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PRIYA   PrEP implementation in young women and adolescents

SGBV  Sexual and Gender-Based Violence

SRH  Sexual Reproductive Health 

SRHR  Sexual and Reproductive Health and Rights

SOP   Standard Operating Procedure

STI  Sexually Transmitted Infection

TB  Tuberculosis

TOP   Termination of Pregnancy 

TWG  Technical Working Group

UNAIDS Joint United Nations Programme on HIV/AIDS

UNFPA  United Nations Population Fund

UNICEF United Nations Children’s Fund

WHO  World Health Organisation  



5

Symposium Notes Summary

Background

There has been a strong global focus on the 
integration of sexual and reproductive health 
(SRH) services over the past three decades. The 
1994 International Conference on Population 
and Development (ICPD) called for global 
efforts to integrate SRH services, within primary 
healthcare1.  The 2gether 4 SRHR programme is a 
Joint United Nations (UN) Regional Programme 
combining efforts from UNFPA, UNAIDS, 
UNICEF, and WHO, to improve SRHR in the 
Eastern and Southern African region2. It focuses 
on strengthening the provision of integrated 
(SRHR, human immunodeficiency virus (HIV),  
and sexual and gender-based violence) services, 
targeting adolescent girls and young people as 
well as key populations.   

In South Africa, UNFPA collaborates with the 
South African National Department of Health 
(NDoH) and through this partnership contracted 
Optidel Global and Umthombo weMpilo Institute 
to incorporate and implement integrated service 
delivery models during the period 2017-2022. 
The two implementers were funded by UNFPA 
through a grant from the Swedish government to 
facilitate the integration of SRHR, HIV, and SGBV 
services in selected districts within two provinces 
namely Eastern Cape and KwaZulu-Natal.  These 
provinces and districts were selected based on 
their high burden of HIV and Acquired Immune 
Deficiency Syndrome (AIDS), maternal mortality, 
SGBV as well as poverty. The implementation of 
integrated services was carried out in a phased 
approach. 

In 2021, the UNFPA commissioned the Human 
Sciences Research Council (HSRC) to conduct a 
documentation exercise that included a desktop 
review, consolidation, and a synthesis of data 
contained in the two implementers’ baseline, 
pilot, inception, and scale-up reports. This 
exercise aimed to document lessons learnt and 

1 United Nations. International Conference on Population and Development Programme of Action
Twentieth Anniversary Edition. 2014. https://www.unfpa.org/sites/default/�les/pub-pdf/programme_of_action_Web%20
ENGLISH.pdf .

2  https://esaro.unfpa.org/en/topics/srhr-and-hiv-linkages-project

to amplify emerging best practices from the 
implemented SRHR integration interventions.  

As part of a broader dissemination strategy the 
UNFPA in collaboration with the HSRC, and the 
DOH at national and provincial levels, hosted a 
one-day hybrid symposium in KwaZulu-Natal 
on the 8th of July 2022. 

Purpose of the symposium

The symposium was convened to share key 
findings, experiences, and lessons that could 
be amplified following the implementation 
of SRHR, HIV, tuberculosis (TB), and SGBV 
integrated services in selected facilities by the 
UNFPA and its partners.

This report provides a summary of the 
proceedings of the symposium and includes 
presentations delivered by various presenters 
and stakeholders that were key in the 
implementation of the SRHR integration in 
selected districts. 

Programme, Participants and 
Discussion

The symposium was held at the Premier Hotel, 
Umhlanga, KwaZulu-Natal, and was attended 
by 35 in-person and 70 online participants. In 
attendance were delegates from government 
departments namely the NDOH, KwaZulu-Natal 
Provincial DOH, Department of Women, Youth, 
and Persons with Disabilities, Department 
of Basic Education, Metro District Health 
Services,  uThukela, and Ugu Districts. The 
UN agencies were represented by delegates 
from the UNFPA, UNAIDS, and WHO. The 
academia was represented by universities, 
research councils and institutions namely, the 
University of KwaZulu-Natal and the University 
of Witwatersrand (Female Academic Leaders 
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Fellowship), the South African Medical 
Research Council, Health Systems Trust, HIV 
Research, and Maternal, Adolescent and Child 
Health Institute (MatCH) Research Unit and the 
HSRC. Civil society organisations in attendance 
included  Networking HIV and AIDS Community 
of Southern Africa (NACOSA), Businesswoman’s 
Association of South Africa, Save the Children, 
The Health Foundation, and Beyond Zero. For 
the full list of attendees, see Appendix 3. The 
symposium programme and presentations are 
attached as Appendices 1 and 2. Some changes 
were made to the programme on the day to 
accommodate speakers who could not join 
the symposium virtually due to connectivity 
challenges.

The symposium consisted of four sessions. 
Sessions two to four were followed by a question 
and answer session. Session one to three were 
moderated by Dr Thato Chidarikire, Director 
of prevention programmes at the National 
Department of Health. Sessions one and two 
provided a foundation by outlining the South 
African policy landscape and presenting an 
overview of the SRHR integration interventions 
and experiences of implementers on the 
ground. Presenters included Ms Thembi Zulu 

who presented on the SRH policy landscape.  
In Session two, the implementing partners 
Ms Nobanzi Dana and Dr Babatunde Sanni, 
presented models of integration and lessons 
learnt. Session three provided a glimpse into 
SRHR integration interventions projects that 
have been implemented by UNFPA partners, 
Prof Mags Beksinska, Mrs Thobekile Mpembe, 
Ms Linda Dlamini, and Ms Siziwe Jongizulu 
presented district experiences of SRHR 
integration. 

Session four was moderated by Dr Tebogo 
Gumede, Research Specialist from the HSRC. 
During Session four Prof Mags Beksinska, 
Dr Thato Chidarikire, Ms Regina Maithufi, Ms 
Melanie Pleaner, Dr Elzette Rousseau presented 
on various topics related to SRH such as STIs and 
HIV, HIV Testing Services (HTS), contraceptives, 
pre-exposure prophylaxis (PrEP), and post-
exposure prophylaxis (PeP). Dr Inbarani 
Naidoo was the last presenter and presented 
findings from the SRHR documentation exercise 
focusing on the lessons learnt and emerging 
best practices. Dr Nompumelelo Zungu 
concluded the symposium with a summary of 
the proceedings and closing remarks.
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Symposium Notes SUMMARYWelcome & Opening Remarks 

Dr Nontsikelelo Manzini-Matebula, 
Programme Specialist: SRHR, HIV, and AIDS 
Linkages, UNFPA

Dr Manzini-Matebula thanked participants for 
attending, especially the National Departments, 
District teams, and the HSRC for coordinating 
the meeting.  She acknowledged all the invited 
speakers, including colleagues from different 
institutions who conduct work in the SRHR field.  
She recognised the implementing partners, 
Optidel Global, and Umthombo weMpilo 
Institute.  She also acknowledged the support 
from UNFPA teams both the provincial and 
National offices, the UN agencies, UNAIDS and 
WHO, and all non-governmental organisations. 

Dr Manzini-Matebula provided an overview of 
the 2gether 4 SRHR joint programme which 
was funded by the Swedish government.  She 
indicated that in other countries the programme 
is implemented by four agencies, i.e., WHO, 
UNFPA, UNAIDS and UNICEF. In South Africa, 
the 2gether 4 SRHR programme is implemented 
by UNFPA with the following objectives: 
� Create an enabling environment to promote

integrated services around SRHR, HIV and
gender-based violence (GBV).

� Create an enabling legal and policy environ-
ment that empowers all people, particularly
adolescent girls, young people, and key
populations, to exercise their SRH rights and
access quality integrated SRHR, HIV and
SGBV services.

� Strengthen the delivery of quality integrated
and sustainable SRHR, HIV and TB and
SGBV services that meet all people’s needs,
particularly adolescent girls, young people,
and key populations.

� Strengthen communication, ownership,
empowerment, and participation of all
people, but focus on adolescent girls, young
people, and key populations to exercise
their SRHR, adopt protective and promotive
behaviour, and have access to quality
integrated services on time.

� Amplify the lessons learnt from the pro-
gramme implementation to strengthen
integrated SRHR, HIV and SGBV services.

Dr Manzini-Matebula then outlined the aims 
of the symposium as follows a) highlight key 
components and models that work for the 
integration of SRHR, HIV and SGBV services.  
She noted that different models were used 
in different districts. She added that it was 
important to draw on lessons from work done by 
other organisations in the room. b) Learn from 
challenges. c) Provide best practices to scale up 
the interventions. d) Identify opportunities for 
future collaborations.

Dr Manzini-Matebula elaborated on the 
scaling up of the 2gether 4 SRHR programme 
and indicated that it included the following: 
supporting and mentoring healthcare workers, 
ensuring that the process of implementation 
and integration was well documented, commu-
nication was strengthened and that the Govern-
ment took ownership of the programme for 
sustainability. She also mentioned that the 
approach included amplifying the lessons learnt 
from the programme implementation and 
identifying other opportunities to scale up and 
integrate with other programmes on the ground. 
In addition, the symposium aimed to provide a 
platform where partners can learn from other 
organisations doing similar work on integrated 
SRHR, HIV and SGBV services. Finally, the 
symposium was a platform to identify challenges 
experienced during implementation and to 
chart a collective sustainable programme using 
the best practices to upscale the integration of 
SRHR, HIV and SGBV services.
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Session 1: Sexual and Reproductive Health 

Policy Framework

Sexual and Reproductive Health and Rights, 
Progress and Achievement 
Ms Thembi Zulu, Deputy Director: SRHR 
National Department of Health 

Ms Zulu gave background to the development 
of the SRHR policy. She indicated that the 
National Department of Health had developed 
the SRHR policy titled “The Integrated Sexual 
and Reproductive Health and Rights (SRHR) 
policy” that was finalised in 2019. The policy 
is an overarching document that includes 
all SRHR components. It was developed in 
consultation with different stakeholders and 
reference documents, including international 
guidelines. The goal of the policy is to promote, 
through informed choice, safer reproductive 
health practices among women, men, and youth 
including the use of quality and accessible 
reproductive health services.  

The policy combines various clinical guidelines 
relating to SRHR namely (1) National guideline 
for the implementation of Termination of 
Pregnancy; (2) National Contraception Clinical 
Guideline, which was last updated in 2012; 
(3) National Guideline for Safe Conception
and Infertility; (4) Breast and Cervical Cancer
Guidelines and (5) National Guideline on
Management of Post-exposure Prophylaxis
(PeP) in occupational and non-occupational
exposure.  All these guidelines are available on
the NDoH’s website.

The SRHR policy document emphasises the 
following:

� Breaking the silos.

� Equity is important. Services should be
provided to everyone.

� Linking both national and international
policies. 

� Accountability linked with rights.

� A rights-based approach.

The NDoH standardised training of nurses by 
developing a training curriculum launched 
through the Knowledge training hub and it is 
open to all healthcare workers, not only clinicians.  
The course has 14 modules consisting of several 
learning sessions, including some practical 
sessions. Participants can navigate the modules 
f lexibly, however Module 1 is compulsory.  
Sessions must be completed within 72 hours 
and trainees need 80% to pass each module. 
Trainees receive a certificate of completion and 
can gain continuing professional development 
points through the University of Pretoria. 
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Session 2: Implementing Partners - Models of Integration 

and Lessons Learnt 

The second session focused on the experiences of UNFPA South African implementing 
partners, Umthombo weMpilo Institute and Optidel Global in implementing the integrated 
SRHR, HIV, and SGBV services in selected health facilities.

Integration of SRHR, HIV, and SGBV 
services

Ms Nobanzi Dana
CEO Umthombo weMpilo Institute 

Umthombo weMpilo Institute is the 
implementing partner in the Eastern Cape 
Province. They rolled out the 2gether 4 SRHR 
programme in the years 2018 to 2021. A baseline 
study was conducted in 2018 which informed 
the model of integration in the Eastern Cape. 
The inception phase was in 10 health facilities 
in two districts, Alfred Nzo and OR Tambo.  The 
success enabled a scale-up to 12 facilities in 2019 
and 20 facilities in 2020 and 2021.  Facilities 
that sustained the integration were removed 
and substituted with new facilities, enabling 
the saturation of health facilities receiving the 
intervention in the province.

Facilities in this province were set up in a way 
that supported a one-stop-shop model where 
SRHR and HIV services were provided by one 
healthcare worker in the same room at the same 
time. The model was tailored to respond to 
the challenges and opportunities presenting 
at health facilities. A minimum package of 
services was agreed on and these comprised 
HIV Testing Services, TB, antiretroviral therapy, 
condom use education and promotion, family 
planning, and contraception, antenatal care, 
cervical cancer screening, STI services, SGBV, 
maternal and new-born care. The UNFPA’s 
Job Aid was used to strengthen the delivery of 
these services.  The strengthening of integrating 
service was done within the Ideal Clinic Model 
(ICM). This model was used to avoid parallel 
systems.  The super-market approach was used 
to implement the integration of services, where 
specialised services were needed. This approach 
involves patients receiving all services from one 

healthcare worker, this ensured access, quality, 
and continuity of care. The service delivery 
points were set up in a way that promoted the 
one-stop-shop service delivery (one service 
provider offers services in the same room at the 
same time).  

All healthcare workers from the supported 
facilities were trained on the integrated services.  
It was noted that healthcare workers’ training 
continued even during 2020- 2021 when there 
were restrictions on mass gatherings due to 
the COVID-19 pandemic.  In 2021 Alfred 
Nzo district trained 48% of professional 
nurses in Intrauterine Contraceptive 
Device (IUCD) insertion, 78% in cervical 
cancer screening, and 93% in sub-dermal 
implant insertion. OR Tambo district trained 
59% of professional nurses in IUCD, 100% 
on sub-dermal implants and cervical cancer 
screening. 

Healthcare worker training was conducted 
on-site. Training included practical and 
classroom training, followed by regular visits and 
monitoring to strengthen healthcare workers’ 
knowledge, skills and attitudes. Ten champions 
were selected, based on their competencies to 
serve as buddies to support their colleagues. The 
champions were able to travel to sub-districts to 
offer peer support.

The following challenges were noted during the 
implementation of integrating services:� Frequent contraceptives stock-out.

� Some key indicators were not collected by
health facilities.

� Clients and communities were not informed
about the benefits of integrated services.

� There were some gaps in the referral systems.

� Lack of a supportive environment for
healthcare workers.
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� Information, education, and communication
material were not available in local
languages.

� There were gaps in the periods between
implementation activities which impacted
on continuity of service provision.

As a result of these challenges, several recom-
mendations were highlighted noting the need 
for:

� Functional forecasting of stock needs
and supply, improvement of the ordering
systems for these supplies and estimate
stock order levels to be done in advance.

� Revision of data collection tools to address
the gaps created by some indicators not
being collected.

� Improvements in referral systems for
continuity of care to accommodate service
integration.

� Provision of a supportive and enabling
environment for healthcare workers.

� Availability of Information, education, and
communication material to clients in local
languages.

In Ms Dana’s concluding remarks, she stated that 
the COVID-19 pandemic presented challenges 
for the delivery of integrated services. Therefore, 
there was a need to support healthcare workers 
and address their well-being and mental health.  
Healthcare workers moved from their stations 
because of COVID-19 demands on their time. 
In addition, facilities were overwhelmed by 
patients from other provinces due to the ban 
on inter-provincial travel. The closure of the 
borders also meant that the delivery of essential 
medicine was delayed.   
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The second presentation in Session two was delivered by Dr Sanni, who presented on the 
integration model that was implemented in KwaZulu-Natal.

Technical Assistance on SRH, HIV and 
GBV integration Dissemination 

Dr Babatunde Sanni
Executive Director & South Africa Country Lead, 
Optidel Global

Optidel Global was contracted to implement 
the SRHR integration intervention in KwaZulu-
Natal mainly. They started the implementation 
of the SRHR integration programme with five 
facilities, in 2017. From the success of these 
facilities, there was a scale up to 12 facilities in 
uThukela district. Optidel Global worked in a 
total of 53 facilities across uThukela, eThekwini, 
and Ugu districts.  The programme was based 
on Ideal Clinic Model (ICM)-integration at 
the primary healthcare level.  The integrated 
clinical service management (ICSM) was used to 
strengthen the integration of SRH and HIV.  The 
ICSM has four streams namely Acute, Chronic, 
Preventative, and Health support services. 
The links among HIV, STI and SGBV made it 
imperative to integrate these services. 

At baseline, healthcare workers reported several 
constraints including a lack of training, staff 
shortages, and insufficient infrastructure.  
Healthcare workers’ competence in delivering 
integrated services was very low.  In 2017 UNFPA 
assisted in developing the minimum package of 
care for SRHR, HIV, and SGBV. On the client’s 
side, the baseline interviews revealed that the 
facilities in the programme provided only one 
additional service apart from the service clients 
sought. In addition, female clients were not 
offered cervical or breast cancer services. 

The scope of the project by Optidel Global was:

� Ensuring sustainability and
institutionalisation.

� Training and mentorship.

� Data use, documentation of evidence, and
dissemination (3Ds).

The model of integration used by Optidel Global 
was Plan – inception, training assessment, 
analysis, patient pathway flow review, Do – 
Inclusion, mentorship, action; Study – meeting 
to assess progress, and Act - action on activities 
identified (PDSA).  The PDSA cycles in an 
overarching plan to guide the implementation of 
the SRH integration model. 

The model was not a one size fits all approach in 
that each facility and district applied components 
as needed. Therefore, the approach was targeted 
to the health facility’s needs. However, Dr Sanni 
also noted that the intervention was not just 
beneficial at the health facility level but also at 
the health system level. 

The training was conducted in-house to 
avoid taking healthcare workers from their 
workstations. Tools used included the Training 
Alert, the dashboard, and Job Aid.  

Dr Sanni shared the proof of efficiency using 
uThukela district as an example.  Data on key 
indicators were collected at different times 
during the implementation of the intervention.  
Before March 2020 some progress was noted in 
the effectiveness of the model implementation. 
However, once Covid-19 emerged, there was a 
20% decrease in headcount.  Yet, an increase in 
the uptake of long-acting contraceptive services 
was observed during this period.  There was 
a shift from the short-acting to the long-acting 
contraceptive uptake.  Other results showed that 
cervical screening services increased over time.  
The client-exit interviews also confirmed that 
they received more services than they visited the 
facilities for.  

Challenges experienced in implementing 
integrated services:

� Shortage of healthcare workers, deficits in
healthcare workers’ training, long client
waiting times, poor infrastructure, and staff
burnout. 

SESSION 2



12

Symposium Notes

� No cervical cancer services and no post-
abortion care are provided for clients.

� COVID-19 challenges (results for facilities in
uThukela district)

à Decreased headcount due to lockdown,
healthcare workers’ infections, and the 
need for healthcare workers’ mentorship.  

à The COVID-19 pandemic also affected 
supply chain and management systems 
leading to drug stockouts. 

Key mitigating factors:

� Establishment of Technical Working Group
(TWG).

� Training and use of data collection tools.

� Collaboration with the district training
units.

� Mentorship.

� Lessons learned:

� Strengthening oversight by the provincial
and district offices.

� Strengthening the quality of supervision,
and 

� Ensuring ownership of the process by the
facilities. 

The limitations experienced by Optidel Global 
included healthcare workers’, staff shortages, 
and the duration of the project, which resulted 
in intermittent project implementation and 
ensuing gaps in service provision. 

Dr Sanni concluded his presentation by noting 
the human stories behind the facility headcounts. 
These stories are contained in the report Optidel 
Global submitted to UNFPA.  

The two presentations were followed by a question-and-answer session to engage the symposium 
attendees on matters arising.
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QUESTION

Does the current South African abortion law seek 
to align with other acts such as the Children’s Act 
and is the administration of abortion factoring in 
the age of the child when it comes to consent and 
the role of a parent in consenting?

ANSWER 

The CTOP Act does not have an age limit 
for accessing the service. The challenge 
experienced by the healthcare workers is to 
convince some young people to inform their 
parents, so they have support at home.  Young 
people are however provided with the service 
even when they do not want to involve their 
parents.  

QUESTION

Does the SRHR reach out to rural areas especially 
to traditional healers since people still consult 
with them and they do not use western medical 
tools or methods?

ANSWER 

The department reaches out to traditional 
healers. 

QUESTION

Is it possible for the Department of Health to 
include in-service educators from colleges and 
universities in the training of SRHR integration 
services, to keep everybody updated?

ANSWER

The Department is working on the abortion 
curriculum to be included in the nursing 
curriculum.
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Session 3: Experiences of Sexual and Reproductive Health 

and Rights Integration by Districts 

In this session, Prof Beksinska, presented a model used by MatCH Research in eThekwini 
district. Ms Thobekile Mpembe and Ms Linda Dlamini presented their experiences of 
implementing the UNFPA-initiated integration programme in uThukela and Ugu districts 
respectively.  Finally, Ms Siziwe Jongizulu from the UNFPA shared insights gained from a 
joint programme conducted by UNFPA and UNICEF aimed at empowering young women 
and girls to realise their SRHR in South Africa.  

The eThekwini District Reproductive 
Health Service Integration Model: 
Results from model implementation. 

Prof Mags Beksinska
Deputy Executive Director, MatCH Research Unit 

This 4-year project aimed to develop, implement 
and evaluate a service delivery model which 
structurally links family planning and barrier 
method services with HIV/AIDS services in 
eThekwini district.  It was based in Wentworth 
and its six feeder clinics.  Baseline assessment was 
conducted through key informant interviews, 
facility inventory, and focus group discussions.  
During the baseline assessment, information 
on what people understood integration to be, 
was collected.  A model was developed based on 
the information collected during baseline.  The 
integration focused on:

� capacity building,

� strengthening SRH services,

� integration of family planning into HIV
services,

� strengthening patient and commodity
monitoring,

� strengthening referral systems,

� community involvement, and

� policy contribution and dissemination.

During the pilot phase, the project introduced: 

� WHO flipcharts which were easy to use.

� Health systems navigators who worked both
within the facilities and in communities.
They saw over 1800 clients.

� An end-line assessment was conducted
in 2011.  During the end-line assessment,
facility, provider, and client interviews were
conducted.

Before the implementation clients expressed that 
it was difficult to speak to healthcare workers.

Clients’ perspectives on the quality of care at the 
end of the project revealed that 70% of the clients 
said services were available on the same day, 
and 262 of the 297 clients interviewed across 
all selected facilities said the consultation was 
private and confidential.  Over 60% and 80% of 
clients reported that they would prefer to see 
the same provider at each visit, and they would 
prefer two services on the same day respectively.  
Family planning use was at 50%.  

Men preferred to receive services at the health 
facility.  

The comparison of the baseline and end-line 
results from the healthcare providers’ side 
indicated that service integration had improved 
and that their perceptions of integration had 
changed to the positive side.  The work was 
disseminated as widely as possible including to 
the NDoH and other organisations.  The results 
of this study were shared through all academic 
platforms.  This project was conducted over ten 
years ago.  
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Experiences of the programme from 
uThukela District 

Mrs Thobekile Mpembe
Clinical District Specialist, uThukela District 

The introduction of integrated services in 
uThukela district facilitated collaboration with 
traditional healers, communities, youth, and the 
Department of Social Development.  The work 
with UNFPA started in 2017, during a benchmark 
visit to Botswana where lessons were learnt 
about SRH integration and implementation.  At 
baseline, clients were only offered one service 
at a time (see the presentation by Dr Sanni). The 
baseline phase aimed to provide a minimum 
package of services and linkage, build the 
capacity of healthcare workers and explore 
existing community structures. Workshops 
were conducted to upskill healthcare workers 
to provide integrated SRHR services.  The PDSA 
model of integration was used to facilitate the 
identification and closing of competency gaps.  

The results showed that there was a marked 
improvement in the number of integrated 
services provided and the number of healthcare 
workers competent in providing these services.  
In terms of lessons learnt, integration was done 
from the province to the district level which 
strengthened links with supervisors. Clients’ 
satisfaction with receiving SRHR integrated 
services improved. Integration facilitated 
sustainability.  Best practices included the 
effective use of the dashboard (avoiding red 
indicators).  SRHR was introduced in other 
programmes within the facilities.  

Experiences of the programme

Ms Linda Dlamini
District Director: Ugu District  

SRH rights need to be reflective of the demand 
of the clients.  All projects implemented ensured 
that clients get what they require.  Ugu’s 
population is mostly unemployed, which leads 
to high crime and GBV levels.  The demographics 

of the district determine the services offered 
at healthcare facilities.  Eighteen facilities 
participated in the integration project, which 
was over a six-month period. The comparison 
of services offered/received pre- and post-
implementation showed improvement even 
though there were several demotivating factors 
such as absenteeism of healthcare workers, 
COVID-19 infection, and other co-morbidities 
that resulted in staff deaths. It was observed that 
during the first month of implementation, there 
were no improvements in service delivery.

Challenges observed as hindering the integration 
and implementation of SRHR services included:

� Facility-based challenges included partially
implemented  adolescent and youth-
friendly services (AYFS) staff shortages and
turnover, data capturing discrepancies, and
inappropriate infrastructure.

� Community challenges included low
community buy-in of SRH services, poor
uptake of reversible contraceptives, and
myths and beliefs about implants.

� The Community-Based Model of SRH was
not part of the school health package; mobile
health services for those in school, utilising
community health workers, pregnancy
screening, and referral systems were not
fully implemented.  Schools were also not
able to offer SRH services on-site and school
governing bodies played a gatekeeping role.
Ms Dlamini highlighted the high occurrence
of teenage pregnancy at schools as one of
the challenges faced by the districts.

� Staff negative attitudes included judgement
of people visiting facilities for certain
services. Judgments were based on age
and behaviours, such as having multiple
partners are prevalent.  This resulted in
clients’ reluctance to seek treatment or
services. 

� Cross province movement of clients seeking
healthcare was also highlighted. The district
shares a border with Eastern Cape and
clients from this province go to KwaZulu-
Natal health facilities.

SESSION 3
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The district used all the lessons learnt from 
the implementation partners to improve the 
provision of services.  

Ms Dlamini summarised her presentation with 
the following quotation: 

“Laws have to be backed up with resources 
and political will. And deep-seated 
cultural codes, religious beliefs, and 
structural biases have to be changed” 

– Hillary Clinton.

Joint programme between UNFPA and 
UNICEF funded by Canada. (No slides) 

Ms Siziwe Jongizulu
Program Analyst, UNFPA

This programme was implemented by UNFPA 
and UNICEF in the Eastern Cape (Nelson 
Mandela and Alfred Nzo Districts) and KwaZulu-
Natal (uThukela District).  The programme was 
aimed at empowering young women and girls to 
realise their SRHR in South Africa.  The duration 
of the programme was from 2019-2023 and had 
two outcomes.  

� Increase availability and use of quality SRH,
HIV, and SGBV prevention and response
services that are free of bias and discrimina-
tion, for adolescents and young people.

� Decrease discriminatory and harmful
practices and attitudes that perpetuate
and validate SGBV against adolescents and
young women, and therefore act as barriers
to SRHR access.

The baseline study was led by UNICEF and was 
targeted at health and social services.  Findings 
revealed that SRHR, HIV, and GBV services 
were available, however with little integration.  
Healthcare facilities and social services were 
vital entry points for GBV survivors; however, 
both healthcare workers and social workers 
were not trained in identifying and providing 
SRHR services for GBV victims.

At schools, there was resistance to providing 
SRHR programmes, especially abortion ser-
vices.  Four out of nine girls reported receiv-
ing SRHR education at school.  However, there 
were uneven levels of access to such servic-
es at schools. Gatekeepers (parents, commu-
nity actors) presented a challenge because of 
inter-generational differences. Community-level 
interventions were not widespread. 

Traditional leaders were key to educating the 
communities about the challenges experienced 
by young women and girls.  The three districts 
had few programmes which involved men, boys 
and family members. 

This programme partnered with Umthombo 
weMpilo Institute and Optidel Global to 
strengthen the integration of SRHR, HIV, 
and GBV services. A coordinating forum that 
facilitates the integration of the three services 
was found to be functional.  A theory of change 
for multi-sectoral services for adolescents, girls, 
and young women was developed focusing on 
the Ukhahlamba District.  Healthcare workers 
were trained in providing youth-friendly 
services, offering GBV support, referral of clients, 
and collection of disaggregated data.

UNFPA conducted a study on knowledge, 
attitudes, and behaviour among adolescents, 
girls and young women, parents, and community 
actors.  In addition, they analysed the prevalence, 
and factors affecting intimate partner violence 
among adolescents, girls and young women.  
There is also a study on harmful practices 
that are being conducted in collaboration 
with HSRC. This study is focusing on harmful 
cultural practices such as Ukuthwala, female 
genital mutilation, and other cultural practices 
that affect the rights of young girls.  

Another study that is in progress, focuses on the 
use of dashboards by the districts.  In addition, 
the team is working on a report for a survey 
looking at the behaviour and knowledge of 
AGYW on SRH, HIV and GBV services.  
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QUESTION

Considering that KwaZulu-Natal is a place 
affected by migration, how did migration affect 
the programme, and what were the lessons? 

QUESTION

Is there any policing on illegal migration?

ANSWER

In uThukela district, partners migrate to 
Gauteng due to work.  The safer conception 
study is used through women, to encourage 
partner involvement. Women are encouraged 
to involve their partners. However, this takes 
time to yield results. 

ANSWER

There is both internal and external migration. 
The district is on the border with the Eastern 
Cape province. There are noted staff attitudes 
that need to be changed to teach healthcare 
workers to treat all clients equally.  Services 
should be offered without discrimination.

QUESTION

The Premier Mr Zikalala recently quoted that 
about 18  000 girl children (teenagers) were 
pregnant, this is worrying.  Is there a strategy on 
how this can be curbed?

ANSWER

Some young girls get pregnant deliberately 
because of pressure from home.  This is also 
exacerbated by traditions such as ukuthwala 
(forced marriages). The Department encour-
ages girls to delay pregnancies. There are 
community strategies targeting in-school and 
out-of-school youth to empower young girls 
and young boys.  Programmes are trying to 
include boys in education.  

When looking at teenage pregnancies, one 
should also consider that several teenagers 
terminate pregnancies.  There is a discrepancy 
between the Choice on Termination of 
Pregnancy which allows a 16-year-old to 
terminate, and the law, which says she cannot 
consent to sex.  In KwaZulu-Natal teenagers 
become pregnant to prove fertility.  

SRH is part of the schools’ services package.  
Learners can be educated, but clinical 
services are not allowed.  Some schools do not 
allow healthcare services because of beliefs 
that they encourage promiscuity, and some 
schools allow mobile clinics to be stationed 
at the school gates.  There is a standard 
operating procedure that service providers 
need to adhere to before providing services to 
learners. There is a consent form that needs 
the parent’s signature before receiving SRHR 
services. However, the issue with parental 
involvement and consenting is that it takes 
away the rights of a girl child and impedes 
the privacy of young people to make decisions 
on their sexuality. On HIV testing in schools, 
some parents do not want their children to 
be tested as they may not be ready to disclose 
their children’s status. 

QUESTION

There were a lot of descriptive statistics 
shared today, I would like to know if people 
with disabilities were reached. If so, how were 
accessibility measures recorded? If data does not 
exist, what is the stumbling block to including 
people with disabilities? 

ANSWER

The integration programme does not docu-
ment services offered/received accord-ing to 
disabilities or Lesbian, gay, bisexual, transgen-
der, queer and intersex (LGBTQI) communi-
ties.  Services are provided indiscriminately 
to all who visit health facilities. Numerating 
disabled persons is a form of discrimination.  
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One of the participants added that we should 
be cautious of the language used around 
teenage pregnancy, child sexual abuse, and 
sexual activity. A woman’s age needs to be 
factored in and there is a need to consult more 
about the girl child. There was a call from civil 
society to open criminal cases for child sexual 
abuse.  There are children (10 years) who gave 
birth between 2020-2021.  This means that 
they were sexually abused.  We, therefore, 
need to differentiate between children having 
sex and children being abused. 

Policies: A workshop conducted by UNAIDS 
found that young people are not aware of health 
policies.  As a result, they are unable to negotiate 
their rights. There is a need for policy education 
workshops for young people.  The symposium 
did not speak to clinic committees that have 
structures that include young people.  There is 
a need to strengthen the clinic committees to 
hear young people’s voices. Operation Sukuma 
Sakhe should also be included in the integration 
programme.  There is a need to keep girls in 
school until they matriculate to reduce the risk 
of HIV acquisition. 
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and Rights Services 

Session 4 consisted of presentations of integration reports delivered by MatCH, the 
National Department of Health, Wits Reproductive Health Institute, the Desmond Tutu 
Foundation, and the HSRC.

Results from post ECHO contraceptive 
study

Prof Mags Beksinska
Deputy Executive Director, MatCH Research Unit  

The goal of the ECHO study was to assess the 
risk of acquiring HIV following the use of one 
or three different contraceptive methods and to 
compare the benefits of the different methods.  
The three methods compared were depot-
medroxyprogesterone acetate (DMPA), Copper 
intrauterine device, and Levonorgestrel (LNG) 
implant.  The results showed that participants 
chose to continue using the methods they had 
been assigned during the study. The study 
enrolled 7829 women between 2015 and 2018.  
The results were shared in 2019.  

The CUBE study was conducted as a follow-up 
to the ECHO study. The Cube study had four 
objectives, namely, to document contraceptive 
status over 6 to 24 months following the ECHO 
trial.  The second objective was to describe 
reasons for contraceptive discontinuation and 
switching, describe implant and IUD removal 
outcomes, and document barriers to obtaining 
LARC removal. The study was conducted in 
South Africa and Zambia.  Interviews were done 
telephonically every six months.  

This presentation focused on the South African 
results.  Surveys were conducted between 
2018 and 2021.  All participants had previously 
participated in the ECHO study.  The study 
found that the main reasons for discontinuation 
were that the preferred method (DMPA) was 
stocked out. Participants using the implant had 
concerns about their health and side effects.  The 
copper IUD was discontinued because women 
found it difficult to tolerate the heavy bleeding 
at times.  

During Covid, 23% of the participants 
experienced difficulties accessing SRH services. 
A majority used contraceptives throughout the 
Covid lockdown period, even though there were 
anxieties and uncertainties about being able to 
access services in the future.  Only 7% had unmet 
needs.  

In-depth interviews revealed that participants 
preferred to continue using the contraception 
irrespective of the side effects they experienced.  
Implant and IUD methods were preferred.  LARC 
removal results found a barrier to uptake was 
that women had to return to the facility where 
it was inserted.  Participants were asked about 
self-care methods.  In South Africa, participants 
were interested in learning about contraceptives, 
emergency pills, subcutaneous injectables, and 
Cycle Beads.  The high uptake of contraceptives 
suggested that when women are supported, they 
do use contraceptives. 

Integrated STI and HIV programming

Dr Thato Chidarikire
Director, National Department of Health

Dr Chidarikire gave an overview of the STI and 
HIV prevalence in the country. She noted that 
there was a shift from the 90-90-90 targets to 
the 95-95-95 treatment cascade in alignment 
with the new global strategy. South Africa was 
achieving 94-78-89 in both the public and private 
sectors.  The country’s challenge include children 
who were not being tested for HIV and were 
therefore not virally suppressed.  There is also 
a challenge of early sexual debuts among both 
male and female young people.  Age disparities 
were increasing between males and females. 
Therefore, the risk behaviours associated with 
HIV acquisition continued. Condom use at last 
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sex increased between 2012 to 2017, coinciding 
with the transition from choice condoms to 
max condoms. However, there was no increase 
in condom use among 15–24-year-old young 
people thereafter despite the department 
providing what the young people asked for, 
i.e., adding colour and scents to condoms.  Dr
Chidarikire stated that we need to focus on the
relationship between young girls and older men.

In response, the Department in collaboration 
with UNFPA undertook the following activities:

� Updated HIV prevention strategy – know
your epidemic so you know your response,

� Devised condom communication plan – the
challenge here was communication,

� Increase case findings,

� Expanded PrEP  and PeP services,

� Created Youth zones,

� Leave no one behind, and

� Use Max youth condoms.

Challenges of STIs

Ms Regina Maithufi
Technical advisor HIV Prevention Strategies, 
National Department of Health

Ms Maithufi informed the meeting that South 
Africa has not been doing a good job in managing 
STIs for the past 30 years.  There are one million 
STI diagnoses daily, and of these most are 
treatable.  This has an impact on the risk of HIV 
and neonatal syphilis. The acquisition of STIs is 
attributed to the lack of condom use and multiple 
sexual partners. Clients with herpes simplex do 
not present at health facilities due to fear and 
stigma. Healthcare workers at facilities said they 
were not trained in providing STI services.  

Findings revealed that STI management, PeP, 
and PreP expansion, increased cases of HIV 
and STIs needed improvement. Action points 
include increasing awareness and decreasing 
negative perceptions of being infected with an 
STI.  

The Department will be embarking on costing 
the effects of STIs on the health system.  
According to a Centre for Disease Control 
(CDC) funded study, youth were not screened
sufficiently, they did not access the services
because of confidentiality concerns, the
biological makeup of young girls makes it easy
for them to be infected, access to healthcare is
lacking, and a majority of young people have
multiple sex partners.

South Africa uses the syndromic management 
approach to manage STIs, which was reviewed 
every two years. The results showed that 
gonorrhoea was high in males, and bacterial 
vaginosis was high among girls.  

Key Priority Areas for Integration and Implemen-
tation Strategies. Lesson learnt:

� STIs have not been prioritised for the past 30
years (Chlamydia, gonorrhoea, and syphilis).

� If the high prevalence of STIs is not
managed, this will result in babies being
born blind or with heart disease.

� The majority of STIs are preventable and
asymptomatic.

� There is a need for health promoters
in facilities to promote health-seeking
behaviour attitudes. Engagement of clients
in facility waiting areas found that patients
expressed the need for health promotion at
facilities. There is a need to work with peer
educators.

� Cervical cancer cases are increasing. DoH
will strengthen cervical cancer screening.

� There is a need for interventions for primary
prevention- education and targeting of high-
risk groups.

� Strengthen the syndromic approach and
partner notification.

� There is a need to reach sex workers,
transgender people, young people, and
people living with HIV as well as to
strengthen men’s health and conduct
surveillance among men who have sex
with men.



21

Symposium Notes

� Priorities- by 2030 STIs need to be
eradicated in South Africa. The DoH is
working closely with the Department of
Basic Education and the Department of
Social Development in this initiative.

Project PrEP (2018-2021)

Ms Melanie Pleaner on behalf of 
Ms Alison Kutywayo 
WITS RHI

This project was initiated in collaboration with 
Unitaid and the National Department of Health.  
The project focused on adolescent girls and 
young women, in high-priority areas.  It had three 
objectives namely, to increase the accessibility of 
PrEP for eligible AGYW population, demonstrate 
effective delivery models and appropriate use 
of PrEP among adolescents, and generate and 
disseminate evidence on the use of PrEP in real-
life settings.  

The project had four clusters in three provinces: 
Tshwane, eThekwini, OR Tambo and Gqeberha.  
Each cluster had two youth-friendly clinics.  The 
achievements as of 31st December 2021 were 
as follows: 14  612 AGYW initiations, 22  057 
combined initiations (opportunity for SRH 
integration) and 3  747 male initiations.  The 
involvement of men was key to showing the 
importance of integrated services.  

Ms Pleaner cited their published paper: Pleaner, 
M., Fipaza, Z., Mabetha, K., Greener, L., Ncube, 
S., Butler, V., Beksinska, M. and Mullick, S., 2021. 
Uptake of Contraception Among Adolescent Girls 
and Young Women PrEP Clients: Leveraging the 
Opportunity to Strengthen HIV and Sexual and 
Reproductive Health Integration. Frontiers in 
Reproductive Health, 3, p.684114.  

This paper focused on using PrEP as the potential 
platform for improving access to contraception.  
A total of 5 000 clients over 21 months were 
recruited.  The study identified the need for 
demand creation for PrEP services.  Over 60% of 
women reported current use of contraception.  

It was noted that 32.3% of the non-users accepted 
a method at PreP initiation, and the method 
uptake increased contraceptive prevalence from 
21.2% to 74.5%.  

Key findings from the paper are:

� PrEP was valuable to promote SRH and
improve access to contraception where both
services are offered together. However, there
was a need to better understand those who
did not take up a contraceptive method.

� Opportunities for integration need to
be leveraged and maximised including
outreach and demand creation for SRHR
services. 

� The project focussed on PrEP initiation,
hence there is a need for integrated
counselling about contraception and
contraception choices

� Training needs were identified and
education on integrated counselling was
provided.

� There is a need for adaptive health systems
to facilitate integration at facility level.

� There is a need for further analyses to
understand factors influencing integration,
e.g., staff training and stockouts. It is
important to look at programmatic
integration, particularly if PrEP is located in
the HIV stream which is seen as a vertical
service. The language should be that SRH is
an integral part of prevention.

� Find effective ways to monitor and measure
integration. 

Before concluding, Ms Pleaner recommended a 
presentation by Alison Kutywayo and Melanie 
Pleaner titled Girls Achieve Power (GAP) 
year: Building Health, Social and Educational 
Assets for Empowering Girls at Critical Time of 
Adolescent Transition which was not presented 
at this symposium but was f lagged by Ms 
Pleaner.  She indicated that other papers will be 
shared with the symposium organisers.  

SESSION 4
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Healthcare Providers as Agents of 
Change: Integrating PrEP with other 
SRHR for AGYW 

Dr Elzette Rousseau 
Socio-behavioural scientist, Desmond Tutu 
Foundation

This presentation was on the role of healthcare 
providers as agents of change for the integration 
of services.  The presentation was based on the 
paper titled: Health care providers as agents of 
change: integrating PrEP with other sexual and 
reproductive health services for AGYW.  The 
presentation was based on two studies called 
Prevention Options for Women Evaluation 
Research (POWER) and PrEP implementation 
in young women and adolescents (PRIYA). The 
study consisted of four study sites; where three 
were located in South Africa and one was located 
in Kenya.  They conducted 36 in-depth Interviews 
with a healthcare provider and eight focus group 
discussions with 50 healthcare providers. The 
study presented challenges and solutions to 
strengthen the provision of patient-centred PrEP 
services. Healthcare professionals had tension 
between their social and professional values. 
They had social stigma and moral concerns in 
providing PrEP as they felt this was encouraging 
sexual activity, a middle role had to be found.  
There were can-do and will-do attitudes.  It 
was stated that healthcare workers needed to 
prioritise their professional obligation to the 
client.

Adolescent girls and young women were found to 
be sensitive to perceived judgemental attitudes 
and stigma.  Despite PrEP being available there 
was minimal exposure among healthcare 
workers to services offered or to training in this 
area.  It was observed that there was a lack of 
motivation from healthcare workers to deliver 
PrEP to patients and little awareness of why 
healthcare workers should deliver PrEP services. 
Healthcare workers expressed uncertainty about 
its safety and efficacy. A model mapping solution 
for motivating healthcare providers was shared. 

Case study: Integrated SRHR/HIV/GBV 

Dr Inbarani Naidoo 
Senior Research Specialist, Human and Social 
Capabilities, HSRC

Dr Naidoo delivered a presentation from HSRC 
reporting key findings from their desktop 
review and synthesis of implementation project 
data conducted from November to December 
2021 and April to June 2022. During this time 
the HSRC reviewed implementation reports 
produced by Optidel Global and Umthombo 
weMpilo Institute. These reports consisted 
of findings from the implementation of SRH 
integration interventions conducted in selected 
districts and health facilities in the Eastern Cape 
and KwaZulu-Natal provinces over the period 
2017 to date. 

Interventions were implemented based on the 
health facility’s needs and profiles. Baseline 
assessments were conducted by the implementers 
and involved a desktop review of policies, and 
strategies, a review of routine data collected at 
the selected facilities, site visits, and stakeholder 
interviews. The implementers then orientated 
healthcare facilities to the implementation 
plan, mapped patient flow, trained, mentored, 
and supported healthcare workers, established 
data collection systems, used data to highlight 
gaps, and conducted community engagements. 
Scale-up of the intervention involved: continued 
training, mentoring of community health workers 
in providing integrated services, correct use of 
data collected in identifying gaps, monitoring 
indicators, and disseminating information. There 
was also sharing of human-interest stories and 
engaging clients to better understand their needs 
and adapt strategies to these needs. 
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HSRC summarised the key SRH, HIV and GBV 
indicators that were reported on. Overall, there 
were improvements and positive impacts shown 
in the number of healthcare workers trained and 
reported competence after the interventions. 
At baseline, clients received one service versus 
three services post-intervention.

Key findings and lessons learnt were described 
as follows:

� There was little data concerning integration
from the clients’ perspective.

� Missing data concerning all indicators for
age groups 10-14, 15-19, and ≥50 years.

� There were gaps in the coverage of screening
men for STIs.

� Implementors reviewed data collection
tools, registers and dashboards.  However,
there were missing data for some indicators.

Recommendations:

Recommendations covered the following 
domains (1) training mentorship, and technical 
support of health personnel to deliver integrated 
services, (2) encouraging interaction and sharing 
experiences through facilitated meetings, 
(3) delivering on-site refresher training and
identifying priority training areas, (4) client’s
perspective; conduct both baseline and exit
interviews with clients, identify & maintain
the clients’ perspective when designing &
implementing integrated SRH services, (5)
identify reasons for data gaps, (6) enhance
facility services linkages using lay councillors,
lastly, (7) there is a need for standardising
monitoring templates and guidelines to enhance 
data quality.

SESSION 4
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Comments: 

We need to engage (research and implementing) partners regarding STI reporting.  Males do not go to 
health facilities for screening but do get tested in projects.  Voluntary male circumcision is an opportunity 
to access males for STI screening and health promotion. 

The shortage of contraceptives needs to be re-evaluated because districts would have either a lot of 
injectables but no implants, or the other way around.  The distribution of contraceptives within a district 
should be managed before reporting a shortage. 

The final session was followed by Dr Nompumelelo Zungu who presented a summary of the proceeding 
and closing remarks. 
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Dr Nompumelelo Zungu,
Deputy Executive Director or Strategic Lead: 
Identity and Belonging, Human and Social 
Capabilities, HSRC

Dr Zungu thanked everyone who attended 
the symposium both physically and virtually.  
She noted that it has been humbling to see the 
amount of support that the symposium has 
enjoyed.  She stated that it was encouraging to 
also see the transformation in the room, (“...in 
particular colleagues who work in the SRHR 
field”). She acknowledged that there has been 
a change over time and we are now seeing 
women attending and leading these events 
talking about women’s issues in line with the 
famous statement “nothing for us without us”.  It 
is however important to acknowledge the role 
of men in SRHR and these discussions. Men’s 
issues are also important in SRHR.

Dr Zungu expressed gratitude towards UNFPA 
for providing a platform for partners to come 
together to share experiences and knowledge 
through this event, particularly on lessons learnt 
and best practices; and how these can be used in 
the scaling up of the intervention.  Summarising 
the proceedings of the day Dr Zungu points to 
a few highlights emerging from the different 
presentations. She noted that Ms Thembi Zulu 
reminded us that the SRH services must be 
centred around policy, and that prevention of 
pregnancy must be understood within context. 
Dr Zungu noted the importance of hearing 
directly from the implementers who highlighted 
the importance of capacity building and the 
need to strengthen service delivery to avoid 
parallel service provision.

She also indicated that it was encouraging to 
hear from the representatives from the two 
provincial departments of health and to learn 
that the sustainability of the SRHR integration 
programme was factored into the implementation. 
She pointed out that there are already offshoots 
illustrated through the current rolling out of the 
SRHR Integration in health facilities beyond the 
districts supported by UNFPA. 

Dr Zungu noted challenges experienced in 
integrating SRHR, HIV, and SGBV services these 
included: 

� Stock out, changing patterns in service
delivery of SRH which was also brought to
the fore by the COVID-19 pandemic,

� Internal migration and the challenges
experienced during lockdown i.e., restricted
movement between provinces highlights
the need for the country to adopt a unique
identifying number for each patient
accessing healthcare facilities and to move
to electronic record keeping. This will
enable patients to seek healthcare anywhere
in the country and the service provider
would be able to access their health records
and patient history. Dr Zungu mentioned
the importance of being able to track clients
seeking services outside the province for
healthcare to avoid labelling them defaulters
or lost to care.

� She also noted that South Africa has
two worlds. This was evident when
healthcare workers could not be trained
because they did not have mobile data
or computers.  Dr Zungu highlighted the
importance of investing in technology as
part of the capacity building throughout the
implementation process.

These challenges should be considered when 
planning future service delivery and interventions 
particularly we should acknowledge that there 
might be other pandemics and even climate 
change-related disasters (such as recently seen 
in the KwaZulu-Natal f loods) in the future.  
Dr Zungu went on to highlight some of the 
emerging debates from the participants at the 
symposium, the critical one being the role of 
schools in the delivery of SRHR services.  She 
noted that the ensuing discussion highlighted 
the complexities and the intersection between 
different government departments, in this case, 
the Department of Health and the Department 
of Basic Education.  The discussion also 
highlighted where the rights of the parents and 
school governing body intersect versus the right 
of a girl child. Disability and access to SRHR 
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services were also highlighted as important 
areas for tracking. Disability and access should 
be added as important indicators in measuring 
SRHR service delivery in health facilities. 

She acknowledged the important work that 
UNFPA is supporting as presented by Ms Siziwe 
Jongizulu especially the work on SRH attitudes 
and knowledge, intimate partner violence 
among adolescents, GBV, and harmful cultural 
practices (currently being conducted by the 
HSRC in 3 South African Districts). 

Dr Zungu noted the important work of other 
SRHR partners, especially the presentations 
covering PrEP, HTS, STI, access to contraception, 
and male involvement.  Lastly, Dr Zungu pointed 
out how healthcare workers can be agents of 
change based on work done by the UNFPA.  

Dr Zungu concluded the session by delivering 
her vote of thanks, she acknowledged Dr 
Manzini-Matebula and Ms Koketso Dlongolo 
from UNFPA, the HSRC team including Dr’s 
Inba Naidoo and Tebogo Gumede, the support 
services staff coordinated by Ms Yolande Shean 
and Ms Jill Ramlochan, the IT team members 
in KwaZulu-Natal (Mr Garth Marillier) Pretoria 
(Mr Moses Mohlala) and Cape Town, HSRC 
master’s intern Ms Philisiwe Ndlovu, finance 
manager Ms Lebo Nyawane, four HSRC interns 
(Ms Thembekile Radebe, Ms Sethabile Ndlovu, 
Ms Zinhle Shazi, and Ms Seithati Lehopa) who 
assisted with registration at the symposium and 
everyone else who assisted to make this day a 
success. 

All papers and presentations will be shared with 
the permission of the presenters. 
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Venue: Premier Hotel Umhlanga, 327 Umhlanga Ridge Boulevard, Durban

08:00 – 09:00 Registration

09:00 – 09:15  Welcome & Opening Remarks  Dr Ntsiki Manzini-Matebula

Programme Specialist: SRHR and 
HIV/AIDS Linkages: UNFPA 

Moderator: Dr Thato Chidarikire, Ministry of Health 

09:15 – 09:30  Introductions   All

09:30 – 09:45  SRHR Policies  Ms Thembi Zulu, Deputy Director: 
SRHR, Department of Health 

Presentations by Implementing Partners & Service Providers: Models of integration and Lessons 
learnt 

09:30 – 09:45  Umthombo weMpilo Institute Ms Nobanzi Dana 

CEO, Umthombo weMpilo (Virtual)

09:45 – 10:00  Optidel Global  Dr Babatunde Sanni 

Executive Director & South Africa 
Country Lead, Optidel Global 
(Virtual)

10:00 – 10:15  Question and Answer Session

10:15 – 10:45 Tea Break 

Experiences by districts  

10:45 – 11:00  The eThekwini District Reproductive 
Health Service Integration Model: 
Results from model implementation.

Prof Mags Beksinska, 

Deputy Executive Director, MatCH 
Research Unit 

11:15 – 11:30  Experiences of the programme from 
OR Tambo District 

Ms Nobanzi Dana 

CEO, Umthombo weMpilo Institute

11:30 – 11:45  Experiences of the programme from 
uThukela District

Mrs Thobekile Mpembe, Clinical 
District Specialist, uThukela District 

11:45 – 12:00  Experiences of the programme from 
Alfred Nzo District

Mrs Nomkhitha Sodlula, Ministry of 
Health Director of Maternal Health 
Programmes, Alfred Nzo District 
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12:15 – 12:30  Experiences of the programme from 
Ugu District

Ms Linda Dlamini, District Director, 
Ugu District  

12:30 – 12:45  Questions and Answers 

12:45 – 13:30 Lunch Break 
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Moderator: HSRC

Integration reports  

13:30 – 13:45 Results from post ECHO contraceptive 
study 

Prof Mags Beksinska, 

Deputy Executive Director, MatCH 
Research Unit (Virtual)

13:45 – 14:00  Integrated STI and HIV programming  Dr Thato Chidarikire, Director HIV 
Prevention Strategies 

14:00 – 14:30  Question and Answer Session

14:30 – 14:45  Implementation, evidence and insights 
gained from The Girls Achieve Power 
(GAP) Year trial (on behalf of Alison 
Kutywayo) 

A brief reflection on the integration of 
PrEP and Contraception -Project PrEP 

Ms Melanie Pleaner, 

Senior Technical Specialist: 
Implementation Science 
Department, Wits RHI (Virtual)

14:45 – 15:00  Healthcare Providers as Agents of 
Change: Integrating PrEP with other 
SRHR for AGYW 

Dr Elzette Rousseau, 

Socio-behavioural scientist, 
Desmond Tutu Foundation (Virtual)

15:00 – 15:15  Case study: Integrated SRHR/HIV/GBV  Dr Inbarani Naidoo 

Senior Research Specialist, Human 
and Social Capabilities, HSRC 

15:15 – 15:30  Question and Answer Session   

Closure  

15:30 – 15:45  Summary of proceedings & closing 
remarks 

Dr Nompumelelo Zungu, Executive 
Director and Strategic Lead:  Identity 
and Belonging, Human and Social 
Capabilities, HSRC 

Symposium delegates
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The eThekwini District Reproductive Health Service Integration Model: 
Results from model implementation. 

Prof Mags Beksinska, 
Deputy Executive Director, MatCH Research Unit
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Experiences of the programme from uThukela District 

Mrs Thobekile Mpembe, 
Clinical District Specialist, uThukela District
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Ms Linda Dlamini, 
District Director, Ugu District  
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Prof Mags Beksinska, 
Deputy Executive Director, MatCH Research Unit  
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Integrated STI and HIV programming 
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Implementation, evidence and insights gained from The Girls Achieve Power (GAP) 
Year trial 

Ms Melanie Pleaner (presented on behalf of Ms Alison Kutywayo) 
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A brief reflection on the integration of PrEP and Contraception -Project PrEP
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Healthcare Providers as Agents of Change: Integrating PrEP with other SRHS for 
AGYW (Virtual) 

Dr Elzette Rousseau, 
Socio-behavioural scientist, Desmond Tutu Foundation
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Case study: Integrated SRHR/HIV/GBV  
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Manzini-Matebula, Nontsikelelo UNFPA

Dlamini, Linda National Department of Health 
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