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Abstract

Young women in South Africa experience high HIV amdntended pregnancy rates. Health care workeiGW(s’)
opinions about sexual and reproductive health (SR${)es impact young women'’s ability to access SBiices.
We explored HCW opinions through interviews withuaposive sample of 29 HCWs in three primary heglitiics
in Soweto, South Africa and examined service akditg through facility assessments. Most HCWs éedid young
women should not have sex before marriage and ttidhgt young women ignore information they recebeut
HIV and pregnancy prevention. HCWs acknowledgedidatfactors influencing young women'’s ability toiect
themselves. Most thought injectables were the mpgtopriate contraception for young women; albggized the
importance of condoms for dual protection. Someises were only reported to be provided to thoser @8 years.
HCWs may benefit from workshops providing techniaal policy information and values clarificationeesises
highlighting the impact of opinions on service peian (Afr J Reprod Healtl2012 (Special Edition); 16[2]: 283-
293).

Résumé

Les jeunes femmes en Afrique du Sud connaissetakeélevés du VIH et de grossesse non voulues.opmions
des membres du personnel soignant (MPS) sur lelslgmes de la santé sexuelle et de reproduction SSR
influencent la capacité des jeunes femmes d’avaiés aux services de la SSR. Nous avons explsrépi@ions
des MPS a travers les interviews en profondeur ameéchantillon calculé de 29 MPS dans trois cliegde santé
primaire a Soweto, Afrique du Sud et nous avonsnéx@ la disponibilité des services a travers lesié@tions des
établissements. La plupart des MPS ont cru qugeleses ne devraient pas avoir des rapports sexvelst le
mariage et ont cru que les jeunes femmes ignoemtinformations concernant le VIH et la préventim la
grossesse. Les MPS ont reconnu les facteurs extgriqui influent sur la capacité des jeunes femdese
protéger. La plupart croyaient que les injectablasstituaient la contraception la plus approprigsir les jeunes
femmes ; toutes les femmes reconnaissaient I'itapoe des préservatifs pour une double protectiGertains
services ont été rendus aux femmes qui avaientdduk8 ans. Les MPS peuvent profiter des atedjerglonnent
des informations sur les techniques et la politigimsi que les exercices sur la clarification diewes qui ne mettent
pas en lumiere les influences des opinions susui@sce des serviceaf( J Reprod Healtl2012 (Special Edition);
16[2]: 283-293).
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Introduction It is important to investigate whether these
sexual and reproductive health (SRH) services are
According to a 2008 nationally representativdndeed accessible to young women. Previous
survey of high school students in South Africajesearch has documented the role of health care
30% of females had ever had sex and 24% of thog¥orkers  (HCWs) as gatekeepers to young
had been pregnant. Fifteen percent of sexuallyomen’s SRH services and the importance of
active female students reported not usually usingonfidential and private servidesOne recent
contraception when they have sex and 679%tudy conducted in a semi-rural area of South
reported not always using condoms (compared tbfrica examined young women’s experiences with
71% percent of sexually active male students whaurses and found that nurses stigmatized
reported not always using condoms). The mogtdolescent sexuality and harshly treated adolescent
commonly used contraceptive methods reported Hirls seeking contraceptive servies
Sexua”y active young women were condoms We present here the results of a StUdy on the
(42%); 12% reported injectables and less than 5%vailability of and access to SRH services for
reported use of the pill or other modern methods/oung women in Soweto, South Africa, from the
In a previous national household survey conducteBerspectives of HCWs. Our aims were to explore
in 2003, two-thirds of the pregnancies reported byhe availability of SRH services for young women,
sexually active 15-24 year olds were reported to bCWs’ opinions about adolescents’ sexual
unwanted. In that same survey, 15% of youngbehavior and utilization of SRH services, and the
women ages 15-24 were HIV positive, Compare(ﬂ)otential impact of HCW'’s opinions on service
to 5% of young mekrror! Bookmark not  Provision. We also elicited input from HCWs
defined. and 10% of females reported ever havin bout ways to improve services and address young

been physically forced to have 8ex omen’s SRH needs
The availability, accessibility, and
acceptability of health care services for yound\/IethOdS

women significantly impact their use of preventionye conducted a cross sectional study with HCWs,
methods, which in turn influences their risk forincluding nurses, counselors, operations managers,

pregnancy and HIV infection. The 2005 Southyiqwives and social workers, in three of the 27
African Children’'s Act lowered the age of 11%) (personal communication with the

majority to 18 years and allows those above 1f,tormation Management Directorate of the

years of age to access health care serviceSgnarment of Health and Social Development,
including  HIV'testing, ~ contraceptives, and g teng Provincial Government, September 2010)
termination of pregnancy (TOP) services (whichy e primary health care clinics in Soweto,

are available in South Africa up to 12 weeksgq i Africa. The three clinics were selected
without restriction as to reason), without parenta urposively based on geographic location

conserft Current contraception policy guidelines (Soweto), existing relationships with management
from the Department of Health describe they he “clinics, patient volume, and service
method mix at different levels of the health car€gerings Al of these high volume clinics offered
system and indicate that pills, male condoms, a mily planning (FP), antenatal care (ANC), and
injectFable contraceptives are commonly available;\/ services and one offered TOP services

at public-sector clinics, intra uterine devices During l\/iarch and April 2009 we condLJcted
(IUDs) are offered generally only in urban areagem_stryctured qualitative interviews with HCWs
and referral facilities, andemale condoms are in FP, ANC, HIV, and TOP service departments
only available in limited faciliti€s The guidelines cyys working in these departments who had seen
also state that female sterilization services argy;jescent patients in the last year were eligible
generally not accessible for logistical reasons an‘éarticipate. We obtained a list of all 45 eligible
that male sterilization and implants are NOtgiaff and purposively selected a sample of 30

currently offered as part of the contraceptivejcys ensuring representation from all three
method mix. clinics, all four departments, and different job
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functions. Each selected HCW was contactetist of preliminary codes was created using the
telephonically and asked to participate. Thirteennterview guide and other themes and patterns
HCWs declined participation or were not able toemerged during review of the data; new codes
participate due to having left the clinic or beimry  were created and agreed upon by members of the
vacation during the interview period. Thesestudy team. The computer software package
individuals were replaced using the sameATLAS-ti (version 5.2 Scientific Software
purposive criteria. Key issues explored in theDevelopment, Berlin, Germany) was used to
interviews included: opinions about SRH issuedacilitate data management and coding. Allendale
that young women face (probing specifically aboutnvestigational Review Board and the Human
unprotected sex, unintended pregnancy, HIV, anBesearch Ethics Committee at the University of
gender-based violence (GBV)) and how to addreghe Witwatersrand reviewed and approved the
these issues; opinions about services anstudy protocol; the Provincial Department of
information available to young women, includingHealth, Gauteng, and the City of Johannesburg
the best FP methods for young women an@lso gave permission to conduct the research.
whether or not young women should have access
to TOP and HIV prevention and testing servicesResults
and opinions about young women’s sexual
behavior. Participants were asked about “youn§articipants
women” generally and we did not collect ) ) )
information on how participants interpretedwe interviewed almost all of the HCWs in t_he FP
“young women.” All participants provided written @1d ANC departments; a smaller proportion of
informed consent prior to the interview that lastet@ff in the TOP and HIV departments
on average 32 minutes (range= 20-54 minutes) arRirticipated, likely due to high demand for
was conducted in a private setting. services and a shortage of HCWs in these two
During November and December 2009 Wedepartmen_ts. We mterwewgd 30 staff in t_otal but
conducted facility assessments where we collectéfl€ recording for one interview was inaudible and
information on service availability, number angtherefore we did not include it in the analysisrOu

types of staff, training received by staff, reférra@nalysis is based on interviews with 29 (64%) of
structure and the 45 staff. The majority were nurses; we also

other clinic policies, including policies for interviewed six counselors, an operations manager,

adolescent friendly services. Assessments wef Midwife, and a social worker. This reflects the
conducted via in-person interviews with facility Staff complement in the departments, where
managers (or, in one case, the chief professiongfrvices are mainly provided by nurses. Table 1
nurse) and a self-administered form completed bjummarizes the total number of staff in each
the facility managers or chief professional nunse odepartment and clinic at the time of interview
their designees. The facility assessments and serffzcruitment and the proportion interviewed for this
structured interviews were conducted in English agtudy. The HCWs had provided reproductive
this is the common language for meetings anfealth services at their respective clinics for an
trainings in health care facilities in South Africa  average of 7 years [range=0-26 years] (data

Results from the facility assessment werdniSSing for three participants, average and range
entered into SPSS statistical software (SPSS 14.@alculated from 26 participants; data not shown).
Chicago, IL); open-ended questions were coded o _ N
into categorical variables and descriptiveDescription of services from facility assessments
frequencies for all variables were generated. .

Semi-structured interviews were digitally The  facility —assessments revealed = many
recorded and transcribed verbatim. Qualitativéimilariies between the study clinics. They all
data were analyzed inductively using a modifieffer a range of services for men and women, and
grounded theory approach, which emphasizes tHBese are generally available six days a week. SRH

emergence of themes from the datan a priori services are offe_red both as part of general psimar
health care services (e.g. Pap smears, STI
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Table 1: Proportion of staff interviewed in each departméntclinic

Clinics and number of staff per department
(Interviewed/Total)

Clinic department Clinic 1 Clinic 2 Clinic 3 Total
Ante Natal (ANC) 3/3 3/6 9/9 15/18
Family Planning (FP) 4/5 22 11 7/8
HIV 3/6 2/4 1/5 6/15
Termination of Pregnancy (TOP) N/A 1/4 N/A 1/4
8/16 11/15
Total 10/14 (71%) (50%) (73%) 29/45 (64%)

testing/treatment) or within dedicated departmentservice training. None of the clinics reported
(HIV testing/treatment/counseling, antenatal andhaving current adolescent friendly clinic policies
post natal care, FP, TOP). Each clinic has twor that any of their staff had received adolescent
social workers and two or three health promoterfriendly services training in the past six months.
who provide information to people in the clinics

and in community settings via door-to-doorOpinions about young women'’s sexual behavior
campaigns and visits to schools or other venues.

As noted above, only one of the clinics offeredHCWs’ feelings about young women’s sexual
TOP services. This is likely due to requirementdehavior provide context for their opinions about
for designation as a TOP facility and shortages ahe SRH challenges young women face and their
providers in South Africa. Although TOP is thoughts on how to address them. When asked
available to all girls over 12, this one clinichow they felt about young women having sex,
reported offering the service only to young womermost answered that they should not be having sex
over the age of 18. Two of the three clinicsbefore marriage, either for religious reasons,
reported offering sexual health counseling and onkecause of concerns for young women’s futures,
reported offering GBV counseling. As peror due to a belief that young women are not
Department of Health contraception policycapable of making decisions regarding sex. Many
described above, injectable contraceptives, maldCWs used the phrase “indulging in sex” to
condoms, and female contraceptive pills weralescribe young women’s behavior; for example a
available at all three sites; whereas femalaurse in a TOP department said: “I would say 80-
condoms, IUDs, and tubal ligation were only85% of them indulge in unprotected sex...some of
available at one or two sites, and implants anthem they tell you of burst condom, but majority
vasectomies were not available anywhere. Onthey don't use condoms.” (nurse, TOP department)
clinic reported offering HIV counseling to those We interpret the word “indulge” to be a value
over 18 only, and one reported offering FPjudgment; the idea being that young women are
counseling and provision to those over 16 onlygxcessively or irresponsibly engaging in sex.
even though officially all girls over the age of 12  HCWSs’ responses revealed a range of different
are eligible for all services. Finally, the clinicsfeelings regarding sex before marriage. Some
were offering services free of charge with thestated that they didn't believe it was right anelrth
exception of one clinic that reported charging fordescribed how important it was to use condoms if
initiation of HIV treatment and two clinics Young women did decide to have sex, suggesting
charging for the female condom. tha_t they might be able_ to put aside their personal

During the facility assessment, we also aske§€/i€fs when counseling young women about

how staff obtains information on Department ofPrévention. Others were firm in their belief

Health and/or clinic policies; all responded tha?92iNst pre-marital sex; one HIV' counselor, when
S : : : sked whether condoms were appropriate for
this information is conveyed at meetings an

: . . young women, said, “If all went according to
assemblies and that referral lists and servic 9 9

e . o . . e... if you are not married why [is there any
specific information are distributed during in- oqq to] use a condom?’ (counselor, HIV

African Journal of Reproductive Health June 2012g@al Edition); 16(2):286



Holt et al. AdolesceRtservices in Soweto

department). A few made comments about sementioned HIV. Many also mentioned pregnancy
being something natural for young women toand STIs, and one HCW mentioned TOP. This
experience during adolescence regardless @fas a reflection of both HCWSs' experiences
whether they are married or not. seeing young women at the clinic and their
Several HCWs expressed that it was a youngnowledge of local and/or national statistics.
woman’s “right” to have sex, though this was  Hcws expressed different views regarding the
mostly_ stated in a d!sparaglng way, |mply|ng that.auses  of young women’s high HIV and
they did not agree with young women having thes reghancy rates. Many HCWs did not view young

rights afforded them by the government becaus omen’s pregnancies as “unintended” and instead

they did not believe in adolescents’ de(:ision-felt that vound women were not taking advantage
making abilities. Some HCWSs pointed out that young 9 9

young women still need information to be able toOf t_he information they' receive (both about'
stinence and FP services). Reasons for this

make their own decisions, or emphasized that the .
should not be having sex, even if it is their rightncluded that young women are *ignorant” (in the

Several said things like, “they think they know andSense that they ignore information they receive
yet they don't,” or called young women naive ororare heedless) or that young women actually want
not mature enough to have sex. A few HCW4gO0 get pregnant, because they see their peers doing
described that they take it personally when young, because their family wants them to get
women have unprotected sex. Many said “I feepregnant, or because they want to get a child
bad” when asked how they felt about youngsupport grant (money provided by the South
women having sex because they see thafrican government for primary caregivers
consequences when young women come intmaking less than a certain amount of money per
clinics. A sense of frustration or exasperatiormonth). Some mentioned that young women don’t
came across in several interviews where HCWgke FP because of side effects and because they
described not understanding why young womeRon't like to miss their periods. Several HCWs
continue to have unprotected sex before marriaggsg talked about young women’s denial that they
and end up with HIV or pregnant. For example, af;| get infected with HIV and expressed a view

HIV counselor said: u , -
“I feel bad, honestly, | feel bad and that thing Lhu?gg?gr;% vonnéeg epi??n: ecnaérsati(é.condomlze. A
sometimes it gives me a problem....its a “They just don'’t care, they leave the condoms,

personal issue for me, ‘coz | keep on ask . ; .
myself ‘why, why these young women are being there, but information they know...when

doing this thing of sex and yet there are people  YOU ask them ‘now why don’t you c10ndom|ze,’

that go to schools that give them information ~ they will just smile because they've got no

about abstinence and be faithful...or else use good reason for not condomizing,” (nurse,

‘condom’, but they dont do that...” ANC department).

(counselor, HIV department) Some HCWs implied that young women do not
A few of the HCWs described feeling like thetell them the truth about whether they are using
young women’s mothers; for example, one ANCcondoms, saying that many young women blame
nurse said: non-use or problems with use on their partners’

“With the young ones you need to go deep angdversion to using them or blame pregnancy or an

advise them because they are still young angT| on a burst condom. A nurse in an ANC

naive, so you are to be the mother, a sociafiepartment said, “I don't know, are these condoms
worker and a nurse.” (nurse, ANC strong enough, or are they lying” (nurse, ANC
department) department).

o HCWs also recognized the outside factors that
Opinions about adolescent pregnancy, HIV jnfluence young women’s ability to prevent
infection, and other SRH issues pregnancy and HIV infection. Many HCWs

pointed out that because of unemployment and
When asked what they thought were the mosﬁoverty, young women cannot demand condom

common SRH challenges that young women ifyge pecause of their reliance on men for money,
their community face, HCWs most commonly
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food, and shelter, or that they become pregnant to

keep a man who will then support them. Two
HCWs mentioned that “broken families” and the
community moving away from its culture and
morals impact negatively on young women’s SRH.

AdolesceRtservices in Soweto

“I'm not quite sure if in this community you
would call that, like, like ‘violence'...You'll

find that maybe a 16 year-old is staying with a
man, so like you don’t know whether it's true
they're consent[ing], or maybe it's by force,

Some HCWs also pointed out that alcohol and
drug use, as well as unemployment and a lack of
activities to keep young people entertained or
busy, lead to young people having unprotected
sex.

According to the HCWs, gender dynamics in
relationships also play a role in determining young
women’s risk. Peer pressure to have sex was seen
as a contributing factor to unprotected sex inMfwo HCWs mentioned young women being
communities. HCWs also mentioned thescared to disclose HIV status to partners/husbands
“culture” of submission to male partners who dofor fear of abuse (because they would assume she
not wish to use condoms. Two HCWs added thawas unfaithful). Another mentioned the link with
some young women like “sugar daddies” who camnemployment: too much idle time together in the
drive them around and buy them fancy thingshouse leads to violence.

Finally, two HCWs pointed out that young women
don't use condoms because they trust theiKnowledge and opinions about FP and HIV

and sometimes you find a very young girl
being pregnant. But when you ask her exactly
like, ‘are you pregnant, is it a boyfriend,” and
she will tell you, ‘it's a husband,” so I'm not
sure whether the male is it a boyfriend or a
man...but cases of reported violence, like no,
they are rare.” (nurse, FP department)

partners. prevention services for young women
Many HCWs also believed that young women
don't have sufficient information about HCWs largely believed FP information to be

consequences of sex and the importance afasily accessible to young women, though, as
prevention. HCWs often talked about poormentioned above, they saw a need for more
communication between young women anceducation about the importance of protecting
parents, for example when mothers take theioneself as many young women “ignore” the
daughters for FP but do not discuss sex or why thaformation they receive from clinics, schools, or
daughter might need FP. One person pointed otite media. Several HCWs described their
that because parents don't talk to their childrestrategies for getting this information across to
about sex, young people end up getting incorregtoung women. An ANC nurse pointed out that
information from other sources. young women must be treated differently than
Only two HCWs mentioned GBV in the older women because they feel that they know
context of discussions about adolescent pregnaneyerything:
and HIV rates. However, when asked if GBV was “... when you’re giving [information], let's
a problem in their community, many agreed that it say maybe, a young person, let's say maybe
was. Several said that they were unsure, and some from the ages of 18 to 26, you base it mostly
pointed out that they don't see it a lot because on HIV and AIDS and lifestyle modification...
young women don’t report it (both because they but once they are, let's say maybe from 35,
are scared of their partners and also because, in they're now stable and you find that it differs
some cases, the young women don't see it as abuse in that way, even though you still teach about
but rather as a normal consequence of depending HIV and AIDS, but it's not the same when
on a man for things). One respondent pointed out you're teaching a young one, a young parent,
that she was not clear whether some situations because they still feel like they know
where young teenagers are living with their older everything.” (nurse, ANC department)
partners are truly “violence” or if the woman is
consenting to being in that relationship:
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Another ANC nurse described striving to beavailable.  Many also were unfamiliar with
approachable and to provide information abouimplants, though that method was not being
sexuality: provided at any of the three clinics. The pill was
“It is the same service, but though with, withnot mentioned by anyone as an ideal method, even
young women, you know, they have issues, yalough it was available at all of the study clinics
have to be, you know, very - make sure you ar®pinions about this method reflected HCWSs’
approachable, especially when you're dealingconcerns that young women would forget to take it
with the young, young women, so it's likeevery day. One respondent felt that she couldn’t
you'll have to establish how much she knowsomment on what the best method was because
as far as sexuality is concerned ... witheach woman needed to decide for herself.
teenagers, honestly you cannot be giving itthe Two HCWs spontaneously mentioned
same as you would give to somebody who is@ndoms as the best contraceptive method for
grown up, you see, because there’s a lot thafoung women. However, once probed about
they don’t know of.” (nurse, ANC department) appropriate contraceptive methods for HIV
A counselor in an ANC department described th@ositive women, the majority talked about the
importance of persistence in providing informationimportance of condoms as a method of dual
to young women: protection not only for HIV positive women but
“They have information, it's just that some offor women generally. Some HCWs felt that
them, they will say, ‘ag man, there’s nothingcondoms should only be provided to those who are
like that, these people just like talking, HIV positive, while others felt that if young peepl
talking,” you know, sometimes they get boredvanted to start having sex they should be provided
about HIV. You'll find then that they are with condoms in addition to being educated that it
talking secretly but unfortunately you is important for one to know one’s status as well
overhear them saying,'ag man they areas the status of one’s partner. A nurse in the FP
bothering us because they always talking HIVdepartment said: “...I normally encourage, you
HIV to us.’...but we continue doing it becauseknow, all the girls that come for FP, ‘do you know
we see that we have to talk about it, you can’your status, no, test to know your status’.” (nurse
leave it and it's very important that, even if FP department)
they, they have negative attitudes, we’ve got to
try to talk to them until one sees that, ‘hmmOpinions about TOP services for young women
these people here, what they are telling me,
it's genuine.” (counselor, ANC department) When asked whether young women should have
All HCWs interviewed were asked what theyaccess to TOP services, a few HCWs said that they
thought was the best FP method for young womeshouldn't because TOP was a “sin.” More
The most common response, given by almost halEommonly, HCWSs said that young women should
was that injectables were the ideal method becaub@ave access to TOP services. However, some
they allow young women to not worry about theirHCWs felt that, though they could understand that
contraceptive method for a period of two or threether people may have different beliefs or
months. Abstinence was the second most commarircumstances, they personally didn’t believe that
response, given by six HCWs who, when probedTOP was a good option. In some cases, HCWs
said that condoms were best if young women werexpressed a positive belief about young women’s
going to have sex. Three HCWs mentioned thability to make choices for themselves, while
IUD (or “loop” as it is sometimes referred to in others saw young women'’s legal right to choose as
South Africa) as ideal due to it being a long terma barrier to providing young women advice about
method; though several HCWs in ANC or HIV what is best for them. As mentioned above, several
departments indicated not knowing whatHCWs expressed their frustrations with young
IUDs/loops were and one nurse in a FP departmemtomen’s right to access SRH services, when they
said she was not trained in IUD insertion, despitbelieved that women should be abstaining from
working in clinics where they were reportedly sex or that young women didn’'t have the proper
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decision making skills. For example, one nurse imnd communities to educate regarding issues such

an HIV department said, as HIV, FP, and unprotected sex. Throughout the
“Since the government provided these interviews, HCWs commonly referred to the
rules [regarding TOP] that you can do importance of educating parents to ensure that they

whatever you want, you can't even advise are prepared to teach their children about
them, to tell them ‘oh people, but you're preventive services, the consequences are of

killing  yourselves'.”  (nurse, HIV unprotected sex, or why their children should
department) remain abstinent until married. They placed great
importance on the role of the parent in teaching

Ideas for improvement of services children so that they can make informed, healthy

decisions as they reach adolescence. HCWs added
When asked for ideas about how SRH services fahat schools are another place where young people
young women could be improved, HCWSsshould be educated on these issues and that HCWs
commonly stated that staff shortages and lack afhould do the educating there. They felt that if
equipment and supplies need to be addressedyibung women are empowered with knowledge and
clinics are to provide a quality service to clientsskills, they can break the cultural barriers that p
Two HCWSs also mentioned the importance ofthem at risk of HIV and unintended pregnancy.
integration of ANC and FP services. Conversely,

one HCW advocated for separate HIV and SRHDiscussion and Recommendations
clinics so that the staff in each one could be lgigh

specialized in their area to address specific nee@sne aim of this study was to explore the
of their patients. ~ availability of SRH services for young women in
Two HCWs also acknowledged that their biassoweto. In the facility assessments, the reported
or opinions should not come to the fore as servicegntraceptive method mix was consistent with
need to be provided without judgment and that thg,rent Department of Health policy. However,
attitudes of HCWs generally need to change ikeyeral findings from the interviews with HCWs
they are to provide a quality FP service to youngggested potential HCW contraception training
women.  The social worker from an HIV needs. The finding that several HCWs in ANC and
department said: ~ HIV departments in clinics where IUDs were
“I understand we are all human beings, reportedly available were not familiar with 1UDs
sometimes we tend to use our own judgmenfggests the need for refresher courses on
and it affects other people... we are fromeoniraceptive methods for staff in  those
d!fferent backgrounds, o_Ilfferent religions, departments as they may be in a position to
different cultures... sometimes they [HCWSs]coynsel positive women, women testing for HIV,
will ‘use that ‘why, why are you here for agr pregnant women coming for ANC services
TOP, don't you know that it's a sin?' ... S0 itanoyut contraception. Many HCWs were also
discourages some people and [they] end Upnfamiliar with implants as they are not currently
doing, not coming for the service and [doing] pffered in the public sector; refresher courses on
something else, dangerous to them. So some @ntraceptive methods should ideally cover the
us, as service providers, sometimes we df|| range of methods so that HCWs are prepared
contribute to, to the disadvantage of women.'t5 answer questions young women may have about

(social worker, HIV department) ~ methods such as the implant or vasectomies that
Other suggestions for improving SRH servicee gvailable only in the private sector.

included offering youth friendly services provided poqditionally, the fact that a nurse in a FP
by staff who are dedicated to youth only and havgepartment where the IUD was reportedly

a clear understanding of the issues young womegajlable was not trained in 1UD insertion points
face, extended clinic hours for youth who end theigg the need for training in IUD provision.

school/working day after the clinics close, and |y the self-administered portion of facility
continuous outreach programs with youth, parentgssessments, study clinics reported limiting certai
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services to women 18 years old and overmany young women are sexually active before
suggesting limited access for young women undemnarriage.
18 years old. One clinic reported charging for HIV. ~ Many HCWSs acknowledged the outside social
treatment initiation and two reported charging forand economic factors that place young women at
female condoms (even though HIV andrisk of pregnancy and infection, and, though many
contraceptive services should be offered free delt young women already had access to a lot of
charge in public clinics in South Africa). SRH-related information, some saw a need for
Additionally, none of the clinics reported havingbetter education of young women about the
current adolescent friendly clinic policies or thatconsequences of sex and the importance of
any of their staff had received adolescent friendlyprotection. This recognition that it is more than
services training in the past six months. Wherust young women’s individual choices that put
interpreting these findings regarding servicehem at risk for pregnancy and HIV infection
availability it is important to remember that thesesuggests that many HCWs are willing to have a
data represent perceptions of the staff memberialogue about the need for non-judgmental
asked to fill out self-administered questionnaireservices to young women seeking prevention
and may reflect misunderstandings of clinicmethods and other SRH services such as TOP and
policies and not real service availability. TheseGBV counseling. The frequent comments about
findings should be further explored in order tothe need for better communication between
ensure accessibility of services to all youngparents and adolescents suggest that HCWs see it
women and consistency between public-sectaas parents’ responsibility to teach their children
clinics in Soweto, and efforts should be made t@bout the importance of protecting oneself from
ensure clinic staff are aware of national policypregnancy and STls. A recent ethnographic study
regarding the rights of children over age 12 texplored the South African cultural norms that
access services without parental consent and tldéctate that parents do not talk with their chitdre
no-cost provision of various SRH services in thebout sexX, and it would be interesting to conduct
public sector. similar follow-up research with HCWs to further
A second aim of this study was to exploreexplore their willingness (or unwillingness) tolktal
HCWs' opinions about adolescents’ sexualabout sex with young women. Research on
behavior and utilization of SRH services and thenterventions to help HCWs understand how
potential impact of HCW's opinions on serviceculture puts young women at risk of unprotected
provision. Interviews with HCWs revealed asex would also be useful.
common belief that young women should not have People working on initiatives to promote
sex before they are married and approximatelgdolescent friendly SRH services may consider
one-fifth of HCWs described abstinence as theimcluding workshops or trainings for HCWs
preferred method of FP for young women.regarding the importance of putting aside personal
Additionally, many HCWSs revealed a sense obeliefs when providing services to young women.
exasperation with young women for not protectingdddressing HCWSs' personal beliefs and their
themselves more or not being abstinent beforempact on service provision can be very
marriage, and many believed TOP was a “sin.” Wehallenging, though interventions including values
cannot be sure how these opinions affect serviadarification exercises have had positive resuits i
provision given that we did not explore HCWs’ South  Africa’®*'? Body language and
interactions with young women in this study, butcommunication style are also critical to provision
these findings point to an underlying source obf quality services to young women, and initiatives
HCWSs’ harsh treatment and negative attitudes ito promote adolescent friendly SRH services could
South Africa, as identified by Wood and Jewkes.also focus on methods for communicating with
Encouragingly, some HCWs in our studyyoung people. Prior efforts such as the National
recognized the need to provide comprehensive FRdolescent Friendly Clinic Initiative have
and HIV prevention counseling to young womenattempted to address acceptability of SRH services
regardless of their own beliefs, due the realigt th for young womenrt®** although our results suggest
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more work can be done to ensure such progranmace that pertain to adolescent SRH, second that

reach all HCWs and effectively impact servicethey understand the policies and their implications

provision by preparing HCWs to provide non-and lastly that the implementation of the poligges

judgmental services. The National Department ofmonitored. We also recommend additional

Health in South Africa is currently working with research with young women about their

Love Life on the “Youth Friendly Services” experiences with HCWSs, and to test interventions

Quality Assurance Program; this and other aimed at supporting HCWs in providing

efforts must continue to strive to ensure thatcceptable and accessible adolescent-friendly

policies ensuring young people’s SRH rights areservices. HCWs are a vital component of the

implemented on the ground. public sector health system and must be included
Availability of services and HCWs' ability to in efforts to address rates of unintended pregnancy

provide quality services are of course alsand HIV in South Africa.
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