process, both 

legally and ethically.  

 

Arguably, the institutional and habitual practice of retaining an understanding of informed 
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consent as driven by the legal agenda to avoid liability is dangerous to its own ends. For 

example, as the judgement illustrates, a focus on the consent form as proof of the informed 

consent process guarantees neither the healthcare institution nor the healthcare provider 

freedom from legal liability. Instead, patient-centric communication and the adoption of 

practices and procedures that accommodate the multiplicity of partners, languages and lingos 

involved in a single instance of informed consent, potentially stands better to protect patient, 

institution and healthcare provider. 

 

The judgement recognises individual context within the abstract standards of informed 

consent but establishes the legal role of interpersonal, social, and economic power disparities 

rather narrowly in the particular factual contexts of the three respondents. Once more, a 

communication-based understanding of the informed consent process assists in understanding 

how power disparities can disrupt effective communication without necessarily needing to 

undermine an understanding of the patient’s intellectual capacity to understand her own best 

interests. 

 

The LM judgement reveals the multiple ways in which HIV-positive women seeking sexual 

and reproductive healthcare are extraordinarily vulnerable to coercive circumstances in 

exercising self-determination over their bodies. The ongoing practice of coerced sterilisation 

documented across the southern Africa region are illustrative of pervasive stigma and 

discrimination against socially and economically marginalised HIV-positive women. 
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CHAPTER 9: CONCLUSION AND 

DISCUSSION 
 
 
“Begin at the beginning," the King said, very gravely, "and go on till you come 
to the end: then stop.”(279) 
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9.1 Summarised conclusions 

 

Regarding the theoretical approach of risky sexual behaviour, chapter 4 found that 

adolescents chose gender as their preferred identity. When asked to ascribe behaviours to an 

idealised possible identity, girls assigned significantly less risky behaviours to their possible 

identity than boys. Girls’ possible identities were also significantly less risky when compared 

to their actual behaviours. In the paternalistic South African society, girls are not able to 

adopt the less risky behaviour they aspire to, while boys are able to actualise their (risky) 

possible identities. As a result, girls are not able to act in congruence with their possible 

identities, but instead follow the cues proposed by social norms in a gendered society.  

 

In the self-regulation study in Chapter 5, high regulatory focus scores were associated with 

not having had sex before, irrespective of whether the adolescents were serving a security 

(not engaging in sex to prevent loss) or nurturance (not engage in sex to achieve future goals) 

need.  Regulatory focus theory can add credibility to adolescent health communication 

programmes by appealing directly to the regulatory focus of the individual whether this is 

situationally induced or chronically stable.  High  regulatory scores can be achieved in health 

promotion by advocating an end state that is represented in the recipient’s mind as a 

promotion or prevention goal and achieving the goal using either eager or vigilant means.   

 

In the context of vulnerable populations, this study shows in two sex work settings hardly 50 

kilometres apart, that sex worker sub-populations differed in  important ways (chapter 6). 

Those in Johannesburg were almost 5 years younger, higher educated, and more likely to 

come from neighbouring Zimbabwe than those in Pretoria. Women in Johannesburg were 

almost twice as likely to use alcohol, more likely to have moved house more than twice in the 

previous year, and had been engaged in sex work for longer than their counterparts in 

Pretoria. Although HIV prevalence was alarmingly high in both sites, Johannesburg women 

were less likely to test positive for HIV, but more likely to report having a previous STI. 

Working from the street and accessing healthcare from a mobile unit were linked with higher 

HIV prevalence. Sex workers in Johannesburg had different home life profiles as well; they 

were more likely to have children but less likely to have children staying with them. Women 

with no children were more likely to smoke marijuana. This study clearly shows the diversity 

of sex workers in different locations and their varying needs in the workplace and at home. 
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Early engagement and consultation with sex workers in local sites, to understand context, is 

required to understand the ways in which their needs and vulnerabilities differ. 

 

When comparing sex workers to the general population, chapter 7 shows that sex workers 

were better educated and more likely  to know their HIV status than that reported by women 

in the general population. Demographic factors that increased sex workers’ vulnerability 

when compared to the general population, included being younger and twice as likely than 

women in the general population to be single. Sex workers were also more likely to abuse 

alcohol and drugs, more likely to have multiple partners and more likely to have experienced 

violence. The harm-vulnerability-risk framework illustrates how harms related to sex work 

can be reduced or even removed by decriminalisation and by enforcing existing South 

African laws, policies and guidelines. Enforcing these policies, and labour issues specifically, 

can protect sex workers against stigma and discrimination from the community, healthcare 

workers, the police and exploitative practices from brothel owners, pimps, and landlords. 

 

Concerning the SRH rights of vulnerable populations, the oral testimonies of the healthcare 

providers in chapter 8, the informed consent study, clearly showed that they thought the 

women should be sterilised, reflecting stigmatisation towards the HIV positive status of 

women and their wish to have children. Forced sterilisation is one example of violations of 

the human rights to equality, non-discrimination, dignity, liberty, and security of the person, 

and freedom from torture, cruel, inhuman, and degrading treatment, as well as the right to 

health as enshrined in national, regional, and international human rights law. The actions of 

healthcare providers and the legal and ethical norms it reflects, must speak to the lived 

realities of patients in the context in which healthcare is provided. This can be achieved by 

revisiting institutionalised practices sanctioned by stigma and discrimination. 

 

Consequences for SRH research 

The individual capacities of adolescents and female sex workers are interlinked with the 

enabling (or disabling) character of social, structural and behavioural barriers (gender 

inequality), practices and institutions (the health system), human rights (policy framework), 

and the legacy of apartheid in South Africa. Combined, these factors result in a complex set 

of behaviours that increase their vulnerability at multiple levels. These behaviours could 

depend on an individual’s knowledge, attitudes, emotions and risk perception, to power 
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dynamics between partners and within communities. With global agreement that every 

individual has the right to make their own choices about their SRH and that everybody should 

have access to SRH rights, adolescent girls and sex workers need a new paradigm in research. 

This shift requires a move away from individual-level behaviour theories towards group 

behaviour and away from the biomedical model towards a social approach to health. 

 

Adolescent girls and sex workers have possible identities, and whether these aspirations are 

taking oversees trips, providing for children, getting an education, or developing self-esteem; 

they use transactional sex to attain their ideals given their resource poor and gender unequal 

circumstances. They would make better decisions in line with their idealised identity, but are 

prevented from this as family members, religious organisations and communities condemn 

their behaviour; healthcare workers judge their sexual activity and deny services; men in 

transactional relationships demand sex on their terms and persistent socio-cultural barriers 

prevent them from actualising their non-risky idealised identity, and dictate their conduct and 

role in society. Within their reality of competing interests, adolescent girls and sex workers 

need the support of policy makers, implementers, and researchers to be understood as well as 

to exercise their SRH rights before they can adopt safer behaviours. Research aiming at 

improving SRH outcomes requires addressing gender inequality in order to understand how 

girls can get closer to achieving behaviour that resonates with their idealised possible 

identities. Similarly, understanding how boys are pressurised by social norms to display risky 

behaviour, will help to unravel mechanisms that make them adopt less risky behaviour, 

resulting in prevention programs achieving its objective of reducing HIV incidence. Using 

identity-based motivation to encourage gender transformation will redress the barriers of the 

vulnerable group to adopting safer behaviours. 

 

For adolescent girls and sex workers, seeking health information and care often competes 

with other priorities and needs. For adolescents these priorities are for example, identity 

formation and following social prescriptions for female behaviour and for sex workers, these 

priorities include raising children and leading a normal home-life. A conclusion from this 

study is that  health literacy campaigns aimed at the general population might not resonate 

with their needs or context. Regulatory focus theory posits that when promotion focus is 

activated, confrontation with a negative group-based expectancy will not prompt concerns 

about potential negative outcomes but rather motivate to prove the expectancy wrong by 

reaching a positive goal. High self-regulation scores increase a person’s motivational strength 
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in goal achievement. As self-regulatory scores can be increased through situational cueing, 

health promotion messages can be matched to the regulatory focus of adolescent girls and sex 

workers to ensure that health communication reaches both chronic and situationally self-

regulated females. By crafting health promotion messages as both gain- and loss-framed, 

credibility of messages are improved and messages reach all target groups. 

 

Adolescent girls and sex workers are clearly not attracted to generic services evidenced by 

their refusal to access available free services. Chapter 6 flagged the heterogeneity of sub-

groups and the import of context in vulnerable female populations. Considering the social, 

structural and behavioural determinants that contribute to poor SRH outcomes, there is a need 

to understand the context in order to respond appropriately. Researchers must therefore 

design studies that reflect the variety and complexity of sex worker needs and behaviours in 

their specific context, in consultation with local vulnerable populations, led by the affected 

groups.  

 

Social public health research situates risk, harm, and vulnerability, and risk responsibility as 

something shared between individuals, communities, and social environments (chapter 7). 

Harm reduction frameworks can protect vulnerable women with respect, while upholding 

dignity, and freedom from harassment and inequality. Such a framework removes the reliance 

on individual-level behaviour change as a stand-alone activity for improving access to SRH 

and SRH rights. This study again infers the need for in-depth analysis when planning 

research on vulnerable female populations.  

 

Vulnerable women are frequently exposed to coercive practices institutionalised under the 

biomedical model of healthcare (chapter 8). Understanding how to ensure that women have 

capacity, are informed, and are free from the disruptive role of power dynamics when 

accessing health care, strengthens their realisation of their human rights. Through 

sensitisation and improved communication between equal stakeholders (vulnerable females 

and health providers), the responsibility of health providers is elevated above their subjective 

opinion when dealing with cases. Understanding the legal requirements for informed consent 

as a ‘communicative process’ (as developed by Manson and O’Neill) may be a valuable point 

of departure for analysing power differences and stigma in healthcare settings. 

 

Good health outcomes are more likely to be achieved when governments and communities 
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act  in partnership on the basis of combined evidence provided by social- and biomedical 

scientists. Interventions, and their evaluations must involve all levels of society because 

social transformation is necessary to achieve consistent and sustained improvement in health 

outcomes. Similarly, improved SRH outcomes for adolescent girls and sex workers need a 

social approach  complementing individual-level behaviour change approaches and the 

biomedical model of healthcare.   

 

Sexuality remains a sensitive and often unpopular topic, especially for vote-seeking 

politicians. Politicians, religious leaders, and bureaucrats have to be convinced by evidence 

that women’s lives and rights are worthwhile and not challenging to their authority and moral 

opinion. With conviction they must be turned into activists to lobby for sex education for 

adolescents, child services for sex workers, and an end to gender inequality. National 

governments and international donors need research evidence that is applicable on a large 

scale but responsive to the needs of sub-groups, for example group identity or geographical 

and demographic variance in local populations (chapters 4 and 6). Although the most 

important contextual barriers and behaviours may be quite specific to a particular community, 

transferability across settings can be gained by conceptualising those factors as instances of 

more widely applied models. Where possible, existing theories should be combined or 

transferred from other disciplines rather than creating brand new theories (chapters 5 and 7) 

using theoretical models to inform considerations of scalability and sustainability at street-

level (chapter 8). Mechanisms by which behaviour change occur must be explored beyond 

the individual level. For example, what is the mechanism whereby group identity and group 

connectedness relate to sexual behaviour? What is the mechanism whereby girls who 

complete school engage in less sexual risk-taking (future orientation, self-efficacy, a different 

view of gender roles)? Understanding mechanisms is more likely to yield sustainable and 

replicable change than simply reporting associations between variables (chapters 4, 5 and 6). 

 

Beyond gender-aware research, scientific research can have gender transformative outcomes 

and impacts. Research design that sets change goals contribute towards shifting gender 

inequitable behaviours, norms and assumptions and empowering women and girls to actualise 

their SRH rights. Gender-sensitive research interpretations help to naturalise the often 

unquestioned ideas, for example that women should take on the bulk of unpaid care work and 

that men should not be primary carers for young children. Gender unbiased research result in 

questioning existing knowledge through a gender lens, to interpret findings in a new way. 
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This type of gender analysis of some of the fundamental principles and beliefs of science 

could lead to significant changes in the way we think about many issues, including gender 

difference, and could ultimately support changes in gender power relations (see chapters 4, 5 

and 8). 

 

Behaviour change research must focus on group norms and ways to assemble vulnerable 

groups to influence the design of research. It is essential to consider SRH rights, power 

imbalances, and agency of vulnerable groups in research design.  Mobilising these groups 

help to strengthen the collective power of vulnerable women, and ensure meaningful 

engagement in and enjoyment of full benefits of being treated fairly and equitably (chapters 4 

and 5). 

 

Only once SRH rights- and social public health principles are incorporated into research on 

vulnerable females will their SRH outcomes improve. These are jobs for social and political 

scientists, ethnographers, sociologists, anthropologists, and political scientists, whose 

academic disciplines inform their understanding of the cultural, political, and social worlds, 

in which adolescent girls and sex workers live and engage in sexual practices. 

 

For as long as unequal gender norms dictate the expected behaviour of girls and sex workers, 

their aspirations will remain pipedreams. For as long as sex workers are not recognised as 

mothers and spouses, will they be exploited and violated. For as long as the biomedical 

model and individual-level behaviour change theories reign, context and human rights will 

not get the due attention.  

9.2 Recommendations 

 

This thesis identified the obstacles to research on vulnerable female populations in South 

Africa. The five proposed solutions are not exhaustive , yet they could serve as improvements 

that reinforce one another, but can also be applied individually. This paragraph outlines some 

political, policy, and practical recommendations to support the findings.  

 

Reduce stigma and discrimination  

Stigma remains a formidable obstacle to understanding the needs and fulfilling the SRH 

rights of adolescent girls and specifically for sex workers. Discrimination based on sex, age, 



Page 145 of 197 

health status, including STIs and HIV, marital status, gender identity and expression, sexual 

orientation, ethnic identity, race, drug use, migration or legal status, sexual behaviours, 

disability status, as well as norms and attitudes around what is considered locally 

‘appropriate’, contravenes existing laws, guidelines and policies in South Africa. Stigma and 

discrimination must be addressed through community engagement, involvement of 

adolescent girls and sex workers in risk reduction models, and policy enforcement of existing 

laws and policies. Self-exclusion and internalised stigma also need attention in social policy 

and social and medical interventions (all chapters). 

 

Tailor SRH services to context 

SRH and HIV services must be integrated and differentiated for vulnerable female 

populations as non-integration is hampering the design of comprehensive services to meet 

their needs. Evidence is needed on all aspects of SRH including comprehensive sexuality 

education that work, the design of adolescent and sex worker friendly clinics, safe abortions 

and post-abortion care, gender-based violence, uptake of PrEP and PEP, child-care services 

and improved access to modern contraceptive methods. Other policy areas include the 

evaluation of legal support and legal literacy, the adaptation of national guidelines to provide 

for the heterogeneity in sub-groups, appropriate management of mental health problems and 

substance abuse, and sex work community empowerment (chapter 6).  

 

Enforce SRH rights-based approach 

Structural factors such as poverty, gender-based violence, and in particular for sex worker 

populations, workplace discrimination, need deliberate commitment from policy makers. 

Policies on social incentive grants, skills development, agency development, and personal 

development need to support the most vulnerable populations.    

 

Supporting harm reduction models with policy enforcement, protect vulnerable women 

against human rights violations and allow them to continue their behaviour in a supportive 

environment (chapter 7). Adressing institutionalised practices of health workers will end 

human rights violations by the people responsible for providing care (chapter 8). 

 

Fit communication with target population 

How to deliver comprehensive sexuality education and health literacy is neglected and 
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restricted, with little or no evidence on the inclusion of sexual rights, sexuality and sexual 

orientation, and gender identity expression (101). Comprehensive sexual and health education 

has to be accurate, scientifically based and inclusive, and must be designed to resonate with 

the target populations. Regulatory focus theory, for example could be used to improve 

message framing in national campaigns to improve knowledge of risk, health, and SRH rights 

and redress measures available to them (see chapter 5).  .  

 

9.3 Limitations 

 

Limitations of the studies include the reliance on self-reporting, cross-sectional data 

collection in all the studies (except the sex work demographic study that used programmatic 

data), and the generalisability of the findings of the research that was done in single, although 

large demographic areas.  

 

Other limitations are that not every study could include all methodological demands as 

outlined in chapter 3. Some deviations from the proposed considerations for research that 

may limit the generalisbility and validity of the research include the following:  

 

In chapters 4 and 5, the requirement to move away from traditional approaches to recruiting 

participants (consideration 1) was violated by using a convenience sample from local schools. 

It is further possible that some participants opted out of the study by not obtaining parental 

consent, one of the inclusion criteria to participate. This could result in bias if these were the 

participants that engage in riskier behaviours than the rest. 

 

The survey instruments were not translated into local languages (consideration 2). This 

limitation occurs in chapters 4-6 and was addressed in the following ways. In the adolescent 

studies (chapters 4 and 5), same language life skills facilitators were used to read out each 

question and clarify misunderstandings. In the programmatic data, same language peer 

educators collected demographic and behavioural data while sensitised service providers 

reported the clinical data. Peer educators were however involved in testing the instruments in 

all three studies and advised on the inclusion of local jargon and vernacular synonyms. 

 

The included studies did not conform to consideration 3 as the studies presented did not 
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include measurement of SRH outcomes over time. In chapters 4 and 5, no biomedical 

information was collected and the study presented in chapter 6 measured SRH outcomes 

cross-sectionally rather than longitudinally.  

 

Although every effort was taken to satisfy consideration 4 (ethical principles), it is possible 

that under-aged sex workers were under represented in the study on the heterogeneity of sex 

work populations (chapter 6). As sex work by women under the age of 18 is not classified as 

sex work, but rather as prostitution, which could result in their removal from sex work, these 

girls might be less likely to agree to accessing health services and joining research studies. 

The same limitation may apply to sex workers under the constraints of brothel owners who 

might refuse sex workers permission to seek health services. To combat the latter, the 

programme accessed sex workers inside the brothels. 

 

To achieve the requirements of consideration 5,  self-report limitations were overcome by 

utilising same-language peers to facilitate the completion of the questionnaires in the 

adolescent papers (chapters 4 and 5). In the sex work paper, the central role played in the 

programme by experienced trained peer educators, who are sex workers themselves, and the 

use of sensitised clinical staff may have strengthened the validity of the data collected. 

 

Although adolescent girls and sex workers did not lead the research (consideration 7) in the 

studies presented in chapters 4, 5 and 6, peers were consulted throughout the research to 

strengthen ownership and buy-in.  

 

A main intention of this dissertation has been to systematically contribute to developing an 

SRH intervention via building blocks for such a programme. Due to practical conditions and 

constraints it has to be concluded that we now know more on how group-based motivation 

can be used to overcome gender inequality and how risk, harm and vulnerability can be 

reduced.  So, some building blocks are available, though ……..like Alice we are still 

captured in Wonderland, much has to be discovered and wondered about.  

 

Important considerations for research to improve SRH and rights of vulnerable female 

populations include the recognition of meaningful social, structural and political contexts, 

which recognise the important roles that identity-based motivation, regulatory focus, 

geographic context, risk reduction, and sensitisation training can play in attracting adolescent 
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girls and sex workers to and retaining them in healthcare. 

 

Future research should focus less on changing individual behaviour and more on creating an 

understanding within communities about the implications for health contained in socio-

cultural norms and structural constraints. This can be accomplished with gender-

transformative interventions that create awareness around the rights and responsibilities under 

the South African legal framework.  
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CHAPTER 10: SUMMARY / 

SAMENVATTING 
  



Page 150 of 197 

10.1 Summary 

 

Identity, self-regulation, and gender inequality: Sexual and reproductive health and 

rights of adolescent girls and female sex workers in South Africa 

Many sexual and reproductive health inequities are rooted in gender inequality that place 

women in South Africa, especially adolescent girls and sex workers, at increased risk of 

adverse outcomes. Gender inequality causes multiple layers of stigma, discrimination and 

marginalisation, including misuse of criminal law, gender-based and sexual violence, and 

denial of sexual and reproductive health rights, which continue to create barriers to realising 

these rights. 

 

This thesis adopts a social approach that recognises that the individual capacities of 

adolescents and female sex workers are intimately tied to social norms (gender inequality), 

practices and institutions (the health system), human and sexual rights (policy framework), 

and the legacy of apartheid in South Africa. The case is made for an enabling environment in 

which these vulnerable groups can improve their sexual and reproductive health outcomes 

despite agonising barriers. The results are first summarised, after which we conclude with 

lessons learnt from this study. 

 

The empirical chapter 4 among highschool learners in a remote area in South Africa found 

that adolescents chose gender as their preferred identity. When asked to ascribe behaviours to 

an idealised possible identity, girls assigned significantly less risky behaviours to their 

possible identity than boys. Girls’ possible identities were also significantly less risky when 

compared to their actual behaviours. In the paternalistic South African society, girls are not 

able to adopt the less risky behaviour they aspire to, while boys are able to actualise their 

(risky) possible identities. As a result, girls are not able to act in congruence with their 

possible identities, but instead follow the cues proposed by social norms in a gendered 

society.  

 

Chapter 5, based on te same study as chapter 4, focused on adolescents’ regulatory focus. It 

shows that high self-regulation scores were associated with not having had sex before, 

irrespective of whether the adolescents were serving a security (not engaging in sex to 

prevent loss) or nurturance (not engage in sex to achieve future goals) need.  Regulatory 

focus can add credibility to adolescent health communication programmes by appealing 
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directly to the regulatory focus of the individual whether this is situationally induced or 

chronically stable.  High  regulatory scores can be achieved in health promotion by 

advocating an end state that is represented in the recipient’s mind as a promotion or 

prevention goal and achieving the goal using either eager or vigilant means.   

 

In the context of vulnerable populations, this study shows in two sex work settings hardly 50 

kilometres apart, that sex worker sub-populations differed in  important ways (chapter 6). 

Those in Johannesburg were almost 5 years younger, higher educated, and more likely to 

come from neighbouring Zimbabwe than those in Pretoria. Women in Johannesburg were 

almost twice as likely to use alcohol, more likely to have moved house more than twice in the 

previous year, and had been engaged in sex work for longer than their counterparts in 

Pretoria. Although HIV prevalence was alarmingly high in both sites, Johannesburg women 

were less likely to test positive for HIV, but more likely to report having had a previous STI. 

Working from the street and accessing healthcare from a mobile unit were linked with higher 

HIV prevalence. Sex workers in Johannesburg had different home life profiles as well; they 

were more likely to have children but less likely to have children staying with them. Women 

with no children were more likely to smoke marijuana. This study clearly shows the diversity 

of sex workers in different locations and their varying needs in the workplace and at home. 

Early engagement and consultation with sex workers in local sites, to understand context, is 

required to understand the ways in which their needs and vulnerabilities differ. 

 

When comparing sex workers to the general population, chapter 7 shows that sex workers 

were better educated and more likely  to know their HIV status than that reported by women 

in the general population. Demographic factors that increased sex workers’ vulnerability 

when compared to the general population, included being younger and twice as likely than 

women in the general population to be single. Sex workers were also more likely to abuse 

alcohol and drugs, more likely to have multiple partners and more likely to have experienced 

violence. The harm-vulnerability-risk framework demonstrates that single interventions could 

target different harms, risks, and vulnerabilities and illustrates how harms related to sex work 

can be reduced or even removed by decriminalisation and by enforcing existing South 

African laws, policies and guidelines. Enforcing these policies, and labour issues specifically, 

can protect sex workers against stigma and discrimination from the community, healthcare 

workers, the police and exploitative practices from brothel owners, pimps, and landlords. 
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Concerning the SRH rights of vulnerable populations, the oral testimonies of the healthcare 

providers in chapter 8, the informed consent study, clearly showed that they thought the 

women should be sterilised, reflecting stigmatisation towards the HIV positive status of 

women and their wish to have children. Forced sterilisation is one example of the violation of 

human rights to equality, non-discrimination, dignity, liberty, and security of the person, and 

freedom from torture, cruel, inhuman, and degrading treatment, as well as the right to health 

as enshrined in national, regional, and international human rights law. The actions of 

healthcare providers and the legal and ethical norms it reflects, must speak to the lived 

realities of patients in the context in which healthcare is provided. This can be achieved by 

revisiting institutionalised practices sanctioned by stigma and discrimination. 

 

Lessons learnt from this research 

Combined, the individual capacities of adolescents and female sex workers are intimately tied 

to social norms (gender inequality), practices and institutions (the health system), human and 

sexual rights (policy framework), and the legacy of apartheid in South Africa,  resulting in a 

complex set of behaviours that increase adolescent girls as well as sexworkers’ vulnerability 

at multiple levels. These behaviours could depend on an individual’s knowledge, attitudes, 

emotions and risk perception, to power dynamics between partners and within communities. 

With global agreement that every individual has the right to make their own choices about 

their sexual and reproductive health and that everybody should have access to sexual and 

reproductive health rights, adolescent girls and sex workers need a new paradigm in research. 

This shift requires a move away from individual-level behaviour theories towards group 

behaviour (113) and away from the biomedical model towards a social approach to health 

(25). 

 

Adolescent girls and sex workers have possible identities, and whether these aspirations are 

taking oversees trips, providing for children, getting an education, or developing self-esteem; 

they use transactional sex to attain their ideals given their resource poor and gender unequal 

circumstances. They could make better decisions in line with their idealised identity, but are 

prevented from this as family members, religious organisations and communities condemn 

their behaviour; healthcare workers judge their sexual activity and deny services; men in 

transactional relationships demand sex on their terms, and persistent socio-cultural barriers 

prevent them from actualising their non-risky idealised identity and dictate their conduct and 

role in society. Within their reality of competing interests, adolescent girls and sex workers 
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need the support of policy makers, implementers, and researchers to be understood as well as 

to exercise their sexual and reproductive health rights before they can adopt safer behaviours. 

Research aiming at improving sexual and reproductive health outcomes requires addressing 

gender inequality in order to understand how girls can get closer to achieving behaviour that 

resonates with their idealised possible identities. Similarly, understanding how boys are 

pressurised by social norms to display risky behaviour, will help to unravel mechanisms that 

make them adopt less risky behaviour, resulting in prevention programs achieving its 

objective of reducing HIV incidence. Using identity-based motivation to encourage gender 

transformation will redress the barriers of the vulnerable group to adopting safer behaviours. 

 

For adolescent girls and sex workers, seeking health information and care often competes 

with other priorities and needs. For adolescents these priorities are for example, identity 

formation and following social prescriptions for female behaviour and for sex workers, these 

priorities include raising children and leading a normal home-life. A conclusion from this 

study is that health literacy campaigns aimed at the general population might not resonate 

with their needs or context. Regulatory focus theory posits that when promotion focus is 

activated, confrontation with a negative group-based expectancy will not prompt concerns 

about potential negative outcomes but rather motivate to prove the expectancy wrong by 

reaching a positive goal. High self-regulation scores increase a person’s motivational strength 

in goal achievement. As self-regulatory scores can be increased through situational cueing, 

health promotion messages can be matched to the regulatory focus of adolescent girls and sex 

workers to ensure that health communication reaches both chronic and situationally self-

regulated females. By crafting health promotion messages as both gain- and loss-framed, 

credibility of messages are improved and messages reach all target groups. 

 

Adolescent girls and sex workers are clearly not attracted to generic services evidenced by 

their refusal to access available free services. Chapter 6 flagged the heterogeneity of sub-

groups and the import of context in vulnerable female populations. Considering the social, 

structural, and behavioural determinants that contribute to poor sexual and reproductive 

health outcomes, there is a need to understand the context in order to respond appropriately. 

Researchers must therefore design studies that reflect the variety and complexity of sex 

worker needs and behaviours in their specific context, in consultation with local vulnerable 

populations, led by the affected groups.  

 



Page 154 of 197 

Social public health research situates risk, harm, and vulnerability, and risk responsibility as 

something shared between individuals, communities, and social environments (chapter 7). 

Harm reduction frameworks can protect vulnerable women with respect, while upholding 

dignity, and freedom from harassment and inequality. Such a framework removes the reliance 

on individual-level behaviour change as a stand-alone activity for improving access to sexual 

and reproductive health and sexual and reproductive health rights. This study again infers the 

need for in-depth analysis when planning research on vulnerable female populations.  

Vulnerable women are frequently exposed to coercive practices institutionalised under the 

biomedical model of healthcare (chapter 8). Understanding how to ensure that women have 

capacity, are informed, and are free from the disruptive role of power dynamics when 

accessing health care, strengthens their realisation of their human rights. Through 

sensitisation and improved communication between equal stakeholders (vulnerable females 

and health providers), the responsibility of health providers is elevated above their subjective 

opinion when dealing with cases. Understanding the legal requirements for informed consent 

as a ‘communicative process’ (as developed by Manson and O’Neill) may be a valuable point 

of departure for analysing power differences and stigma in healthcare settings. 

 

Good health outcomes are more likely to be achieved when governments and communities 

act in partnership on the basis of combined evidence provided by social- and biomedical 

scientists. Interventions and their evaluations must involve all levels of society because social 

transformation is necessary to achieve consistent and sustained improvement in health 

outcomes. Similarly, improved sexual and reproductive health outcomes for adolescent girls 

and sex workers need a social approach  to complement individual-level behaviour change 

approaches and the biomedical model of healthcare. 

 

Sexuality remains a sensitive and often unpopular topic, especially for vote-seeking 

politicians. Politicians, religious leaders, and bureaucrats have to be convinced by evidence 

that women’s lives and rights are worthwhile and not challenging to their authority and moral 

opinion. With conviction, they must be turned into activists to lobby for sex education for 

adolescents, child services for sex workers, and an end to gender inequality. National 

governments and international donors need research evidence that is applicable on a large 

scale but responsive to the needs of sub-groups, for example group identity or geographical 

and demographic variance in local populations (chapters 4 and 6). Although the most 

important contextual barriers and behaviours may be quite specific to a particular community, 
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transferability across settings can be gained by conceptualising those factors as instances of 

more widely applied models. Where possible, existing theories should be combined or 

transferred from other disciplines rather than creating brand new theories (chapters 5 and 7) 

using theoretical models to inform considerations of scalability and sustainability at street-

level (chapter 8). Mechanisms by which behaviour change occur must be explored beyond 

the individual level. For example, what is the mechanism whereby group identity and group 

connectedness relate to sexual behaviour? What is the mechanism whereby girls who 

complete school engage in less sexual risk-taking (future orientation, self-efficacy, a different 

view of gender roles)? Understanding mechanisms is more likely to yield sustainable and 

replicable change than simply reporting associations between variables (chapters 4, 5 and 6). 

 

Beyond gender-aware research, scientific research can have gender transformative outcomes 

and impacts. Research design that sets change goals contribute towards shifting gender 

inequitable behaviours, norms and assumptions and empowering women and girls to actualise 

their SRH rights. Gender-sensitive research interpretations help to naturalise the often 

unquestioned ideas, for example that women should take on the bulk of unpaid care work and 

that men should not be primary carers for young children. Gender unbiased research result in 

questioning existing knowledge through a gender lens, to interpret findings in a new way. 

This type of gender analysis of some of the fundamental principles and beliefs of science 

could lead to significant changes in the way we think about many issues, including gender 

difference, and could ultimately support changes in gender power relations (see chapters 4, 5, 

and 8). 

 

Behaviour change research must focus on group norms and ways to assemble vulnerable 

groups to influence the design of research. It is essential to consider sexual and reproductive 

health rights, power imbalances, and agency of vulnerable groups in research design. 

Mobilising these groups help to strengthen the collective power of vulnerable women, and 

ensure meaningful engagement in and enjoyment of full benefits of being treated fairly and 

equitably (chapters 4 and 5). 

 

Only once sexual and reproductive health rights and social public health principles are 

incorporated into research on vulnerable females, will their sexual and reproductive health 

outcomes improve. These are jobs for social and political scientists, ethnographers, 

sociologists, anthropologists and political scientists, whose academic disciplines inform their 
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understanding of the cultural, political, and social worlds, in which adolescent girls and sex 

workers live and engage in sexual practices. 

 

For as long as unequal gender norms dictate the expected behaviour of girls and sex workers, 

their aspirations will remain pipedreams. For as long as sex workers are not recognised as 

mothers and spouses, will they be exploited and violated. For as long as the biomedical 

model and individual-level behaviour change theories reign, context and human rights will 

not get the due attention. 
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10.2 Samenvatting 

 

Identiteit, zelfregulering en genderongelijkheid: Seksuele en reproductieve gezondheid 

en rechten van vrouwelijke adolescenten en sekswerkers in Zuid-Afrika 

Genderongelijkheid ligt ten grondslag aan seksuele en reproductieve gezondheidsrisico’s van 

vrouwen in Zuid-Afrika, met name vrouwelijke adolescenten en sekswerkers.  

Genderongelijkheid leidt tot stigma, discriminatie en marginalisatie, waaronder misbruik van 

strafrecht, gender-gerelateerd seksueel geweld en ontkenning van seksuele en reproductieve 

gezondheidsrechten.Elk van deze schendingen creërt barières  voor het realiseren van 

seksuele en reproductieve rechten.  

 

Dit proefschrift volgt een sociale benadering van deze problematiek die de individuele 

capaciteiten van adolescenten en vrouwelijke sekswerkers erkent, die nauw verbonden zijn 

met sociale normen (genderongelijkheid), de institutionele praktijk  (het 

gezondheidssysteem), mensenrechten en seksuele rechten (beleidskader) en de nalatenschap 

van apartheid in Zuid-Afrika. Daarmee vormt dit proefschrift een pleidooi  voor een 

bemiddelende omgeving waarin deze kwetsbare groepen hun seksuele en reproductieve 

gezondheid kunnen verbeteren, ondanks de hindernissen. Hieronder worden eerst de 

resulatten samengevat waarna volgt welke lessen uit deze studie getrokken kunnen worden.  

 

Hoofdstuk 4, gebaseerd op een empirische studie onder middelbare scholieren in een 

afgelegen en onderontwikkeld gebied in Zuid Afrika  laat zien dat adolescenten ‘gender’ als 

hun identiteit van voorkeur kiezen (boven religie, ras of nationalitet)Gevraagd naar welk 

ideaal gedrag ze toeschrijven aan deze gender identiteit blijken meisjes veel minde risico 

gedrag aan hun gender identiteit toe te schrijven dan jongens. Het geidealiseerde gedrag van 

meisjes was ook veel minder risicovol dan un actuele gedrag In de paternalstische Zuid-

Afrikaanse samenleving zijn meisjes niet in staat het minder riskante gedrag dat ze ambiëren 

te realiseren, terwijl jongens wel hun risicovolle identiteit in praktijk kunnen brengen. Het 

gevolg is dat meisjes niet in staat zijn congruent met hun mogelijke identiteit te handelen,in 

plaats daarvan handelen ze volgens de sociale normen van de gender ongelijke samenleving.  

 

Hoofdstuk 5, dat is gebaseerd op dezelfde studie als hoofdstuk 4 richt zich op et theoretisch 

concept ‘adolescents’ regulatory focus’. Het laat zien dat een hoge mate van regulatory focus 

geassocieerd wordt met het nog niet hebben van seksuele ervaring, ongeacht of adolescenten 
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gericht zijn op veiligheid (geen seks uit angst voor verlies) of vooral op behoeften (geen seks 

vanwege het willen bereiken van toekomstige doelen. Een Regulatory Focus perspectief kan 

geloofwaardigheid bieden aan programma’s ter bevordering van de gezondheid van  

adolescenten door direct een beroep te doen op de Regulatory Focus van het individue, zowel 

van degenen die situationeel als van degenen die duurzaam geörienteerd zijn. Hoge   

Regulatory scores kunnen op het terrein van gezondheidsbevordering bereikt worden door 

een einddoel te stellen dat aansluit bij de oriëntatie (promotief of preventief) van de 

ontvanger van de communicatie.  

 

Hoofdstuk 6 betreft onderzoek naar sexwerkers en laat zien dat populaties van sexwerkers 

aanzienlijk van elkaar kunnen verschillen, zelfs als ze op slechts 50 kilometer van elkaar 

verwijderd zijn. Degenen die in Johannesburg werken waren gemiddeld bijna 5 jaar jonger 

dan degenen die in Pretoria werken, en bovendien vaker afkomstig uit Zimbabwe.. De 

onderzochte vrouwen in Johannesburg gebruikten bijna tweemaal zo vaak alcohol, hadden 

meer kans al tweemaal verhuisd te zijn gedurende et afgelopen jaar, en werkten al langer als 

sexwerker dan de onderzochte vrouwen in Pretoria. Hoewel de HIV prevalentie alarmerend 

hoog was bij beide groepen, waren de vrouwen uit Johannesburg minder vaak HIV-positief 

dan degenen uit Pretoria. Wel rapporteerden de vrouwen uit Joahannesburg vaker dat ze een 

STI  hebben (gehad). Straatprostitutie en het gebruik maken van een mobiele 

gezonsheidszorgpost zijn vaker gereleateerd aan HIV prevalentie.. SEXwerkers in 

Johannesburg hadden ook andere thuissituaties dan die in Pretoria; ze hadden vaker kinderen 

maar minder kinderen die bij hen wonen. Vrouwen zonder kinderen blijken vaker marihuana 

te gebruiken. Deze studie laat zien hoe gevarieerd de samenstelling van verschillende lokale 

groepen sexwerkers kan zijn, zowel wat betreft hun werk, hun thuissituatie, als hun 

behoeften. Vroegtijdige betrokkenheid met en consultatie van sexwerkers op lokatie is nodig 

om verschillen in hun context, behoeften en kwetsbaarheden te begrijpen.  

 

Door sexwerkers te vergelijken met de totale bevolking laat hoofdstuk 7 zien dat sexwerkers 

beter zijn opgeleid, vaker hun HIV status kennen, beter geïnformeerd zijn over HIV en een 

hogere risico perceptie hebben dan de gemiddelde bevolking. Demografische factoren die de 

kwetsbaarheid van sexwerkers ten opzichte van de bevolking als geheel verhogen zijn dat zij 

jonger zjn en tweemaal vaker alleenstaand dan de gemiddelde vrouwelijke bevolking. 

Sexwerkers gebruiken ook vaker alcohol en drugs, hebben vaker meerdere partners en 

hebben vaker te maken gehad met geweld.  Het schade-kwetsbaarheid-risico model laat zien 
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dat enkelvoudige interventies verschillende vormen van schade, en diverse kwetsbaarheden 

en risico’s van het sexwerk kunnen verminderen of zelfs doen verdwijnen. Daarvoor is 

decriminalisering nodig door uitvoering van Zuid-Afrikaanse wetgeving, beleid en richtlijnen 

af te dwingen. Het uitvoeren van dit beleid, vooral de arbeidswetgeving, kan sexwerkers 

beschermen tegen stigma en discriminatie van de zijde van de gemeenschap, 

gezondheidswerkers en de politie. Daarmee kunnen uitbuitinspraktijken van 

bordeeleigenaren, pooiers en huiseigenaren voorkomen en aangepakt worden.  

 

Wat betreft de Sociale en Reproductieve Gezondheidsrechten van kwetsbare 

bevolkingsgroepen laat hoofdstuk 8 – gebaseerd op rechtzaken en interviews met 

gezondheidszorg professionals – zien dat deze professionals als vanzelfsprekend aannamen 

dat deze HIV-positieve vrouwen gesteriliseerd zouden (moeten) worden. Deze aanname 

reflecteert de stigmatisering van deze vrouwen en hun kinderwens. Gedwongen sterilisatie is 

een voorbeeld van de scheding van het mensenrecht op gelijkheid, non-doscriminatie, 

waardigheid, vrijheid en veiligheid. Mensenrechten beschermen ook de vrijheid van 

marteling, wreedheid, onmenselijkheid en een onwaardige behandeling, evenals het recht op 

gezondheid(szorg) zoals dat is vastgelegd in nationaal, regionaal en internationaal recht. De 

manier waarop deze gezondheidszorg professionals hiermee omgaan en de wettelijke en 

ethische normen die hun handelen reflecteert moeten aangepast zijn aan de levende realiteit 

van de patienten in de context waarin zij zich bevinden. Om dit te bereiken moeten 

geïnstitutionaliseerde gezondheidszorgpraktijken gevrijwaarde worden van stigma en 

discriminatie.   

 

Lessen uit dit onderzoek 

Gecombineerd leiden individuale, sociale en institutionele factoren tot een complexe reeks 

van gedragingen die de kwetsbaarheid van vrouwelijke adolescenten en van sekswerkers op 

meerdere niveaus verhogen. Gedrag kan afhangen van de kennis, houding, emoties en risico-

perceptie van een individu, van de dynamiek tussen partners en binnen de gemeenschap. Met 

de wereldwijde overeenkomst dat elke individu het recht heeft om eigen keuzes te maken 

over haar seksuele en voortplantingsgezondheid en dat iedereen toegang moet hebben tot 

seksuele en reproductieve gezondheidsrechten, hebben adolescente meisjes en sekswerkers 

een nieuw onderzoeksparadigma nodig. Dit vereist een verschuiving van individuele 

gedragstheorieën naar therieën over groepsgedrag en de vervanging van een louter 

biomedische model naar een meer sociale benadering van de seksuele en reproductieve 
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gezondheid. 

 

Vanwege hun armoede, gender-ongelijkheid in combinatie met hun ambities (variërend van 

het maken van overzeese tochten, het verzorgen van kinderen, het verkrijgen van onderwijs 

tot het ontwikkelen van een positief zelfbeeld) ontwikkelen ze een identiteit , waarin het 

gebruiken van seks als transactiemiddel past.. Zij zouden betere beslissingen kunnen nemen 

in overeenstemming met hun geïdealiseerde identiteit, maar worden hierin belemmerd door 

familieleden, religieuze organisaties en de gemeenschap die hun gedrag veroordelen. 

Gezondheidsmedewerkers veroordelen hun seksuele activiteit en ontzeggen noodzakelijke 

diensten. Mannen in transactie-verhoudingen claimen seks op hun voorwaarden en de 

voortdurende sociaal-culturele belemmeringen verhinderen dat zij hun niet-risicovolle 

geïdealiseerde identiteit kunnen actualiseren en bepalen hun gedrag en rol in de samenleving. 

Binnen hun realiteit van concurrerende belangen hebben adolescente meisjes en sekswerkers 

de steun van beleidsmakers, uitvoerders en onderzoekers nodig en hun begrip om hun 

seksuele en reproductieve gezondheidsrechten te realiseren en zich veiliger te gedragen. 

Onderzoek gericht op verbetering van seksuele en reproductieve gezondheidsresultaten 

vereist het aanpakken van genderongelijkheid om te begrijpen hoe vrouwen hun 

geïdealiseerde identiteiten kunnen omzetten in feitelijk gedrag. . Daarnaast is het 

noodzakelijk te begrijpen hoe jongens kunnen worden uitgedaagd om te ontkomen aan 

sociale normen die risicovol gedrag uitlokken. Dit moet bijdragen  aan minder riskant gedrag, 

betere preventieprogramma’s en het verinderen van de HIV-incidentie. Door gebruik te 

maken van identiteitsgerichte motivatie om sociaal-culturele gendertransformatie aan te 

moedigen, kan veiliger gedrag van de kwetsbare groep bevorderd worden.  

 

Het zoeken naar gezondheidsinformatie en –zorg, is voor adolescente meisjes en sekswerkers 

vaak in strijd met andere prioriteiten en behoeften. Voor adolescenten zijn deze prioriteiten 

bijvoorbeeld identiteitsvorming en het volgen van sociale voorschriften voor vrouwelijk 

gedrag. Voor sekswerkers zijndeze prioriteiten onder meer het opvoeden van kinderen en het 

leiden van een normaal leven thuis. Een conclusie van dit onderzoek is dat 

gezondheidscampagnes gericht op de algemene bevolking voorbij gaan aan  de behoeften en 

de sociale context van deze kwetsbare groepen vrouwen. De Regulative Focustheorie 

onderscheidt een preventieve en een promotieve focus. Wanneer promotieve focus 

geactiveerd wordt, reageren individuen op confrontatie met een negatieve groepsgebaseerde 

verwachting  door deze verwachting tegen te spreken en worden zij gestimuleerd een positief 
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doel te bereiken. Een hoge mate van zelfregulering verhoogt de motivatie van een persoon 

voor het bereiken van doelen. Aangezien zelfregulering verhoogd kan worden door 

contextuele aanwijzingen, kunnen gezondheidsbevorderende berichten worden afgestemd op 

de regulerende focus van adolescente meisjes en sekswerkers om ervoor te zorgen dat 

gezondheidscommunicatie zowel vrouwen met een duurzame als een situationele focus 

bereikt. Door het creëren van gezondheidsbevorderende berichten in een raamwerk dat zowel 

aandacht heeft voor de voordelen als de nadelen ervan, wordt de geloofwaardigheid van de 

berichten verbeterd en bereiken de berichten alle doelgroepen. 

 

Adolescente meisjes en sekswerkers voelen zich duidelijk onvoldoende aangetrokken tot 

generieke diensten, wat blijkt uit hun weigering om gebruik te makenvan beschikbare gratis 

diensten. Hoofdstuk 6 gaat in op  de heterogeniteit en de context van deze subgroepen van 

kwetsbare vrouwelijke populaties. Gezien de sociale, structurele en gedragsdeterminanten die 

bijdragen aan slechte seksuele en reproductieve gezondheidsresultaten, is het nodig om de 

context te begrijpen om adequaat te kunnen reageren. Studies zijn nodig die de 

verscheidenheid en complexiteit van behoeften en gedrag van sekswerkers in hun specifieke 

context reflecteren en daarover overleggen met lokale kwetsbare bevolkingen, onder leiding 

van de getroffen groepen.  

 

Sociaal onderzoek naar volksgezondheid veronderstelt risico, tegenspoed, kwetsbaarheid en 

verantwoordeljkheid hiervoor als iets dat gedeeld wordt tussen individuen, gemeenschappen 

en sociale omgevingen (hoofdstuk 7). Goed afgestemde kaders voor risico reductie  kunnen 

kwetsbare vrouwen beschermen met respect, terwijl ze hun waardigheid behouden en 

gevrijwward worden van intimidatie en ongelijkheid. Een dergelijk kader kan de 

afhankelijkheid van individuele gedragsverandering als een zelfstandige activiteit 

verminderen om de toegang tot seksuele en reproductieve gezondheidsrechten te verbeteren. 

Dit onderzoek wijst nog eens op de noodzaak van een diepgaande analyse voorafgaand aan 

het plannen van onderzoek naar kwetsbare vrouwelijke populaties.  

 

Kwetsbare vrouwen worden vaak blootgesteld aan dwangpraktijken gestandaardiseerd onder 

het biomedische model van de gezondheidszorg (hoofdstuk 8). Begrijpen hoe je ervoor moet 

zorgen dat vrouwen capaciteit hebben, geïnformeerd zijn en vrij zijn van de ontwrichtende rol 

van machtsdynamiek bij toegang tot gezondheidszorg, draagt bij aan de realisatie van hun 

mensenrechten. Door het gevoelig maken en verbeteren van communicatie tussen gelijke 



Page 162 of 197 

belanghebbenden (kwetsbare vrouwen en zorgverleners) wordt de verantwoordelijkheid van 

zorgverleners verheven boven hun subjectieve opinie over de vrouwen in kwestie. Het 

begrijpen van de wettelijke vereisten voor geïnformeerde toestemminng als een 

‘communicatief proces’ (zoals ontwikkeld door Manson en O’Neill) kan een waardevol 

uitgangspunt zijn voor het analyseren van verschillen in capaciteten en van stigma in 

zorginstellingen.  

 

Op basis van de combinatie van kennis geleverd doorsociale en biomedische wetenschappers 

kunnen goede gezondheidsresultaten bereikt worden wanneer ook de regering en 

gemeenschappen samenwerken. Interventies en evaluaties van deze kennis moeten alle 

niveaus van de maatschappij bereiken en betrekken, omdat sociale transformatie nodig is om 

een consistente en duurzame verbetering van de gezondheidsresultaten te bereiken. Om 

verbeterde seksuele en reproductieve gezondheidsresultaten te bereiken voor adolescente 

meisjes en sekswerkers is een sociale aanpak nodig die completeerd wordt met 

gedragsaanpassingen op individueel niveau en het biomedisch model van de 

gezondheidszorg.  

 

Seksualiteit blijft een gevoelig en een vaak ongewild onderwerp, met name voor stem-

zoekende politici. Politici, religieuze leiders en bureaucraten moeten worden overtuigd door 

bewijs dat de levens en rechten van vrouwen de moeite waard zijn en niet provocerend zijn 

voor hun gezag en morele opinie. Met overtuiging moeten ze worden omgezet in activisten 

om te lobbyen voor seksuele educatie voor adolescenten, diensten voor kinderen van 

sekswerkers en een einde maken aan genderongelijkheid. Nationale regeringen en 

internationale donoren hebben onderzoeksbewijs nodig dat op grote schaal van toepassing is 

maar ook tegemoet komt aan de behoeften van subgroepen, recht doet aan groepsidentiteit of 

aan geografische en demografische variantie in de lokale bevolkingen (hoofdstuk 4 en 6). 

Hoewel de belangrijkste contextuele barrières en gedragingen heel specifiek kunnen zijn voor 

een bepaalde gemeenschap, kan overdraagbaarheid van kennis naar meerdere settings bereikt  

worden door deze barrières en gedragingen  te conceptualiseren als voorbeelden van meer 

toegepaste modellen. Indien mogelijk moeten bestaande theorieën gecombineerd worden of 

overgedragen worden vanuit andere disciplines, in plaats van het creëren van gloednieuwe 

theorieën (hoofdstuk 5 en 7). Daarbij is het van belang dat  in theoretische modellen 

overwegingen van duurzaamheid en van schaalbaarheid op straatniveau worden meegenomen 

(hoofdstuk 8). Mechanismen waarbij gedragsverandering optreedt, moet ook buiten het 
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individuele niveau worden onderzocht.Wat is bijvoorbeeld het mechanisme waardoor 

groepsidentiteit en groepsverband betrekking hebben op seksueel gedrag? Wat is het 

mechanisme waardoor meisjes die hun school afronden, minder gevoelig  zijn voor seksuele 

risico’s (toekomstige oriëntatie, zelfdoeltreffendheid, een andere kijk op genderrollen)? Het 

begrijpen van die mechanismen leidt waarschijnlijk eerder tot duurzame en gerepliceerde 

verandering dan alleen het rapporteren van associaties tussen variabelen (hoofdstuk 4, 5 en 

6). 

 

Naast genderbewust onderzoek kan wetenschappelijk onderzoek gender transformatieve 

uitkomsten en effecten hebben. Een onderzoeksontwerp dat verandering ten doel heeft, draagt 

bij aan het verschuiven van ongelijke gedragsregels, normen en aannames, waardoor 

vrouwen en meisjes hun seksuele en reproductieve gezondheidsrechten kunnen activeren. 

Gendergevoelige onderzoeksinterpretaties helpen vaak onbetwiste ideeën te naturaliseren, 

bijvoorbeeld dat vrouwen het grootste deel van onbetaald zorgwerk moeten doen en dat 

mannen geen primaire verzorgers zijn voor jonge kinderen. Genderobjectief onderzoek 

resulteert in het bevragen van bestaande kennis, door middel van een genderlens om de 

bevindingen op een nieuwe manier te interpreteren. Dit soort genderanalyse van enkele 

fundamentele principes en overtuigingen van de wetenschap kan leiden tot significante 

veranderingen in de manier waarop we denken over veel problemen, genderverschillen 

inbegrepen, en kan uiteindelijk de verandering in gendered machtrelaties ondersteunen (zie 

hoofdstuk 4, 5 en 8).  

 

Onderzoek naar gedragsverandering moet zich richten op groepsnormen en manieren om 

kwetsbare groepen op te zetten om het ontwerp van onderzoek te beïnvloeden. Het is 

essentieel om seksuele en reproductieve gezondheidsrechten, machtsonevenwichtigheden en 

handelingsbevoegdheid van kwetsbare groepen in het onderzoeksontwerp te overwegen. Het 

mobiliseren van deze groepen helpt bij het versterken van de collectieve kracht van 

kwetsbare vrouwen en zorgt voor zinvolle betrokkenheid en de voldoening dat men eerlijk en 

billijk wordt behandeld (hoofdstuk 4 en 5).  

 

Alleen wanneer seksuele en reproductieve gezondheidsrechten en sociale regels voor 

volksgezondheid worden opgenomen in onderzoek naar kwetsbare vrouwen, zullen hun 

seksuele en reproductieve gezondheidsresultaten verbeteren. Dit is werk voor sociale en 

politieke wetenschappers, entografen, sociologen en antropologen, wiens academische 
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disciplines hun begrip van de culturele, politieke en sociale werelden vormen, waarin 

adolescente vrouwen en sekswerkers leven in seksuele praktijken.  

 

Zolang ongelijke gendernormen het verwachte gedrag van meisjes en sekswerkers dicteren, 

blijven hun ambities dromen. Zolang sekswerkers niet herkend worden als moeders en 

echtgenoten, zullen ze uitgebuit en geschonden worden. Zolang het biomedisch model en het 

gedrag op individueel niveau de theorieën bepalen, krijgen de context en de mensenrechten 

niet de nodige aandacht. 
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