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ABSTRACT

Millennium Development Goal (MDG) 5 focuses on improving maternal health, due to global
acknowledgment that no woman should have to die as a result of complications during
pregnancy and childbirth. Adolescents have an increased risk of maternal death compared
with older women. Adolescent pregnancy also poses a threat to the empowerment of young
girls by mitigating their physical, educational, social, and economic development. In this
context, maternal health promotion strategies which inclusively target adolescents are
crucial, not only in improving maternal health outcomes, but also in optimising the overall

transition of adolescent girls to adulthood.

This study was a first time collaborative partnership of the Faculty of Pharmacy and
Community Engagement Office of Rhodes University with the Angus Gillis Foundation (a
non-profit community development organisation), and community participants of Glenmore
and Ndwayana, two rural communities in the Eastern Cape. The aim of this study was to
identify the maternal health issue of most concern to community participants and to design

and implement an appropriate educational intervention for a suitable target group.

During the baseline phase of this study, ten focus group discussions (FGDs) were conducted
with 76 community stakeholders. Semi-structured interviews (SSls) were conducted with
two Sisters-in-Charge from each Primary Health Care (PHC) facility in the study setting. Data
on the stock status of World Health Organization (WHO) identified lifesaving priority
medicines for women’s health was also collected at both PHCs. Thereafter, pre- and post-

educational interventions SSIs with female adolescent participants were conducted. The



educational intervention was followed up with the development of a booklet on

reproductive health.

FGD participants identified adolescent pregnancy as the maternal health issue of most
concern. They also highlighted challenges in service delivery of ambulance services for
expectant mothers in urgent need of transportation to a referral hospital. A majority of pre-
intervention SSI participants indicated coercion from both younger and older men as a
factor influencing early sexual debut amongst adolescent girls in their communities. Despite
availability in the PHCs, challenges in accessing contraceptives were highlighted by the
participants. Additionally, a number of sexually active adolescent girls defaulted on their
next allocated visit to the PHC due to myths regarding use of oral and injectable

contraceptives.

During the educational intervention sessions, participants recognised knowledge gaps
regarding reproductive health issues and the influence of peer pressure as constraining
factors in preventing adolescent pregnancy. During the post-intervention phase,
participants highlighted that the educational intervention of this study had provided a
forum to discuss ways of preventing adolescent pregnancy. The educational booklet
developed is intended to serve as a resource tool of the educational programme on
prevention of adolescent pregnancy, which is expected to be incorporated into the Angus

Gillis Foundation’s existing ‘Positive Health’ Programme.

The results of this study show that community-based participatory research facilitated the

identification of the maternal health issue of most concern to these communities. Working



synergistically with key stakeholders in designing and implementing an educational
intervention for preventing adolescent pregnancy provides a good foundation for future up

scaling and sustainability of this educational programme.
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CHAPTER 1: INTRODUCTION

1.1 Background to Research

The severity of maternal mortality as the main cause of death in women of reproductive age
led to the United Nations (UN) General Assembly prominently situating maternal health as
part of the international development agenda at the Millennium Summit. [1] Incidences of
preventable maternal mortality often arise where there is a failure to give effect to women’s
rights to health, equality and non-discrimination, and recurrently signify a violation of a
woman'’s right to life. [2] Emphasis has been placed by the UN Human Rights Council on the
need to increase accountability on governments worldwide, including participation by

stakeholders in policy and service development towards reducing maternal mortality. [3]

The Lancet Neonatal Survival Series and the World Health Organization (WHO) Making every
mother and child count, 2005 Report highlight that:
The principle of the ‘continuum of care’ for reproductive, maternal, newborn and
child health (RMNCH) means that health care has to be provided as a continuum
throughout the lifecycle, including adolescence, pregnancy, childbirth and childhood.
It also indicates that care has to be provided in a seamless continuum that spans the
home, the community, the health centre or primary health facility and the referral
hospital. [4, 5]
In this perspective, the continuum of care over time includes health care before pregnancy,
which involves family-planning services, education, and empowerment for adolescent girls.
For the duration of pregnancy, childbirth and the days immediately afterwards, mothers and
babies are at highest risk of death: over half of all maternal and neonatal deaths occur
during this period. [6] Thus, an efficient continuum would ensure that appropriate health
care is available wherever it is needed, and linked, where necessary, to other levels of

health care. [7]

Additionally, WHO’s Family, Women's and Children’s Health Cluster advocates that maternal
mortality could be prevented if mothers could access a basic set of medicines and health
resources. Therefore, the inclusion of crucial reproductive and maternal health commodities

and health interventions on national essential medicines lists must be prioritised under the
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health policy of all nations. [8] Initiatives such as ‘Stand Up for African Mothers’, an
international awareness and fundraising campaign spearheaded by Graca Machel which
runs from 2012 to 2015, greatly emphasise the necessity of addressing the predicament
faced by African mothers in getting the basic medical care they need during pregnancy and
childbirth. Through the mobilisation of global citizens, the campaign is aimed at the
promotion and training of 15,000 midwives by 2015 in order to decrease maternal deaths
on the African continent by 25%. [9] Another initiative, the Campaign for Accelerated
Reduction of Maternal and Child Mortality in Africa (CARMMA), draws attention to the
importance of community participation in the attainment and dissemination of health

information. [10]

1.2 Field of Research

This study falls under the field of research of Pharmacy Practice. Existing challenges in
maternal health provide vast opportunities for pharmacists in developing countries such as
South Africa. In addition to traditional roles, pharmacists can contribute towards initiating
new roles that result in community engagement and health promotion. [11, 12] Working in
health initiatives in remote and previously disadvantaged areas is inclined to have a
meaningful impact on the health and well-being of the community, as well as positively
influencing the practice of other health initiatives countrywide. This learning experience
stems from recognition that as long as health policies, research and other institutions focus
on a unidirectional, downward approach of policy and decision making, a gap between
theory and practice will continue to exist. [13] Increasing advocacy to ensure community
involvement in processes that shape research and intervention approaches through
partnerships between academic, health services and community-based organisations is one

effective means of addressing this gap. [14]

Studies have been conducted to examine the negative impact of knowledge gaps in
scientific literature with regard to maternal mortality. From the literature, emphasis has
been given to the clinical reasons for maternal mortality, such as obstructed labour, unsafe
abortion and haemorrhage. [15] However, it is important to note that addressing both
medical and non-biomedical aspects plays a critical role in the success of health

interventions to reduce maternal mortality. [16]



1.3 Overview of Chapters

Chapter 2 is a brief overview of the literature related to maternal health. Maternal health is
highlighted in various international statutes and human rights instruments. Proposed
targets to improve maternal health are explored, including the underlying factors which

facilitate or constrain the improvement of maternal health both globally and in South Africa.

Chapter 3 describes the theoretical framework of this study.

In Chapter 4, details of the study setting including the role of the Angus Gillis Foundation

(AGF) and its involvement as one of the stakeholders in this study are described.

The aims and objectives of the study are presented in Chapter 5.

Chapter 6 presents the methodology of this study, including both the baseline and

educational intervention phase of the study. A brief description of the analysis of data

collected from both phases of this study is also presented.

The results from this study are presented in Chapter 7.

Chapter 8 involves a discussion of the results, including the strengths and limitations of this

study.

Chapter 9 presents conclusions to the study along with recommendations and suggestions

for future research.



CHAPTER 2: LITERATURE REVIEW

2.1 The Right to Health

The right to health is a fundamental part of human rights and for the facilitation of a
dignified life. Internationally, the right to heath was first articulated in the 1946 Constitution
of the World Health Organization (WHO), whose preamble defines health as “A state of
complete physical, mental and social well-being and not merely the absence of disease or
infirmity.” [17] In addition, the preamble further states that, “The enjoyment of the highest
attainable standard of health is one of the fundamental rights of every human being without

distinction of race, religion, and political belief, economic or social condition.” [17]

Subsequently, in 1948, member states of the UN General Assembly adopted the Universal
Declaration of Human Rights (UDHR), which in Article 25 reiterated:
Everyone has the right to a standard of living adequate for the health and well-being
of himself and of his family, including medical care and necessary social services and
the right to security in the event of unemployment, sickness, disability, widowhood,
old age or other lack of livelihood in circumstances beyond his control.
Part two of Article 25 further states that, “Motherhood and childhood are entitled to special
care and assistance. All children, whether born in or out of wedlock, shall enjoy the same
social protection.” [18]
The UDHR forms part of the International Bill of Human Rights and since its adoption, the
right to health has been included in other legally-binding international and regional human
rights treaties. Examples of legal documents that recognise the right to health are Article 12
of the International Covenant on Economic, Social and Cultural Rights (ICESCR) [19], Article
24 of the Convention on the Rights of the Child (CRC) [20] and Article 12 of the Convention
on the Elimination of All Forms of Discrimination against Women (CEDAW). [21] The above
mentioned legal documents recognise the rights of specific groups such as women and

children.

The right to health is also highlighted in the Constitution of South Africa, Act 108 of 1996,
which specifically recognises the right of access to health care. Section 27 of the Bill of

Rights of the Constitution states that



Everyone has the right to have access to health care services, including reproductive
health care; and that the state must take reasonable legislative and other measures,
within its available resources, to achieve the progressive realisation of each of these

rights. [22]

2.2 Declaration of Alma Ata

A significant declaration relating to health is the Declaration of Alma Ata which was affirmed
in 1978 at the International Conference on Primary Health Care in order to address the need
for imperative action by all governments, all health and development workers, and the

world community, “To protect and promote the health of all people of the world.” [23]

The Declaration of Alma Ata defines Primary Health Care (PHC) as
Essential health care based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals and families in
the community through their full participation and at a cost that the community and
country can afford to maintain at every stage of their development in the spirit of
self-reliance and self-determination. It forms an integral part both of the country’s
health system, of which it is the central function and main focus, and of the overall
social and economic development of the community. PHC is the first level of contact
of individuals, the family and community with the national health system bringing
health care as close as possible to where people live and work, and constitutes the

first element of a continuing health care process. [23]

Part five of the above-mentioned declaration states that,
Governments have a responsibility for the health of their people which can be
fulfilled only by the provision of adequate health and social measures. A main social
target of governments, international organizations and the whole world community
in the coming decades should be the attainment by all peoples of the world by the
year 2000 of a level of health that will permit them to lead a socially and
economically productive life. Primary health care is the key to attaining this target as

part of development in the spirit of social justice. [23]



2.3 Millennium Development Goals

Approaching the year 2000, challenges in attaining the objectives of ‘health for all’ by this
envisioned timeframe led to the adoption of eight millennium development goals (MDGs).
Following the endorsement of 189 United Nations member states at the 2000 Millennium
Summit, these MDGs were measured in terms of progress since 1990 and were set to be
achieved by 2015. [15] The MDGs adopted are intended as global framework to assess
progress in countries and regions, thus signifying the commitment of countries to address

global poverty and ill health. [24]

2.3.1 Health-Related Millennium Development Goals

Of the eight MDGs, five are health goals: MDG 4 is to reduce child mortality; MDG 5 is to
improve maternal health; MDG 6 is to combat Human Immunodeficiency Virus/Acquired
Immune Deficiency Syndrome (HIV/AIDS), malaria and other diseases; MDG 7 is to ensure
environmental sustainability and MDG 8 is to develop a global partnership for development,
involving provision of access to affordable essential medicines in developing countries. [25,
26] These MDGs are monitored through health-related indicators which are underlying
factors for health. Ultimately, all MDGs are interconnected in addressing the social

determinants of health. [27]

2.3.2 The Post-2015 Sustainable Development Agenda

Massive progress has been made towards achieving the MDGs on a global scale. Global
poverty continues to decline, more children than ever are attending primary school, access
to safe drinking water has been greatly expanded, and targeted investments in fighting
malaria, AIDS and tuberculosis have saved millions. [28] Observing beyond the MDGs, much
remains to be done to maintain the improvements that have been achieved to date. Gaps
still remain in areas such as poverty, hunger, health, gender equality, water, sanitation and
many other issues which will require attention beyond 2015. [29] With 2015 approaching, it
is likely that some of the MDGs will not be achieved in Sub-Saharan Africa within this

targeted time frame. [30, 31]

The UN System Task Team was established by the UN Secretary-General in September 2011

to support UN system-wide preparations for the post-2015 UN development agenda, in
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consultation with all stakeholders. [32, 33] As the 2015 target timeframe for achieving the
MDGs approaches, there is extensive debate as to what development goals the global
community should establish for the post-2015 agenda. These discussions have been
supported by the UN Development Group through a series of international themed sessions

and conferences. [34]

2.4 Millennium Development Goal Five and Targets

MDG 5 identified two targets for assessing progress in improving maternal health: reducing
the maternal mortality ratio (MMR) by three-quarters between 1990 and 2015, and
achieving universal access to reproductive health by 2015. [15] Table 2.1 highlights the
indicators assigned for targets 5A and 5B. [35]

Table 2.1: Targets and Indicators of MDG 5: Improve maternal health [35]

MDG 5 Targets Indicators for monitoring progress

Target 5.A: Reduce by three-quarters, 5.1Maternal mortality ratio
between 1990 and 2015, the maternal | 5.2 Proportion of births attended by skilled health

mortality ratio personnel

Target 5.B: Achieve, by 2015, universal | 5.3 Contraceptive prevalence rate

access to reproductive health 5.4 Adolescent birth rate

5.5 Antenatal care coverage

5.6 Unmet need for family planning

2.4.1 Global Causes of Maternal Mortality

Maternal mortality is defined as “the death of a woman while pregnant or within 42 days of
termination of pregnancy, regardless of the site or duration of pregnancy, from any cause
related to or exacerbated by the pregnancy or its management.” [36] MMR portrays the risk
of maternal deaths relative to the number of live births and is represented as the number of
maternal deaths per 100,000 live births. [37] Figure 2.1 displays the leading causes of
maternal deaths worldwide. [38] Essential medicines are critical to reducing the MMR, and

are identified as one of the important constituents of PHC. [23]




B Obstetric haemorrhage M Sepsis
B Complications of unsafe abortion W Eclampsia

m Other direct causes m Indirect causes

Figure 2.1: Global Causes of Maternal Mortality [38]

2.4.2 Access to Essential Medicines

According to WHO,
Essential medicines are those that satisfy the priority health needs of the population.
They are selected with due regard to disease prevalence, evidence of efficacy and
safety, and comparative cost-effectiveness. Essential medicines are intended to be
available within the context of functioning health systems at all times in adequate
amounts, in the appropriate dosage forms, with assured quality, and at a price the
individual and the community can afford. The implementation of the concept of
essential medicines is intended to be flexible and adaptable to many different
situations; exactly which medicines are regarded as essential remains a national
responsibility. [39, 40]

WHO introduced the concept of essential medicines in 1977, producing the publication of

the first WHO Model List of Essential Medicines. [41] In 1978, the Declaration of Alma-Ata

identified the “provision of essential medicines” as one of the eight elements of PHC. [23]

Initially envisioned for developing countries, the concept of essential medicines has been

progressively seen as relevant for middle and high income countries as well. WHO has

propagated the concept of essential medicines for more than 35 years and updated the

Model List of Essential Medicines on average every two years. [42] Positive advancement,



such as countries developing and implementing their national pharmaceutical plans through

national lists of essential medicines and national medicines policy, are evident. [43]

Since 2011, WHO has recognised priority medicines for maternal health as a vital
constituent for combating maternal health complications. Therefore, accessibility of these
medicines to the population in acceptable quantities, dosages and quality, and at affordable
prices is crucial to reducing maternal mortality. [44] Deplorably, there are drawbacks for
maternal patients in developing countries who rely on medicine supplies from the public
sector. WHO highlights that an estimated average of 1,000 women per day, mostly from
developing countries are at risk of dying due to complications during pregnancy or
childbirth. Many of these deaths could be prevented with access to simple and affordable
medicines. [45] Availability of these priority medicines may be compromised by several
factors such as poor medicine supply and distribution systems, insufficient health facilities
and staff, as well as low investment in health and the high cost of medicines due to global
recession. [46] An estimated 39% of patients in low-income countries, 24% in middle-
income countries and less than 1% in high-income countries fail to obtain the medication
they need to prevent or treat a medical condition. [47] According to WHO, approximately a
third of the world’s population does not have regular access to essential medicines. Studies
conducted in over 70 low-to-middle income countries revealed that availability of essential
generic medicines was at an average of 42% in the public sector. [48, 56] Although over the
years essential medicines have become increasingly available, the challenge of reaching the

marginalised groups still threatens many lives. [48]

2.4.2.1 Essential Medicines and the Right to Health

A dearth of priority medicines and other health commodities has a direct impact on the
health of mothers and children including their human rights and social justice. [49] The UN
General Assembly Resolution 64/25 acknowledged access to medicines as a core component
of the right to health, which still remains a detached and remote goal, especially for those
living in poverty. [42, 50] In order to promote universal access to medicines, implementation
of a human rights approach in national programmes is fundamental. [51] In 2008, national
jurisdiction of access to essential medicines as part of the right to health became a WHO

indicator to assess country progress. [52] As a result, a high number of national
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constitutions included provisions for access to essential medicines as part of the right to
health. [52] Where this right was not implemented, litigation by some affected patients
ensued, leading to “the inclusion and compensation of deprived groups in their public
service systems.” Financial support in the instigation of many of these court proceedings

was obtained from public interest nongovernmental organisations. [53]

2.4.2.2 Global Partnership for Development

Based on a review of publications, it is evident that more research and contributions to
manuscripts carried out by developing countries, in the field of access to medicines can
advocate for increased access to medicines in these regions. [54] Complex and
interconnected multi-layered factors in the health system influence access to medicines.
Hence, a wider and more adaptive health system perspective is required in addressing
barriers to access to essential medicines in developing countries. [55] A number of health
programmes have associated the insufficient supply, distribution and misuse of medicines
with the lack of pharmaceutical professionals, who represent the third largest health care
professional group in the world. [55] Poor medicine availability, especially of generic
medicines, is one of the key barriers to access to medicines in the public sector. Surveys of
medicine prices and availability conducted by WHO-Health Action International have
provided the evidence for the issues, as well as policy options available to increase the
availability and affordability of medicine. [48, 56] In an effort to increase availability of
medicines in developing countries, the UN agreed upon achieving a Global Partnership for
Development by 2015. This partnership aimed to increase aid to developing countries
through a direct assistance programme. Efforts made included increasing accessibility and
availability of essential medicines as costs continued to be unaffordable. [49] With a third of
the world’s population lacking access to essential medicines, improvements in increasing
their access is dependent upon attaining a global partnership for development by 2015,
which is articulated in MDG 8. In this context, MDG 8's fifth target of co-operation with
pharmaceutical companies promotes provision of access to affordable, essential medicines

in developing countries. [49]
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2.5 Global Development in Maternal Mortality

Global progress towards meeting MDG 5 has been acknowledged in the MDG 2012 Report
which estimates a global decrease of 34% in maternal deaths from 546,000 in 1990 to
368,000 documented in 2009. [57] Further progress has been made to reduce maternal
deaths, with more recent estimates from the MDG 2013 Report highlighting a 47% decline in
maternal deaths from 546,000 since 1990 to 287,000 in 2010. [58] This substantial reduction
in maternal death shows a global rate of decline in the maternal mortality ratio of 3.1% per
annum over the same period. [59] Maternal mortality is an extremely rare event in
developed countries because of factors that contribute to reducing maternal mortality, such
as improved social conditions, better medical care in cases of severe complications, and

access to reproductive health services which include family planning. [60]

2.6 Maternal Mortality in Sub-Saharan Africa

Of great concern is that, although some regions have shown progress since 1990 in reducing
maternal deaths, maternal mortality ratios in sub-Saharan Africa have remained very high,
with little evidence of improvement in the past 20 years. [61] In sub-Saharan Africa, where
the burden is highest, the lifetime risk of dying from maternal causes is about 1 in 22, which
contrasts sharply with a risk of 1 in 7,300 for women from the developed regions. [62] The
proportion of maternal deaths occurring in developing countries accounts for 85% of the
global burden, with 56% occurring in sub-Saharan Africa and 29% in South Asia.
Notwithstanding this, other developing regions such as Eastern Asia had the lowest level, of
37 maternal deaths per 100,000 live births. [57] WHO statistics from 2008 show the
differences in MMR in Italy, Egypt, South Africa, Zimbabwe, Lesotho, and Afghanistan were
estimated at 4, 43, 237, 624, 964 and 1, 595 respectively. [63] Such variations in maternal
health outcomes further highlight significant disparities between developed and developing
countries. A number of middle-income countries have made good progress, and Egypt, for
example, has already attained its MDG 5A goal. However, South Africa has unfortunately

seen an increase in maternal mortality. [63, 64]
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2.7 Maternal Mortality in South Africa

Regrettably, South Africa features amongst 74 priority countries with a high and increasing
level of the maternal mortality rate as highlighted by the Countdown to 2015 Accountability
Report for Maternal, Newborn and Child Survival. [65] The WHO Health Profile for South
Africa for 2011 also reports a high country MMR average of 300 maternal deaths per
100,000 live births. [66]

South Africa is classified as a middle-income country by the World Bank [67] and generates a
Gross Domestic Product (GDP) of USS 10,856 per capita with 8.7% allocated towards health
expenditure, which fast approaches that of established market economies. [68] This is a
generous amount in view of the fact that WHO recommends that countries reserve a
minimum of 5% of their national GDP towards health expenditure. [69] Additionally,
considering South Africa’s status as a middle-income country with a metropolitan
infrastructure, a well-developed private sector and stable macro-economy, the paradox of a
high rate of maternal mortality is a cause for concern. [64] In comparison to other sub-
Saharan countries, South Africa is less dependent on foreign aid; therefore improvements in
maternal health outcomes are dependent on government and other stakeholders’ initiatives
in mobilising the nation’s resources. [70] However, taking into account the colonial and
apartheid history of South Africa, the country has undergone a prolonged health transition

with universal access to quality health care remaining a challenge. [71]

2.8 Development Indices in South Africa

2.8.1 Human Development Index

The Human Development Index (HDI) Report provides a collective assessment of three basic
components of human development: health, education and income. South Africa’s HDI is
0.619, which puts it 123" out of 187 countries. [72] The HDI value should be closer to 1 as
an indication of the level of progress achieved. The Inequality adjusted HDI (IHDI) shows HDI
values adjusted for inequalities in the three basic dimensions of human development. [73]
The IHDI accounts for inequalities in HDI dimensions by “disregarding” each dimension’s
average value according to its level of inequality, and is acknowledged as showing the actual

level of human development when inequality is taken into account, while the HDI can be
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viewed as an index of the “potential” human development that could be achieved if there
was no inequality. When there is no inequality amongst people, the IHDI value is equal to
the HDI but as inequality increases the IHDI value falls further below the HDI. The IHDIs for
South Africa with regard to health and education is 0.370 and 0.558 respectively. No
statistics are displayed under the income component. [72, 73] The low IHDI value where

health is concerned highlights large disparities in access to health care which may

potentially contribute to the high MMR in South Africa.

2.8.2 Youth Development Index

The Youth Development Index (YDI) defines youth development as
Enhancing the status of young people and empowering them to build on their
competencies and capabilities for life. It will enable young people to contribute and
benefit from a politically stable, economically viable, and legally supportive

environment, ensuring their full participation as active citizens in their countries. [74]

The scope of the domains is education, health and well-being, employment, political
participation and civic participation. South Africa has a youth development index of 0.58,
ranking it at position 100 out of 170 countries. South Africa’s ranking of 0.58 places it in the
medium youth development category. In the domain of education, South Africa ranks 16™
out of 52 countries, while ranking 40™ out of 54 countries in the domain of health and well-
being. In the domain of employment, South Africa ranks 32" out of 46 countries. [74]
According to the South African Statistics Report for 2010, while attendance at educational
institutions is higher than 90% for 14-16 year olds, it sharply declines to 70% by age 18 years
and to 10% by the age of 24 years. [71]

2.8.3 Gender Inequality Index

The Gender Inequality Index (Gll) helps to facilitate the acknowledgement of the broader
problems and interconnections that are important in conceptualising the association of
maternal health, women’s education and economic growth. [75] Furthermore, there are
disparities which occur between genders concerning key issues affecting determinants of
women’s development in the dimensions of reproductive health, empowerment and

participation in the workforce which are represented by the Gll. South Africa’s Gll is 0.49,
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placing it at position 94 out of 149 countries. [75] The reproductive health dimension is
measured by two indicators: MMR and the adolescent fertility rate. [76] Evidently, South
Africa’s high MMR echoes the challenges of female disempowerment and discrimination
which erode development towards achieving national progress on improving maternal
health. [10] Gender disparities and upholding societal customs which are discriminatory to
women contribute significantly to high MMRS, while inhibiting affected individuals’ full

participation in socio-economic development. [77]

2.9 The ‘Three Delays’ Framework

The prevention of maternal mortality can be targeted at three levels: prevention of
pregnancy, prevention of obstetric complications, and prevention of maternal death once
complications have arisen. [78] WHO highlights that various determinants of health, such as
the social, economic and physical setting, along with individual characteristics and
behaviours, merge together in affecting the maternal health of women in communities. [79]
Thaddeus and Maine [80] introduced the ‘three delays’ framework which holds that delay in
the decision to seek health care, delay in accessing health care, and delay in receiving
quality health care on reaching health care facilities contribute to poor maternal health
outcomes which may lead to maternal mortality. [80] A delay in the decision to seek health
care is often due to reasons such as failure to recognise complications and social barriers
such as lack of decision-making abilities, lack of resources and the cultural beliefs and
practices surrounding childbirth and delivery as preference may be given to consulting a
local traditional healer. [81] A delay in accessing health care can be influenced by factors
such as poor roads and transport systems. A delay in receiving quality health care is often
due to inadequate health care facilities, supplies of pharmaceuticals and equipment,

finances and training of health personnel. [82]

2.10 Health Coverage to Improve Maternal Health Outcomes

Countdown to 2015 raises the question of the extent to which progress has been
deliberated and if the track of progress is adequate to meet the two targets for maternal
health. One of the central aims of the countdown concerns coverage for effective
interventions in reducing maternal, newborn and child deaths. Coverage is defined as “the

proportion of the population who can benefit from an intervention who receives it.” [38]
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Implementing ‘essential’ evidence-based interventions by Health Care Professionals (HCPs)
at community, primary and referral level is expected to have a significant impact on
maternal survival. [83] An ‘essential’ intervention is the provision and delivery of
indispensable and priority health services which involves promoting inclusive maternal
health programmes, such as the provision of quality antenatal care, care during childbirth
and post-natal care, as well as intensifying the number of skilled birth attendants. [38, 84]
Many life-threatening conditions, such as haemorrhage, sepsis and eclampsia, can be
prevented or managed through the administration of inexpensive interventions by skilled
HCPs. However, the lack of essential interventions and workforce often contribute to high
indices of maternal and infant mortality. [85] The reinforcement of reproductive health
systems through joint effort and cooperation with HCPs, such as midwives and nurses, is of
principal importance in order to accelerate the progress of reaching the maternal health
targets by 2015. [86] Furthermore, as reiterated by Mr Ban Ki-Moon, who is the eighth and
current Secretary-General of the UN, “Only functioning health systems can deliver an
integrated package of essential interventions and services needed by women and girl
children and to be able to make a difference, they must reach them at the right place and

time.” [86]

2.11 Maternal Health and Human Rights

The maternal health indicators of a nation echo its hard work and ethos to advocate and
protect women’s dignity and basic human rights. Therefore, a high incidence of maternal
mortality indicates a breach of international legal obligations to protect women’s most
important human rights: their rights to life, health, reproductive autonomy, equality and
non-discrimination. [87] Improving maternal health as a human right is also necessitated by
the fact that an immense number of maternal deaths are preventable. [2] Failure to
disseminate information, services and conditions to help women protect their reproductive
health therefore constitutes gender-based discrimination and a violation of women’s rights

to health and life. [88]

2.11.1Education and Women Empowerment
MDG 3 focuses on promotion of gender equality and empowerment of women. [24]

According to the MDG 2013 Report,
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Whether it is in the public or private sphere, women continue to be denied
opportunities to participate in decisions that affect their lives. The suppression of
women’s voices in many spheres, whether deliberate or resulting from long-standing
discriminatory social and cultural norms, contributes to the persistence of gender
inequality and limits human development. [58]
A literate and educated female has better aptitude to obtain respectable employment,
resulting in an enhanced standard of living. [70] Moreover, low female education and
female literacy rates are strongly correlated to high rates of maternal mortality around the
world. Lack of education adversely affects women’s health by also limiting, among other
aspects, their knowledge about nutrition, birth spacing and contraception. [89] The dearth
of legal accountability for maternal deaths caused by health system malfunction, socio-
economic inequality and discriminatory societal customs negatively influences the
successful reduction of maternal mortality. Therefore, maternal deaths not only involve a
tragic loss of life, but also collectively represent profoundly ingrained gender discrimination

and social injustice. [90]

2.11.2 Maternal Health and Women Empowerment

Maternal deaths and pregnancy-related conditions cannot be eliminated without the
empowerment of women. In order to improve maternal health and reduce maternal
mortality, issues such as child marriage, female genital cutting, dietary restrictions, and all
other forms of violence and discrimination against women must be addressed. [91] More
can and must be done to save women’s lives and prevent maternal complications that could
permanently alter a woman’s life and her family’s future. This is especially true given the
increasing number of young women entering their prime reproductive years in low- and
middle-income countries which are already hard pressed to meet current demands for
improved maternal and reproductive health care. [92] Additionally, the risk of maternal
mortality is highest for adolescent girls between 15 and 19 years old, with complications in
pregnancy and childbirth as the leading causes of death among adolescent girls in most
developing countries. [93] Moreover, in many countries there is more attention on
reproductive health services which focus on married women while overlooking the needs of
adolescents and unmarried women. The United Nations Population Fund (UNFPA) highlights

the importance of role of HCPs at all levels of health services in ensuring that the specific
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health needs of both women and girls are not neglected regardless of age and marital

status. [94]

The UNFPA promotes protection and respect for human rights, including gender equality
and freedom from stigma and discrimination, especially for the most vulnerable and most
at-risk populations. Amongst its areas of focus, UNFPA advocates for elements of a
comprehensive approach in promoting delay in sexual debut for young people, decreasing
the number of sexual partners, providing and promoting correct and consistent use of male
and female condom as well as providing HIV testing and counselling services including
services for the treatment of STls. [96] WHO and the UNFPA both highlight prevention of
adolescent pregnancy as an important and cost-effective intervention which contributes
towards attaining MDG 5. [95, 96] Apart from provision of health services at health care
facilities, the dissemination of accurate reproductive health information through
educational interventions to women of all ages, particularly adolescent girls, is an
imperative aspect of reproductive health rights. [97] UNFPA supports implementation of
comprehensive prevention packages for young people and key populations, including
development of national and provincial social behaviour change programmes. [98]
Adolescent girls with low levels of education and from marginalised communities are the
most vulnerable group, facing the greatest barriers in accessing reproductive and maternal
health services, as well as a higher risk of maternal mortality and disability, and of low birth

weight and mortality among newborns. [99]

2.11.2.1 Women’s Rights Treaties

CEDAW is the most comprehensive international agreement on the basic human rights of
women which was initially adopted by the UN in 1979, and has been ratified by 186
countries as of 2010. [21] However, some states became signatories of CEDAW with
“reservations”, on the basis that their national law, tradition, religion or culture conflicts
with particular articles. CEDAW is the key international instrument on women’s rights and
consists of a preamble and 30 articles, of which Article 12 and Section e of Article 16 relate

to women and their health.

Article 12 states that
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1. States Parties shall take all appropriate measures to eliminate discrimination
against women in the field of health care in order to ensure, on a basis of equality of
men and women, access to health care services, including those related to family
planning. 2. Notwithstanding the provisions of paragraph 1 of this article, States
Parties shall ensure to women appropriate services in connection with pregnancy,
confinement and the post-natal period, granting free services where necessary, as

well as adequate nutrition during pregnancy and lactation.

Article 16 (e) states that
States Parties shall take all appropriate measures to eliminate discrimination against
women in all matters relating to marriage and family relations and in particular shall
ensure, on a basis of equality of men and women the same rights to decide freely
and responsibly on the number and spacing of their children and to have access to

the information, education and means to enable them to exercise these rights.

South Africa became a signatory of the CEDAW on 29t January 1993 and ratified this
agreement without “reservations” in December 1995. [100] The Commission for Gender
Equality (CGE) is an independent state institution which focuses on a broad mandate to
promote respect for gender equality and the protection, development and attainment of
gender equality in South Africa. One of the capacities of the CGE’s mandate is to monitor
South Africa’s conformity with international agreements that impact directly or indirectly on

gender equality which includes CEDAW amongst others. [101]

2.12 South Africa and Millennium Development Goal Five

As previously highlighted in section 2.7, South Africa has a high and increasing burden of
maternal deaths. South Africa’s MMR is much higher than that of countries of similar socio-
economic development. [63, 66] WHO’s reported MMR country average of 300 deaths per
100,000 live births for South Africa is close to the estimated 310 deaths per 100,000 live
births for 2008 reported by the South Africa’s Health Data Advisory and Co-ordination
Committee. [102] Nonetheless, the level of maternal mortality remains a concern to the
South African government as expressed in the Negotiated Service Delivery Agreement

(NSDA) of 2010-2014. [103] The NSDA is a “charter that reflects the commitment of key
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sectoral and inter-sectoral partners linked to the delivery of identified outputs as they relate

to a particular sector of government.” [104]

In May 2011, South Africa’s National Department of Health (NDoH) announced a new policy
on the re-engineering of the PHC system and the overhaul of the health system. [105] The
new policy is committed to four strategic outputs that the health sector must achieve, with
the second output focusing on decreasing maternal and child mortality. [106] The vision set
by the NDoH is to reduce the MMR to 100 per 100,000 live births and less than 10 deaths
per 1,000 births for babies by 2014, through the implementation of PHC and a functional
referral system to responsive support system of hospitals. [107] In this context, maternal
health care has become one of the priority reproductive health issues that have been
identified as requiring urgent attention in South Africa by the National Maternity Guidelines

Committee in its manual for clinics, community health centres and district hospitals. [108]

2.12.1 Maternal Mortality as a Notifiable Condition

In 1997, the government of South Africa made maternal death a notifiable condition. South
Africa is one of the few less developed countries that have introduced a system of
confidential enquiry into maternal deaths. The formation of the National Committee on
Confidential Enquiry into Maternal Deaths (NCCEMD) and the designation of maternal
deaths as a notifiable condition have demonstrated dedication to improving maternal
health. [109] The NCEEMDs key recommendations concern main areas such as knowledge
development, quality of care and coverage of reproductive health services, establishing
norms and standards, as well as community involvements. An important aim of the
NCCEMD’s Saving Mothers: Report on Confidential Enquiries into Maternal Deaths In South
Africa for 2008-2010 was to update and strengthen the guidelines on the management of
conditions which commonly result in maternal deaths and have these guidelines distributed
countrywide. [110] According to the aforementioned NCCEMD report, there were 4,867
maternal deaths entered on the database for 2008-2010, showing an overall increase in the
MMR in comparison with statistics from 2005-2007 and previous years. [110] The NCEEMD
highlights the top five conditions accounting for 86.5% of maternal deaths in South Africa
(Figure 2.2). [110] Additional assessment by the NCCEMD estimated that 38.4% of the

deaths were clearly avoidable within the health care system. Complications of hypertension,
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obstetric haemorrhagic, pregnancy-related sepsis and non-pregnancy related infections
were responsible for four out of five avoidable deaths. [111, 112] The aforementioned
report provides accurate information on the causes of maternal deaths and quality of care

in maternity wards within the health institutions. [109, 110]

Causes of maternal mortality in South Africa

H Non -pregnancy related
infections such as HIV

B Obstetric haemorrhage

Complications of
hypertension

B Pregnancy related sepsis

B Medical and surgical
disorders

Figure 2.2: Causes of maternal mortality in South Africa [110]

2.12.2 Documentation of Maternal Mortality Outside of Health Institutions

It is important to note that the MMR entered into the database represents only maternal
deaths occurring in institutional health facilities. Maternal deaths that occur outside of
health institutions are not reported to the NCCEMD. As a result, there is an unknown but
significant degree of underreporting of maternal deaths, especially home deaths. The
NCCEMD can only provide facility-based MMR estimates for South Africa with an estimated
proportion of between 20% and 66% of maternal deaths occurring in health institutions in
rural areas. [113] Additionally, there is known missed reporting of maternal deaths that
occur within the health institutions but outside of the maternity wards including, but not

limited to, abortions. [114]
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2.12.3 Standardised Maternity Case Record

The maternity case record is used for pregnant women requiring general admission and
those in labour. A discharge summary is also provided on this record, after childbirth. [115]
Among other factors, enquiries into maternal deaths in South Africa have also revealed
problems such as non-utilisation of the partogram and incomplete assessment of maternal
patients by medical personnel. It was also noted that in some health facilities, the
partogram was not part of the maternity case record and this resulted in the loss of useful
information. [116] The use of different maternity case records within different provinces led
to the development of a standardised maternity case record by South Africa’s NDoH in
1999. This served to surmount the problem of variations noted in existing maternal records

while providing uniform and comprehensive records across the nation. [64]

2.12.4 Proportion of Births attended by Skilled Health Personnel

The causes of maternal mortality and morbidity result mainly from the inability of a health
system to deal effectively with complications during delivery and the immediate post-
partum period. [5, 117] One of the critical interventions for safe motherhood is to ensure
thorough care provided by skilled professionals during pregnancy and childbirth. Thus, the
reinforcement of reproductive health systems through joint effort and cooperation with
HCPs such as midwives and nurses is of prime importance in order to accelerate the

progress of reaching the maternal health targets by 2015. [65, 118]

The South African government has regulations set in place to make internship and
community service an obligatory requirement for all HCPs to qualify for registration under
their respective statutory health professional councils. Placement for internship in the
public sector is controlled by South Africa’s NDoH, resulting in allocation of a significant
number of HCPs to rural areas. [120] According to the WHO South Africa Health Profile for
2009, 85% of births were attended by skilled health personnel in rural areas in comparison
to 94% in urban areas, showing progress in narrowing the margin of this disparity. [121]
However, despite these strategies South Africa faces shortages due to movement from PHC
facilities to private health facilities, and to international health and development

organisations. [118]
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Table 2.2: Health profile of South Africa [121]

Selected Indicators (2009)

South Africa

Location WHO African region
Total population 50,110,000

Life expectancy at birth m/f (years) 54/55

Gross Domestic Product (GDP) per capita USS$ 9790
Total expenditure on health as % of GDP (2009) 8.5

Maternal mortality ratio per 100,000 live births

Country: 410
Regional: 620
Global: 260

Prevalence of HIV per 1,000 adults

178

Health workforce: (number per 10 000 population)

Nurses and midwives

Country: 40.8

Regional: 10.9
Physicians Country: 7.7
Regional: 2.3
Births attended by skilled health personnel (%) Country: 91
Regional: 49
Health service utilisation for birth attendants by skilled Rural: 85
health personnel (%): Urban: 94
Antenatal Care (4 + visits) (%) Country: 56
Regional: 44
Contraceptive prevalence Regional: 26
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2.13 South Africa’s Health Care System

Four levels of care within the South African health care system have been established for
maternal, neonatal and child health: community level services, primary level services,
district hospital level, and regional hospital level services. [122] At all levels of the health
system, South Africa has health service packages throughout the life cycle as a continuum of
care for women before pregnancy, during pregnancy and for mothers, babies and children.
[7] To support antenatal care coverage, antenatal clinics are widely distributed within PHC

facilities or hospitals. [123]

2.13.1 Challenges in Health Care

South Africa has a great inequity in its distribution of human and financial resources
between the public and the private health sector. According to the South African Health
Review for 2008, inequalities have been observed in the allocation of health resources
across population groups, urban and rural, and educational levels. [124] South Africa’s
public sector health care system supports 80% of the population while the private sector
provides services for 20% of the population, of which 18% are on medical aid. [125]
Additionally, despite the low proportion of people receiving health care, the private sector
employs about 70% of the country’s health care specialists [125, 126], and accounts for
approximately 60% of the total expenditure allocated to health care. [126] Thus, the South
African government contributes approximately 40% of the total expenditure of health to
cater for the health care needs of the larger percentage of the population which is highly
dependent on the public health care system and suffers from a shortage of HCPs. [125]
Findings from a previous study in South Africa show that HCPs have stressful working

environments due to increasing numbers of patients and staff shortages. [127]

2.13.2Challenges with Health Workforce Shortages

South Africa’s health workforce shortage poses a significant challenge in implementing
access to health care. [128, 129] The World Health Statistics for 2011 show that the density
per every 10,000 population in South Africa is 40.8 for nursing and midwifery personnel, 7.7
for physicians and a very low 2.8 for pharmaceutical personnel. [130] The dire shortage of
professionals in the pharmaceutical workforce directly affects the development,

manufacture, distribution and proper use of essential medicines, including the supportive
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functions of regulation and operational research. The successful implementation of these
responsibilities by competent pharmaceutical personnel is thus required for the existence of
a strong health system in order to avoid negative implications for the country’s maternal

and infant population. [131]

2.13.3 Eastern Cape and Millennium Development Goal Five

The Eastern Cape is one the nine provinces in South Africa and forms the setting of this
study (Chapter4). Comparison of the average MMR for the Eastern Cape between 2005-
2007 and 2008-2010 indicates an increase from 133 to 193 maternal deaths per 100,000 live
births respectively. Notwithstanding that this increase in MMR is below the country average
of 300 maternal deaths per 100,000 live births the Eastern Cape reports the third highest
number of maternal deaths in the country after the KwaZulu-Natal and Gauteng. [110]
Social determinants of health, such as poverty, and lack of access to health services and
resources, have potentially contributed to the upsurge in maternal mortality in the Eastern
Cape. The Eastern Cape is the second poorest province in South Africa [132] and, due to
such a low ranking at the provincial level, rural communities in the Eastern Cape are almost
positioned at the level of low-income countries, although technically South Africa is a middle
income country. From the more recent NCCEMD report, the Amathole district of the Eastern
Cape accounted for the second highest MMR in the province, reported as 212 per 100,000
live births between 2008 and 2010. Such alarming statistics are considerably higher than the
Cacadu district, also situated in the Eastern Cape, which reported the lowest MMR of 60
deaths per 100,000 live births. [110]

2.13.3.1 Primary Health Care Challenges in the Eastern Cape

Health systems are greatly challenged by shortage of HCPs and inadequate infrastructure,
supplies and equipment. [133] Not withstanding these challenges, the principles of PHC are
still very applicable, highlighting a critical need for accountability of all stakeholders
concerned. [23, 134] In this regard, prominence is placed on the community-based health
workforce approach in strengthening existing health systems and providing resources in
support of local action. By centering on this approach, community health workers (CHWs)
can play a significant role in improving the health outcomes of the communities which they

serve. Community participation, which is also articulated in the Declaration of Alma Ata and
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the consequent community empowerment, is a cost-effective approach to improve

maternal health outcomes especially in remote underserved communities. [135]

2.13.4 Role of Community Health Workers

CHWs initially gained global support at the 1978 International Conference on Primary Health
Care. They were seen as a key element of the strategy to achieve WHO’s goal, set in 1975, of
“Health for All by the year 2000.” Many CHW programmes were established in the 1970s in
low- and middle-income countries. [136] CHWs are a heterogeneous group of lay health
workers who have no formal professional training or degrees and are based in the
communities which they serve. They may be chosen or may volunteer within a community
to perform responsibilities related to healthcare advocacy. CHWs provide the preventive
and promotion aspects of health care to the community, often forming the liaison between

the community HCPs at the PHC facility. [137, 138]

In 1994, South Africa adopted the district health system (DHS) as the foundation of its
national health plan without the inclusion of CHWs. Thereafter, there has been increasing
advocacy towards CHWs as a prospective solution to permeate existing shortfalls in human
resources for health in different settings, mainly within healthcare for people living with
HIV/AIDS. [139, 140] As a way forward, as part of re-engineering PHC in South Africa, the
NDoH has established a CHW structure to guide the development of a national CHW
programme. This framework will also serve to develop continuity between old and new

CHW community-based organisations [105]

2.14 Universal Access to Reproductive Health

As previously mentioned (Section 2.11.1) maternal health is closely related to the right to
the highest attainable standard of health which includes access to goods and services,
including reproductive health care and information. [92] Reproductive health was initially
recognised on the global agenda and articulated in the Programme of Action of the
International Conference on Population and Development (ICPD) in 1994. [141] One of the
goals adopted in this programme was that of ensuring universal access to reproductive
health by 2015. However, the concept remained outside the scope of the MDGs until the

2005 UN World Summit. At this assembly world leaders supported the integration of the
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aforementioned goal as an MDG target. [142] Following another endorsement by world
leaders at the UN General Assembly’s 61° session in 2006, the Secretary-General took note
of the recommendation to include an additional target of universal access to reproductive
health within the MDG framework. In this context, ‘Achieve by 2015, universal access to
reproductive health’ was officially ratified as the second target of MDG 5 of improving

maternal health and became effective as of January 2008. [35]

2.14.1 Contraceptive Prevalence Rate and Unmet Need for Family Planning

Contraceptive prevalence is “the percentage of women who are currently using, or whose
sexual partner is currently using, at least one method of contraception, regardless of the
method used. It is usually reported for married or women in union between 15 to 49 years
of age.” [143] Adolescents, both unmarried and married, face many sexual and reproductive
health risks stemming from early, unprotected, and exploitative sexual activity. For that
reason, there is a pressing need to implement programmes that meet the contraception
needs of adolescents, while adequately addressing potential hurdles they may face in
accessing reproductive health services. [144] Family planning or contraception helps in
spacing pregnancies, which enhances women’s health as well as child survival. Apart from
these health benefits, limiting the size of a family has economic benefits of easing the stress
on family finances, while potentially creating opportunities for women to seek paid
employment. [145] Contraceptives have been added to the WHO updated list of priority
lifesaving medicines for women and children. The provision of modern contraceptives is
considered as one of the most effective strategies for reducing maternal deaths. [45, 146]
Increasing the use of contraception and reducing the unmet need for family planning, both
MDG 5B indicators, will lead to prevention of unwanted pregnancies and this is estimated to

reduce maternal death by a third. [58]

2.14.2 Adolescent Birth Rate

WHO identifies adolescence as a transitional period between the ages of 10 to 19 which
involves growth and development that occurs before adulthood. [147] Adolescence
represents one of the critical transitions in the life span and is a stage of life that is shaped

by a series of rapid and interconnected developmental processes. [148] While adolescents
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are in general a healthy population group, they are prone to risky behaviour, sexual violence
and sexual exploitation. [149] Adolescent girls are also vulnerable to early and/or unwanted
pregnancies. Adolescent birth rate is one of the developmental indicators for MDG 5B and
represents the number of births per 1000 girls between 15 and 19 years of age. [35]
According to the World Health Statistics for 2013, adolescent births account for
approximately 11% of all births worldwide, 95% of these births occurring in developing
countries. [59] The MDG 2013 Report highlights that sub-Saharan Africa has made the least
progress in decreasing the adolescent birth rate since 1990, reporting the highest birth rate

of 118 births per 1,000 girls amongst girls aged 15 to 19. [58]

2.14.2.1 Reproductive Health Risks for Adolescents

Sexual activity during adolescence, within or outside marriage, puts adolescents at risk of
sexual and reproductive health problems. These include early pregnancy, whether intended
or otherwise, unsafe abortion, and sexually transmitted infections (STIs) including HIV,
leading to poor health while perpetuating the cycle of poverty and illiteracy. [150]
Pregnancy and childbirth are a leading cause of death among adolescent girls in this age
group. Prenatal deaths are 50% higher among babies born to mothers under 20 years of age
than among those born to mothers aged 20 to 29 years of age. [151] The neonates of
adolescent mothers are also more likely to have a low birth weight, which may result in a
higher rate of long-term health risks. [152] Adolescents’ right to health is therefore
dependent on health care that respects confidentiality and privacy and includes appropriate
mental, sexual and reproductive health services and information. [148] In developing
countries, 30% of girls get married before the age of 18, and close to 14% do so before they
turn 15. [153] Delaying the age of marriage requires working with communities to question,
challenge and change such norms. An empowered and informed girl needs an encouraging

family and social environment to reach her maximum potential. [89]

2.14.2.2 Approaches to Reduce the Occurrence of Adolescent Pregnancy

In 1995, WHO, in conjunction with the United Nations Children’s Fund (UNICEF) and the
UNFPA, agreed on a common agenda for action in adolescent health and development
which calls for the implementation of a package of interventions, adapted to meet the

distinct needs and problems of adolescents. [154] Recommendations from WHO Guidelines
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on The Prevention Of Early Pregnancy and Poor Reproductive Outcomes in Adolescents In
Developing Countries, published in 2011, were also used to identify effective approaches to
increase utilisation of contraceptives among adolescents and to increase community
support for contraceptive provision to adolescents. [155] In 2004, the NDoH of South Africa
adopted the “ABC approach” from the United States’ President's Emergency Plan for AIDS
Relief (PEPFAR), a reproductive health initiative, which highlights “A” for abstinence, “B” for
being faithful and “C” for condom use. [156] The “ABC approach” uses interventions that
are specific to different population groups. While all aspects of the ABC approach are
deemed equally important, for adolescents the emphasis is on abstinence and delaying

sexual debut until marriage. [157]

2.14.2.3 Initiatives to Improve Access to Reproductive Health for Adolescents

The National Adolescent Friendly Clinic Initiative (NAFCI) is an accreditation programme
which was initiated in South Africa in 1999. NAFCI focuses on ensuring that reproductive
services are more accessible and acceptable to young people. Implementation of this is
through establishing national standards and criteria for adolescent health care in clinics
throughout the country, and building the aptitude of health care workers to provide quality
services. [158] In 2006, WHOQ’s department of Child and Adolescent Health and
Development (CAHD) published a systematic review of the effectiveness of interventions to

improve the use of health services by adolescents in developing countries. [159]

A study conducted in South Africa in 2005 revealed that nearly one-third of 15 to 19-year-
olds and almost two-thirds of 20—24-year-olds reported having been pregnant, with the
overall rate for 15-19-year-olds being 15.5%. [160] Just as important is the finding that 66%
of these young women reported that the pregnancy was unwanted. The study reported
adolescents’ knowledge of sexual and reproductive health as generally inadequate and a
substantial number of these adolescents indicated a need for more information on such
issues as pregnancy, relationships, and STIs. [161] In addition to a need for more
information, there is clearly a need for youth-friendly services. In spite of the high
prevalence of HIV, STIs and adolescent pregnancy, many young people do not use public
health services in South Africa, and have reported barriers when they have attended clinics.

[162, 163] The barriers reported by young people relate to access and quality, including the
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attitude of staff, the time of the service, confidentiality, embarrassment at being seen in the
clinic waiting room by adults from their community, and not understanding their diagnosis

or treatment. [163]

2.14.3 Antenatal Care Coverage

Antenatal care is assigned as the fifth indicator to be monitored under MDG 5 Target 5B.
The antenatal period is an important time for reaching women with interventions and
information that foster their health, well-being and survival and that of their infants. [35]
UNFPA and WHO recommend a minimum of four antenatal care visits during pregnancy as
the basis needed to provide important maternal health services, such as management of

hypertension to prevent maternal health complications, namely eclampsia. [164]

2.14.3.1 Antenatal Care Coverage in South Africa

According to the South African Demographic Health Survey (SADHS), antenatal care
attendance in South Africa had remained over 90% since 1998. [122] Prioritisation of
maternal health by South Africa’s NDoH has led to the increase in construction of PHC clinics
and the elimination of user fees for maternal and child services at the PHC and district
hospital levels. [140] However, although attendance was high, the SADHS underlined that
there was need for further evaluation and development in the quality of services. [122]
According to South Africa’s NDoH annual report for 2010, basic antenatal care services,
which included HIV testing, were provided in 79.4% of public sector facilities, to facilitate
progress on improving maternal health. [106] These services were provided for pregnant
women presenting in public health facilities, with 96% of pregnant women agreeing to be
tested for HIV. About 79% of those pregnant women who were eligible were placed on
highly active antiretroviral therapy. This has been of great benefit in the extension of the
Prevention of Mother to Child Transmission (PMTCT) programme, given that HIV and AIDS
contribute to the non-pregnancy related causes accounting for over 40% of maternal deaths
in South Africa. [110, 107] However, an area that requires programme expansion is the

provision of post-natal care to new mothers and their babies. [165]
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2.15 Success Stories about Improving Maternal Health in Other Developing Regions

According to the MDG 2010 Report, the global estimates of maternal mortality show that
Eastern Asia, Northern Africa, South-Eastern Asia and Southern Asia have made the greatest
strides in reducing maternal mortality. Between 1990 and 2008, 90 countries showed
declines in their MMRs of 40% or more, while another 57 countries reported at least some
improvements. [86] When development of efficient policies and strategies aimed at
increased access to effective interventions, such as the prioritisation of a national Safe
Maternal Initiative by both the government and donors, they focused on recruiting more
doctors, nurses and trained birth attendants, and positive results were feasible in
committed countries. [166] Such progress is evident from countries such as Bangladesh and

Ethiopia, which have succeeded in reducing maternal mortality. [86, 166]

As a region, sub-Saharan Africa remains furthest from meeting the MDG of maternal health,
whereas individual African countries, including low income countries such as Ethiopia, are
making sufficient progress towards improving maternal health and other MDGs. [167] In
some parts of Ethiopia, over half the girls are married by the age of fifteen with expectations
of bearing children, and they have a high risk of encountering complications, often leading
to maternal death. [167] However, targeted interventions by the Ethiopian Ministry of
Health and its partners resulted in improving maternal health by training and deployment of
more than 30,000 female health extension workers (HEWSs) in order to provide maternal
patients with health care and forefront referrals for patients with complications to health
facilities, particularly in remote rural areas. [167] Due to these initiatives, maternal mortality
in Ethiopia has decreased by almost 30% in the past 10 years. The 2010 MDG Review
Summit reported that maternal mortality has considerably declined over the last decade in
Ethiopia, from 937 maternal deaths per 100,000 births in 2000 to 673 maternal deaths per
100,000 births in 2010. [62]

Before implementing the Safe Motherhood Strategy, Bangladesh was largely influenced by
cultural practices, compounded by the relatively high cost of seeking obstetric health care,
meaning that most women gave birth at home and relied on traditional birth attendants to
assist during delivery. When the Safe Motherhood Strategy was implemented, the

percentage of women using a health care facility to give birth increased to nearly 40%. The
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percentage of births with a caesarean section to save the mother’s life also increased, from

nearly zero in the early 1990s to 5% or more in 2005. [168]

Countries such as Honduras, Nepal, Rwanda and Sri Lanka are some examples that point the
way for other countries working to address maternal mortality. While these success stories
continue to be ‘work in progress’, they demonstrate that MDG 5 is indeed within reach,
particularly for a country that recognises the incalculable value of women. [62] Concerted
efforts by the Honduras government produced a 40% decrease in Honduras’ maternal
mortality in less than a decade as a result of focusing on eradicating the key causes of
maternal death, which were postpartum haemorrhage, pre-eclampsia, and obstructed
labour. The government worked in collaboration with the United States Agency of
International Development (USAID) and the Pan American Health Organization (PAHO) in
improving efforts to reduce maternal mortality. Donor investment funded the increased
supplies of blood and equipment in clinics and hospitals to treat haemorrhage, while

paramedics provided pre-natal check-ups to monitor pre-eclampsia. [169]

Poverty in Rwanda is widespread, and the country has a large rural population, making
access to health services challenging, particularly for women. Yet the Rwandan government
has made improving family planning services a national priority by working with WHO in
hiring and training CHWs, to provide family planning education and counselling to men and
women throughout the country. As a result of reducing the number of pregnancies,

Rwanda’s maternal mortality ratio fell by more than 25% in five years. [170]

More than a third of Sri Lanka’s population lives below the poverty line. However, political
commitment to providing health care to women in clinics and hospitals, and in their homes,
has resulted in the reduction of the country’s maternal mortality rate by 87% in the past 40
years. [171] A dedicated group of midwives assigned to every district in Sri Lanka to provide
basic home care for expectant and new mothers form the frontline of the maternal health
system. In addition, the expansion of health facilities and encouragement of women to visit
these facilities during pregnancy and for childbirth has led to 99% of pregnant women in Sri
Lanka receiving four or more prenatal visits and giving birth at a health facility. [172] The

progress made by the above-mentioned countries can be attributed to the influence of
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modification in the knowledge, attitudes and practices of the relevant communities from

which positive change with regard to improving maternal health was noted.

2.16 Health Promotion

Part of Section 3 under the declaration of Alma Ata states that, “The promotion and
protection of the health of the people is essential to sustained economic and social
development and contributes to a better quality of life and to world peace.” [23] Health
promotion forms a part of PHC and involves empowering the community concerning
prevailing health problems and the methods of preventing and controlling these problems,
including promotion of maternal and child health care and provision of essential medicines.
WHO defines health promotion as “The process of enabling people to increase control over
their health and its determinants, and thereby improve their health.” [173] The concept of
health promotion was endorsed in 1986 under the Ottawa Charter on Health Promotion
which marked the first International Conference on Health Promotion. [174] The
aforementioned conference benchmarked a series of seven global conferences on health
promotion held between 1988 and 2009 and the most recent of these conferences, the 8th
Global Conference on Health Promotion, was held in June 2013. [175] Each succession of
these conferences served to reiterate the importance of health promotion and the
participation of communities individually and collectively in planning and implementing

their health care. [175]

The first International Conference on Health Promotion was a response to increasing
outlook for new public health movement at a global level. The conference advocated for the
promotion of health at all levels by supporting countries to set up policies and plans for
health promotion. This conference also highlighted that health promotion is dependent on
resourceful community participation in prioritising and implementing strategies to achieve
health development. [174] The second International Conference on Health Promotion was
held in Adelaide in 1988. The conference made strong recommendations towards
reaffirming the commitment to a strong public health agreement that the Ottawa Charter
represented. A challenge that was underlined was the need for individual nations and

international agencies to develop collaborative partnerships for global development. [176]
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The third International Conference on Health Promotion was the Sundsvall Conference held
in Sweden in 1991, with participants from 81 countries. The focus of the conference was the
endorsement of active engagement by the global community people in making
environments more supportive to health. Social, political, economic and gender equity-
centred dimensions acknowledging women in health promotion policies were highlighted as
significant aspects that influenced a supportive environment for health. [177] The Fourth
International Conference on Health Promotion was hosted in Jakarta in 1997. The Jakarta
declaration on Health Promotion reiterated the significance of the agreement made in the
Ottawa Charter, in order to reinforce the concept of health promotion in the 21% century.
[178] The conference provided an opportunity for reassessment of the determinants of
health and consideration on the progress on effective health promotion that had been
achieved up to then. [179] Additionally, health promotion was emphasised as a priority
which could be further reinforced by consolidation and expansion of partnerships with the
private sector towards improved health in the 21* century. [179] The Fifth International
Conference on Health Promotion was held in Mexico City in 2000. A ministerial statement
was signed by signatory countries which affirmed among other key statements, the urgency
to address determinants of health and strengthening collaborative mechanism to bridge

gaps in equity across all sectors and levels of the world. [180]

The Sixth International Conference on Health Promotion was held in Thailand in 2005.
Participants at this conference affirmed the ‘Bangkok Charter for Health Promotion in a
globalised world’. The Bangkok Charter asserted the need to increase community capacity,
to facilitate empowerment of communities, and to secure a platform to realise health
promotion. [181, 182] The Seventh International Conference on Health Promotion was held
in Nairobi in 2009. The conference highlighted the need for health promotion focused on
closing the implementation gap in health and development. Health promotion was further
highlighted as facilitating the empowerment of communities. This was envisaged to enable
communities to take ownership and control of their endeavours in all aspects that directly
and indirectly impact on their health and well-being. [183] Deployment of existing resources
to strengthen community participation within communities enhances community
development and independence with regard to health issues. [184] The most recent

Conference on Health Promotion held in Helsinki in June 2013. The contribution of health
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promotion in the renewal and reform of primary health care was also an area of discussion.
Among other aims, the conference facilitated discussion around progress, impact, lessons

learnt, and accomplishment of health promotion since the Ottawa Conference to date. [185]

2.16.1 Health Literacy
According to WHO,
Communication plays a vital role in ensuring community empowerment.
Participatory approaches in communication that encourage discussion and debate
result in increased knowledge and awareness, and a higher level of critical thinking.
Critical thinking enables communities to understand the interplay of forces operating
on their lives, and helps them take their own decisions. [186]
Positive outcomes in behaviour modification are facilitated by the effective communication
with members of the public. In this way, health promotion is enhanced through relaying
reliable health information by HCPs so as to ensure that community is enabled in making
informed health choices. [187] Acknowledgement and efforts to address communication
barriers such as literacy, language, level of education and cultural differences amongst other

factors is important prior to embarking on any health promotion intervention. [187, 188]

Literacy is the ability to read and use the alphabet and numerical numbers and broadens to

the ability to use media as well as electronic text for one’s personal improvement. [189]

According to WHO, health literacy is defined as
The cognitive and social skills which determine the motivation and ability of
individuals to gain access to understand and use information in ways which promote
and maintain good health. Health Literacy means more than being able to read
pamphlets and successfully make appointments. By improving people’s access to
health information and their capacity to use it effectively, health literacy is critical to
empowerment. [190]

Literacy affects the level of health literacy particularly where the communication occurs in a

written medium. Individuals with low literacy levels are less likely to access preventative

health care, leading to poor maternal health outcomes and increased use of emergency

obstetric services. [191, 192] However, higher literacy levels do not necessarily ensure
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adequate health literacy as a highly educated individual from a non-health related field may

also face challenges in health literacy. [193]

Reasons for lack of understanding of information given to patients, or a particular target
population during health promotion, may be increased due to the use of medical jargon by
HCPs. [193] As a result, recall of information of a medical condition is likely to be affected
by forgetting or confusing terms and concepts leading to inaccurate information. [194] For
the facilitation of successful educational interventions, it is beneficial for the target
audience to engage with the topic of discussion and are not just passive recipients in a
didactic approach. In addition, positive reinforcement of new information results in a better
response of recall in comparison to correction of existing knowledge or beliefs. [194] While
methods of communication such as traditional folk media, drama and theatre are valuable,
face-to-face communication fosters a more interactive approach to health promotion.
Additionally, the use of both written and verbal communication to disseminate health
information strengthens the quality of recall regarding a particular health condition. [195]
Appropriate printed materials that are developed while taking cognisance of a low-literate
target audience can be an effective reference tool to reinforce messages presented verbally
during interpersonal contacts. Additionally, these materials provide a means for conveying
uniform information to an audience outside of the setting of the initial recipient of the

information. [196]

2.16.1.2 Developing Material for Low-Literate Readers

The ability for low literates to comprehend a health based message is influenced by the
simplicity of the materials developed for the target audience. A commonality amongst the
public is that most readers of printed health promotion information prefer messages that
are conveyed in a simple and clear manner. [197] In instances where there are readers who
want more detailed information, they can be directed to the relevant sources for more
comprehensive information. [198] A formal method that can be used to guide the
development of material for low literates is through the use of baseline investigations to
ascertain the information needs of the target audience. Additionally, it is essential to
determine the key information points which are necessary to enable the reader to make an

informed decision regarding behavioural modification. [199]
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The US National Cancer Institute has developed guidelines materials for low-literate
readers. The aforementioned source has highlighted that an assessment of the
appropriateness and effectiveness of print as a communication medium to serve the
information needs of the target audience is valuable in the development of materials for
low literates. [200] In other sources, emphasis has been placed on presenting information
in a format that is easy to read and understand, while the visuals used must relate to the
text and be acceptable for the target population. [201] The combined use of verbal
discussions with printed materials as a reference is useful in reinforcing health information.
[202] Readability formulas such as SMOG (Simple Measure of Gobbledegook) can be used to
test the readability level of written material. SMOG levels are calculated by choosing 10
sentences in the text and then detecting words containing three or more syllables. A review
of the literature has noted that it is best to aim for a level that is two to five grades lower
than the level of the highest average grade in the target audience, as this accounts for a

possible decline in reading skills over time. [203]

2.16.2 Community Role in Health Promotion

One of the definitions for community engagement is “The process of working collaboratively
with and through groups of people affiliated by geographic proximity, special interest, or
similar situations to address issues affecting the well-being of those people.” [204]
Collaboration is exchanging information, sharing resources and enhancing the mutual
capacities for a common purpose, while partnerships are reciprocal associations among the
above mentioned stakeholders. [205, 206] Communities are made up of diverse groups with
different histories, social organisation, value systems, and cultural perception of civilisation.
[207] To foster a successful community engagement process, it is essential to be culturally
sensitive. Additionally it is advantageous to form a good rapport with members of the
community and their leaders. [208] Community mobilisation involves positively influencing
community behaviour by establishing a platform for communities to take an active role to
improve their well-being. In this regard, active community participation also serves as an

important aspect in facilitating community empowerment. [209]
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2.16.3 Community-Based Participatory Research

Community engagement in health promotion is mainly rooted in the acknowledgment that
standard of living, behaviours, and the prevalence of illness are all shaped by social and
physical environments. [210, 211] Challenges such as a lack of awareness of the impact of
an exacting health issue can be addressed through community-based participatory research
(CBPR). This helps to develop, refine and give momentum to negotiate a mutual agenda
between the stakeholders and communities involved. [212] CBPR is directed by the
underlying values of collaboration and partnership, where research brings together
community and academic expertise to investigate and initiate opportunities for social action
and behavioural modification. [213] The process of CBPR allows marginalised communities
to reflect upon the social conditions influencing health issues in their communities and thus
facilitates empowerment to transform the influencing risk behaviours. [214] CBPR can take
on many forms, such as associations amongst local organised groups within the community
where participation by the local people at grassroots level involves them in the
identification of their local needs and commencement and implementation of projects in
order to develop the basic self-reliance in their immediate environment. [215] CBPR
involves systems development using a cyclical and iterative process that includes
partnership development and maintenance, community assessment, problem definition,
use of developed research methods, data collection and analysis, interpretation of data,
determination of intervention, dissemination of results and establishment of mechanisms
for sustainability. [216] CBPR is distinct from community-based research in that it does not
involve merely conducting research geographically in a community set-up with limited, if
any, involvement of community members. In contrast, CBPR involves conducting research
that recognises the community as a social and cultural entity with the active engagement

and influence of community members in all aspects of the research process. [216]

Partners contribute their expertise and share responsibilities and ownership to increase
understanding of a given phenomenon, and incorporate the knowledge gained with action
to enhance the health and well-being of community members. [217] As a research
methodology, CBPR accentuates the participation and influence of non-academic
researchers in the process of investigating knowledge and behavioural modification.

Moreover, the term ‘participatory’ aligns CBPR with its roots in participatory research

37



approaches, focusing on three interconnected elements: participation, research and action.
[218] CBPR recognises community as a unit of identity. The concept of community as a
characteristic of collective and individual identity is fundamental to CBPR. Units of identity
— for example, membership in a family, friendship network, or geographic neighbourhood
— are all socially constructed dimensions of identity, created and recreated through social
interactions. [219] The partnerships involved in CBPR focus on issues and concerns that are
identified by community members who are participants in the research. [220] CBPR seeks to
support the already existing social structures and processes that contribute to the
community members’ ability to work together to improve health. Resources, strengths and
skills which exist in community-based organisations, such as supportive interpersonal
relationships, can be engaged in addressing problems and promoting health and well-being.
[221] In this regard, the strengths and resources of the community are built upon to support
and reinforce knowledge, skills and social structures in the community. [222] Information is
gathered to inform interventions which help facilitate participants’ reflection on
understandings that emerge from the interventions conducted. CBPR addresses health from

models that emphasise physical, mental and social well-being. [223]

2.16.4 Community Engagement and Higher Educational Institutions

The World Declaration on Higher Education states that there is a need for Higher
Educational Institutions (HEIs) to reinforce their role of service to society, especially in its
activities aimed at eliminating negative influences of factors such as poverty and diseases
which are powerful social determinants of health. [224] In support of this notion, the first
official document of commitment to strengthening the civic role and social responsibility of
HEls, the Talloires Declaration on the Civic Roles and Social Responsibilities of Higher
Education was signed by representative signatories at an international conference held in
Talloires, France in September 2005. [225] Several universities pledged to promote shared
universal human values by engaging in strengthening and serving the societies of which they
form a part. [225] The HEIls that signed this declaration formed a network to facilitate the
exchange of ideas and insights in community engagement. [226] Since May 2012, the
Talloires Declaration has been signed by more than 430 university presidents and

chancellors at HEIs in over 40 countries across the globe, suggesting a growing recognition
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of the importance of expanding civic engagement and social responsibility programmes in

an ethical manner, through research, teaching and public service. [227]

2.16.5 Endorsement of Community Engagement in South Africa
The 1997 White Paper on Transformation on Higher Education denotes community
engagement as one of the three founding principles of the post-apartheid reconstruction of
the Higher Education System of South Africa in conjunction with research and teaching.
[228] The Council of Higher Education of South Africa also reiterates the importance of
community engagement
As a process of creating a shared vision among the community, partners, provincial
and national government, non-government organisations, and HEls as equal
partners resulting in a long term collaborative program of action with outcomes that
benefit the whole community equitably. [229]
There are 23 HEls that have adopted the principle of community engagement and are
members of the South African Higher Education Community Engagement Forum. [230]
South Africa drafted the White Paper on Public Service Transformation in 1997. This draft
provides a guideline for health providers in public service delivery, which serves to improve
the value of delivering services that meet the basic needs of all South Africans. The White
Paper on Public Service Transformation further calls upon policy-makers to identify and
make available services that redirect resources to communities that are underserved. [231]
In 1997, a set of transformation priorities were established which set out to transform
public service delivery into a more community-orientated approach, in which the
community is aware of their health rights at every level of health services they acquire.

These were termed the eight Batho Pele principles. [232]

2.16.6 Examples of Community Engagement in South Africa

For community engagement in health promotion, the use of local knowledge in defining and
understanding the health problems within the community is central in involving community
members in the research process. This is particularly important where questions formulated
without the input and involvement of community stakeholders can undermine the research
and its chances of success from the beginning. [233] An example is highlighted in a study

initially aimed to be on cervical cancer that was conducted by Mosavel et al. [233] in Cape
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Town in the Western Cape Province in South Africa. After using focus groups and informal
interviews during data collection, it was gathered that the interest on the risk factors of
cervical cancer be modified to more detailed focus on cervical health. In this context,
acknowledgement of the different factors which influence women’s health in the study

setting facilitated redefining of the research question. [233]

Without question, the connection between health and culture is closely linked, as culture
influences perceptions of poor health and suffering, procedures of disease prevention,
remedies for ill health, and use of health services. [234] Additionally, for community
engagement to be effective, it must be mutually beneficial and of relevance to the
community where it is being conducted. An example of a successful collaboration towards
community engagement which generated similar lessons and examples that can be used
globally is the initiation of community partnerships in various provinces of South Africa with
funding from the W. K. Kellogg Foundation between 1991 and 1994. [235] These
partnerships involved local and regional health service providers, the local communities and
Oxford Brookes University as the HEI in collaboration to determine the priority-health issues

in each community. [235]

2.16.7 Community Engagement and MDG 5 in South Africa

In the apartheid era, South Africa faced significant disparities in unequal allocation of
resources in the areas of education, health services and general facilities. Subsequently
these geographical, social and political separations generated extreme consequences in
development and health. [236] Targeting community engagement in maternal health
promotion by stakeholders to the most vulnerable populations, such as women living in
rural areas, is essential as a civic responsibility towards supporting progress in improving
maternal health and saving women’s lives. [237] The role of community engagement in
health promotion and towards attaining MDG 5 can complement the critical role of HCPs in
providing maternal health care services at public health facilities. As a result, an important
component of community-oriented healthcare, empowering interventions targeting
maternal and newborn health, can be initiated and sustained. [238] Thus, community
engagement endeavours in this respect can help educate the communities concerned by

initiating campaigns that raise awareness about preventing risk behaviours which contribute
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to poor maternal health outcomes. [239] Furthermore, assessment of findings obtained
from evaluation of these interventions can be useful in informing existing maternal health

policies set by the government in order to strengthen maternal health system reforms. [240]
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CHAPTER 3: THEORETICAL FRAMEWORK

3.1 The Knowledge, Attitudes and Practices Model

The Knowledge, Attitudes and Practices (KAP) model is very useful for assessing community
knowledge, and permits rapid assessments in yielding qualitative and quantitative data. The
KAP model recognises that increased knowledge leads to new attitudes and therefore
changed practice. [241] Knowledge is assessed in order to see how far community
knowledge corresponds to concepts under enquiry. Characteristic questions include
knowledge about causes on the subject area under study. [242] In the KAP model, questions
related to practices usually enquire about the use of preventive measures or different

health care options. [243]

Understanding the knowledge, attitudes and practices of the target group helps facilitate
the determination of the goals and scopes of a health promotion intervention while
establishing the context of the risky behaviours which are to be targeted. [244, 245] Beliefs
and attitudes influence an individual’s responses regarding the health information provided
to them. [246] Arden et al. [247] highlight the importance of evaluating the perceptions,
attitudes, beliefs, and outcome expectations of individuals in order to understand practical
behaviours and to guide behavioural change. [247] However, there are limitations to the
KAP model as knowledge, beliefs and attitudes, though interrelated, do not necessarily
result in similar actions. [248] This can be due to the influence of factors described in the

health belief model below.

3.2 The Health Belief Model

Understanding human behaviour is a prerequisite for positively influencing behaviour and
improving health practices. [249] Experts in health interventions and health policy have
become increasingly aware of human behavioural factors in quality health care provision.
[250] In order to respond to community perspectives and needs, the World Bank has
emphasised the need for health systems to modify their strategies, taking into account the
findings from behavioural studies. [250] In the 1950s, researchers at the United States
Public Health Service developed the Health Belief Model (HBM), inspired by a study

investigating why medical screening for tuberculosis had a low success rate. [251] The
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underlying concept is that health behaviour is influenced by perception of a disease or
health condition and the strategies that are available to reduce its occurrence. The HBM
consists of the following main variables: perceived seriousness, perceived susceptibility,

perceived benefits, and perceived barriers in predicting health behaviour. [251]

3.2.1 Perceived Susceptibility
Perceived susceptibility involves feelings of personal vulnerability to a condition. Thus, this

aspect refers to one’s subjective perception of the risk of contracting a disease or health
condition. The first crucial step taken by individuals to reduce the threat of contracting the
disease or health condition is acceptance and recognition that their probability and
vulnerability of contracting a disease is high. The HBM infers that if an individual’s
knowledge, attitude and perceptions are positively altered and reinforced, the individual’s
perceived susceptibility towards a disease becomes high, resulting in the individual adopting

positive health-related actions towards that disease. [244]

3.2.2 Perceived Severity

Perceived severity has to do with the feelings concerning the consequences of contracting
an illness, such as death, disability and pain, including possible social consequences such as
stigmatisation within the community. [251] Perceived susceptibility is very closely linked to
perceived severity and usually individuals are unable to separate the two when they are
considering potential threats. [252] According to the HBM, acknowledging the potential
threat of a health condition is seen to be a vital cognitive process in adopting health-related

behaviours.

3.2.3 Perceived Benefits

Perceived benefits involve the acceptance of personal susceptibility to a condition which
one believes to be serious enough to elicit a behavioural change. However, it does not
define the particular course of action that is likely to be taken. [253] Perceived benefits refer
to the positive consequences of adopting a certain health-related behaviour and action. The
perceived benefits represent the components of the value outcomes of the HBM and refer

to the positive consequences of adopting a health-related behaviour. [252]
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3.2.4 Perceived Barriers

Perceived barriers are the potential negative aspects of a particular health action which may
act as impediments to undertaking the recommended behaviour. [254] According to
Johnson et al., the factors that are related to the adoption of a healthy behaviour which are
perceived by the individual as negative, in the sense that they may be expensive, unpleasant

or painful, could act as barriers to a desired action. [255]

According to the HBM, before making health decisions people assess both the health threat
and the anticipated path of action. Therefore, the two constructs — perceived susceptibility
and perceived severity — can motivate or demotivate individuals to act, whereas perceived
benefits and perceived barriers inform their choices on the appropriate behavioural
response. Attempts to improve the predictive validity of the HBM have resulted in
additional components being added to the model since its inception in the 1950s. The
additional components that have since been added to the original model are explained

below.

3.2.5 Cues to Action: Cost Benefit Analysis

Cues to action are varied, subjective and often reliant on the nature or extent of a perceived
threat to inspire action or the individual’s motivation. A cost benefit analysis is assumed to
occur where the individual weighs the action’s effectiveness against perceptions that it may
be expensive, dangerous, unpleasant, inconvenient, or overwhelming. [256] The four
perception variables are influenced by other variables such as culture, past experience,
educational level, motivation, and skill. Behaviour is also influenced by cues to action which
are events, people or things that motivate people to change their behaviour. [257] As an
example, cues to action in a campaign can be conveyed to the general public by showing
images of people infected with a particular disease and the harmful effects it has on their
bodies and lives. This may be result in a cue to action to motivate individuals to take up

positive health-related actions to avoid such a health condition. [258]

3.4.6 Self-efficacy
The concept of self-efficacy was adopted from Bandura’s Social Cognitive Theory [259] and

incorporated into the Health Belief Model to take into account personal and social

44



determinants of health-related behaviour. [244] Bandura defines self-efficacy as the self-
belief and confidence that an individual possesses to successfully adopt behaviour necessary
to achieve a desired outcome. [259] The concept of self-efficacy is thus a crucial factor in
creating and maintaining behavioural change, and this is shown by its incorporation into the
growing body of research in health-related spheres such as dieting, drug addiction, and
sporting. Thus, progressive self-confidence and a cognitive sense of self-belief are needed
for the adoption of positive health-related behaviours. [258] If the individual sees the
perceived benefits but is overwhelmed by the perceived barriers, then cues to action are
not likely to be effected. [260] In this regard, empowerment of the individual assists the

improvement of perception of self-efficacy.

The HBM identifies emphases on the individual's cognitive processes involved in behavioural
determination. A main assumption is that individuals consider both the health and non-
health-related consequences (such as social or economic) of their actions. One of the main
challenges faced by the HBM is the apparent willingness of people to neglect the potential
long-term consequences of their behaviours in support of more immediate apprehensions.
The immediate benefits of any behaviour may exert a stronger influence than the delayed
consequences, even though these might be serious, thus leading to reinforcement of
maladaptive behaviours such as engaging in risky sexual activity. [261] An example within
the context of preventing adolescent pregnancy is that an individual's concern about falling
pregnant may be obscured by other more immediate needs, such as sexual gratification, the

need for social approval, or peer pressure.

3.4.7 Limitations of the Health Belief Model

The HBM has been criticised for not accounting for the gap between intentions and actual
behaviour, which, in most cases, is made up of a broad spectrum of social, emotional and
physiological factors which influence health-related behaviour. A limitation of the model is
that it does not focus on the influence of the social and economic environment in predicting
and explaining behaviour but instead emphasises the cognitive processes of individuals.
[244] In this context, cognitive processes involve the application of one’s understanding and

reason in conceiving ways to cope with the health threat. [262]
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3.3 Empowerment model

Gibson defines empowerment as a multi-dimensional process which helps people to assert
control over factors that affect their lives. [263] Empowerment is a process that allows one
to gain the knowledge, skill-sets and attitude needed to overcome perceived barriers within
the changing world and the circumstances in which one lives. The empowerment model was
designed in order to correct the limitations of the educational model and preventive model
of health promotion. [264] The preventative model is aimed at urging and coercion of the
individual, whereas the educational model focuses primarily only on providing information.
[265] The empowerment model is based on the correlation between creating public health
policy and influencing individual choices by building the individual’s capacity to make
choices and transform those choices into desired actions and outcomes. [264] This process
conceives the ability for one to use these choices in one’s life, community and society, while
acting on issues that they define as important. The empowerment model simulates that
having access to information and resources to make proper decisions is crucial in
empowerment of a community. It also involves the ability to exercise assertiveness in

collective decision-making. [265]

An example of where the empowerment model has been used is in empowerment of
female CHWs to increase their awareness, capability and confidence in order for them to
effectively increase acceptance of the use of contraceptive among the rural women of
reproductive age group in Nepal, a South East Asian region. [266] As previously mentioned
(Section 2.13.3.2) CHWs provide the preventive and promotion aspects of health care to the
community, often forming the interface between the community and the health care
professional at the public health care facility. [137, 138] The Government of Nepal initiated
the Female Community Health Volunteer programme which involved training local
community women and delegating to them the responsibility of providing maternal and
child health and family planning services to their respective communities. The performance
of the CHWSs in making family planning services available to rural communities was
ineffective due to failure to build a sense of ownership and commitment among the
volunteers caused by a top-down approach and lack of active involvement in the
identification of the needs of their communities. [267] After implementation of the

empowerment model in a government funded programme targeted towards CHWs, it is
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held that by increasing their consciousness about the problem of high fertility and its
causes, and by enhancing their competence and confidence in the provision of
contraceptive services, with time this brought about a sustainable change in their job

performance related to promotion of contraceptive usage in the community. [267]
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CHAPTER 4: STUDY SETTING

4.1 Location of study

The study setting of this research was two Eastern Cape rural communities: Glenmore and
Ndwayana (Figure 4.1). Glenmore is situated 44 km north-west of Grahamstown, and
Ndwayana is situated 45.6 km north-west of Grahamstown and neighbours the Glenmore
industrial area. [268] Glenmore and Ndwayana villages both fall under the Amatole District
and are located north of the Great Fish River in the former Ciskei homeland. Both villages
face issues of poor infrastructure and limited services, including transport to the nearest
cities which provide access to public sector health institutions upon which the majority of

the local population is dependent. [269]
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Figure 4.1: Location of study setting [270]
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4.2 Access to the study setting

AGF is a non-profit organisation which was established in 2002 by the owners of Kwandwe
Private Game Reserve using a Social Development Model. AGF was established due to
concern around the lack of services and development opportunities for people living in the
rural areas of the Eastern Cape. [271] AGF has been working with the Glenmore and
Ndwayana communities focusing on facilitating programmes such as ‘The Positive Health’
programme designed to empower families to take active responsibility for their health and
nutrition. [271] ‘Positive Health Champions’ — a term used by AGF — are members of the
community who are trained and mentored by AGF to become resources for their
community by assisting in the facilitation of health workshops and liaison between the
community and the respective PHCs in each community. For the purpose of this research,

AGF and the positive health champion facilitated access to the study setting.
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CHAPTER 5: RESEARCH AIM AND OBIJECTIVES

5.1 Aim of the study

The aim of this study was to identify the maternal health issue of most concern to the
Glenmore and Ndwayana community participants, and to design and implement an
appropriate educational intervention for the target group.

The study was carried out in two phases: the baseline phase and the educational
intervention phase. A baseline phase facilitated the identification of the maternal health
issue of most concern to community participants from the above mentioned communities.
Following this phase the educational intervention phase facilitated the design and

implementation of the educational intervention for the target group.

5.1.1 Objectives of Baseline Phase of Study

Title of Baseline Phase: Maternal Health Assessment, Community Educational Intervention
and Evaluation

The baseline phase included the following objectives:

a. To contact key stakeholders i.e. HCPs, CHWs, positive health champions,
community leaders and women’s self-help groups from Glenmore and Ndwayana
to introduce the project (see Appendix 2: Baseline Phase Participant Information
Sheet) and to obtain their informed consent to voluntarily participate in this
project (Appendix 3: Baseline Phase Participant Informed Consent Form).

b. To conduct pilot testing of research instruments with a suitable population group
from Ndhlambe, which is a village neighbouring Ndwayana.

c. To conduct focus group discussions (FGDs) with the community leaders, three
women’s self-help groups and CHWs in each of the two rural communities
(Appendix 6: Baseline Phase FGD Question Guide), which involved investigating
the knowledge, attitudes and practices of the community’s participants with
regard to maternal health issues.

d. To conduct semi-structured interviews (SSls) with the Sister-in-Charge at each
PHC in Glenmore and Ndwayana (Appendix 5: SSI Question Guide for Sisters-In-

Charge).
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e. To collect data on the stock status of WHO identified priority medicines for
women’s health at each of the PHCs in Glenmore and Ndwayana (Appendix 4:

Checklist for availability of WHO priority medicines for women’s health).

5.1.2 Objectives of Educational Intervention Phase of Study

Based on the FGDs and SSIs conducted, the key maternal health issue identified from the
baseline phase was the need to prevent adolescent pregnancy, and this formed the basis of
the next phase of this study, which was to develop and implement an educational
intervention.

Accordingly the title of this study was modified to: Adolescent pregnancy: A community
engaged participatory approach to design and implement an educational intervention.

The educational intervention phase of this study included the following objectives:

a. To conduct a FGD to obtain feedback from positive health champions and
representative/s of AGF regarding the acceptability and cultural sensitivity of the
semi-structured interview (SSI) question guide (Appendix 11: Pre-Intervention SSI
Question Guide).

b. To introduce the educational intervention (Appendix 9: Educational Intervention
Phase Participant Information Sheet) to the target group and to obtain their assent
and informed consent from their parents or guardians to voluntarily participate in
the educational intervention (Appendix 10: Educational Intervention Phase
Participant Informed Consent Form).

c. To conduct pilot testing of the SSI question guide (Appendix 11: Pre-Intervention SSI
Question Guide) with a suitable population group from Grahamstown.

d. To conduct the pre-intervention phase using SSls (Appendix 11: Pre-Intervention SSI
Question Guide) regarding adolescent pregnancy amongst participants from the
target group in the two communities who will participate in the educational
intervention.

e. To design an educational intervention on the prevention of adolescent pregnancy
incorporating key inputs from data collected in the pre-intervention phase.

f. To conduct a FGD to obtain feedback from positive health champions and
representative/s of AGF regarding acceptability and cultural sensitivity of the

proposed educational intervention.
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To conduct the educational intervention that addresses ways of understanding
prevention of adolescent pregnancy (Section 5.1.2.2 and Appendix 12: Booklet
Developed from Educational Intervention).

To conduct the post-intervention phase using SSlIs (Appendix 13: Post-Intervention
Semi Structured Interview Question Guide) regarding adolescent pregnancy amongst
the participants from the target group in each of the two communities, who will

have participated in the educational intervention.

5.1.2.1 Objectives of Pre- and Post-Interventions Semi Structured Interviews

To determine the participants’ understanding of the significance of puberty and
adolescence.

To determine the participants’ basic understanding of the menstrual cycle.

To determine the participants’ understanding of the relationship between the
menstrual cycle and falling pregnant.

To determine the participants’ perceived severity of health risks associated with
adolescent pregnancy.

To determine the participants’ perceived severity of the health impact of adolescent
pregnancy on the newborn infant.

To determine the participants’ perceived benefits of abstinence and delay of sexual
debut as a contraceptive method in preventing adolescent pregnancy.

To determine the participants’ perceived barriers with regard to abstinence.

To determine the participants’ knowledge on the forms of contraceptive methods.
To determine the participants’ perceived barriers regarding use of contraceptives.

To determine the participants’ cues to action regarding accessing reproductive
health services at the PHC in their community.

To determine the participants self-efficacy with regard to preventing adolescent

pregnancy.

5.1.2.2 Objectives of Educational Intervention Sessions

The first session of the Educational Intervention had the following objectives:

To discuss the developmental changes during puberty and adolescence.

To discuss the menstrual cycle.

52



e To discuss the relationship between the menstrual cycle and falling pregnant.

e To discuss participants’ perceived benefits of preventing adolescent pregnancy.

The second session of the Educational Intervention had the following objectives:
e To discuss abstinence and delay of sexual debut as a way of preventing adolescent
pregnancy.
e To discuss perceived barriers faced by adolescent girls with regard to abstinence.
e To discuss examples of methods of contraception.
e To discuss the perceived barriers for sexually active adolescent girls with regard to

correct use of contraception.

The third session of the Educational Intervention had the following objectives:
e To discuss the negative impact of upholding myths in comparison to attaining correct
reproductive health information.
e To discuss the importance of making informed decisions and choices with regard to
reproductive health issues.
e To discuss the potential health risks of adolescent pregnancy such as
o Potentially contracting STls and HIV.
o Complications during childbirth such as potential risk of uterine rupture due
to cephalic pelvic disproportion.

o The health impact of adolescent pregnancy on the newborn infant.

The fourth and final session of the Educational Intervention had the following objectives
e To discuss the meaning and significance of adolescents’ health rights.
e To discuss adolescents’ right to access to reproductive health services.
e To discuss cues to action with regard to seeking access to reproductive health

services.

e To discuss the participants’ self-efficacy with regard to preventing adolescent

pregnancy.
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CHAPTER 6: RESEARCH METHODOLOGY

6.1 Background

The overarching methodology for this research is community based participatory research
(CBPR), initially referred to in Section 2.16.3. Social, economic and physical environmental
factors, such as poverty, air pollution, poor housing and lack of income due to
unemployment, significantly contribute to the disparities in health between urban and
marginalised rural communities. [272] Recognition that health is influenced by other
determinants which are embedded in social, political and economic structures has led to an
emphasis on the need for translation and integration of basic intervention and applied
research, which appeals for a more comprehensive and participatory approach to research.

[273, 274]

The rationale for using CBPR is due to its effectiveness in integrating dialogue with the
community participants through collaborative inquiry with the goal of improving community
health. [14] CBPR has distinct advantages, such as improving the quality and validity of
research by engaging local knowledge and local theory based on the experiences of the
participants involved. [275] In addition, as a research methodology CBPR aims to improve
health through examining and addressing identified needs. [276] CBPR is a collaborative
partnership approach to research that equitably involves, for example, community
members, organisational representatives and researchers in all aspects of the research
process. [216] The partnerships involved in CBPR focus on issues and concerns that are
identified by community members who are participants in the research. [222, 277] In this
context, this research involves partnership with the Faculty of Pharmacy and Community
Engagement Office of Rhodes University as the HEI, AGF as the organisational body, HCPs

and community members of Glenmore and Ndwayana as community stakeholders.

6.2 Choice of Method

The use of qualitative methods involves seeking answers to questions that stress how social
experience is created and given meaning. [278] In contrast, the use of quantitative method
emphasises the measurement and analysis of causal relationships between variables and
not processes. [279] A qualitative, interpretive approach allows acknowledgement of

conflict, on-going struggle, tension and subjectivity, as well as the situated and coproduced
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nature of accounts. Participants in qualitative studies are selected because of their
familiarity or experience with the phenomenon of interest and are able to share that
knowledge with the researcher. [280] In this context, the qualitative method using FGDs and
SSIs was implemented in this study due to its ability to generate rich descriptions of
maternal health issues from the participants involved through an in-depth investigation of
the knowledge, attitudes and practices of the community concerning maternal health issues
and thus facilitate in illuminating the experience and interpretations of events by research

participants

6.3 Baseline Phase

6.3.1 Ethical Considerations

After obtaining ethical approval from the Faculty of Pharmacy’s Ethics Committee, approval
to conduct the baseline phase of the study was obtained from the Eastern Cape Department

of Health (Appendix 1).
6.3.2 Timelines of Baseline Phase
The baseline phase was carried out from March 2012 to July 2012. The details are shown in

Table 6.1 below.

Table 6.1: Timelines of Baseline Phase

March 2012 All key stakeholders were contacted to introduce this project and to

obtain their voluntary consent to participate

April 2012 Research instruments were pilot tested

April to July 2012 | FGDs were conducted

May 2012 SSlIs were conducted

May 2012 Stock status of WHO-identified priority medicines for women’s health

were collected at the two PHCs in the respective communities
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6.3.3 Eligibility Criteria
All participants had to be 18 years or older, and give informed consent to participate in the

baseline phase of the study.

6.3.4 Pilot Testing of the Focus Group Discussion Question Guide
Pilot testing of the FGD Question Guide was carried out in Ndlambe, a village neighbouring

Glenmore and Ndwayana.

6.3.5 Data Collection

6.3.5.1 Focus Group Discussions with Community Stakeholders

After obtaining participants’ informed consent to voluntarily participate in the baseline
study, FGDs were used as a data collection tool. A discussion guide with open-ended
guestions on maternal health issues was used for the participants to discuss amongst
themselves (Appendix 6). Overall, ten separate FGDs were conducted with the village
leaders, women’s self-help groups and CHWs in each of the two villages. Among the
women’s self-help groups, three FGDs were conducted in each community: one each for
elderly women (grandmothers), older women (experienced mothers), and young women
(pregnant women and/or mothers with newborn babies). Each FGD had five to eight
participants to facilitate group interaction. To ensure uniformity, all FGDs were moderated

by the principal investigator, with the same positive health champion as the interpreter.

A tape recorder was used with the consent of the participants in order to record the
information discussed during the FGDs. This was helpful in generating detailed verbatim
transcriptions for use during data analysis. Participants in the FGDs were encouraged to talk
to each other as a discussion instead of answering questions from the researcher, as the
data would be generated mainly through communication between participants. Participants
were also advised to allow one person to speak at a time in order for recording of the FGD

to be effective.

All FGDs were conducted in isiXhosa, which is one of South Africa’s eleven official languages
and a commonly used language in the Eastern Cape. The discussions took place in a venue

that was convenient for the community participants. Prior to initiation of each FGD, a brief
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explanation of maternal health was given to ensure participants understood the topic of
discussion. Participants were encouraged to speak freely while giving each person the

opportunity to speak and elaborate on an issue.

6.3.5.2 Semi Structured Interviews with Sister-in-Charge at each PHC

SSIs were carried out with the Sister-in-Charge at the PHC in each village (Appendix 5). A
tape recorder was utilised in both interviews, and both Sisters-in-Charge voluntarily signed
the consent form. Questions used in the SSls were in a systemic and consistent order but
during the interview process the interviewee was allowed to further discuss issues that the
interviewer may have probed. SSls involving closed- and open-ended questions were used
with the Sisters-in-Charge to gain insight into their perception about knowledge, attitudes
and practices of the maternal health issues in Glenmore and Ndwayana villages. SSls were

conducted individually, in contrast to the group set-up of FGDs.

6.3.5.3 Stock Status of WHO Priority Medicines for Women’s Health

Using the WHO list of priority medicines for women’s health as a template, a survey of out-
of-stock status of these essential medicines was carried out in the two rural PHCs of
Glenmore and Ndwayana. The stock of priority list of essentials medicines was checked for a

period of twelve months beginning May 2011 to May 2012 (Appendix 4).

6.3.6 Duration of Baseline Phase

The data collection process of the baseline phase was carried out from April to July 2012.
Each FGD was approximately 45 minutes long. Thereafter, the FGDs were transcribed
verbatim and then translated to English by language experts from the School of African

Languages at Rhodes University.

6.4 Educational Intervention Phase
The key maternal health issue identified from the baseline phase was the need to prevent
adolescent pregnancy and this formed the basis to design and implement an educational

intervention in the next phase of this study.
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6.4.1 Ethical Considerations

Approval to conduct the educational intervention phase of the study was obtained from the

Rhodes University Faculty of Pharmacy’s Higher Degree Committee (Appendix 7). Ethical

Approval was obtained from the Rhodes University Faculty of Pharmacy’s Ethics Committee

(Appendix 8).

6.4.2 Timelines of Educational Intervention Phase

The pre-intervention, development and implementation of the educational intervention and

the post-intervention phase were carried out over six months from June 2013 to November

2013 (Table 6.2).

Table 6.2: Timelines of Educational Intervention Phase

June 2013 FGD was conducted to obtain feedback from positive health
champions and representative/s of AGF on cultural sensitivity and
acceptability of SSI question guide

June 2013 Information on educational intervention was introduced to the
target group

June 2013 The SSI Question Guide was pilot tested

June to July 2013

Pre-intervention SSIs were conducted

August 2013 Data analysis of SSls was carried including completion of design of
educational intervention

September 2013 FGD was conducted with AGF coordinator and positive health
champions to assess cultural sensitivity and acceptability of
educational intervention

September 2013 to Educational intervention was implemented over four weekly

October 2013 sessions

October 2013 to Booklet following Educational Intervention was developed and

November 2013 edited incorporating feedback from AGF coordinators

End of November 2013

Post-intervention SSIs were conducted
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6.4.3 Eligibility criteria
Inclusion criteria
e All participants had to be between 12 and 19 years of age
e Assenting participants below the age of 18 were required to obtain written informed
consent from their parent/ guardians to participate in the educational intervention
phase of this study.
Exclusion criteria
e Pregnant adolescents

e Adolescent mothers

6.4.4 Pilot Testing of Pre-Intervention SSI Question Guide
Pilot testing of the pre-intervention SSI question guide was conducted in Grahamstown with

a suitable target population.

6.4.5 Data Collection: Pre-Intervention Semi-Structured Interviews

Pre-intervention SSIs were conducted with 14 participants. Five participants were from
Glenmore and nine participants were from Ndwayana. Permission to use a tape recorder
was obtained from all participants prior to conducting the interviews. The details of the

participants are included in Section 7.1

6.4.6 Duration of Educational Intervention Sessions

This educational intervention consisted of four weekly meetings with adolescent
participants from Glenmore and Ndwayana. The venue for these meeting was a community
centre in Ndwayana. Each session of the educational intervention was facilitated by the
researcher and moderated by a positive health champion. To increase the rigour of the
discussions during the educational intervention, resource tools from South Africa’s NDoH,
Medical Research Council, WHO and UNFPA were consulted. An overview of the details of
the educational intervention sessions is included in Session 5.1.2.2 and Appendix 12.
Educational intervention discussions commenced in the third week of September and lasted

until the third week of October 2013. The first session was designed to establish a rapport
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with the participants and involved a discussion on developmental changes during puberty

and adolescence and a basic understanding of the menstrual cycle.

6.4.7 Data Collection: Post-Intervention SSIs with Participants
The post-intervention SSIs were conducted with 12 participants in the final week of

November 2013 (Appendix 13).

6.5. Data Analysis

6.5.1 Thematic Analysis

Thematic analysis is an appropriate method of analysis in this study as it focuses on
particular themes highlighted in the narratives given by the participants. [281] Emergent
themes or categories analysed after data collection with the use of interviews can be
described as an inductive process of data collection, whereby the interview transcripts are
then filtered and re-examined in efforts to identify similarities, differences and links
between the data. [282] Analysing data into themes supports the usage of high quantities of
gualitative data which are increasingly possible to label code into diagrams or illustrations as
a means of categorising, linking and assigning themes to the data. [282] Analysing the pre-
intervention data into themes allowed the researcher to implement the educational
intervention sessions with more clarity and increased knowledge of the topic at hand due to
review of the existing literature as well as insight from the participants themselves. [283]
Referring to participants’ existing notions around the topic of adolescent pregnancy allowed
the researcher to be open-minded and to engage the participants during the educational

intervention sessions.

6.5.1.1 Analysis of Baseline Phase Data

Thematic data analysis was managed using the Nvivo© 10 data analysis computer software
program. Transcripts from all ten FGDs and two SSIs were imported into the software and
then categorised into themes. Navigation within the software facilitated extraction and
linking of similarly related themes, a process referred to as coding. Thereafter, coded
information was moved to folders which are called nodes. All coded data was compared

within each node and further analysed to see if new themes emerged. Each set of emerging
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themes was pooled with similar information within other nodes and then organised under a

new resultant node.

6.5.1.2 Analysis of Educational Intervention Phase Data

Data recorded from the pre- and post-intervention phases was transcribed verbatim and
translated after each phase by language experts from the School of African languages at
Rhodes University. Data analysis was also managed using the Nvivo© 10 data analysis
computer software program to import the transcribed data. The units of analysis under the
educational intervention phase were knowledge, attitudes, practices, perceived seriousness,
perceived susceptibility, perceived benefits, perceived barriers, cues to action and self-
efficacy, and these were assigned as nodes. The units of analysis were derived from the
constructs of the models incorporating the KAP and HB models which form part of the
theoretical framework of this research (Section 3.1 and Section 3.2). More than one unit of
analysis was used by the researcher due to acknowledgment of the influence of various
factors on health outcomes. Comparison of themes using the units of analysis mentioned
above was useful in contextualising the factors influencing reproductive health within the
study setting. The results generated from qualitative analysis of data from the pre-

intervention phase were used to guide the design of the educational intervention.

6.6 Reliability and Validity of Research Instruments

Guba and Lincoln propose four criteria for determining the soundness of qualitative
research which give a better reflection of the underlying assumptions involved in qualitative
research. [284] The four proposed factors that can be used to assess the rigour of qualitative
studies are credibility, transferability, dependability, and conformability. The corresponding
analogue in quantitative research for credibility is internal validity, for transferability is

external validity, for dependability is reliability, and for conformability is objectivity.

6.6.1 Dependability/Reliability

Reliability is the uniformity of a test, survey, observation, or other measuring device to
establish the dependability and consistency of the results obtained after testing and re-
testing them on a different group of participants but with similar characteristics. [285]

Dependability refers to the degree to which the reader can be convinced that the findings
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obtained occur as the researcher says they did. In this regard, dependability and reliability
are concepts associated with repeatability/consistency or the ability to replicate the study.
Dependability of the data collection was increased through the use of FGDs and SSIs which
made possible the collection of rich and detailed descriptions given by participants. [286]
Among the women'’s self-help groups, FGDs were divided into three groups in order to be
sensitive to group dynamics and cultural context such as age-related barriers. Such barriers
could negatively influence the direction of the focus group if participants felt uncomfortable
with regard to the depth of input they were willing to contribute in the presence of
participants from other or older age groups. In addition, to establish the reliability of FGDs
in the baseline phase, the information from the FGDs should reach a point of saturation
where the information obtained remains similar. FGDs are usually planned to involve one
time involvement by the participants. Reaching saturation means that data from informants
is repetitive and new information is no longer forthcoming. [287] Five FGDs with different
groups of five to eight participants were conducted in each community in order to increase
the likelihood of achieving saturation. This aspect was achieved, as the themes mentioned
during each FGD were similar to those repeatedly highlighted in the other FGDs during the

baseline phase of this study.

6.6.2 Credibility/Internal Validity

Internal validity refers to the degree in which the research instrument used will actually
measure what it was intended to measure and the credibility of the collected data. [282,
285] The term credibility is used to refer to the trustworthiness, authenticity and soundness
of the argument and whether the findings are plausible. Credibility was ensured by the use
of the same question guide for all FGDs and SSls, allowing for the analysis of the similarities
and differences between answers and experiences. The use of FGDs and SSls is valid in that
it is useful for investigating unquantifiable aspects such as the reasons ‘why’ and ‘how’
opinions or attitudes about maternal health issues are upheld or not recognised in the
respective communities. [288] The FGD and SSI question guides were pilot-tested before
initiating each phase of the study and this was useful in ascertaining internal consistency
and reliability of each of the research methods used. [289] This study met the criteria of
two other forms of measurement validity: face validity, which is the extent to which a

research instrument appears to measure what the instrument purports to measure, and
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content validity, which refers to the extent to which an instrument reflects the theoretical
content of the phenomenon it claims to measure. Pilot testing was useful in identifying

ambiguous and difficult questions that could be removed from the question guides.

6.6.3 External Validity/Transferability

The concept of external validity refers to the degree to which the results obtained from
gualitative inquiry can be generalised to a wider population. [290] Qualitative research is
not intended as a means of generalising theory across different contexts, but rather of
focusing on individual perspectives and their related uniqueness. However, reference can be
made to the level of transferability whereby the findings of one study carried out in a
particular context is transferred to another context of similar characteristics. [291] FGDs and
SSlIs can provide such rich detail and context as they can be useful in describing processes
and systems, integrating perspectives and viewpoints, and understanding how people
interpret events. [290] Results generated from FGDs and SSlIs provide insight into past,
present, or future actions as well as the reasons behind those actions and the meaning that
individuals assign to them. Information obtained from FGDs also complements quantitative

research by illuminating existing data, or by generating ideas for new inquiry.

6.6.4 Conformability/Objectivity

The use of CBPR as a research methodology assisted in minimising the subjectivity of the
researcher throughout the research process (Section 2.16.3). CBPR is applied in the
identification of one maternal health issue that is of most concern in the community, using
the consensus of the community representatives who took part in the FGDs and SSls
conducted during the baseline phase of this study. In addition CBPR was applied by
obtaining feedback from stakeholders throughout the stages of this study. In this context
CBPR facilitated equity and promoted a collaborative working partnership approach with all

stakeholders in this study.
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CHAPTER 7: RESULTS

7.1 Baseline Phase

7.1.1 Focus Group Discussion Participants in Baseline Phase

Overall, 67 women and 9 men participated in the FGDs. Table 7.1 shows the details of the

FGD participants from Glenmore and Ndwayana.

Table 7.1: FGD participants from Glenmore and Ndwayana

FDG participant groups Village Number of Number of Total
male female number of
participants | participants | participants
Village leaders Glenmore 3 4 7
Ndwayana 6 1 7
Community health workers Glenmore 0 8 8
Ndwayana 0 7 7
Elderly women Glenmore 0 7 7
(grandmothers) Ndwayana 0 8 8
Older women (experienced Glenmore 0 8 8
mothers) Ndwayana 0 8 8
Young women (pregnant Glenmore 0 8 8
women and/or mothers with | Ndwayana 0 8 8
newborn babies)
Total number of participants | Glenmore 3 35 38
Ndwayana 6 32 38

7.1.2 Challenges with Antenatal Care services

Similar information was obtained from FGDs conducted in both villages. Based on the FGDs
conducted with the women'’s self-help groups, CHWs and village leaders from all ten FGDs, it
was gathered that most pregnant women access the PHCs for antenatal care services but
there are no resources to conduct delivery when an expectant mother is in labour, or if an

obstetric emergency occurs. As a result, expectant mothers are referred to a public sector
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hospital located approximately 45 kilometres away. This information was emphasised in the
four FGDs conducted with the older women who are experienced mothers and young
women who were either pregnant women and/or mothers with newborn babies. FGD
participants mentioned that, in most instances, nurses at the PHC would not call an
ambulance but would give them a referral letter and the maternal patient would have to
make transport arrangements to get to the referral hospital. This proved to be a challenge
for maternal patients who did not have money for transport to access the referral hospital.
One of the FGD participants from Glenmore indicated that due to lack of comprehensive
equipment at the PHC, the nurses were unable to detect why she had an abnormally large
“belly” and assumed that it was amniotic fluid surrounding the baby. She opted to go to a
public sector hospital located in the neighbouring city to get a second opinion, at which time

it was detected that she was in fact pregnant with twins.

7.1.3 Ambulance Services

Most FGD participants in all ten FGDs highlighted that there were challenges with accessing
ambulance services for women in labour. Participants stated that ambulances could take
eight hours to arrive, or sometimes would not come at all. A few participants indicated that
there were regulations set by South Africa’s NDoH prohibiting pregnant women from giving
birth at home, but the challenge with ambulance services arriving on time often led to the
occurrence of emergency home births. Elderly women who were not health professionals
but had experience in conducting home births would assist in such circumstances but were
not allowed to cut the umbilical cord. As an alternative they would have to keep the
“afterbirth” in a plastic bag while they waited for a qualified HCP to come and cut the
umbilical cord. The ambulance and HCPs often arrived late and FGD participants expressed

concern over the risks associated with this.

7.1.4 The unavailability of health care professionals during weekends

It was further expressed in eight of the ten FGDs that the unavailability of HCPs during
weekends is a risk factor for expectant mothers who experience complications during this
time and may need urgent medical attention and/or referral to a hospital. An example is the

occurrence of emergency home births as mentioned in the previous paragraph.
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7.1.5 Role of Community Health Workers
Participants from all ten FGDs highlighted the importance of CHWs as a liaison between the
community and the PHC. The responsibilities of the CHWs ranged from home visits to

promote use of antenatal care services at PHC and campaigns for immunisations.

7.1.6 Reproductive Health Services at PHCs

Regarding reproductive health services, FGD participants expressed that, although there is
accessibility of bio-medical interventions such as oral, injectable contraceptives and
condoms, there is a need to incorporate workshops on HIV/AIDS issues and adolescent
pregnancy as part of the reproductive health services package. Most participants mentioned
the need to promote abstinence as a choice of contraception as this would help in
prevention of adolescent pregnancy and also against possible contraction of HIV and STls.

These sentiments were expressed by participants in nine out of ten FGDs.

7.1.7 Maternal Health Issue of Most Concern to Participants

The need to promote the prevention of adolescent pregnancy due to the high occurrence of
adolescent pregnancies in both villages was highlighted in nine out of ten FGDs. The FGDs
with the elderly women from both villages who are grandmothers expressed that they were
concerned about the underdeveloped bone structure of the young girls in their community
which increased the risk of complications during childbirth. From the four FGDs with elderly
women and experienced mothers, there was concern that as mothers of the pregnant
adolescent girls, they, rather than the adolescent mother, would often have to bear the
responsibility of raising the newborn infant. Highlighted reasons for this included the
adolescent mother needing to return to school or the neglect of the newborn infant by the
adolescent mother, which most FGDs participants viewed as intentional. Other participants
highlighted the concern they had with regard to pregnant adolescents having their
educational development interrupted, and stated that most times they would not return to

school.
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7.1.8 Feedback from Semi Structured Interviews with Sister-in-Charge at each PHC

7.1.8.1 Stock status of WHO Priority Medicines for Women’s Health

A copy of the South African Standard Treatment Guidelines (STG) was kept in the clinic and
both Sisters-in-Charge used it as a guideline during consultations with patients. Other
treatment guidelines that were used by the nurses were the HIV/AIDS and TB Guidelines.
Additionally, all nurses at both PHCs were expected to refer to the national treatment
guidelines and essential medicines list which resonated with the listed priority medicines
that were on the WHO Priority List of medicines for maternal health. Regarding the
availability of these priority medicines, feedback from both HCPs highlighted that neither of
the PHCs had run out of these essential medicines in the past 12 months, from May 2011 to
May 2012. The medicines that were not on the stock code were Quinine and Clindamycin.
According to feedback from the HCPs these anti-malarial drugs were not included on the

stock code at both PHCs as the Eastern Cape is a malaria-free region.

7.1.8.2 Implementation of Bin cards®

According to feedback from both Sisters in Charge, the use of bin cards was implemented on
a daily basis whenever dispensing was carried out by all nurses at each PHC. The nurses who
were trained by a pharmacist were responsible for updating the bin cards. Bin cards were
updated on a daily basis when dispensing, during monthly stock-take, and when ordering
from the medical depot which was done every third week of the month. The use of bin cards
was viewed as being useful in keeping track of the available medicines and those that
needed to be ordered before they run out of stock. Due to training on the use of the bin
cards, both Sisters in Charge stated that they could use the bin cards effectively and did not

need further training.

7.1.8.3 Expired medicines
A protocol on disposal of expired medicines was followed according to the South African
pharmacy law regulations. A waste management company came to collect expired drugs

each month. However, the likelihood of having expired medicines at both PHCs was reduced

! Bin card is a South African term for stock cards.
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by the fact that the medicines would be lent to other neighbouring PHCs to avoid medicines

reaching their expiry date.

7.1.8.4 Maternal health Services

According to both Sisters in Charge, consultation with patients was carried out following the
Batho Pele principles. A poster which outlined the Batho Pele principles in both English and
isiXhosa was visible in the waiting area at both PHCs. Both Sisters in Charge asserted that
they followed these principles in providing health care services to all patients who accessed
the PHC. Thursday was the assigned day for antenatal care services. However, nothing was
mentioned regarding a designated date for women who had other health care needs.
Regarding reproductive health services for adolescent girls, there was no date designated
for them to access the PHC as they were allowed to access the PHC whenever they were
free. No births were conducted at the PHC due to limited resources to conduct child births;
therefore, all pregnant women were referred to the neighbouring hospital in Peddie which
is 45 km away. Additionally, if there were complications out of the scope of practice of the

nurses, they would use a referral system to the same hospital.

Both Sisters in Charge mentioned that there were no language barriers when
communicating with patients as they all spoke the same language. Promotion of antenatal
care outside of the PHC was often through liaison with community health workers and

women’s self-help groups.

7.1.8.5 Maternal health issue of most concern to Sisters-in-Charge

Both Sisters-in-Charge highlighted that no maternal deaths had occurred in either
community. No registers were kept in the two clinics to record infant mortality rates. The
maternal health issue that was raised was the concern over the prevalence of adolescent
pregnancy. Both HCPs mentioned that their communities were facing challenges concerning
the high occurrence of adolescent pregnancies. They expressed that, when asked by the
nurses at the PHC why sexually active adolescent girls defaulted coming back to the clinic to
get contraceptives, some young girls mentioned that their parents were unemployed and if
they fell pregnant they would be eligible for the child support grant (CSG). There was

general concern that falling pregnant at such a young age had consequences that went
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beyond perceived advantages of the CSG, which was reported as R300 per month at the

time of the study.
7.2 Pre-Intervention Phase
7.2.1 Participants in Pre-Intervention Phase

A total of 14 participants took part in the pre-intervention phase of the study.

Table 7.2: Participants in Pre-intervention Phase

Participant | Educational | Age

identity level
Glenmore G1 Grade 8 13
G2 Grade 8 13
G3 Grade 9 16

G4 Grade 11 17

G5 Grade 12 18
Ndwayana N1 Grade 9 15
N2 Grade 9 15
N3 Grade 9 15
N4 Grade 9 16
N5 Grade 9 16
N6 Grade 10 17
N7 Grade 10 17
N8 Grade 11 17
N9 Grade 11 18

7.2.2 Source of Information on Menstrual cycle

For 12 of the 14 participants, adolescence was marked by the onset of menstruation and
becoming aware of oneself as more mature. Most participants showed knowledge of the
menstrual cycle based on their own experiences of starting their menstrual period. The
participants quoted that their main source of information was from the school teacher

during life orientation class, or from their mother, or from a trusted female adult such as an
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aunt or the nurse at the clinic. Figure 7.1 shows the sources from which participants

received information.

Source of information on menstrual cycle

M School teacher
B Home (Mother)
Trusted aunt

M No source of information

Figure 7.1: Source of information on menstrual cycle

The relationship between menstruation and conception if one engages in sexual intercourse

was identified by 8 of 14 participants. Below is one of the verbatim responses from

participant N1:

...l understand that if you are a girl who is at menstruating stage or started
periods, if you have sex with a boy you will get pregnant. ...I got this information

from my mother. (N1)

Participant N2 also related the risk of adolescent pregnancy if one becomes sexually active
once they started their menstrual cycle. Her depiction of the causes of adolescent

pregnancy was due to peer pressure:

...Because they [adolescent girls] do not listen to their parents, some have

friends that are older than them, who are already doing adult stuff, so they do
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not listen to their parents; they listen to their friends...They go and meet with

boys at certain places; they go there and end up falling pregnant. (N2)

7.2.3 Knowledge of Abstinence as a Contraceptive Method

Among a total of 14 participants, 9 were aware of the term abstinence. Abstinence was

associated as being a measure of protection against preventing pregnancy and contracting

sexually transmitted diseases.

...I have heard that abstinence is not having sex. Older women in the community
talk about abstinence. They say you must not be involved in a relationship until
you get married. Young people do not want to abstain. They are influenced by
friends; they see what their friends are doing and copy them. ...I think when you
abstain you will not get these diseases and you are not going to get pregnant

before time. (G1)

...Yes, they say to abstain is not to have sexual intercourse with a boy. Those
that are in relationships with people that are the same age or older but most are
older. You find that it was not their intention to sleep them, but they do because

they are afraid of them so they give in. (N4)
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7.2.4 Perceived Barriers to Abstinence

Figure 7.2 displays the emerging themes that were highlighted by participants as perceived
barriers towards abstinence.

Perceived barriers to abstinence

m Sexual coercion
M Peer influences in the community
Influence of older men and

women in the community

M Personal decision not to abstain

Figure 7.2: Perceived barriers to abstinence

7.2.4.1 Sexual Coercion

Some of the participants highlighted that it was a challenge for young girls who were
involved in relationships with boys their own age or older men to negotiate abstinence.
Other barriers to abstaining that were highlighted by one participant included being coerced
into sex by older men due to fear of the relationship breaking apart. Some participants
indicated that for some young girls the reason why they gave in to sexual coercion by older
men was because they depended on them to buy extra things such as cell phones and fancy
clothes. Additionally, there were participants who highlighted that some girls depended on

older men so that they would buy them basic commodities such as food.

One participant did not understand the term abstinence. However, after the meaning of

abstinence was explained to her she said the following:

..It may not be easy to abstain because; maybe a girl may be abused by her

uncle. Maybe sometimes her uncle is going to sleep with her, and then she tells
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her friends, so friends will be like ok if you don’t want to have sex with the uncle,

take someone else, then she goes deeper and deeper. (N5)

...l also had a friend she came back and told me what happened and | told her to
go and report this because this guy forced you, it’s the same as being raped,
then she said there is no problem and she left it like that. Even if it is your

boyfriend that forced you to sleep with, it’s still rape. (N7)

7.2.4.2 Peer Influences in the Community
From the feedback of one of the participants, abstinence is shunned by some non-school-
going girls in the community. Her detailed thoughts on the perceived barriers to abstinence

were the following:

..The ones who agree with abstaining are the ones who want to protect
themselves, the ones who do not want to abstain if you talk about abstaining,
they do not want to listen, they say that think we are clever, that we think that
we are better but there is no such thing because at the end you are also going to
do this thing [having sex] it’s just that because now you are still at school, some
are not at school [the ones who are saying this]. ...It's because you are still at
school that you want to abstain, as for us we don’t want to abstain, they say it
depends you can or cannot get diseases. However, the women in the community

like the idea that we should abstain and | agree with them. (N2)

7.2.4.3 Influence of Older Men and Women in community
One participant gave the following account regarding the community beliefs of the men and

women regarding reproductive health issues:

...Some of the women in the community say that if it is cold outside they should
be with their boyfriends. The older men in the community love it because they
love getting involved with teenage girls. The older women also involve

themselves with younger men. (G2)
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..The men in the village say that abstinence is not right because once you
abstain the sperms will go to your head and you will lose your mind. That you
will go mad. ...The older men and women, everyone says so. When the girls are
abstaining there is nothing wrong with them, but it’'s when the men are

abstaining, that men will go mad. (G2)

7.2.4.4 Personal Decision not to Abstain

Some participants mentioned that the appropriate age at which they thought one could
engage in sexual activity was 18 or 21 years of age. Other participants expressed how they
had already started engaging in sexual intercourse and therefore they were not going to

consider abstinence as a contraceptive method.

..My mother has advised me to abstain but | am already having sex so | cannot

abstain. | make sure that | go to the clinic every month to get my injection. (N6)

7.2.5 Prevalence of Adolescent Pregnancy

All participants mentioned that adolescent pregnancy is a common occurrence at school.
Most participants mentioned that there were three to four girls who had fallen pregnant at
their school in the previous year. The ages of these girls were around sixteen to seventeen.
However there had been some adolescent girls who had fallen pregnant as young as
fourteen. Some participants also mentioned that there were some adolescents who fell

pregnant to get incentives such as the child support grant.

7.2.6 Knowledge of Contraceptive Methods

Of the 14 participants, 12 were aware of contraceptive methods such as use of condoms,
oral and injectable contraceptives. They mentioned that contraceptives were available at
the PHC in their community. Another participant highlighted that using contraceptives

would protect them from falling pregnant in the event that they were raped.

7.2.7 Misconceptions Regarding the Efficacy of Contraceptives
Figure 3 highlights the some participants’ misconceptions regarding the efficacy of

contraceptives
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Miconceptions regarding the efficacy of
contraceptives

M Blood returning to brain
M Body turning to jelly

No misconcepions

Figure 7.3: Misconceptions regarding efficacy of contraceptives

7.2.7.1 ‘Blood returning to brain’

There were misconceptions regarding the efficacy of contraceptives such as injectable
contraceptives. Participant N2 highlighted that there was association of amenorrhea with
use of the injectable contraceptive and menstrual blood was thought to not be coming out
because it was assumed to be returning back to the brain. As a result some girls who had

started with injectable contraceptives would default their next allocated visit at the PHC.

7.2.7.2 ‘Body turning to jelly’
When asked whether they would then consider taking the oral contraceptive five
participants indicated that there were beliefs that taking the pill caused their bodies to

become a “jelly”, meaning the body loses its firmness or becomes fatter.

Participants informed that the Sister-in-Charge at the PHC in Ndwayana often
recommended that sexually active adolescent girls be initiated on the injectable
contraceptive instead of the oral contraceptive (the pill) because they would be more likely

to forget to take the pill.
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...They say that if you forgot to take your pill it’s easy to fall pregnant, it’s easy to
use injection as it stays in your system for 2 months than the pill which you have

to remember to take it every day. (N6)

7.2.8 Perceived Barriers to Accessing Contraceptives
Figure 7.4 shows the various emerging themes regarding perceived barriers to accessing

contraceptives.

Perceived barriers to accessing contraceptives

B Painful prick of injectable
contraceptive

B Apprehension about lack of
confidentiality at PHC

A friend's bad experience

B No preceived barriers mentioned

Figure 7.4: Perceived barriers to accessing contraceptives

7.2.8.1 Painful Prick of Injectable Contraceptives

Three of the 14 participants mentioned that there were issues regarding the painful prick of
the injectable contraceptive which caused great difficulty and discomfort for some
adolescent girls. As a result some adolescent girls would avoid accessing the contraceptive
by not going to the PHC.

The following sentiments regarding use of contraception were articulated by two

participants:

..The women in the community says if you use the injection there are less
chances that you will fall pregnant, and if you do not use the injection let’s say
you use the condom and it bursts, you may fall pregnant that is why they

recommend the injection. Most teenage girls in the community have a problem
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of not wanting to go to the clinic to get the contraceptive injection because they
say it’s painful. They also complain that their boyfriends do not want to use a
condom which is the reason why teenage pregnancy is common in the
community especially in June [during this time school-going learners will have a
three week midyear break from school]. With the injection they say that it is
painful, sometimes someone goes this month, skip the next month and say they

that they are lazy. (N9)

7.2.8.2 Apprehension about Lack of Confidentiality at PHC

Other constraining factors that restricted adolescent girls from accessing contraceptives
included apprehension about lack of confidentiality due to the ‘volunteers’, at the clinic
gossiping about them. Most participants often referred to CHWs as ‘volunteers’. Participant

N7 expressed the following:

...There is a friend of mine who did not want people to gossip about her, since
the volunteers that are working there are local. She was uncomfortable about
going there, she decided that she will not go but because of that she ended up
getting pregnant. There are few girls in the community who go even though they
know that there is a person there who knows them. Their reason to say yes we
will still go even if we know that there is a person there who knows them in the

community is because they want to protect themselves. (N7)

7.2.8.3 A friend’s Bad Experience
Two participants mentioned that a reason why they did not access the injectable
contraceptive at the PHC was because of the negative experience of one of their friends

who used this contraceptive method but still fell pregnant.

7.2.9 Perceived Severity of Adolescent Pregnancy

Figure 7.5 portrays the themes which were highlighted as the perceived severity of

adolescent pregnancy.
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Perceived severity of adolescent pregnancy

H Overall interruption of studies

B Complications when giving birth

Risk of contracting STIs and
HIV/AIDS

B Responsibility of raising an infant

Figure 7.5: Perceived severity of adolescent pregnancy

7.2.9.1 Overall Interruption of Education

Participants mentioned that girls who were close to their delivery dates or around the sixth
month into their pregnancy would be requested to leave school. The participants indicated
that after delivery the adolescent mothers were allowed to return to school after a certain
amount of time but they had no knowledge of the length of time it took for them to return
to school. Although they were allowed to return to school some of the girls moved away
from the villages and did not return to school. The adolescent girls who returned to school
were often those with supportive mothers or older sisters and aunts who would take on the
responsibility of raising the infant while the adolescent mother returned to school.

Participants expressed the following sentiments regarding this issue:
...Even if they are allowed to come back after the six month, some of them
besides the thing that their parents are uncomfortable, they themselves are

uncomfortable they don’t come back. (G3)

...The young girls come back and continue with their schooling. Their mothers or

the mother of the babies take care of the baby while they are at school. They
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will not be married; they just take responsibility for the child. Most of the

pregnancies are unplanned. (G4)

One participant mentioned that they were concerned about interrupting their studies due

to falling pregnant.

.| do not want to have a baby while I'm still young, because that is going to

disturb my studies. (G4)

7.2.9.2 Complications when Giving Birth
Another participant expressed the following as a possibility of complications when giving

birth:

...As a teenager your bones are not strong you might have a problem when you
are trying to give birth and you might end up breaking your bones. | got this
information from my mother and the nurse at the clinic. As a nurse she is well

informed about health issues. (N2)

7.2.9.3 Risk of contracting STIs and HIV/AIDS

8 out of 14 participants mentioned that adolescents who had started to engage in sexual
intercourse were putting themselves at risk of getting infected with HIV/AIDS while they are
still young. Six participants mentioned that they were sexually active and accessed
reproductive health services at the PHC. They also highlighted that during consultation the

HCPs at the PHC asked them if they also wanted to take the HIV test.

...Sometimes at the clinic when we go for contraceptive injection they ask if we

would like to test for HIV as well, some say no I’'m afraid because if | find out that

I’'m HIV positive, | will die immediately at this moment. (N3)
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7.2.9.4 Responsibility of Parenting as an Adolescent

Most participants indicated awareness of the challenges of bringing up a child as an

adolescent mother. The following were their sentiments regarding the responsibility of

raising an infant as an adolescent mother:

...l will not manage to take care of an infant because I'm unemployed ...still at

school. And will have to drop out of school. (N3)

...Most of the time [it] is the grandparents who look after the children; they do
not bond or take care of their children. Some of them have mothers, they leave
the babies with the mothers... it’s also common that guys deny that they are the
father of the child, so when they do so, the child only depends on the girl
[mother]. But if she and the baby are on good terms [he did not deny paternity]
she takes the child to the boyfriend’s home and takes the baby over the

weekend, which gives her time to go to school. (N9)

...The person who is responsible for the child of the teenager who got pregnant,
are the parents. Some of them sit them down and tell them that they are giving

them a second chance; if she repeats it again they have to leave the house. (N5)

7.2.10 Perceived barriers to Preventing Adolescent Pregnancy

Figure 7.6 illustrates the perceived barriers to preventing adolescent pregnancy.
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Perceived barriers to preventing adolescent
pregnancy

H Misconceptions about sexual
intercourse and conception

M Influence of cues given by
pregnant peers

m Unsatisfactory performance at
school leading to school
absenteeism

M Influence of alcohol consumption
M Lack of access to contraceptives

M Lack of self efficacy to negotiate
use of contraception

Figure 7.6: Perceived barriers to preventing adolescent pregnancy

7.2.10.1 Misconceptions about Sexual intercourse and Conception

Misconceptions regarding sexual intercourse and falling pregnant amongst adolescents
were highlighted during discussions with the participants’ peers. According to the feedback
of three participants, there are misconceptions regarding the relationship between having
sexual intercourse and falling pregnant which are strongly highlighted during discussions
with the young males in the community, who are their peers. These young men insist that
the young girls in the community must not believe that if they have sex they will fall
pregnant. One of the participants from Ndwayana elaborated on the beliefs of young people

in the community and expressed that she did not agree with their sentiments.

..Some are saying, for instance when girls are talking between themselves
maybe one will talk as well and say that is not true, maybe we are discussing

that if a girl has sex with a boy she will fall pregnant and then the boy will say
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that is not true, you must not listen to statements that are not true and believe
them, there is no such thing. | do not agree with this and | believe my mother
[meaning she perceived the information that her mother had given her
regarding the menstrual cycle and conception as more credible] and agree with

what she says because | know she would not mislead me. (N1)

7.2.10.2 Influence of Cues Given by Pregnant Peers
Four of the participants mentioned that the influence of peers who have already fallen
pregnant had some bearing on other impressionable girls who would want to follow suit and

fall pregnant.

..Sometimes the classmate falls pregnant and has a baby, then others are like;
“Oh | also want a baby,” then they don’t get the contraceptive injection and
make an excuse to the boyfriend. She then blames the boyfriend; saying
something like boyfriend did not want to use a condom, whereas she was the
one who wanted a baby. What is common with the school teenagers is that they
just want to have a baby, and the ones who are not at school is because they
want money [referring to the CSG] because they are unemployed, they are just

sitting at home. (N9)

...Some of them when we ask them why they want babies they say it is because
they want money, then they go and apply for child support grant. Some parents
do like it and some don’t. Some women, maybe a certain mother does not mind

her child getting pregnant because she knows that she will bring money. (N1)

7.2.10.3 Influence of Alcohol Consumption

The influence of alcohol was mentioned as a factor that acted as a barrier towards
preventing adolescent pregnancy. Participants reported that girls as young as thirteen years
old frequented the local tavern and they were not dismissed from the tavern premises.
Another participant mentioned that sometimes they were not allowed to be inside the

tavern but were allowed to be on the tavern premises where they waited for boys their own
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age and older men. One participant also mentioned how some adolescent girls would then

consume alcohol and would easily get drunk, often leading to risky sexual activity.

...It's risky for some to get drunk and be involved in sexual activity because you
do not know that person’s HIV status, so you are both drunk, you are not going

to use a condom, maybe you don’t use preventing injection or pills. (N3)

It was gathered from the participants’ feedback that there were some adolescent girls who
accompanied their friends to the taverns without prior intentions of meeting up with older
men in the community. One participant mentioned that some adolescent girls who were
under the influence of alcohol would be easily influenced by men to go home with them.
Another participant mentioned how it was not easy to think about safe sex when drunk as
the perceived susceptibility of falling pregnant for adolescent girls who were under the

influence of alcohol would be decreased.

...l don’t think it's easy when you are drunk to think about safe sex, nobody
thinks about using a condom, when you are drunk everything is easy, nobody

takes things serious. (N6)

7.2.10.4 Lack of Access to Contraceptives

One participant said the following:

..l don’t think that the contraceptives are protecting them from getting
pregnant because a lot of girls in the community they fall pregnant although
they do go to the clinic to get the injection. | lost about 4 friends this year
because they got pregnant. They were 17 and 18 years of age. Some they say
they are afraid to go there, but there is no reason to be afraid, because things
are confidential at the clinic, even the nurses come to school and encourage us

to protect ourselves so that we would not be infected. (N6)
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7.2.10.5 Unsatisfactory Performance at School Leading to School Absenteeism

Two participants highlighted school absenteeism as a factor in increased adolescent
pregnancy in the community. One participant accentuated the following concerning the
perceived benefits of falling pregnant, which are recognized by some adolescent girls who

willingly fall pregnant in the community:

...Some fail at school, not because they are not competent but because they are
lazy to attend school, some don’t want to wake up in the morning so they end
up not coming to school. Because they are not attending school, not doing
anything, they end up having children, spending the child support grant, it’s also
common that the ones who are not attending school, do not look after their

children. (N5)

7.2.10.6 Lack of Self-efficacy to Negotiate Use of Contraception

One participant highlighted that lack of self-efficacy to negotiate the use of contraceptives
was a restraining factor in preventing adolescent pregnancy. Additionally, she mentioned
that, although she was keen to take part in the educational programme regarding ways to
prevent adolescent pregnancy, she did not think that increasing knowledge would help
adolescent girls to behave differently. Her reason for this was that adolescent girls in the
community already knew the consequences of risky sexual behaviour but believed that they

were eventually going to die of another cause at some point in their lives.

7.2.11 Cues to Action and Self-efficacy to Prevent Adolescent Pregnancy

Figure 7.7 highlights the reported cues to action and self-efficacy to prevent pregnancy.
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Cues to action and self efficacy to prevent
adolescent pregnancy

W Decision to seek access to
contraceptives

B Resisting peer pressure to
engage in sexual activity

Avoiding situations that may
lead sexual coercion

B Lack of "self efficacy"

Figure 7.7: Cues to action and self-efficacy to prevent adolescent pregnancy

7.2.11.1 Personal Decision to Seek Access to Contraceptives
One of the participants indicated that she had made a decision by herself, to go to the clinic

and start using the injectable contraceptive.

...No one told me, | decided to go myself because | saw what stage | was at, that
| now have a boyfriend and that was my decision. | have been using the injection

at the clinic for 2 years now. (N6)

7.2.11.2 Avoiding Situations that May Lead to Sexual Coercion

Some participants mentioned that at school they noticed how their friends were not happy
with the dynamics of the relationships that they were involved in as they felt that they were
being coerced into engaging in sexual intercourse. These participants accentuated that they
then reflected on their friends’ dilemmas leading them to avoid being in secluded places

with their partners as a way of avoiding sexual coercion.

7.2.11.3 Resisting of Peer Pressure to Engage in Sexual Intercourse

Some participants were aware of the negative influence of peer pressure to engage in

sexual activities. The following sentiments were expressed by one participant:
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...They do say things like we are cowards, like me, I'm still a virgin. They do say
some silly things, but | just don’t entertain them. Because at home they sat me
down and told me that | should look after myself. A child cannot have a child,
because she is still dependent on her parents. Some [pregnant adolescents] get

diseases; some lose their homes as they are kicked out by parents. (N8)

Another participant expressed the following regarding other perceived barriers to

preventing adolescent pregnancy:

... [Some girls fall pregnant] to bring their boyfriends closer, but that is not true;
boyfriends won’t get closer; they will go further because they are not ready.
..Maybe I'm pregnant, and then my mother will not shout at me, she will be

happy that I’'m pregnant. (N1)

Three participants who readily mentioned that they were sexually active pointed out that
they would negotiate to use a condom with their boyfriends and if they refused they would

not engage in sexual intercourse with them.

7.3 Post-Intervention Phase
7.3.1 Participants of Post-Intervention Phase
12 of the 13 participants who participated in the educational intervention took part in the

post-intervention phase.

All participants from Glenmore, i.e. participants G1 to G5, as well as N1 to N6 and N8 from
Ndwayana took part in all three phases: pre-intervention, educational intervention and
post-intervention. Table 7.3 gives details of participants who did not participate in all three

interventions.
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Table 7.3: Participants who did not take part in all three interventions

Participant | Educational | Age | Pre- Educational Post-
identity level intervention intervention intervention
(All 4 sessions)
N7 Grade 10 17 | Participated Did not Did not
participate participate
N9 Grade 11 18 | Participated Participated Did not
participate

7.3.2 Relationship between Menstrual Cycle and Conception

The 12 participants highlighted that they had gained knowledge of aspects of the menstrual
cycle that they were not aware of, such as ovulation. Knowledge of ovulation increased
participants’ awareness of the likelihood of someone falling pregnant if they engaged in

unprotected sexual intercourse.

7.3.3 Knowledge of Abstinence as a Contraceptive Method

All 12 participants accentuated that they were now aware of abstinence as a contraceptive
method they would consider. Participant N8 mentioned that she would discuss aspects from
the educational intervention with other adolescent girls who were not taking part in the
educational programme. These girls expressed it would be advantageous for the

programme to be permanent in the community so that they too could take part in future

and gain information on preventing adolescent pregnancy.

7.3.4 Perceived Barriers to Abstinence
Sexual coercion, the influence of older men, women and peers in the community and the
personal decision not to abstain were reiterated as perceived barriers to abstinence. These

sentiments were similar to those reflected in the pre intervention SSis.

7.3.5 Perceived Barriers to Accessing Contraceptives at PHC
During the post-intervention interviews, participants gave more detail of the challenges that
they face with regard to accessing contraceptives. Figure 7.8 below summarises the

emerging themes that were highlighted as barriers to accessing contraceptives at the PHC.
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Perceived barriers to accessing contraceptives
at PHC

M Inconvenient times at which PHC
is Open

M Lack of privacy and
confidentiality from "volunteers"
(CHWSs)

Services at PHC deemed as not
being user friendly for
adolescents

B No perceived barriers
mentioned

Figure 7.8: Perceived barriers to accessing contraceptives at PHC

7.3.5.1 Inconvenient Times at which the PHC is Open

Feedback from the post-intervention highlights the themes that emerged regarding barriers
to accessing reproductive health services at the PHCs in both communities. Four participants
said that they only had two breaks at school, at 10.30 am and 1.00 pm. However, if they
went to access contraceptives during these times, they would not help them and instead tell
them to come back at 2 p.m. Additionally, there was concern over the fact that the PHC was

not open during the weekends, further hindering access to the PHC.

7.3.6 Perceived Severity of Adolescent Pregnancy

7.3.6.1 Health Risks of Adolescent Pregnancy

All 12 participants in the post-intervention phase highlighted that they were aware of the
health risks associated with adolescent pregnancy. Three participants highlighted health
risks of adolescent pregnancy as potential complications while giving birth such as cephalic
pelvic disproportion and haemorrhage. The additional risk of contracting STI including
HIV/AIDS was highlighted by six participants in the post- intervention phase. Participant N6

expressed the following:

88



...It was good to also discuss STIs and HIV/AIDS. In the community | think all they
care about is us teenagers not getting pregnant. They do not care about [us]

getting diseases. (N6)

7.3.6.2 Other Consequences of Adolescent Pregnancy

All 12 participants highlighted the negative effect of adolescent pregnancy on interrupting
the educational opportunities which would lead to them lagging behind at school.
Additionally, all participants highlighted that it was not desirable to have the responsibility
of raising an infant. Health risks associated with adolescent pregnancy were highlighted by

all 12 participants in the post intervention SSls.

7.3.7 Self-efficacy to Prevent Adolescent Pregnancy

11 of the 12 participants highlighted that they felt empowered to prevent pregnancy during
their adolescent years. Participants highlighted that they could now be assertive and make
informed decisions regarding their reproductive health instead of following the crowd.
Those who had indicated that they had experienced barriers in accessing contraceptives at
the PHC felt more confident to access reproductive health services at the PHC, having
understood that it was their right to access these services. Participant N3 highlighted that

she felt empowerment was still a process for her.

Six participants who used the injectable contraceptive stated that the educational
programme had helped them to better understand the reason behind menstrual
irregularities and amenorrhea. However, they stated that this knowledge did not change
their minds on preferring to have a regular menstrual cycle where they would have their
menstrual period. Participant N4 highlighted that even though she was now aware that
blood was not returning to her brain, she still preferred to have a regular menstrual cycle so

that she would not be worried that she may be pregnant.

Oral contraceptives were still unpopular amongst all 12 participants due to the increased
responsibility of having to take the pill at a specific time daily. Participants mentioned that
they were definitely likely to forget. The potential side effects of weight gain, which were

also mentioned as a constraining factor regarding use of oral contraceptives.
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7.3.8 Way Forward

All 12 participants expressed that they were very keen for the programme to continue with

AGF coordinators in future. They all highlighted that overall the programme had given them

a much-needed space to share their perceptions as well as obtain information on ways to

empower themselves regarding prevention of adolescent pregnancy. Nine out of twelve

participants requested that the programme also include boys. One participant mentioned

the importance of including parents in the programme in future. Table 7.4 shows a

comparison of participants who gained knowledge between the pre and post intervention

SSls.

Table 7.4: Comparison of number of participants stated correct responses between the

Pre and Post Intervention SSls

Concept

Pre Intervention SSI: Number of
Participants who stated correct
responses

Post Intervention SSI:
Number of Participants
who stated correct
responses

Basic understanding of

menstrual cycle

Six participants

All 12 participants

Risk of contracting STls
and HIV/AIDS

Six participants

All 12 participants

Abstinence as a
contraceptive method

Seven participants

All 12 participants

Apart from the aforementioned details of additional information from the post

intervention SSls relayed in this section, all 12 participants expressed similar sentiments

which they had previously expressed in the pre intervention SSIs. However, more detailed

information was relayed with regard to aspects such as perceived barriers to accessing

contraceptives at the PHC in comparison to that relayed in the pre intervention SSls

(Section 7.3.5). Table 7.5 portrays information that was perceived as useful by each

participant from the educational intervention sessions.
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Table 7.5: Information from educational intervention perceived as useful by participants

Participant | Perceived useful information obtained in
educational programme in order of Importance
to participant

G1 Increased knowledge of | Influence of peer
menstrual cycle pressure

G2 Increased knowledge of | Influence of peer
different contraceptive | pressure
methods

G3 Influence of peer Influence of peer
pressure pressure

G4 Access to reproductive | Increased self-efficacy
health as a human right | to insist on use of

condom with sexual
partner

G5 Awareness of Consideration of
misconceptions abstinence as a
regarding injectable contraceptive method
contraceptives in future

N1 Risk of contracting STI Awareness of
and HIV/AIDS if not misconceptions
using dual regarding injectable
contraception contraceptives

N2 Awareness of Effect of adolescent
misconceptions pregnancy on
regarding injectable interrupting studies
contraceptives

N3 Increased self-efficacy | Awareness of
to prevent adolescent misconceptions
pregnancy regarding injectable

contraceptives

N4 Access to reproductive | Effect of adolescent
health as a human right | pregnancy on

interrupting studies

N5 Influence of peer Effect of adolescent
pressure pregnancy on

interrupting studies

N6 Increased self-efficacy | Influence of peer
to prevent adolescent pressure
pregnancy

N8 Influence of peer Increased self-efficacy

pressure

to prevent adolescent
pregnancy
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7.4 Development of Booklet from Educational Intervention

A booklet was developed to summarise some of the topics covered in the educational

intervention sessions (Appendix 12). This booklet would serve as a resource tool for use in

the continuation of the educational programme. Sustainability of the educational

programme would be through its incorporation into the AGF ‘Positive Health’ Programme.

In this context, feedback on the development of the booklet was obtained from FGDs with

AGF ‘Positive Health’ programme coordinators and is summarised in Table 7.5 and Table 7.6.

The criterion for the topics chosen for incorporation into the booklet was based on key

aspects during the educational intervention sessions. These topics would facilitate more

detailed discussion on related issues under each heading.

Table 7.6: Booklet design feedback from AGF coordinators

Constructive Comments

Simple to use

Diagrams will be helpful as a supportive reference tool during discussions with
adolescents

There is a lot of information to read which will be helpful as a reference tool
during discussions

Can be used by moderator or facilitator to guide the direction of discussion on

sensitive topics

Table 7.7: Suggested modifications towards design of booklet

Suggested Modifications

Change ‘STI’ to ‘STD’ as this is more commonly used

Additional information on precautions when taking oral contraceptives

Bolden or highlight the need to dispose barrier contraceptives the correct way
Addition of examples of sexually transmitted diseases

Addition of precaution not to use both female and male condoms at the same time
Addition of the need for non-judgmental support by community members

Use of active person instead of third person
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CHAPTER 8: DISCUSSION

8.1. Challenges with Health Care Services

Lack of infrastructural resources and unavailability of staff during weekends in marginalised
communities such as Glenmore and Ndwayana pose a challenge towards improving
maternal health outcomes. Notwithstanding this, according to the South Africa Health
Profile for 2010, South Africa has made progress concerning women living in rural and urban
areas who received skilled care at childbirth between 1990-1999 and 2000-2008, from 84%
to 91% respectively. [66] Furthermore, according to a statement issued by the Eastern Cape
Department of Health on 12t January 2012, 60 ambulances have been added to the fleet of
ambulances serving the province. [292] One of the goals of these efforts is to speed up the
delivery of ambulance services to the Eastern Cape in order to help reduce maternal
mortality and morbidity. From the FGD discussions, it is apparent that there are still
challenges with regard to ambulance services reaching marginalised areas such as Glenmore
and Ndwayana timeously, and this is a constraining factor when addressing maternal health
issues. National documents such as the Primary Health Care Package for South Africa — a set
of norms and standards facilitate the opportunity for South Africa’s population to know the
quality of primary health care services they should expect to receive. [293] Additionally, one
of the principles of Batho Pele emphasises that access to decent public services is the

rightful expectation of all citizens, especially those previously disadvantaged. [232]

8.2 The Role of Community Health Workers

The role of CHWs in primary health care is relatively well recognised in the Glenmore and
Ndwayana communities as supported by feedback from FGDs with community participants
and SSIs with the HCPs. CHWs play an active role in promoting antenatal services for
pregnant women in the two villages and this is a facilitating factor towards addressing
maternal health issues. South Africa’s NDoH policy document on the re-engineering of the
PHC system has emphasised the role of CHWs as central to the PHC initiative with a focus on
maternal, child and women’s health. In addition to the above mentioned duties, each CHW
is also assigned to be responsible for health promotion and prevention at household and

community level. [105]
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8.3 Reproductive Health

Data concerning reproductive health services and the high rate of adolescent pregnancy,
which was highlighted in all ten FGDs and both SSIs conducted, confirms the relevance of
including reproductive health as a target for improving maternal health. The right to
universal access to reproductive health, which had not initially been stated under the
Millennium Declaration, was incorporated as a clear target in 2007 and became effective on
1% January 2008. Indicators to monitor progress in achieving this developmental target are
contraceptive prevalence rate, adolescent birth rate, antenatal care coverage, and the
unmet need for family planning. [294] Statistics from the South African Statistical Fact Sheet
for 2010 shows the percentage of unmet need for family planning for Africa as 24.3% but no

data was recorded for South Africa. [68]

In nine out of the ten FGDs, most participants felt there was a need for the young girls in the
community to be aware of abstinence as a method of contraception which should be
included in reproductive health campaigns instead of solely promoting condom use.
According to the 2010 MDG Country report for South Africa, the contraceptive prevalence
rate for Africa is 24% whilst that for South Africa is 56%. [70] Although South Africa has a
higher contraceptive prevalence rate than the rest of Africa, the promotion of interventions
that place focus on conveying accurate reproductive health information is an important
aspect of reproductive health rights, particularly for adolescent girls. [97] Achieving access
to reproductive health facilitates the opportunity for individuals to develop in other aspects
such as education. Moreover, babies born to adolescent mothers are also at risk of neonatal
death. Failure to improve sexual and reproductive health has adverse outcomes as it relates
to adolescent pregnancies which expose affected individuals to the risk of STI and HIV

infection in the long term. [95]

8.4 High Rate of Adolescent Pregnancy

From the baseline study, adolescent pregnancy was highlighted as the maternal health issue
of most concern to the Glenmore and Ndwayana communities, following feedback from
nine of the ten FGDs and both SSIs with HCPs. Although, according to feedback from the SSls
with the Sisters-in-Charge, no maternal deaths were recorded in their PHC registers over the

past five years in either community, maternal mortality has been indicated as accounting for
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a large proportion of female death worldwide and in South Africa. [57, 58, 61] Additionally,
maternal mortality is the major cause of death amongst adolescents aged between 15 and
19 years of age. In this context, the prominence of maternal deaths in this age group is
recommended to be a motivation towards the promotion of sexual and reproductive health
interventions suitable for this age group. [95] South African policy guidelines on teenage
pregnancy, such as Teenage pregnancy in South Africa — with a specific focus on school-
going learners, highlight the negative impact of adolescent pregnancy on increasing
maternal deaths and emphasise the need for active involvement of all stakeholders as
crucial to addressing adolescent pregnancy. [295] Improved access to sexual and
reproductive health, which includes access to services and information, is a mainstay for
supporting the overall health of communities, in particular that of women. The achievement
of MDG 5 and other health-related MDGs is strongly reinforced by the progress that can be
made on sexual and reproductive health. [35] Health promotion and community
participation which facilitates the opportunity for subsequent community empowerment is
thus a cost-effective approach to improving maternal and reproductive health outcomes,

particularly in remote, underserved communities. [135]

8.5 Stock Status of Priority Medicines for Women’s Health

Technical support from WHO assisted the development and implementation of the South
African Drug Action programme in 1994, which aimed to focus on equity and access to
essential medicines on a national scale. [296, 297] In 1996, South Africa drafted its National
Medicine Policy, and then continued with the development of the national standard
treatment guidelines and essential medicines list for all levels of the healthcare system.
[296] WHOQ'’s priority medicines list for women and children helps countries select and make
available the most important medicine for maternal and infant health. [45] The updated
2012 version of the WHO priority list of life-saving medicines for mothers includes the
addition of misoprostol, hydralazine and methyldopa, mifepristone, tetanus vaccine, and
the inclusion of contraceptives. It is encouraging that in this study, the bin cards in the two
rural PHCs showed that priority medicines for maternal health according to the 2011 version
of the WHO priority list were not out of stock during a twelve-month period. Conversely, the
availability of these essential medicines does not render potential complications for

pregnant women and mothers an impossible incident. In the event of such an occurrence,
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the communities are ill-equipped as both PHCs are not operational after hours or during
weekends, and the closest hospital is not easily accessible to these communities. This reality
poses a likely health hazard which could ultimately lead to health complications. The Eastern
Cape is the second poorest province in South Africa and has the highest level of
unemployment, and reduced access to health services impacts negatively on the population.
[298] Unemployment can negatively influence maternal health outcomes for pregnant
adults as well as adolescents, who are likely to face financial constraints with regard to

sourcing money for emergency transport to the referral hospital.

8.6 Source of Information on Reproductive Health Issues

A number of participants in the pre-intervention phase of this study mentioned that their
parents/ guardians were an important source of information on reproductive health issues,
such as the menstrual cycle. However, a few participants highlighted how they were not
comfortable discussing reproductive health issues with parents or other family members.
Findings from other studies highlight obstacles such as negative role modelling or an overly
authoritarian parenting style in preventing open communication between parents and
children about sexual and reproductive health issues. [299] Constructive, open
communication is essential for increasing responsible sexual behaviour among adolescents.
The quality of parent-child communication has a great influence on the decisions
adolescents make regarding their sexual and reproductive health. [300] An assessment of
various studies highlights that the quality of relationship between a parent or guardian and
an adolescent influences their sexual behaviour. [301, 302, 303, 304, 305] Lack of parent-
child communication on reproductive issues has been reported to lead to peers becoming
the most important and influential source of information, as well as enhancing association
with deviant peer groups. [306] In another study, adolescents concurred that it would be
easier for them to avoid adolescent pregnancy if more open and honest conversations
about these topics with their parents were fostered. [307] One study highlights the
influence of African cultural norms which often view dialogue between parents and
adolescents on sexual and reproductive issues as a ‘taboo’. As a result, communication on
these topics is often characterised by elusive warnings from parents or guardians rather
than direct, open discussion. [308] Changing of such ‘culture sensitive’ norms in a globalised

world, is a process that is likely to take place over long a period of time, thus parent child
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communication may remain a missed opportunity. A positive aspect to note was that
feedback from a few participants in the post-intervention showed a keenness to have their
parents/guardians involved in the educational program in future, in order to facilitate open

communication.

8.7 Prevalence of Adolescent Pregnancy

Adolescent birth rates have been declining globally but they remain high in parts of Africa
and Asia. [309] There is considerable evidence from numerous studies conducted in
developed and developing countries indicating lower socioeconomic status, poverty, low
levels of education, income and employment amongst community members as risk factors
contributing towards a high prevalence of adolescent pregnancy. [310, 311, 312, 313] The
reportedly high prevalence of adolescent pregnancy in the communities of Glenmore and
Ndwayana resonates with this. However, this does not necessarily indicate that adolescent
pregnancy is isolated to less fortunate communities. According to past studies conducted in
South Africa in the 1990s, early pregnancy was welcomed as a sign of ‘fertility’ especially
among African families. [314, 315, 316] However, this notion is no longer widely supported
due to various reasons including but not limited to the change in aspirations of young
people. One study from South Africa reported that over two thirds of adolescent mothers
stated their pregnancies as unwanted. [317] According to findings from the aforementioned
study, a majority of the girls disclosed that their pregnancies were unplanned; they had
insufficient sexual information; ignored contraceptive options; and did not recognise the
implications of intercourse and pregnancy for themselves or for their infants. Although it is
recognised in South Africa that adolescent pregnancy is high, SADHS for 2003 has shown
that there has been a decrease in adolescent pregnancy from 37% in 1998 to 27% in 2003.
According to the aforementioned survey, the rate of condom use during the last sexual
encounter was also reported to have increased from 16% in 1998 to 48% by 2002. [122,
317] In light of this, the National Department of Health Policy Guidelines for Youth and
Adolescent Health, updated in 2012, highlights adolescent pregnancy as an area of much

needed attention. [318]
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8.8 Misconceptions Regarding the Efficacy of Contraceptives

Most participants in the pre-, post- and educational interventions highlighted that they
suspected amenorrhoea indicated a decrease in the efficacy of the injectable contraceptive.
Participants mentioned that they were not keen to use the injectable contraceptive because
when they missed their menstrual bleeding they believed it to be due to “blood returning
back to their brains” (Section 7.2.7.1). Studies have shown that, while adolescents are
relatively well informed about contraceptive methods, gaps exist in the accuracy of skill
regarding correct use of contraception. [319, 320] Lack of knowledge is often cited as a
reason for ineffective or non-use of contraceptives. [321] Errors in accurately understanding
the correct usage of a specific contraceptive method can decrease its effectiveness thus
increasing the chances of experiencing a pregnancy. For example, incorrect usage can lead
to tears in condoms, and missed doses of oral contraceptives can lead to ovulation. [320]
According to a study by Woods and Jewkes [322], most of the girls using injectable
contraceptives reported prolonged absence of menstruation as being due to the blood
being “blocked in the head.” This was not appreciated as menstruation was widely seen as
cleansing the womb of accumulated “dirt.” [322] Participants in the aforementioned study
also highlighted that not having adequate information regarding the oral contraceptive
resulted in its erratic usage, to avoid potential weight gain or side effects such as
amenorrhoea. [322] In another study, participants believed that amenorrhoea caused by
using injectable contraceptives could result in infertility, and hence decided not to use
them. [323] As a result, negative perceptions about contraceptives influence the likelihood
of their incorrect and inconsistent usage. This aspect closely relate to the construct of

perceived barriers highlighted in the Health Belief model. [251]

8.9 Perceived Severity of Adolescent Pregnancy

8.9.1 Overall Interruption of Education

The Department of Education [324] has set in place guidelines entitled Measures for the
Prevention and Management of Learner Pregnancy, which state that no learner should be
readmitted in the same year that she has left school due to pregnancy. The awareness of
disruption of schooling was reported by some participants in both the pre- and post-
intervention as a perceived severity of falling pregnant. Between 2002 and 2006 it is

estimated that between 66,000 and 86,000 adolescent girls across South Africa reported

98



pregnancy as the main reason for interrupting their schooling. [325] Findings from Grant
and Hallman showed that 29% of 14-19 year-olds who drop out of school due to pregnancy
return to school by the age of 20 and, of this figure, only 34% complete their final year of
schooling. [326] Another study revealed that most adolescent mothers who do go back to
school after giving birth face a number of challenges and a lack of support from teachers

may impede their ability to succeed. [327]

8.9.2 Health Risks Associated with Adolescent Pregnancy

The feedback from the participants showed limited awareness of the health risks associated
with adolescent pregnancy. However, one participant mentioned that as a young adolescent
their bones were still developing, causing the likelihood of complications during childbirth.
She indicated that she had obtained this information from the nurse at the PHC and her
mother at home (Section 7.9.3.2). The WHO adolescent pregnancy fact sheet highlights
disadvantages of adolescent pregnancy on newborn infants such as low birth weight as a
risk factor for infant illnesses. [151] A number of risks such as anaemia, post-partum
haemorrhage, STls and HIV/AIDS, and complications of hypertension in pregnancy have also
been highlighted as causing pregnancy to be more risky to adolescents. [110] There are
conditions that only women experience and that have negative health impacts that only
women suffer. Some of these conditions, such as pregnancy and childbirth, are not in
themselves diseases, but normal physiological and social processes that carry health risks
and require health care. [150] Local studies have not extensively shown the awareness or
lack of awareness regarding the physical developmental health risks such as cephalic pelvic
disproportion during childbirth amongst adolescents. In South Africa the focus on
preventing adolescent pregnancy as a measure of avoiding obstetric outcomes of early
pregnancy is not as significantly highlighted as concerns over the increased risk for young
women in terms of contracting HIV and the quality of antenatal care young pregnant

women receive. [316]

8.9.3 Responsibility of Parenting as an Adolescent
Feedback highlighted by participants in the pre-, post- and educational intervention phases
showed their awareness of the financial challenges and potential missed opportunities that

come with raising an infant. These sentiments resounded with similar findings from other
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studies. [328, 329] The role of parenting is deemed as more successful for first time parents
if they have accomplished their other transitions to education, work, and/or marriage. [330]
In a number of cases in South Africa, grandparents take on the responsibility of being

caregivers of children born to adolescent mothers. [331]

8.9.3.1 Child Support grant

South Africa has a formal social security system which assists vulnerable segments of the
population from the complete brunt of poverty. Such assistance is in the form of social
grants, examples are the disability grant, older person grant and CSG among others. [332]
Commentary has been made questioning the sustainability of the social grants, which have
an allocation of 3,5% of South Africa’s GDP. [333] Currently, the CSG is R300 a month per
child. Individuals who are eligible for the CSG are primary care givers who earn less than
R34, 800 per year if single or R69, 600 if married [334]. Notions of some adolescent girls
falling pregnant as a way to obtain the CSG was pointed out by both HCPs during the
baseline phase, including a few participants in the pre-intervention phase. The provision of
the CSG has raised wide spread public views that associate this social grant with increased
fertility particularly within the adolescent population. Acquiring short-term perceived
benefits of the CSG and lack of comprehension of the actual costs that are involved in
bringing up a child are thought to be the reason for this. [335] Paradoxically, despite the
availability of the CSG in South Africa and popular notion that young women are falling
pregnant to receive this grant, a study conducted by Makiwane et al. [336] reported that
only 2.69% of grant recipients were mothers between the age of 15 and 19 years. [336]
Other studies on the CSG and its relationship with increased adolescent pregnancies have
asserted that the phenomenon of adolescent pregnancy predates the introduction of the

CSG. [337, 338]

8.10 Perceived Barriers to Preventing Adolescent Pregnancy

8.10.1 Sexual Coercion

Four participants in the pre-intervention and a higher number of participants in the
educational intervention highlighted sexual coercion as a perceived barrier to abstinence
and/or preventing adolescent pregnancy. Coerced consensual sex is a common problem in

schools, workplaces and amongst peers. [339] Other studies also point out that sexual
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coercion contributes to most adolescents’ first sexual experience. Therefore it is important
to take into account the occurrence of sexual coercion in efforts to understand unwanted
pregnancy amongst young women. [339, 340] Additionally, power imbalances also play a
role in women’s ability to negotiate safe sex potentiating the occurrence of sexual coercion,
particularly in instances where there is dependence for material benefits either for
sustenance or for luxuries. [341] Resounding sentiments on this aspect are highlighted in
Section 7.2.4.1. South Africa’s Policy Guidelines for Youth and Adolescent Health recognises
sexual exploitation and coercive sex among other undesirable gender-based areas of
concern. Facilitating empowerment of women about the importance of equitable gender
relations can be of assistance in helping adolescent girls make informed choices regarding

sexual issues and their reproductive health. [318]

8.10.2 Influence of Alcohol Consumption

During the pre-intervention and educational intervention phases, participants highlighted
the consumption of alcohol as a factor influencing risky sexual behaviour. Reports from two
different studies conducted in 2002 and 2008 echo the influence of alcohol consumption in
increasing an adolescent’s chances of unprotected sexual intercourse which may lead to
pregnancy and contraction of STls. [313, 342] Another study, conducted in 2003 by Reddy et
al. [343], reported that 31.8% of adolescents consumed alcohol which was linked with high-
risk sexual behaviour. A study by Palen et al. [344] has highlighted the influence of alcohol
consumption in increasing the chances of engaging in casual sex. There are similarities in
reports from another study resonating with those in this study, regarding the increased risk
of forced sex and the decreased likelihood of condom use when under the influence of
alcohol. [345] Participants also highlighted that there were no restrictions for adolescents to
frequent some premises where alcohol was sold in both communities (Section 7.2.10.3). The
negative effects of alcohol consumption as a perceived barrier to preventing adolescent
pregnancy are aided by an environment where heavy drinking is a social norm and there is a
lack of active prohibition of sale of alcohol to minors within the community. Licensing of

taverns and social drinking places is thus required to control underage drinking. [346]
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8.10.3 Peer Influences in the Community

The increase in adolescent pregnancies in Glenmore and Ndwayana was reported by
participants as being associated with factors such as peer pressure. This was reported in the
pre-, post- and educational interventions. Peer pressure was also mentioned as a reason
why adolescents in both communities were inclined to resort to risky sexual behaviour. Peer
pressure has been recognised as a considerable aspect in the commencement of sexual
involvement among adolescents. Studies have shown that when most adolescents
perceived that people of their age were sexually active, they are more likely to become
sexually active. [313, 347] Many adolescents entertain the idea that being sexually active is
fashionable, and that being sexually inactive is a sign of abnormality. They might, therefore,
become sexually active in order to be accepted by their peers. The extent to which peer
groups influence sexual behaviour can be linked to the extent to which peer groups are
relied on as sources of information on sex-related topics. [329] If adolescents were
supported within their families through attention, interest and understanding, their
dependence on peers might be reduced. In this context, developmentally appropriate
parent-child communication about sexual and reproductive health issues can mediate

unconstructive peer norms about sexual behaviour. [348, 349]

8.10.4 Unsatisfactory Performance at School Leading to School Absenteeism

One of the participants in the pre-intervention phase of this study highlighted a critical
aspect which has been discussed in the literature: that some adolescents making a decision
not to attend school particularly because they were not performing well. Comprehending
limited promising opportunities from schooling, they would opt to stay at home and
eventually fall pregnant. This feedback resonates with studies which have highlighted that if
there is little incentive to participate in school, there may also be little motivation to prevent
pregnancy. It then becomes a rational option for such adolescents to disengage from school
and deliberately seek out a maternal role. [326,350] Absenteeism from school thus
interrupts a young girl’s education, and lack of financial and social support to bring up the
newborn infant are factors that also increase poverty. [351] Additionally, the occurrence of
adolescent pregnancy poses a threat to the well-being of the pregnant adolescent and the
newborn infant, heightening the inclination towards a trajectory of lifetime poverty for the

young mother and her child. [352] Community mobilisation, which actively involves a
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socially-reinforced response and collective action from parents, guardians and educators, is
key to breaking free from the vicious cycle of poverty caused by missed opportunities in the

educational development of such adolescents. [353]

8.10.5 Lack of Self-efficacy to Negotiate Use of Contraception

Feedback from the pre-, post- and educational interventions highlighted that, despite having
information on contraceptive methods, lack of self-efficacy to negotiate the use of condoms
as a contraceptive method was due to some adolescent girls’ involvement in sexual
relationships with older men. It is a matter of concern that the age difference inhibits girls’
ability to negotiate the circumstances in which to have sex. [354] Even when adolescents
are able to access reproductive health services, the behaviour of their partners, the lack of
communication skills, and the skills to negotiate mutually agreed terms under which sexual
intercourse occurs will continue to contribute to the risk of HIV infection and unplanned
pregnancy. [355, 356] One study in South Africa found that sexual communication is poor
between partners, and that young women appear powerless to enforce their preferences in
sexual situations. [357] In addition, a study by Varga and Makubalo found that 58% of girls
in a sample avoided discussing use of condoms or contraception because they feared

physical abuse, rejection or their partner’s objection. [358]

8.11 Perceived Barriers to Accessing Contraceptives at PHC

8.11.1Accessibility of Contraceptives for Adolescents

Four participants mentioned a challenge in accessing reproductive health services as the
PHC is open at inconvenient times. Rigid and relatively short clinic hours for adolescent
consultations (generally from Monday to Friday, 08:00 until 13:00 or 16:00) reduced service
availability for adolescents. School-going children cannot attend at these times and cannot
wait for many hours. The availability of contraception is further reduced at clinics where
contraceptive services have not been fully integrated with PHC services. The NAFCI works
with service providers to improve the quality of health care for young people. Research has
identified changes in the perceptions of youth when a PHC facility has received NAFCI
support. [359] However, this is not universal and access to condoms is especially difficult for
young women who have to negotiate the negative attitudes of nurses at some local clinics.

[360] During the post-intervention SSI, seven participants were more detailed in highlighting
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that there were challenges in accessing reproductive health services at the PHC due to fear
of lack of privacy and confidentiality. Additionally, another emerging theme was the
attitudes of the HCPs and CHWs who were deemed as not being approachable on these
reproductive health matters. Although the government has made extensive efforts for
youth to obtain free contraceptives from health centres, the availability of contraceptives

has not inevitably encouraged adolescents to actually make use of them. [361]

A significant aspect that influences adolescents’ health care-seeking behaviour is the fear of
stigmatisation due to recognition of social norms that strongly forbid mention of sexual and
reproductive issues with older members of society such as parents or guardians. [148]
Adolescents who fall ill with commonly occurring conditions such as fevers and colds may
have no reluctance in seeking care. However, they may be less willing to seek health care for
more sensitive issues such as their reproductive health. [362] Health care professionals can
also pose as a barrier to equitable and accessible reproductive services by overlooking their
professional standards of confidentiality and empathy when dealing with adolescents and
showing resentment and negative attitudes instead. However, the efficiency of providing
reproductive health services is reliant on whether the services are considered as ‘youth
friendly or adolescent friendly’. [158] WHO has highlighted that it is essential to overcome
these barriers and to make it easier for adolescents to obtain the health services they need.
[363] This has led to the release of resource tools to standardise and scale-up coverage of
quality health services to adolescents, namely, Quality Assessment Guidebook: A guide to

assessing health services for adolescent clients, which was published in 2009. [364]

8.12 Cues to Action and Self-efficacy to Prevent Pregnancy

8.12.1 Personal Decision to Seek Access to Contraceptives

During the pre-intervention phase, some girls, who readily mentioned that they were
sexually active, disclosed that, despite the challenges of services that were not ‘adolescent
friendly’, their perceived susceptibility of falling pregnant led them to overlook this
constraining factor and access contraceptives from the PHC. The 1994 International
Conference on Population and Development in Cairo [141] and the fourth World Conference
on Women in Beijing held in 1995 [365] bring to light that the prevention of unwanted

pregnancies must always be given the highest priority and every effort should be made to
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eliminate the need for the termination of pregnancies. [366] Because many adolescents face
unwanted pregnancy, rates of unsafe abortion among young women are high, especially in
Africa where girls aged 15-19 years account for one in every four unsafe abortions. South
Africa passed the Choice on Termination of Pregnancy (CTOP) Act of 1996. [367]
Termination of pregnancy is an aspect that was not highlighted by participants in both the

baseline and educational intervention phase of this study.

Findings from a study conducted by Moultrie and McGrath in rural KwaZulu-Natal showed
that between 2000 and 2005 the proportion of young people who had ever had sex
remained relatively constant, but that contraceptive usage increased significantly. [368]
Simbayi et al. [369] reported a similar trend of increased contraceptive usage in the 2003
SADHS as compared to findings from the 1990s. [364] Another study reported a significant
increase in condom usage and a decrease in multiple partners between 2002 and 2005
amongst women aged 17 to 22 years surveyed in a Cape Area Panel Study. [359]
Contraception usage varies considerably depending on a number of factors, including
location and education. These include perceived lack of risk, peer norms, gender power
relations, lack of availability and access, and fear of adult attitudes to contraceptive usage.
[163, 360] According to the 2003 SADHS, women in rural areas and in the Eastern Cape and
Mpumalanga, and those with lower levels of education, reported the lowest condom use.

[122]

8.13 Community as the Setting to Implement Educational Intervention

Programmes that are more participatory and address underlying structural and community-
level factors appear to be essential, as various school-based programmes in Africa are
delivered by teachers and have a top-down approach rather than addressing young people’s
self-identified needs. [370] Kirby et al. argue in favour of sexual and reproductive health
education programmes that are based on a written curriculum, which can be implemented
in school, clinic or community setting. [371] While clinic and community settings are very
effective sites, particularly where they can reach other youth who have dropped out of
school, programmes implemented in schools potentially reach larger numbers of youths.
[371] However, one of the main concerns regarding the teaching of sexual health

programmes in a school context is the lack of training for teachers, who often do not have
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the skills and knowledge to tackle this task. [372] Additionally, talking about sex and
sexuality with learners often engenders a great deal of anxiety, as some teachers are
frightened of encouraging sexual activity, or of parents accusing them of this, or they feel it
is inappropriate for them to talk about these things to learners who are so young. [373]
Similarly to the published literature, during the educational intervention of this study, most
participants highlighted that teachers are not comfortable discussing sexual and
reproductive health within school. On a positive note, some teachers would refer
adolescent girls to the clinic to access reproductive health services. Other studies have
shown that lack of communication on reproductive health within the curriculum hinders
open and frank discussion with learners. [374] This was similarly found by Helleve et al.
[372] who examined the perceptions of sex education held by Life Orientation teachers in
South Africa in relation to their teaching of the topic and highlighted how inadequately
trained teachers often add to the silence surrounding topics of sex, also compounding
gender issues. [372] Implementing the educational intervention in the form of discussion
oriented sessions in this study rather than a didactic approach increased the engagement of
participants. In addition, the comprehensive approach in conveying information focusing on
different types of contraceptive methods rather than aiming for an abstinence only
intervention was aimed at addressing the varying information needs and personal choices of

participants in the educational intervention.

8.14 Empowerment as an Outcome of Educational Intervention

Following feedback from the post-intervention, participants highlighted that they felt the

educational intervention provided a forum to facilitate their empowerment on making more

informed decisions with regard to reproductive health issues. The concept of empowerment

has been referred to as
The process by which people gain control over the factors and decisions that shape
their lives. It is the process by which they increase their assets and attributes and
build capacities to gain access, partners, networks and/or a voice, in order to gain
control. ‘Enabling’ implies that people cannot "be empowered" by others; they can
only empower themselves by acquiring more of power's different forms. It assumes
that people are their own assets, and the role of the external agent is to catalyse,

facilitate or "accompany" the community in acquiring power. [375]
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Disempowered people, who have little control over important aspects of their lives, are less
likely to feel that they can take control over their health or engage in health-enhancing
behaviours. [259] In this perspective, facilitation of empowerment of adolescent girls with
regard to reducing adolescent pregnancy and improving access to reproductive health
services is significant to the promotion of women’s educational, social, and economic
development. [376] McQueston et al [377] have carried out a systematic review of
interventions to reduce adolescent childbearing in low- and middle-income countries. [377]
In view of this, such evaluation of the effectiveness of the educational intervention from this
study would be useful in ascertaining the rate of its success in facilitating the process of

empowerment with regard to prevention of adolescent pregnancy.

8.15 Development of Booklet from Educational Intervention

Discussions were used to facilitate open communication during the educational
intervention. The resultant booklet is thus a summary of some of the key aspects that were
covered during the educational intervention sessions. The feedback from AGF coordinators
was incorporated into the booklet draft. Development of the booklet followed the
guidelines which are mentioned in more detail in Section 2.16.1.2. After intensive field
testing of the booklet, it would be of benefit to generate an IsiXhosa version of the booklet.
This would aid future readers who have limited fluency in English, during scale up of the

educational programme.

8.16 Strengths and Limitations

This study involved a trend setting collaborative partnership which forms part of a
community engagement research project and enhances Rhodes University’s focus on
community engagement with health intervention based research. The identification of one
maternal health issue that was of most concern was obtained from the consensus of the

community representatives who took part in the FGDs conducted during the baseline phase.

The implementation of CBPR was strength in this study which supported collaboration with
already existing structures such as women self-help groups and CHWs including the Sisters-
in-Charge from the study setting. The intention to use the village community hall or other

venues chosen by the community at their convenience was a way of using the already
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existent infrastructures while social structures such as positive health champions were a
valuable interface between the researcher and participants. Another strength of this study
is that information that was relayed during the educational intervention was based on the
feedback of female adolescent participants in Glenmore and Ndwayana. Additionally,
feedback was obtained from the AGF coordinators and positive health champions to assess
the details of the proposed educational intervention and the question guides (Appendix 11-
13). In this context, CBPR facilitated the opportunity for community participants of
Glenmore and Ndwayana and aforementioned stakeholders involved to develop an
educational intervention that is effectual, acceptable and culturally competent. Feedback
from AGF stakeholders was also significant for the purpose of future scale up and
sustainability of the educational intervention through its incorporation into the AGF’s

existing ‘Positive Health’ programme.

Another strength of this study is that it was conducted in a setting in which no previous
research study had been implemented. As no previous research on adolescent pregnancy
and other maternal health issues had been conducted in the setting, the results derived
from the baseline and educational intervention phase are hence attributable to this current

study.

It may be argued that the small target population that took part in the educational
intervention phase of the study may be a limitation with regard to generalising the results.
In light of this, the use of qualitative methods as research instruments facilitated the
generation of rich descriptive data from the small target population. Extrapolation of the
findings of this study to other settings must be done with caution. In addition, 12 of the 14
participants took part in the entire duration of the educational intervention phase of this
study. This can be viewed as a strength considering that no incentives were given to take

part in this study.

A potential limitation is that the researcher was a non-Xhosa speaker and used the
assistance of an interpreter whose home language is IsiXhosa during the interviews and on
some aspects during the educational intervention. Prior to conducting the interviews, the

researcher would go through the question guide and familiarise herself with the questions
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that would be asked. Emphasis was placed on the use of simple, well-known words
wherever possible. The interpreter was also made aware of the need to avoid offering long

explanations that would unintentionally influence the participants’ answers.

The time between the educational intervention and follow up SSIs was six weeks. A longer
interval with regards to following up on the educational intervention would have resulted in
long term recall of some aspects covered in the educational intervention. It is still
encouraging to note that there was keenness by participants for the continuation of the
educational intervention through its incorporation into the existing AGF ‘Positive Health’

Program.
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CHAPTER 9: CONCLUSION AND RECOMMENDATIONS

9.1 Conclusion

The aim of this study was to design and implement an appropriate educational intervention
for a specific target group after assessment of the maternal health issue of most concern to
community participants in two rural study settings. A first time collaborative partnership
with key stakeholders was established towards this endeavour. As previously mentioned,
key stakeholders in this collaborative partnership are the Faculty of Pharmacy and
Community Engagement Office of Rhodes University, AGF, ‘positive health champions’,

community participants and HCPs from the Glenmore and Ndwayana.

During the baseline phase, adolescent pregnancy was identified as the maternal health issue
of most concern to community participants in the study setting. Consensus on the identified
maternal health issue was reached following feedback from FGDs conducted with
community leaders, women’s self-help groups and CHWSs. The reiteration of adolescent
pregnancy as the maternal health issue of most concern by both Sisters in Charge at each of
the PHCs in the study setting further augmented the concurrence from the FGD feedback.
In addition, other pertinent issues that constrained or facilitated the maternal health

outcomes in the both communities were brought to light during the FGDs.

Prior to implementation of the educational intervention, the pre-intervention phase of this
study provided the opportunity to investigate the informational needs of the target
population. Knowledge gaps on reproductive health issues, such as aspects of the menstrual
cycle, conception, contraception and the health risks associated with adolescent
pregnancies, were identified during thematic analysis of the pre-intervention data. These
emerging themes helped to further guide the design of the educational intervention.
Barriers faced by adolescent participants with regard to reproductive health issues were
relayed in more detail in the educational intervention and post-intervention phase of this
study. The study results revealed that the adolescent participants faced challenges with

regard to accessing reproductive health services at the PHC.
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The study shows that there are various factors which influence adolescents’ susceptibility to
falling pregnant within the study setting. Although the results from this study cannot be
generalised to a larger population, they resound with findings accentuated in other studies
conducted within and outside South Africa. Results from the post-intervention phase of this
study highlighted that the participants appreciated the opportunity to have a forum to
discuss adolescent pregnancy and related reproductive health issues within the community
setting. All participants in the post-intervention stated that the educational intervention was
culturally acceptable to them. Acceptability and cultural sensitivity of the educational
intervention was reinforced by feedback from AGF coordinators and positive health
champions. Participants also recommended that the educational intervention must continue
into the following year with incorporation of a larger target audience of adolescent girls. The
inclusion of adolescent boys in such educational interventions was also emphasised by
participants in this study. The results of this study suggest the need for adolescent friendly
services at the PHC towards achieving universal access to reproductive health and
potentially reducing adolescent pregnancies. The role of parental communication is
highlighted as an important factor in creating supportive environments for adolescents.
Increased self-efficacy to prevent adolescent pregnancy was highlighted by a majority of

participants in the post-intervention phase of this study.

9.2 Recommendations for future research

The synergistic effect of community engagement and health promotion can significantly
enhance awareness of maternal health as a priority in South Africa. This can be carried
through involvement of all key stakeholders in implementation of educational campaigns
that address risk behaviours which influence poor maternal health outcomes.

The following areas were identified as needing further research:

e Scaling up of the project within the study setting and Grahamstown and initiating

combined efforts of nongovernmental organisations in the area of maternal health.

e Development and monitoring of indicators for continual evaluation of the project by

AGF ‘Positive Health’ programme coordinators
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Determine the effectiveness of incorporating trained adolescent peer educators in
educational interventions. Peer education strategies can involve assenting
adolescents in the community including those who were participants in the
educational intervention. Training of peer educators can be carried out by
stakeholders involved, for example, community organisations such as AGF. In this
context, the formation and support of peer educational settings can provide a forum
where peers can discuss issues regarding adolescent pregnancy and related

reproductive health issues.

Development of educational interventions that reinforce culturally sensitive parent-
child communication on sexual and reproductive health issues for the prevention

and reduction of adolescent pregnancy.

Research which involves reinforcement of youth friendly services at the PHCs. This
can be facilitated by identifying existing gaps in the current system of functioning
PHCs with regard to adolescent pregnancy. CBPR can be implemented as an

approach to address those gaps.

Research which involves both female and male genders, as part of educational
interventions to prevent adolescent pregnancy. Such research can involve formation
of collaborative partnerships which promote the inclusion of adolescent boys and
men in the community in order to bring about their active participation in

adolescent, maternal and reproductive issues.

Research which involves adolescent mothers to avoid the occurrence of second

adolescent pregnancies.
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APPENDIX 1: APPROVAL BY EASTERN CAPE DEPARTMENT OF HEALTH IN BHISHO

Fron: To: 0466037506 25/04/2012 08:53 %758 P.001/001

Eastern Cape Department of Health
Enquiries Zowahele Merle Tol Nox 040 608 0830

Deate: 23% Apr 2012 Fax Noo 043 542 1408
omail adoress: zormaubeie.mede®implo ecprov.gov.za

Dear Ms A Siruma

Re: Maternal Health: Assessment, community educational intervention and evaluation

The Depariment of Heath would ke to inform you that your appfication for conducting a research on the
abovementioned topic has been approved based on the following conditions:

1. During your study, you will follow the submitted protocol with ethical approval and can only deviate from it atter
having a written approval from the Depariment of Health.

2. You are advised %o ensure, obsesve and respect the rights and culture of your research participants and maintain
confidentiality of their identifies and shall remove or not collect any information which can be used to link the
participants.

3. The Depariment of Health expects you to provide a progress on your study every 3 months (from date you
received this letter) in writing.

4. At the end of your study, you will be expected to send & full written report with your findings and implementable
recommendations to the Epidemiological Research & Surveilance Management. You may be invited to the
department to come and prasent your research findings with your impiementable recommendations,

5. Your resuits on the Eastern Cape will not be presented anywhere unless you have shared them with the
Department of Health as indicated above.

Your compliance in this regard will be highly appreciated.

o—éurv DIRECTOR: EPIDEMIOLOGICAL RESEARCH & SURVEILLANCE MANAGEMENT
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APPENDIX 2: BASELINE PHASE PARTICIPANT INFORMATION SHEET

Title of Project: Maternal Health: Assessment, Community Educational Intervention and
Evaluation

Invitation to participate in a research about community beliefs and attitudes on maternal
mortality

We are looking for participants to take part in focus group discussions in which we will be
talking about the causes of death in women during pregnancy, during delivery or 42 days
after childbirth which is called maternal death. The idea is to share views and opinions on
maternal death. The information collected will be used to help address one maternal health
issue, by designing educational programs for women of child bearing age in the community.

Can you participate?
Yes, if you are:

» 18 years and above
Living in Glenmore or Ndwayana
A mother and/or expecting to be a mother

Y V V

Able to give consent voluntarily

What is expected of you?

Once the consent form has been explained to you and has been signed, you can participate.
You will be taking part in a focus group discussion concerning causes of maternal deaths
during which all participants will be required to participate in the discussion. There will be a
moderator and the discussion will be conducted in isiXhosa. If at any point you would like to
withdraw from the focus group discussion you may do so. Information on when and where
the discussions will be held will be confirmed and you will be contacted.

Why should you participate?

Your input will not only benefit this research project, but it will also help other women to
have increased understanding of the beliefs and attitudes of the women participating in this
community concerning maternal health, and will help us to identify how to reduce maternal
deaths in the future.

What are the benefits of participating?

Your participation during this discussion is important in understanding the problems related
to death of pregnant women before delivery, during delivery and 42 days after delivery of a
baby in this community. The results obtained from these discussions will be used to
introduce better ways to deal with maternal health issues.
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CONTINUATION OF APPENDIX 2: BASELINE PHASE PARTICIPANT INFORMATION SHEET
Is your participation compulsory?

No, the purpose of the research project has been explained to you, and if you wish to
participate, you will be given a consent form that you will be required to sign. If at any point
you feel the need to withdraw from the study, you are free to do so. Refusing to participate
in this discussion will not have any impact on the quality of health care given to you in the
clinic.

Will your role in this study be kept confidential?

Your details such as name or identity will be kept confidential and will not be available to
anyone. The results of the project will be used for research purposes.

What is the way forward?

Once the study is over, information collected will be analysed and used to introduce an
educational program to improve health of pregnant women

What are the risks involved?

During the discussions there may be differences of opinion among the five to eight
participants; however this will be minimised by giving everyone a chance to speak. There
will be a translator/moderator to reduce communication barriers. All discussions will be
conducted with women in a similar age group so you are free to express your opinions

Thank you for your time.
Thank you for your time.
Researcher name: Amanda Siruma
Contact details: 082 047 8936
Faculty of Pharmacy

Rhodes University
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APPENDIX 3: BASELINE PHASE PARTICIPANT INFORMED CONSENT FORM

Title of Project: Maternal Health: Assessment, Community Educational Intervention and

Evaluation
Name of Researcher: Amanda Siruma

1. | confirm that Ms Siruma has explained the contents of the Participation Information
Sheet and | understand the information sheet for the research on knowledge, attitudes, and
practices regarding maternal deaths in women who are pregnant, women in labour or
within 42 days after childbirth. | will have the opportunity to consider the information, ask
guestions and have these answered satisfactorily.

2. l understand that my participation is voluntary and that | am free to withdraw at any time
without giving any reason and without my medical care or legal rights being affected.

3. l understand that data collected during the study, will be used by the researcher but all
details gathered during this research, especially my name or identify, will be kept private. |
give permission to Ms. Siruma and the moderator ......ccccccecevveeecevcenievenenn. (Name) to ask
relevant questions when | participate in this group discussion.

4. | agree to take part in the above study.

Declaration

I, Amanda Siruma (the researcher) and.......cccccoeveunrvereeeeeeieeeeeeenans (The interpreter),
swear that any personal details obtained during this research study will remain strictly
confidential.

SIZNATUIE (RESEAICRET) ...uitiieiiei ittt ee e e e e e e e e e e e e e s e aaraeeeeeeeesessastrareaeeeeeeesnnsssrens

SINATUIE (INTEIPIELET) .ueiie ettt e e e e e e s e e e e e te e e e s easeeeeesaseeeeensseeeesenssanaeanns
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APPENDIX 4: CHECKLIST FOR AVAILABILITY OF WHO PRIORITY MEDICINES FOR WOMEN'’S HEALTH

Name of PHC:

Date of survey:

Name of WHO Priority STG Strength Dosage Availability in | Availability in
maternal medicines medicines Public Health | Health facility
health issue: Facility (last 12
(present day) months
Post-partum Oxytocin Oxytocin 10 lUin 1ml IM
haemorrhage: ampoule
Sodium Sodium 0.9% isotonic W%
chloride chloride Or Ringers
Lactate
Severe pre- Calcium Calcium 100 mg/mlina v
eclampsia and gluconate gluconate 10-ml ampoule
eclampsia:
Magnesium Magnesium 500 mg/mlina IM
sulphate sulphate 2-ml
ampoule
500 mg/mlina
10-ml ampoule
Maternal Ampicillin Ampicillin: 500mg; 19 v
sepsis: (asa
sodium salt) in
vial
Gentamicin Gentamicin 10 mg/ml v
40 mg /mlin a
2-m| vial
Metronidazole | Metronidazole 500 mgina v
100-ml vial
Misoprostol Misoprostol 200 mcg tablets
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CONTINUATION OF APPENDIX 4: CHECKLIST FOR AVAILABILITY OF WHO PRIORITY MEDICINES FOR

WOMEN’S HEALTH
Name of WHO Priority STG Strength Dosage Availability in | Availability in
maternal medicines medicines Public Health Health
health issue: Facility facility (last
(present day) | 12 months
Sexually Azithromycin: Azithromycin 250 mg; Capsules
transmitted 500 mg or Capsules
diseases: 200 mg/5 ml Oral liquid
Uncomplicated
genital
chlamydial
infections:
Gonococcal Cefixime: Cefixime: 400mg Capsule
infection —
uncomplicated
anogenital
infection:
Syphillis: Benzathine Benzathine 900 mg or 1\
benzyl benzyl 1.44 gina 5-ml
penicillin: penicillin: vial
Preterm birth: | Betamethasone | Betamethasone | 5.7 mg/ml as IM
betamethasone
sodium
phosphate
Preterm birth: Nifedipine Nifedipine 10 mg Immediate
release
capsule
Maternal HIV Nevirapine Nevirapine 200mg Tablet
AIDS : 50mg/5ml Suspension
Lopinavir/ Lopinavir/ 200/50mg Tablets
Rotinavir Rotinavir 80 Capsules
20mg per ml Oral solution
Zidovudine Zidovudine 100mg Capsules
300mg Capsules
250mg Capsules
50mg/ml I\
Malaria Quinine Quinine 300mg Tablets
Clindamycin Clindamycin 150mg Capsules
600mg
4m| v

152



APPENDIX 5: SEMI-STRUCTURED INTERVIEW QUESTION GUIDE FOR SISTERS- IN-CHARGE

Demographic data

Race |

Age

Gender

[ ]
Female |:|
[ ]

Male

Education

QUANIFICATION. ...
Years of experience I:I
Number of years at the PHC I:I

Stock status

1a). Do you have a copy of the South African STG at the clinic?

1b). Is the STG used by all HCPs? If so, please explain how.

1c). Other than the SA STG and EML/Formulary, is your PHC required to have a priority list of essential
medicines for maternal health?

2a). Do you ever run out of the essential medicines required for maternal health?

2b). How often do you run out of these essential medicines?

3a). What are the various reasons why medicines for maternal health are ever out of stock?

3b). What procedures do you follow when medicines for maternal health are out of stock?

Use of bin cards

4. Do you make use of bin cards in this health care facility? Please explain.

5a). Are the bin cards updated regularly? If yes, how often are they updated?

5b). Who is responsible for the updating of bin cards? Please explain.

5c). When do you reorder medicines and how soon are the medicines delivered to you? (Probe for ‘safety
stock’ and its calculation, if required)

6. Who trained you/person in charge of bin cards to place orders for these essential medicines and the use of
bin cards?

7. In your opinion what facilitates using the bin card appropriately in this PHC? Please explain.

8. What are the advantages you have seen with regard to using bin cards?

9. In your opinion are there any disadvantages in using the bin cards? Please explain.

10. In your opinion would you/person in charge of reordering medicines require further training in managing

bin cards? If yes, please explain.
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CONTINUATION OF APPENDIX 5: SEMI-STRUCTURED INTERVIEW QUESTION GUIDE FOR SISTERS -IN-CHARGE

Expired medicines

11a). Do you often end up with expired medicines for maternal health?
11b). How often do you have to dispose of expired medicines useful for maternal health? Please explain how
you dispose of these essential medicines.

Accessibility of medicines

11. Do you ever have cases where you have to turn away patients with maternal health issues?

12. What are the reasons for doing so?

13. If the reason is due to unavailability of maternal health medicines, do the patients come back to enquire
about the availability of these medicines or do you inform them?

Correct use of medication

14. Do your patients know how and when to take their medicines for maternal health?
15. Do you confirm with them how and when to take their medicine?

Implementation of Batho Pele principles

17. Do you have a poster on Batho Pele?

18. What is the language used on the poster?

19. How do you apply the principles of Batho Pele?

20. What interventions are in place when women come in with maternal health complications?
Communication

21a). What are three common barriers when seeing a patient?

21b). What do you do to overcome them?

22. Do you encourage patients to come for prenatal and postnatal care of the expectant mother?

23. Do you liaison with community leaders and women self-help groups to encourage them to access the
health care facility for their maternal health issues?

Perception of health care professionals on maternal health issue of most concern in the community

24. What is the main maternal health issues affecting the women attending the clinic?

25a). Do you think the maternal mortality rate is high in this village?

25b). What are the perceptions of your patients concerning the causes of a high maternal mortality rate in the
community?

26. What are the three most prevalent causes of maternal mortality in this community?

27. In your opinion, what is the major maternal issue that urgently needs to be addressed in the community?

28. How should the major maternal issue be addressed?
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APPENDIX 6: BASELINE PHASE FOCUS GROUP DISCUSSION QUESTION GUIDE
NOTE: To check if the consent forms been explained and signed?
Introduction

Perception of maternal mortality — Today we are going to talk about maternal health and
issues that cause maternal death. Maternal mortality is the death of a woman while
pregnant or within 42 days after childbirth. This is regardless of the site or duration of
pregnancy and can be from any cause related to the pregnancy or its management.

Accessibility of health care facilities
What are the health care facilities available to pregnant women in the community?
Probe: How accessible are these health care facilities to pregnant women?

When pregnant women visit the health facility, is there anyone available to attend to them
immediately?

Where do pregnant women usually prefer to go when they have any health problem?
Knowledge of causes of maternal mortality

Do you believe that many women in this community die during pregnancy or childbirth?
What do people in the community believe causes this issue?

Probe: Does anyone have similar/different views?

When a person finds out that there is a maternal death what do they believe has caused it?
Community concerns on maternal mortality

Do people in the community worry when they are told about maternal death taking place?
Do you think maternal death is a problem in your community? Please discuss.

Do you think that maternal death can be prevented? Please discuss.

Cultural practices

What are your beliefs with regard to maternal death issues in your community?

What are the cultural practices during pregnancy? Please discuss.

Do you think any of these cultural practices decreases deaths in women who are pregnant?

Are young mothers (pregnant for the first time) and pregnant women (with surviving
children) encouraged to adopt any of these cultural practices?

Probe: To what extent are these cultural practices still upheld in the community?
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CONTINUATION OF APPENDIX 6: BASELINE PHASE FOCUS GROUP DISCUSSION QUESTION GUIDE
Knowledge, attitudes and practices regarding maternal mortality issues

Where is the source of information regarding avoiding how to deal with maternal mortality
issues?

What has the community practiced regarding addressing these maternal mortality issues?
Prevalence of maternal mortality issues

List three maternal death issues in order of how often they occur in your community.
(Moderator must take note to use a board if available to write these issues down.)

Do most of you agree with the above list of major maternal death issues? (Moderator must
ensure that the question is repeated and clarified.)

Closing remarks and Way Forward
Is there anything you feel we missed that you would like to talk about?

From what we have discussed, what is the major maternal issue that urgently needs to be
addressed in the community?

In your opinion, would an educational program for the young mothers/mothers in the
community regarding these conditions be of benefit?

If yes, for which condition would you like me to start an educational program that can
address the major maternal issue?

Would you all participate voluntarily in that education program?

Are there any other suggestions as input in the educational program to improve maternal
health?

What is the best way to organise this educational program?

Would the community members participate actively in this planned educational program?
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APPENDIX 7: ACCEPTANCE BY FACULTY OF PHARMACY’S HIGHER DEGREE COMMITTEE

GIR !

RHODES UNIVERSITY
Grahamitoos » 0440« Sonth Africs

FACULTY OF PHARMACY
Tob +37 (0046 603 4381 * Fax +27 (0046 503 7506 + E-mald desn pharmscy@ruscan * PO Box 94, Crahumtown, 6140, South Africs

6 May 2013

Dear Amanda Siruma

The Faculty of Pharmacy’s Higher Degrees Committee (HDC) has accepted your re-submitted
proposal for your Masters research entitied “Adolescent pregnancy: A community engaged
participatory approach to develop and test an educational intervention”.

A few concerns were raised, and we suggest you do your best to overcome these:

1. The need to be extremely sensitive in the handling of consent issues - the
documentation remains fairly formal and so you will need to ensure that the verbal
discussion Is accessible and reassuring.

2. The need to be flexible in your interviewing — there are many questions, and you will
need to be wary of turning this into an interrogation.

3. You will need to have a good rapport with the interpreter and establish a comfortable
environment for the participants which is reassuring rather than intimidating. This may
mean having something closer to a conversation, rather than asking each question In
precise turn as you have it in your interview schedule.

We wish you all the very best for your research.
Sincerely
s,

Carmen Oltmann, PhD
On behalf of the Faculty of Pharmacy’s Higher Degrees Committee
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APPENDIX 8: ETHICAL APPROVAL BY FACULTY OF PHARMACY’S ETHICS COMMITTEE
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RHODES UNIVERSITY

Grahamstous » at40» South Africa

FACULTY OF PHARMACY
Teb +27 (0)46 603 8381 * Fax: +27 (0)46 603 7506 * E-mail. dean pharmacy@ruac.za « PO Bax 94, Crahamstown, 6140, South Africa

3 June 2013

Dear Amanda Siruma

RE: Ethical v aculty of Pharmacy’s i ittee

(Tracking number PHARM 2013 - 7)

As a registered student in the Faculty of Pharmacy, with student number 0750371, [ am pleased to
inform you that the Faculty of Pharmacy's Ethics Committee grants you ethical approval for your
research entitled:

Adolescent pregnancy: A community engaged participatory approach to develop and test an
educational intervention

Please ensure that the Faculty of Pharmacy’s Ethics Committee is notified should any substantive
change(s) be made, for whatever reason, during the research process.

Sincerely

T2/

[ AMmn

Carmen Oltmann, PhD

Chairperson of the Faculty of Pharmacy's Ethics Committee
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APPENDIX 9: EDUCATIONAL INTERVENTION PARTICIPANT INFORMATION SHEET

TITLE OF RESEARCH: ADOLESCENT PREGNANCY: A COMMUNITY ENGAGED PARTICIPATORY
APPROACH TO DEVELOP AND IMPLEMENT AN EDUCATIONAL INTERVENTION.

Invitation to participate in educational program on prevention of adolescent pregnancy

PLEASE NOTE: The details of this participant information sheet will be explained in isiXhosa. Please feel free to
ask any questions

This is an invitation to participate in an educational program that addresses ways of understanding prevention
of adolescent pregnancy. Preventing adolescent pregnancy is an important factor in decreasing poor maternal
health outcomes which often lead to maternal deaths amongst adolescent girls.

What are the benefits of participating?

This educational program will facilitate the opportunity for you to get more information on prevention of
adolescent pregnancy. This will help you to make informed decisions concerning your reproductive health,
which also improves your maternal health outcomes in future.

Can you participate?

Yes, if you are:
= Agirl between 12 and 19 years of age
=  Living in Glenmore or Ndwayana

Please note: For any interested participant below 18 years of age your parent or guardian must give written
consent for you to participate in the educational program.

What is expected of you?

Once the consent form has been explained to you and has been signed, you can participate. There will be a
translator and the interviews before and after the educational discussions will be conducted in English and

isiXhosa. There will be a translator/moderator to reduce communication barriers. A voice recorder will be

used during all interviews and educational discussions. If at any point you would like to withdraw from the

interviews and educational discussions you may do so. Information on when and where the interviews and
discussions will be held will be confirmed and you will be contacted in advance.

Is your participation compulsory?

No, the purpose of the educational program has been explained to you, and if you wish to participate, you will
be given a consent form that you will be required to sign. Participants below the age of 18 will obtain written
consent from their parent/guardian. A copy of the consent form will be given to you to keep. If at any point
you feel the need to withdraw from the study, you are free to do so.

Will your role in this study be kept confidential?

Your details such as name or identity will be kept confidential and will not be available to anyone. The results
of the project will be used for research purposes only.

Thank you for your time.

Researcher name: Amanda Siruma
Contact details: 082 047 8936
Faculty of Pharmacy,

Rhodes University
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APPENDIX 10: EDUCATIONAL INTERVENTION PARTICIPANT INFORMED CONSENT FORM

NOTE: The consent form will be explained in isiXhosa. Please feel free to ask any questions.

TITLE OF RESEARCH: ADOLESCENT PREGNANCY: A COMMUNITY ENGAGED PARTICIPATORY
APPROACH TO DEVELOP AND IMPLEMENT AN EDUCATIONAL INTERVENTION.

Name of Researcher: Amanda Siruma, Faculty of Pharmacy, Rhodes University

1. | confirm that Ms Siruma and the interpreter have explained the purpose of the two interviews
and four educational program discussions on preventing adolescent pregnancy.

2. l understand that my participation is voluntary and that | am free to withdraw at any time

3. l understand that data collected during the study will only be used for research purposes and
details such as my name and identity will be kept confidential.

4. | give permission to Ms. Siruma and the interpreter..........cccoeceveeeverennnee. (name) to ask relevant
guestions when | participate in the interviews before and after the educational program and the
discussions held during the educational program.

4. | understand that a voice recorder will be used during the interviews and discussions held during
the educational program and | give my permission for such use.

5. | agree to take part in this research project

Section for participants 18 years and above
T =T o) l =T d ol oY= o | AR RSP

)T o{ g L (0 TSP PRUPPUPPPROE
Section for participants below 18 years

NGME OF PArENt GUAIAIAN coevveeeeeeeiiiiiiiieee ettt e e e et ettt ee e e e e eeetaaaaeeseeessessaaassesssesssssanssssessssssssnnnseseeens

)T o{ g (0 TSP UPPOPUPPPNE

N T L=l o) f o T d ol o T- Y | SO TP

SN AU e

NAME OF WiITNESS 1O CONSENT...eeiiiiiiiiiiiiiiiiiiitieeieeeeteeetteeeeeeeeeeeeeeeeeeeeeaeeeeeeesesesessaeaesssesssssssssssssssssssssssssrssssnnns

Declaration

I, Amanda Siruma (the researcher) and.......cccccceeeeveeeieiiieee e, (The interpreter), swear that
any personal details obtained during this research study will remain strictly confidential.

SINATUIE (RESEAICNET) ... ettt ettt e e ettt e e e et e e e e ebbeeeesbteeeeebseeaesastaeaesastasaesassaeaeanns

SINATUIE (INTRIPIELEI) .. eiiie ettt ettt e ettt e e e ettt e e e e te e e e e eebteeeeetteeaesssaeaeasessasaastasaesassasaesassaeananes
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APPENDIX 11 PRE-INTERVENTION SEMI-STRUCTURED INTERVIEW QUESTION GUIDE
Note: All information given below is confidential and will only be used for research purposes
Demographics:

Age

Educational level

Occupation (if applicable)

Introductory note: | will be discussing with you issues related to women'’s health issues. Please note
there are no right or wrong answers, all your views are important. If you do not feel free to answer
any questions along the way feel free to indicate this to me.
1. Please tell me about the general health in the community?
2.  Please tell me what you understand about the term reproductive health?
Note: If participant does not understand an explanation will be given to participant explaining
reproductive health as pertaining to women’s health issues regarding menstruation, contraception,
pregnancy right through to delivery including the general health of a female’s reproductive system.
3.  Where did you first get information on the menstrual cycle?
Please tell me what you understand on the menstrual cycle?
Where did you first get information on women’s health issues?

4

5

6. Who do you feel free to discuss these issues with?

7 What are young people’s beliefs with regard to women’s health issues?

8 How do other young people’s beliefs on women’s health issues influence your views?

9 What are the beliefs of the men in this community regarding women'’s health issues?

10. What are the beliefs of the women in this community regarding women'’s health issues?

11. What are your parents’ beliefs with regard to women’s health issues?

12. What is your attitude concerning your parents’ beliefs with regard to women’s health
issues?

13. Why do you agree / disagree with your parents’ beliefs with regard to sex and reproductive
health issues?

14. Do you discuss women'’s health issues in your family? If so with whom?

15. Do you who discuss women’s health issues with other young people? If so with whom?

16. Please tell me what you understand concerning abstinence?

17. What are young people’s beliefs with regard to abstinence?

18. What are the beliefs of the men in this community regarding abstinence?

19. What are the beliefs of the women in this community regarding abstinence?

20. What are your parents’ beliefs with regard to abstinence?

21. Whatis your attitude regarding your parents’ views on abstinence?

22. Why do you agree/disagree with your parents’ beliefs on abstinence?

23.  What is your attitude with regard to abstinence?

24. Inyour opinion, do adolescent girls choose to remain abstinent until they get married?

25. Inyour opinion, why do they choose to remain abstinent until marriage?

26. Inyour opinion, are adolescent girls able to negotiate abstinence if in a relationship?

27. s adolescent pregnancy a common occurrence at school?

28. If yes, what are the views of the men in the community concerning this?

29. If yes, what are the views of the women in the community concerning this?

30. What are young people’ beliefs on early onset of sexual activity?
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CONTINUATION OF APPENDIX 11 PRE-INTERVENTION SEMI-STRUCTURED INTERVIEW QUESTION

GUIDE

31.
32.
33.
34.
35.
36.
37.
38.

39.
40.
41.
42.

43.
44.
45.
46.
47.

48.
49.
50.

51.
52.

53.

54,

55.

56.

57.

58.

59.

60.

61.
62.

What are the beliefs of the men in the community on early onset of sexual activity?
What are the beliefs of the women in the community on early onset of sexual activity?
What are your parents’ beliefs on early onset of sexual activity?

What are your beliefs on early onset of sexual activity?

In your opinion, are there any risks involved in early onset of sexual activity?

If yes, what do you understand the risks are?

What are your beliefs on the benefits of early onset of sexual activity, if there are any?
In your opinion, what are the pressures that make it difficult for adolescent girls in this
community to delay onset of sexual activity?

How do adolescent girls deal with these pressures?

In your opinion are there consequences that occur if an adolescent girl falls pregnant?

If yes, please elaborate.

What is your opinion on the influence of alcohol on an adolescent girl’s decision to become
sexually active?

Please tell me what you understand with regard to contraception?

In your opinion, do sexually active adolescent girls have access to contraceptives?

If yes, where do they get access to contraceptives?

What do the men in the community uphold as myths surrounding use of contraceptives?
What do the women in the community uphold as myths surrounding the use of
contraceptives?

Are there adolescent girls who willingly fall pregnant in the community?

If yes, please elaborate.

In your opinion, do they understand all aspects of the responsibilities involved in bringing
up a child?

In your opinion, what is the responsibility that comes with raising a healthy infant?

In your opinion, do adolescent mothers have an income of their own, sufficient to raise a
healthy infant?

Who bears the responsibility of raising an infant born to an adolescent girl?

What are the consequences of adolescent pregnancy on a young girl’s education?

In your opinion, what are the health risks associated with adolescent pregnancy?
Are you aware of other health risks such as possible contraction of Human
Immunodeficiency Virus (HIV) and Sexually Transmitted Infections (STls)?

Are you aware of other health risks associated with adolescent pregnancy such as
complications of hypertension during pregnancy?

In your opinion, is making informed choices influenced by increase in knowledge on
reproductive health?
As an individual do you feel you are able to make informed choices about your
reproductive health?

Who is a role model in your community?

Why do you consider the person you mentioned above a role model in your community?
Would you be prepared to listen to this person if they were to inform you about
adolescent pregnancy and the complications and challenges associated with it in an
educational intervention?
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CONTINUATION OF APPENDIX 11 PRE-INTERVENTION SEMI-STRUCTURED INTERVIEW
QUESTION GUIDE

Additional Questions for feedback from stakeholders

63.
64.
65.
66.

67.

What are your thoughts on the cultural sensitivity of this question guide?

Is the language appropriate for second language English speakers?

Are there any words that will be difficult for the participants to understand?

Are there any suggestions to ensure that this question guide is easier to use for adolescent
girls?

Is there any other question regarding problems concerning prevention of adolescent
pregnancy which you would like to be added in this question guide?
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APPENDIX 12: BOOKLET DEVELOPED FROM EDUCATIONAL INTERVENTION

pregnancy:
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pregnancy:




| WHAT IS IN THIS BOOKLET?

1. What is menstruation?
2. What is the menstrual cycle?
3. Diagram of menstrual cycle

4. Details of the stages of the
menstrual cycle

5. What leads to pregnancy?
6. What is fertilisation?

7. Why should teenage pre be
wh‘;;ded? ge pregnancy

8. How to avoid pregnancy
9. What is abstinence?

10. is abstinence recommended
for teenagers?

11. What are STDs and HIV/AIDS?

12. How do other contraceptive
methods work?

13. Will taking the ‘pill’ or injectable
contraceptive protect you from
getting STDs and HIV?

14.How to take precautions to
protect yoursetf from getting STDs
and HIV/AIDS?

15. Misunderstood informatic-n about
contraceptives

16. What is peer pressure?

17. How to v::upe with peer pressure
18. What is statutory rape?
19. What are your rights as a teenager?

20. How can others in the community
contribute towards preventing
teenage pregnancy?
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Female
reproductive
system

'! =« Menstruation is a woman’s monthly
L P18 B8 bleeding where the body sheds the

(kg iale Tl lining of the uterus.

« The period of menstruating usually
lasts between 3 and 7 days.

» Menstration generally starts |
in young girls after they reach

puberty.

Day

: 28 . When periods (menstruation)
LS ER G T8 come regularly, this is called the
menstrual cycle? BN RSV
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bay14-23 - MENSTRUAL
CYCLE




4,

Details of the stages
of the menstrual
cycle

+ Acycle is counted from the first day
of one period to the first day of the
next period.

« The average menstrual cycle is 28 days
long.

« Cycles can be between 21 to 35 days
in adults and from 21 to 45 days in
young teens.

« Everyone is different so you SHOULD
NOT WORRY if your menstural cycle
is different from your friend’s cycle.

« Day 1 starts with the first day of your
menstruation period.

+ Usually by Day 7, bleeding has
stopped.

Around Day 7 (in 28-day cycle)}

« Around Day 7 hormones cause fluid-
filled pockets called ‘follicles’ to
develop in the ovaries. Each follicle
contains an ege.

« Between Days 7 and 14, one follicle
will continue to develop and reach
maturity.
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Between Day 7 and Day 14 of
menstrual cycle (in 28-day cycle)

» The lining of the uterus starts to
thicken. The lining is rich in blood
and nutrients.

« Around Day 14 (in a 28-day cycle),
hormones cause the mature follicle
to open and release an egg from the
ovary, a process called OVULATION.

Day 14 (in 28-day cycle)

« If the egg is not fertilized, hormone
levels will drop around Day 25. This
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5.
What leads to
pregnancy?

signals the next menstrual cycle to
begin.

Day 14 to 25 (in 28-day cycle)

« If one engages in sexual intercourse
without using contraception sperm
cells swim up the uterus towards
the egg. .

« This may be followed by the process
of fertilisation, if contraception has
not been used.
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-« Fertilisation is when one sperm
L L1185 makes physical contact and unites

2o gl AR with the female egg.

+ The fertilised egg will continue down
the fallopian tube and attach to the
lining of the uterus.

« This means that the baby starts to

Fertilsation
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7.

Why should
teenage
pregnancy be
avoided?

« Complications from pregnancy and
childbirth are a leading cause of
death among girls aged 15 to 19
years.

« Teenagers have double the risk
of dying due to falling pregnant
compared to women aged 20 to 24.

« Falling pregnant at an early age also
increases chances of getting sexually
transmitted diseases and HIV / AIDS.

= Preventing teenage pregnancy
will ensure that education is not
interrupted due to being absent from
school, before and after giving birth.

« Teenage pregnancy leads to increased
dependency on the family or
community to raise the new born
baby.

« As a dependent teenager and without
support of adequate education
and a reliable source of income,
it is difficult to provide a caring,
sustainable, encouraging environment
for a child.

173



8.
How to avoid « Abstinence

pregnancy?

» Oral
Contraceptive

?» « Abstinence is not engaging in sexual
jﬂhat 1 intercourse.
Abstinence?

: . L7 . Abstinence is 100% safe and
s el el effective in preventing pregnancy.
=lee =l =s 8 < No side effects.
(o & NPTl - Abstinence is 100% safe and
effective in preventing being
infected by STDs and HIV/AIDS.

LU . STDs are Sexually Transmitted
L AR Diseases e.g. syphillis, gonorrhoea
LB ETE  and genital warts.
« HIV is Human Immunodeficiency
Virus.
« AIDS is Acquired Immuno Deficiency
Syndrome.
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("4 . ORAL CONTRACEPTIVES
GGG (often called the “pill’)
(Llale Tl el ol ¢ Highly effective if used correctly.
methods work? ¢ The “Pill’ must be taken every
day, at a specific time, preferably
in the morning.

+ Forgetting to take the pills leads
to ovulation and increases the
chances of falling pregnant.

+ If you forget to take the ‘pill’,
seek advice from your clinic
immediately

+ Taking other medications (e.g.
antibiotics) may cause the ‘Pill’
not to work properly.

+ Some sicknesses (e.g. vomiting
and/or diarrhoea) may make the
‘Pill’ less effective.

« INJECTABLE CONTRACEPTIVES
+ Also prevents ovulation from
taking place.
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+ Highly effective if used correctly.
+ An ‘injection’ is given once
every two or three months
depending on which one you take.
+ It is important to go to the clinic
in time to get your next ‘injection’.

« MALE CONDOMS

+ Highly effective but must be used
correctly by male partner.

+ |f the condom is not put on and
taken off the right way it may not
work properly.

+ Check the condom’s expiry date on
the sealed packet and make sure
the condom has no holes.

« FEMALE CONDOMS
+ Highly effective but must be used
correctly by the partner.
¢ Female and male condoms
MUST NOT BE USED TOGETHER
as they can stick to each other and
cause tearing.

NB: Male and female condoms can only
wbe used once.

= Follow the instructions written on
the condom packet.

11
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13.

Will taking the ‘pill’
or ‘injectable’
contraceptive
protect you from
getting STDs and
HIV?

14.

How to take
precautions to
protect yourself
from getting STDs
and HIV/AIDS?

« No, taking the ‘Pill* or injectable
contraceptive does not protect you
from getting STDs and HIV.

« Using the condom helps decrease
the chances of getting HIV/AIDS
or becoming pregnant only if used
correctly.

« It is important for both sexually
active partners to go for HIV
counselling and testing at the
nearest clinic.

« |t is important to use a condom to
protection against contracting an
STD and/or HIV.

+ |t is important that both sexually
active partners are faithful to each
other, to avoid the risk of infection
with HIV and/or STDs.

« Even if you are taking the “Pill’ or
injectable contraceptives correctly,
having sexual intercourse still
puts you at risk of getting sexually
transmitted diseases (STD) and
Human Immune Deficiency Virus
(HIV).

« Abstinence is the only
contraceptive method that is 100%
safe and effective.
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15.
Misunderstood Injectable
information on contraceptives may lead

contraceptives? to no bleeding due to
hormones preventing

monthly bleeding. The
menstrual blood

does not return to the

brain.

If | use contraceptives
and do not get my
period, does this mean
that the menstrual
blood 15 returning to the
brain?

Weight gain may be a side
effect of using the ‘Pill’
but this does not mean
the body will turn to
‘elly'.

If | use the aral
contraceptives (the
‘Pill’), will my body
turn to ‘jelly'?

13
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16.
What is peer
pressure?

17.
How to cope with

peer pressure

+ Peer pressure is the influence that
a person may feel to behave in a
certain way because their friends or
people in their group expect it, or
claim to be doing it.

+ Peer pressure is about other people
making your choices and decisions
for you.

« For example, one teenager may
negatively influence another into
rushing things that are against the
law for their age group, such as
drinking alcohol, taking drugs, or
becoming sexually active.

You may have heard the saying that
“everybody is doing it” but you do
not have to follow the crowd.

« You can avoid putting yourself
in situations that make you feel
uncomfortable.

» You can choose your friends wisely.

« You can surround yourself with
people who share similar interests
to reduce the chances of being
asked to do something you don’t
want to do.

* “You can stop for a moment and ask
yourself: “Will this activity get you
in into trouble? Will it be harmful to
your health?”

« You can learn how to say NO!
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i 18. Statutory rape is when someone
L R LTS below the age of 16 agrees to and
1+ 78 engages in sexual intercourse with
someone else above the age of 16.
« Even when two people under the
age of 16 agree and have sexual
intercourse, this is also considered
to be statutory rape.

L'« The Convention on the Rights of the
08 LTI Child is an international agreement
GG REFL SRR to ensure that all children enjoy
teenager? their rights and have the special
care and protection they need
as children. South Africa is also
committed to this agreement.

« According to the Convention on the
Rights of the Child, as a teenager,
you have the right to freely access
information and health care
services at the clinic or health
facility.

= As a teenager, you also have
the right to education, health,
nutrition, security, a safe
environment, water and shelter,

20. g# Clinic services and teachers can
el DRGSR LR help by offering information
BT AT and answering questions on
oo i DN ERGTETS B reproductive health issues.
prevenﬁ ng teenage - 'CBI'HI'I'H.II'Iity members can form
pregnancy? groups, led my community leaders,

15
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to give teenagers the reproductive
health information they need so
that they may make informed
decisions.
+ Examples of role models may

be a nurse,

community health worker,

a school teacher,

a developmental organisation,

trusted and respected women

in the community.

« They san make an effort to not
judge teenagers when they ask
questions about sexual matters or if
they make mistakes.

« They can seek out information
on teenage pregnancy and
reproductive health issues and
learn to talk about it freely, when
necessary.
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APPENDIX 13: POST-INTERVENTION SEMI-STRUCTURED INTERVIEW QUESTION GUIDE
Note: All information given below is confidential and will only be used for research purposes

Demographics:

Age

Educational level

Occupation (if applicable)

Introductory note: | will be discussing with you issues related to women'’s health issues. Please note there are
no right or wrong answers, all your views are important. If you do not feel free to answer any questions along
the way feel free to indicate this to me.

1. Do you feel you have gained any new information about the menstrual cycle from this educational

program?

If so, what new information on the menstrual cycle did you obtain from this educational program?

Where did you first get information on women’s health issues?

Who do you feel free to discuss these issues with?

What are young people’s beliefs with regard to women’s health issues?

How do other young people’s beliefs on women’s health issues influence your views?

What are the beliefs of the men in this community regarding women'’s health issues?

What are your feelings with regard to these beliefs?

What are the beliefs of the men in the community regarding the rights of women concerning

women’s health issues?

10. What are your feelings with regard to these beliefs?

11. What are the beliefs of the women in this community regarding women’s health issues?

12. Do the women in this community seem to think they have rights regarding women’s health issues?

13. If yes, please elaborate.

14. What are your parents’ beliefs with regard to women’s health issues?

15. What is your attitude concerning your parents’/other close relatives’ beliefs with regard to women’s
health issues?

16. Do you feel supported by your parents regarding these issues?

17. What are the challenges adolescent girls experiences with regard to abstinence?

18. Do you feel you have gained new information on contraceptives from this educational program?

19. What new information on contraceptives did you obtain from this educational program?

20. In your opinion, do sexually active adolescent girls have access to contraceptives?

21. If yes, where do they get access to contraceptives?

22. Are the services at the clinic user friendly?

23. Do you feel you can go back for help regarding reproductive health issues?

24. Who bears the responsibility of raising an infant born to an adolescent girl?

25. What are the consequences of adolescent pregnancy on a young girl’s education?

26. Please elaborate on these consequences.

27. What are your thoughts on the effectiveness of this educational program?

28. Did you find this educational program respectful enough for you?

29. Are there any words/concepts that were difficult for you to understand during the educational
program?

30. Can you tell me 3 to 5 useful points that you obtained from this educational program that you think
may influence your future decisions or choices?

31. Please elaborate on how you have found this information useful for you in future?

32. Has this educational program facilitated the room for you to feel empowered?

33. If so, in what way?

34. Would you like the AGF to continue this educational program with you and other adolescent girls in
the community from next year?
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Thank you so much for your time

188




