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Foreword

[image: C:\Users\vmagomani\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\1CIHDMF1\Official photo - DG.jpg]The consolidation of the various service guidelines presented in the National Integrated Sexual and Reproductive Health and Rights Policy provides an opportunity to define a package of service benefits for women throughout their reproductive lifecycle. The package of services will form a basis for the implementation of the National Health Insurance. The policy will respond to women’s needs on agency and choice in a rights-based approach.  

[bookmark: _GoBack]This policy is a demonstration of the Department of Health’s commitment to provide comprehensive sexual and reproductive health services with a rights-based approach, in order to achieve health for all. Embedded in the principles of equity and equality, this policy emphasises the autonomy and agency of clients seeking sexual reproductive health and rights (SRHR) services. Legal guidance in this policy has been taken from important statutes that govern the advancement of SRHR, such as the Criminal Law (Sexual Offences and Related Matters) Amendment Act 32 of 2007 and the Choice on Termination of Pregnancy Act 92 of 1996.

This document consolidates several clinical and policy guidelines on various aspects of SRHR; including the National Contraception Clinical Guidelines; National Clinical Guidelines for Safe Conception and Infertility; National Guidelines for Implementation of Choice on Termination of Pregnancy; the Sexually Transmitted Infections Management Guidelines; National Clinical Guidelines for Cervical Cancer Control and management; National Clinical Guidelines for Breast Cancer Control and management; and the Guidelines on the Management of Post-Exposure Prophylaxis (PEP) in Occupational and Non-Occupational Exposures.

In addition, reference is made to other documents that advance adolescent health and that address underserved and key populations with a focus on the reduction of gender-based violence. These documents include the National Adolescent and Youth Health Policy; National HIV Testing Services (HTS) Policy; National Strategic Plan for HIV, TB and STIs; Department Basic Education National Policy on HIV, STIs and TB; Prevention and Management of Learner Pregnancy in Schools; South African National LGBTI HIV Plan; and the South African National Sex Worker HIV Plan. 

International and regional policies and strategies that advance the SRHR agenda are not only acknowledged but guided the thinking behind this policy. The National Integrated Sexual and Reproductive Health and Rights Policy is drawn from the Department of Health commitment to achieving the Sustainable Development Goals (SDGs), the South African Development Community (SADC) minimum package for SRHR services, and the SADC SRHR strategy. Many issues have emerged since the adoption of the SDGs, and in line with the Department of Health’s plan to further reduce maternal mortality and morbidity, this policy couldn’t have come at a better time, creating further momentum for achieving the goals. The global Family Planning 2020 framework including the International Conference on Population and Development (ICPD) of 1994, the Beijing Platform for action and the Maputo Plan of Action (2006) particularly advance our global collaboration for the advancement of SRHR. 

The goal of this policy is to promote, through informed choice and with a rights based approach, high quality and safer reproductive health services and practices by men, women, and youth, therefore providing a framework through which the Department of Health manages SRHR services. It is positioned to facilitate coordination between all stakeholders, guide decision makers, protect clients and providers, and provide a justification for allocation of resources - noting that implementation of SRHR services are not only restricted to the health sector. Its implementation is therefore the prerogative of all government departments, industry, and civil society. 

Ms MP Matsoso
Director-General: Health
October 2019
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	Term
	Definition

	Accessible and equitable health services
	Accessible health services are services that are available to all people who need them, and are free from any form of discrimination, irrespective of where a person was born, which language they speak, their cultural or religious background, their abilities, sex, or gender. Equitable health services mean that all people are treated fairly based on their need.

	Adolescent
	Any person between the ages of 10 and 19.

	Adolescent and youth-friendly health services
	Health services that are both responsive and acceptable to the needs of adolescents and youth and which are provided in a non-judgmental, confidential, and private environment, in times and locations that are convenient for adolescents and youth.

	Comprehensive
	In healthcare, the term “comprehensive” refers to services that comprise of many elements of care such as promotive, preventive, curative, and rehabilitative services. Comprehensive SRHR services bring together all the elements of SRHR to prevent and manage conditions.

	Comprehensive sexuality education (CSE)
	This refers to provision of age-appropriate, culturally relevant, scientifically accurate, realistic, non-judgmental information about sex and relationships. Sexuality education provides opportunities to explore one’s own values and attitudes and to build decision-making, communication, and risk-reduction skills about many aspects of sexuality.

	Counselling
	A confidential two-way discussion between a client and trained counsellor to help the client to cope with stress and concerns and take informed decisions (e.g. about a medical sterilisation procedure).

	Early Adolescent
	Any person between the ages of 10 to 14 years. The package of services, including the Department of Basic Education comprehensive sexuality education (CSE) programme, should be highlighted for this age group. While few early adolescents are sexually active, most are sexually exposed, either due to socioeconomic circumstances or from sexual violence. A comprehensive response is needed at all levels. 

	Gender equality
	The freedom of human beings to develop themselves and make their own choices and that the different behaviours and needs of individuals are valued and are equal. When genders are equal, they get the same treatment, the same access to services, and they have equal power in relationships.

	Gender-based violence (GBV)
	All acts perpetuated against women, men, boys, and girls on the basis of their sex, which causes or could cause them physical, sexual, psychological, emotional, or economic harm. This includes the threat to take such acts, or to undertake the imposition of arbitrary restrictions on or deprivation of fundamental freedoms in private or public life in peace time and during situations of armed or other forms of conflict. It also includes domestic violence, sexual harassment in the workplace, human trafficking, and sexual and emotional abuse.

	Gestational age or duration of pregnancy
	The number of days or weeks since the first day of the client’s last normal menstrual period in clients with regular cycles [REF]. The first trimester is generally considered to consist of the first 12 weeks of pregnancy. Throughout this document, gestational age is defined in both weeks and days, reflecting its definition in the international statistical classification of diseases (ICD).

	Health system
	The sum total of all the organizations, institutions, and resources whose primary purpose is to ensure delivery of quality services to all people, when and where they need them. The World Health Organization (WHO) identifies six core components or ‘building blocks’ of a health system: (i) service delivery, (ii) health workforce, (iii) health information systems, (iv) access to essential medicines, (v) financing, and (vi) leadership/governance,

	Informed decision making

	Informed decision-making means that the client decides what is appropriate in a given situation, based on the advice received by a health professional, and taking into account the personal circumstances, belief system, and priorities. It may mean that the client either accepts or declines advice and recommendation from a health professional. The client’s decision is paramount and must be respected.

	Integration
	The process of bringing together, in a holistic manner, different kinds of related SRHR and HIV interventions at the levels of legislation, policy, programming, and service delivery to ensure access to comprehensive services in an efficient and effective manner.

	Key populations
	Groups of people who are more likely to transmit or be exposed to HIV and whose engagement is critical to a successful HIV response. These include young women, sex workers, mobile and displaced populations, injecting drug users, prisoners, and sexual minorities, or as defined by the Member States in alignment with international and regional standards.

	Late adolescent
	Any person between the ages of 15-19 years. Requires programmatic emphasis over and above the Department of Basic Education CSE program, including contraception.

	Person-centred services and care
	When individuals have control over their own health care and receive it as close as possible to where they live. This includes care focused on each client’s needs, to improve health and wellbeing. In a person-centred approach, people are seen as the experts of their lives and have the right to choose their own health professional and, together with health professionals, decide the most appropriate course of action. This takes into account their own desires, values, social and personal circumstances, and health-related behaviours, as well as medical or alternative treatment and management options. This empowers people to understand their condition and how they can get better. 

	Pregnancy
	The period from implantation to birth. After the egg is fertilised by a sperm and then implanted in the lining of the uterus, it develops into the placenta and embryo, and later into a foetus. Pregnancy usually lasts 40 weeks, beginning from the first day of the last menstrual period, and is divided into three trimesters, each lasting approximately three months.

	Reproductive health
	Reproductive health implies that people have the capability to reproduce, and the freedom to decide if, when, and how often to do so. Implicit in this are the rights of all people to be informed and to have access to safe, effective, affordable, and acceptable methods of contraception of their choice, as well as to safe termination of pregnancy. People have the right to access appropriate health-care services that will enable women to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy infant. [REF]

	Sexual and gender-based violence (SGBV)
	SGBV includes any physical, sexual, or emotional harm, including threats, bullying, or removals of rights in your public or private life, due to gender.

	Sexual and Reproductive Health (SRH)
	Sexual health and reproductive health overlap and, in addition to supporting normal physiological functions such as pregnancy and childbirth, aim to reduce adverse outcomes of sexual activity and reproduction. They are also about enabling people of all ages, including adolescents and those older than the reproductive years, to have safe and satisfying sexual relationships by tackling obstacles such as gender discrimination, inequalities in access to health services, restrictive laws, sexual coercion, exploitation, and gender-based violence. [REF] 

The five core components of SRH are: 1) improvement of antenatal, perinatal, postpartum, and new-born care; 2) provision of high-quality services for contraception and infertility services; 3) elimination of unsafe abortions; 4) prevention and treatment of STIs, including HIV, reproductive tract infections, cervical cancer, and other gynaecological morbidities; and 5) promotion of healthy sexuality. [REF] 

	Sexual and Reproductive Health and Rights (SRHR)
	SRHR is defined as a state of physical, emotional, mental, and social wellbeing in relation to all aspects of sexuality and reproduction, not merely the absence of disease, dysfunction, or infirmity1. Therefore, a positive approach to sexuality and reproduction should recognise the part played by pleasurable sexual relationships, trust, and communication in the promotion of self-esteem and overall wellbeing. All individuals have a right to make decisions governing their bodies and to access services that support that right. Achievement of sexual and reproductive health relies on the realisation of sexual and reproductive rights, which are based on the human rights of all individuals to:
· Have their bodily integrity, privacy, and personal autonomy respected.
· Freely define their own sexuality, including sexual orientation and gender identity and expression.
· Decide whether and when to be sexually active.
· Choose their sexual partners.
· Have safe and pleasurable sexual experiences.
· Decide whether, when, and whom to marry.
· Decide whether, when, and by what means to have a child or children, and how many children to have.
· Have access over their lifetimes to the information, resources, services, and support necessary to achieve all the above, free from discrimination, coercion, exploitation, and violence.

	Sexual consent
	In South Africa, the age of consent for all sexual acts is 16 years. The law prohibits sex with a child who is between 12 and 16 years and forbids an act of sexual violation with a child who is between 12 and 16 years. Sex between two children who are both between 12 and 16, or where one is under 16 and the other is less than two years older, is not a criminal act.

	Sexual health
	Sexual health requires a positive and respectful approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination, and violence. For sexual health to be attained and maintained, the sexual rights of all persons must be respected, protected, and fulfilled. [REF]

	Unwanted Pregnancy
	Unwanted pregnancies are pregnancies that are not desired for myriad reasons, including relationship status, economic hardship, mistiming, unplanned or unintended at the time of conception. Unwanted pregnancies may result from lack of contraception, contraception not being effective or not being used correctly, or from non-consensual sex such as rape and sexual abuse.





[bookmark: _Toc2870223]Guiding principles and values

[bookmark: _Toc523943827][bookmark: _Toc523943828][bookmark: _Toc523943829][bookmark: _Toc523943831][bookmark: _Toc523943834][bookmark: _Toc523943836][bookmark: _Toc523943838][bookmark: _Toc523943839][bookmark: _Toc523943840][bookmark: _Toc523943841]The SRHR Policy prescribes that all norms, standards, and clinical practices related to SRH services should promote: 
Equity: Reaffirming national commitment to reducing gender and other inequalities borne from health disparities.

Cohesion: Bringing together diverse efforts that share common goals.

Unification: Linkage and alignment with related national and international policies.

Quality: Delivering comprehensive, evidence-backed SRHR services.

Integration: Integrating SRHR and HIV services is a key focus area and SRHR services will be integrated with all other service delivery platforms at the community, primary care (including school health) secondary, and tertiary care levels. 

Rights based approaches: Affirming choice, confidentiality, and individual agency in a non-discriminatory manner while seeking, accessing, and receiving all SRH related services at community levels and health facilities.


In addition, the values espoused in the National Health Strategy are an essential thread of this document. These are:
· Universal access to health
· Informed, autonomous, and voluntary decision-making 
· Evidence-based and evidence-informed practices
· Person-centred differentiated care in service delivery
· Rights-based approach characterised by equality, confidentiality, and non-discrimination 
· Life cycle approach
· Strong and visible stewardship for SRHR policy implementation
· Multi-sectoral collaboration between HIV and SRH



[bookmark: _Toc2870224]Overview of the sections

Section 1: Provides a specific vision and mission of the integrated sexual and reproductive health and right (SRHR) policy, which aims to consolidate and give policy direction for all the initiatives relating to SRHR in South Africa. This policy document becomes the superior policy reference document for all issues relating to SRHR in the country. This section also provides guiding principles, with reference to the human rights approach that governs the policy, embedded in the need to improve access, equity, and quality in the delivery of services. The consultation and participation process for the development of this policy is also highlighted in this section. 

Section 2: Provides the key considerations and rationale for this policy, whose implementation relies on strengthened health systems, improved sociocultural norms, and a strong economic landscape. As such, an effective implementation of such a policy calls for multi-stakeholder engagements that include government and both the public and private sectors. This section also outlines key areas of focus on adolescent SRHR, and concludes by providing various SRHR indicators that need to be collected in the implementation of this policy.

Section 3: Delves into the various policy components and how they align with other national and international strategies and policy directions. These include, the National Department of Health Strategy; the National Health Insurance Policy, and other national policies and laws governing SRHR. Additionally, this section defines how this policy document aligns with regional and global initiatives including the SADC SRHR strategy, Family Planning 2020 strategy, the Guttmacher-Lancet Commission report, the Sustainable Development Goals, and the Beijing Platform of Action. The policy recognises the need account for the holistic view of an individual’s life, acknowledging sexual desire and function, and confronting sexual and gender based violence (SGBV), while zeroing on key issues that have emerged in South Africa’s SRHR landscape. These include: contraception; improving safe conception, while addressing fertility and subfertility; access to safe choice on termination of pregnancy services; ensuring comprehensive packages for HIV, TB, and STI prevention and management; addressing reproductive cancers, specifically cervical and breast cancer; covering all aspects of the reproductive life cycle, including menopause; and in the management of Post-Exposure Prophylaxis (PEP) in occupational and non-occupational exposures.

Section 4: Provides an in-depth overview of the five policy objectives in this document: 
1. To enable all people to make informed decisions about their SRH and ensure that their human rights are respected, protected, and fulfilled.
2. To increase the quality and uptake of SRHR care and treatment services across all life stages.
3. To ensure access to respectful and non-judgemental SRHR services for priority groups.
4. To strengthen the health system to deliver integrated SRHR services at the lowest feasible level in the health care system.
5. To promote multi-sectoral engagement and shared accountability for a sustainable response.


[bookmark: _Toc2870225]Introduction

	A comprehensive definition of SRHR: “A state of physical, emotional, mental, and social wellbeing in relation to all aspects of sexuality and reproduction, not merely the absence of disease, dysfunction, or infirmity. Therefore, a positive approach to sexuality and reproduction should recognise the part played by pleasurable sexual relationships, trust, and communication in the promotion of self-esteem and overall wellbeing. All individuals have a right to make decisions governing their bodies and to access services that support that right.” 1


The South African National Integrated Sexual and Reproductive Health and Rights Policy, 2019 (SRHR Policy 2019) creates the conditions under which South Africans are able to enjoy good SRH across their lifespan.  

Sexual health encompasses aspects of reproductive health, such as contraception, fertility, and choice on termination of pregnancy, and includes many aspects of sexual health—including reproductive tract infections, sexual pleasure or dysfunction, and the health consequences of violence—which may not be directly associated with reproduction.2 The definition of SRHR suggests that people with good sexual and reproductive health have satisfying, safe sexual lives, and can make a choice as to whether, when, and how they would like to have children. It is the intention of this policy therefore, to acknowledge the breadth of SRHR services, thus unifying the inseparable link between sexual health, human rights, individual autonomy, and reproduction.

Given the burden of disease on the health and socio-economic systems in South Africa and the social determinants of health and sociocultural norms that affect SRHR services, the intention of this policy is to highlight these issues and seek ways of tackling the multifaceted nature of SRHR service delivery. However, the implementation of the various programs is facilitated by separate guidelines that anchor this policy document. 

Quality SRH services, underpinned by a rights-based approach, are organized and delivered with respect for individual agency, ability, and right to undertake SRH decisions. Sexuality, gender, and the economy are interconnected: SRHR cannot be achieved without the recognition, respect, protection, and fulfilment of sexual and reproductive rights within human rights, essential for social justice, sustainable development, and public health.3, 4 

This policy exists to serve the people of South Africa through the leadership of the National Department of Health (NDoH). Integrated assembly of the key elements of the nation’s SRHR philosophy, strategic priorities, and practice guidance in the SRHR Policy provides concise reference for the administrators, financiers, managers, and health workers who dedicate their professional efforts to improving health outcomes for all South Africans. 



	Efficient health systems are a prerequisite for effective service integration and require strengthening of six key components [From the WHO Health Systems Framework 5]: 

	· Quality service delivery
· Essential medicines and supplies
· Human resources for health
	· Health information systems
· Health care financing
· Leadership and governance



[bookmark: _Toc2870226]Vision

Attainment by all South Africans of the highest possible level of comprehensive and integrated SRHR services by 2030.

[bookmark: _Toc2870227]Mission

Accelerate the equitable delivery of a comprehensive range of quality, integrated, and rights based SRHR services that are accessible, acceptable, effective, and safe to individuals, couples, and communities in South Africa.

[bookmark: _Toc2870228]Policy Objectives

This policy consolidates various guidelines and policies on SRHR in South Africa, thereby providing a broad framework for provision of quality and comprehensive SRHR services recognising individual autonomy, enabling informed choice, and advancing human rights in the context of SRHR. There are five SRHR Policy Objectives, with accompanying policy statements to direct their implementation, as follows: 
· Objective 1: Pursue stakeholder alignment, generate demand, and provide user information and counselling to all clients to fulfil their SRHR.

· Objective 2: Increase the quality and uptake of comprehensive and integrated SRHR care and treatment services across all life stages.

· Objective 3: Ensure access to respectful and non-judgemental SRHR services for priority groups.

· Objective 4: Strengthen the health system to deliver integrated SRHR services at the lowest feasible level in the health care system.

· Objective 5: Promote multi-sectoral engagement and shared accountability for sustainable and rights based service delivery.

These services are also included in the following guideline documents:
· National Clinical Guideline for Contraception (2019)
· National Guideline for Implementation of Choice on Termination of Pregnancy Act (2019)
· National Clinical Guideline for Safe Conception and Infertility (2019)
· Sexually Transmitted Infections Management Guidelines (2015)
· National Guideline on the Management of Post-Exposure Prophylaxis (PEP) in Occupational and Non-Occupational Exposures (2019)
· National Clinical Guideline for Cervical Cancer Control and Management (2019)
· National Clinical Guideline for Breast Cancer Control and Management (2019)
· National Clinical Guidelines on Genetics Services (2018) 
· National Guideline for the Prevention of Mother to Child Transmission of Communicable Infections (HIV, Hepatitis, Listeriosis, Malaria, Syphilis and TB) (2019)

This document articulates the policy narrative for SRHR, and seeks to harmonize the coordination and service delivery for a comprehensive SRHR program in South Africa. It is yet another crucial pillar towards achieving the National Health Strategy and contributes to the country’s socio-economic development as set out in the National Development Plan. The integrated policy presents a cohesive framework that outlines the priorities, structure, and governance for SRHR service delivery in South Africa. The intention for this high level policy is to impact sexual health outcomes positively at a population level. 

Within the population, there are groups of people for whom this policy advocates keen attention and inclusion, including: all adolescents, young women and girls, sex workers, LGBTQI, migrants, people with disabilities, young men and male partners of women seeking SRHR services, and survivors of sexual violence. By calling attention to the spectrum of needs of the population, iterating the resources and guidance available within SRHR, prioritizing essential areas of SRHR service delivery, and illustrating comprehensive care, quality care is championed. 

The diagram below articulates the lifecycle approach to reproductive health. It is appropriate therefore to read and implement this policy in conjunction with the Maternal and Neonatal Policies and Programs. 

[image: ]
[bookmark: _Toc2868809]Figure 1. The SRHR policy encompasses several guidelines and complements the maternal, neonatal, and child health (MNCH) policies





[bookmark: _Toc2870229]Key considerations in the organisation of SRHR services
[bookmark: _Toc523911661]
The context in which SRHR services are designed in South Africa needs to include an understanding of South Africa’s modern history in relation to SRHR; the current sociocultural and economic dynamics that drive SRHR service delivery; the performance of the SRHR program in general, as illustrated in the indicators to date; and, given the high incidence of HIV and teenage pregnancy, the need to have a sharpened focus on adolescents, young women, and girls. 

[bookmark: _Toc2870230]SRHR in the context of South Africa’s modern history

This policy is a progressive movement towards ensuring access to quality and equitable SRHR services in the country.


The first democratic elections in 1994 ushered in a new era in South Africa, with the concepts of human rights and equity installed as the cornerstones of the new constitution. South Africa’s democratic transition provided unique opportunities to address racially-based political, socio-economic, and health inequalities.6 While major investments to transform the health system into an integrated, comprehensive national health system have been made, there are several systemic challenges that the implementation of this policy faces, categorised into four themes:
· Complex burden of disease; Maternal, newborn and child health, HIV/AIDS, TB, non-communicable diseases, violence, and injury.
· Quality concerns, related to health care in general. 
· An ineffective and inefficient, over-burdened health system, resulting in inefficiencies in service delivery and inequities in care delivery in both the public and private sectors.
· Costs, spiralling health care costs, particularly in the private health care environment

Tackling these challenges is not necessarily the focus of this policy document, however, specific policy and health systems initiatives specific to SRHR are acknowledged and have produced results:
· At the higher levels of policy and law, the country has strengthened rights-based youth SRH legislation and policies, introduced new progressive sexual offences laws, and amended the Choice on Termination of Pregnancy (CTOP) act to ensure more effective implementation.
· At the systems level, the state has sustained well-established data collection systems, such as the Confidential Enquiry into Maternal Deaths Reviews and a strong civil registration and vital statistics system; made progress in the ideal clinic framework; and advanced the setting up of the National Health Insurance Fund (NHI).
· Specific SRHR programs are commendable, for example the Human Papilloma Virus (HPV) vaccine that will reduce significantly incidence of cervical cancer has been introduced for young girls and an expanded focus on reduction of new HIV infections among young women and girls.

These successes have benefited all South Africans and need to be scaled especially among more vulnerable groups such as women in rural areas, teenagers, the marginalised, and key populations.7 

[bookmark: _Toc529426583][bookmark: _Toc2870231]Influence of social, cultural, and economic factors on SRHR in South Africa

A variety of factors affect people’s access to and utilisation of SRHR services: these factors influence the patterns of use, the continuation and interruption of services, and affect the quality of services they receive. This policy acknowledges these factors as they affect outcomes. While this policy does not go into detail on how to overcome these challenges, there are legislative and implementation measures that have been put in place, in the form of guidelines, to help address some of these challenges. Broader views are needed however, that acknowledge the effect of the health economy, systemic inequities, and levels of educational attainment, that negatively impact access to, and adherence to, SRHR services. Key factors point to a need for a more considered and collaborative approach when implementing this policy, including:
· Socioeconomic status and rural residence: Women living in poor socioeconomic conditions, especially in rural areas and informal settlements, tend to have less access to SRHR services (i.e. safe choice of termination of pregnancy), higher in-facility maternal mortality, and lower delivery in facility.8
· Educational attainment: Education has a strong positive link with contraceptive and SRHR service use, improved employment opportunities, and economic independence. Higher levels of education, comprehensive sexual education, and retaining learners in school are also associated with lower levels of teenage pregnancy, HIV, and other STIs.
· Gender norms and entrenched cultural practices: Interventions to increase agency among women and efforts in engaging their male partners, men, and boys in fostering equitable SRHR in South Africa have been ongoing, but more are necessary, particularly linking existing initiatives to communities through multisector involvement to achieve sufficient scale and coverage. Changing attitudes embedded in sociocultural and political structures is important to promote contraceptive use and other proactive SRHR choices.
· Gender based violence: High levels of sexual, gender-based, and intimate partner violence affect South Africa, denying many women, including adolescents, the full enjoyment and attainment of SRHR services. It undermines development efforts, and increases women’s vulnerability to poor health and social outcomes. Various strategies have been deployed through multisector collaboration, but these need more strategic implementation and enforcement. 
· Partner, family, and community expectations around fertility: Pressure on teenagers and young women to ‘prove their love’ by childbearing, troubled negotiations between partners concerning condom and contraceptive use, and societal and familial expectations for women to have children, are all examples. 
· De-linking of sex, marriage, and reproduction: Marriage does not always precede sexual activity- the increase in the age of first marriage and changing norms and values are resulting in more childbearing outside of formal marriage. Many mothers raise children without spousal support, for example in 2016, two thirds of registered births omitted the name of the child’s father in South Africa.9
· Knowledge about conception: Many people do not have a sufficient understanding about the fertile period and when pregnancy is most likely to occur. This influences their choices around contraception and can result in unwanted pregnancy. There are important missed opportunities in a variety of health and educational settings to provide information on reproduction.
· Knowledge about contraceptive methods: Although almost all South Africans know of at least one type of contraceptive, most have a limited knowledge of the range of contraceptive methods available. This hampers the ability to make informed choices and limits community experience with newer methods. Misinformation about methods may also affect uptake negatively. 
· Stigma and discrimination: Women who are not in a formal union - such as unmarried, widowed, and peri-menopausal women, present with specific sexual health concerns and yet stigma is ripe among these groups. Due consideration is therefore needed when addressing their specific needs, with a focus on ensuring access to services and emphasizing agency in a non-discriminatory approach. 
· In our approach to SRHR, due consideration has been made to advance the rights of sex workers, LGBTI+ people, disabled people, and refugees to ensure they enjoy a meaningful sexual life. In addition, these groups often experience stigma from a wide range of people, including judgemental service providers, limiting their access to SRHR services. As such, reference should also be made to some documents that have been put forward to advance the individual rights of sex workers and the LGBTQI rights, such as the South African National Sex Worker HIV plan, 2016 – 2019; and the South African National LGBTI HIV plan, 2017-2022.10, 11

[bookmark: _Toc529426584][bookmark: _Toc2870232]Adolescent girls and young women
[bookmark: _Toc529426585]
Unmet need for contraception among youth
Adolescents girls and young women (AGYW) exhibit high incidence of HIV and high levels of unmet need for contraception (around 30%).12 This has been demonstrated consistently from the demographic health surveys as shown in Figure 2. 


[bookmark: _Ref530059147][bookmark: _Toc2868810]Figure 2. Unmet need for contraception among youth under 25 years old
 The mix of methods of contraception used by young women is also uneven. For example the popularity of progestin only injectable contraception in South Africa, specifically among AGYW, is attributed to its convenience, high acceptability among clients and health providers, and cost effectiveness.12 This has resulted in a poor contraceptive mix among young women.


[bookmark: _Toc2868811]Figure 3. Types of contraception used among 15-29 and 20-24 year olds
[bookmark: _Toc529426586]HIV acquisition risk among youth
Many South African youth are sexually active and practice risky sexual behaviour. There is a need to accelerate the implementation of strategies that specifically address HIV among young people, where the incidence of unwanted pregnancies and HIV displays worrying trends. When asked about sexual behaviour in the past 12 months, youth aged 15-24 years reported12:
· 5% of young women reported two or more sexual partners 
· 52% of young women reported sex with a partner who is not their spouse or living with them 
· 62% of young, unmarried women not living with a partner used a condom at last sex
· Only 38% of young women 15-19 and 67% aged 20-24 years reported that they tested for HIV
· Only 29% of young men 15-19 and 49% of men 20-24 years reported that they tested for HIV
Teen pregnancy and motherhood
South Africa’s teenage pregnancy rate has shown little change since 1998.


[bookmark: _Ref530061221][bookmark: _Toc2868812]Figure 4. Percentage of young women, age 15-19 years, who have begun childbearing
Nationally, 16% of women 15-19 years have begun childbearing: ranging from 8% in Western Cape to 20% in Northern Cape and North West. Figure 4 illustrates the modest shifts in teen motherhood from 1998 to 2016 -  most notable is the increase in motherhood among the youngest age group and the decline among 19 year olds.

Overall, 12% of teens between the ages of 15 and 19 years have begun childbearing, indicated by the red box in Table 1
[bookmark: _Ref530061364][bookmark: _Toc2868815]Table 1. Birth registrations by age of the mother, 2017
	Age of mother
	Number birth occurrences
	Percentage

	10-14
	            3 261 
	0,3%

	15-19
	       119 645 
	12,1%

	20-24
	       244 190 
	24,7%

	25-29
	       247 507 
	25,0%

	30-34
	       200 490 
	20,3%

	35-40
	       108 362 
	11,0%

	40-44
	         32 737 
	3,3%

	45-49
	            2 679 
	0,3%

	50-54
	               340 
	0,0%

	Unspecified
	30 107
	3,0%

	Total
	       989 318 
	100.0%




Teens between the ages of 10 and 19 contributed 12.4% to registered childbirths in 2017. In an attempt to stem learner pregnancy in South African schools, the Department of Basic Education included the reduction of unwanted teen pregnancy as a separate objective in its HIV, STI, and TB Policy.14

[bookmark: _Toc529426589][bookmark: _Toc2870233]Influence of key SRHR indicators

Another consideration for this policy is the current trends in key SRHR indicators, which may suggest both wide access to primary healthcare and substantial scope for improving quality of care. Observing change in indicator measurement over time and in relation to national targets highlights areas of achievement and those in need of extra support. Table 2 below summarizes:

[bookmark: _Ref530123561][bookmark: _Toc2868816]Table 2. Selected SRHR indicators against national targets
	Category
	Indicator
	2011
	2012
	2013
	2014
	2015
	2016
	Target

	Facility Delivery
	Delivery in facility under 18 years rate (%)
	8.1
	7.7
	7.8
	7.4
	7.1
	6.8
	N/A

	
	Maternal mortality in facility ratio (iMMR) (per 100,000 live births)
	144.9
	132.9
	133.3
	132.5
	119.1
	116.9
	120

	Prevention of mother-to-child-transmission (PMTCT)
	ANC 1st visit before 20 weeks rate
	40.2
	44.0
	50.0
	53.9
	61.2
	65.2
	62

	
	ANC client initiated on ART rate
	80.4
	81.6
	76.3
	91.2
	93.0
	95.1
	95

	Sexual Health
	Cervical cancer screening coverage
	50.2
	50.3
	54.1
	54.5
	56.6
	61.5
	62

	
	Couple year protection rate (CYPR)
	-
	-
	-
	63.4
	66.7
	70.2
	50

	HIV
	HIV testing coverage (including ANC)
	-
	-
	26.1
	32.1
	34.5
	35.9
	90

	
	Male condom distribution 
	15.7
	21.8
	27.9
	38.4
	44.4
	47.5
	3 billion



Facility delivery rates for under 18 years: The proportion of in-facility deliveries to women under 18 years old can be used as a proxy for the adolescent birth rate. There was a downward trend from 7.7% in 2012/13 to 6.8% in 2016/17.15  While the decline is commendable, strategies encompassed in this policy call for accelerated multi-stakeholder approaches from the National Departments of Health, Basic Education, and Social Development for multisector solutions.

Institutional Maternal Mortality Ratio (iMMR): South Africa has shown a decreasing trend in the iMMR over the past five years. The national iMMR in 2016/17 met the target of 120 per 100 000 live births with 116.9 per 100 000 live births, down from 132.9 in 2012/13.  The target for 2019 is less than 100/100 000 live births and is on track for the SDG targets on maternal mortality reduction. 84% of women with a live birth since 2015 received a postnatal check during the first 2 days after birth, compared with only 63 % in 2014.16 

[bookmark: _Toc2868813]Figure 5. Maternal deaths reported to the National Committee for the Confidential Enquiries into Maternal Deaths between 1998 and 2016 (SOURCE REF?)
Fertility trends: Fertility is on the decline in South Africa, the number of children ever born per woman in 2016 was 2.6, compared to 2.9 from 1996-98. [REF] A current challenge, however is that more than two-thirds of births, particularly among 20-29 year olds, do not contain information on fathers.14 

First antenatal visit before 20 weeks: The NDoH aims to have 66.0% of first antenatal visits before 20 weeks gestation by 2019/20. In 2016/17, the rate in South Africa was 65.2%, 3.2 percentage points above the current target of 62%.[REF] Focused interventions by the Department to improve early antenatal care (ANC) booking rates contributed to this improvement through:
· [bookmark: OLE_LINK2]Implementation of the 90-90-90 strategies [REF]
· The announcement of the Last Mile Plan 15
· The launch of ward-based community outreach teams 16
· Implementation of the 2015 National Consolidated Guidelines 17
· Annual PMTCT stock-take workshops

ANC client initiated on antiretroviral treatment (ACOA) rate: The 2014/15 move to option B+ and the introduction of 90-90-90 [REF] in 2016 have ensured a high coverage of antiretroviral therapy (ART) to pregnant women accessing ANC services. In 2016/17, the ACOA rate in South Africa was 95.1% only 0.1 percentage points above the national target of 95% for this year. [REF]

Cervical cancer screening coverage: Data collection prescribed by the National Policy on Cervical Cancer policy was implemented in April 2017. Prior to April 2017, cervical cancer screening was monitored only once within a 10-year interval. National cervical cancer screening coverage has increased over the past three years (to 61.5%), nearly reaching the national target of 62% in 2016/17. [REF]

Couple year protection rate (CYPR) and Contraception Protection Rate (CPR): The CYPR measures the proportion of women protected against pregnancy by using modern contraceptive methods, which is currently estimated at 59.3% considerably higher than the national target of 50% for the country. [REF]
Contraceptive use has risen at a much slower pace with a high unmet need for contraception. The district health information system (DHIS) reported the 2016/17 CYPR at 70.2%. When comparing 1998 data with the 2016 data, modern CPR among married women in South Africa remained almost unchanged at 55% and 54%, respectively. From 1998 to 2016, the modern CPR among sexually active unmarried women has actually declined (68% vs. 64%). [REF] Shift in methods used is notable, even though comprehensive data is not readily available: 
· Use of oral and injectable contraceptives has decreased
· Use of condoms for contraception has increased 
· Modest uptake of contraceptive implants (5-6% in 2016) was observed
· Unmet need for contraception has increased

Unmet need for contraception: Unmet need for contraception varies between 11% and 24% across provinces, as shown in Figure 6. This issue needs more attention as it demonstrates there has not been much improvement over the years: with an average of 18% among married and sexually active women of 15-49 years; and 30% of married or sexually active women 15-24 years.


[bookmark: _Toc2868814]Figure 6. Unmet need for contraception (15-49) across the Provinces (SOURCE REF)
HIV testing coverage: The average HIV testing coverage rate (including ANC) for the country has been increasing steadily from 26.1% in 2013/14 to 35.9% in 2016/17 translating to more than 10 million HIV tests annually. HIV testing coverage reports on testing done within public health facilities and those in non-medical sites that report data to the DHIS. South Africa’s target is to ensure that 90% of all persons and 95% of ANC clients living with HIV know their HIV status.18 In terms of the national effort to increase HIV testing to 90% of people living with HIV, 59% of women and 44% of men aged 15-49 years reported that they were tested for HIV and received their result in the past 12 months. [REF]

Access to safe choice of termination of pregnancy (CTOP): Data on the availability of abortion services is still limited. However, since the CTOP Amendment Act in 2002 trends indicate an increase in the rates of safe abortion, a proxy for access. However, more needs to be done. Many facilities are still not providing abortion, even though they have the capacity to, with some districts not providing any abortion services at all. With an abortion rate of approximately 31 per 1000 women aged 15-44 [REF], it is estimated that the public sector provides 20% of all abortions while the illegal sector provides 26% unsafe abortions, which burdens the public sector when the resulting morbidity has to be managed.19 The reasons for so many illegal abortions are multifaceted, including mere lack of knowledge, skills paucity among frontline health care workers, conscientious objections, and stigma that is often associated with seeking such services.

Male condom distribution: This indicator monitors the distribution of male condoms for prevention of HIV and other STIs, as well as contraception. A steady increase in the numbers distributed is shown in Table 2. More effort is still required to ensure utilisation. 



[bookmark: _Toc529426590][bookmark: _Toc2870234]Policy components and alignment

South Africa’s laws and policies support a rights-based framework for SRH – aligned with regional and international frameworks: the 1994 International Conference on Population and Programme of Action, 1995 Beijing Fourth Conference on Women, the SDGs, the Guttmacher–Lancet Commission report on SRHR, Family planning 2020, and the SADC SRH strategy.20-24 SRHR improvement, prevention, diagnosis, treatment, and care should be evidence-based and in line with global and national policies, protocols, and clinical guidelines. 
[bookmark: _Toc529426591] 
[bookmark: _Toc529426608][bookmark: _Toc2870235]Alignment with global strategies and statutes
[bookmark: _Toc509107407][bookmark: _Toc513756057][bookmark: _Toc529426609]
Sustainable Development Goals
Although they exclude explicit mention of sexual rights, several SDGs are inclusive of SRHR goals for health, education and gender equality, incorporating certain key SRHR aspects into the targets, such as access to SRHR services, CSE, and the ability to make decisions about one’s own health.25
[bookmark: _Toc529188621]
[bookmark: _Toc2868817]Table 3. SDGs related to the SRHR Policy
	Goal 3: Ensure healthy lives and promote well-being for all at all ages

	Target 3.1
	By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births

	Target 3.3 
	By 2030, end the epidemics of AIDS, tuberculosis, malaria, and neglected tropical diseases, and combat hepatitis, water-borne diseases, and other communicable diseases

	Target 3.7
	By 2030, ensure universal access to sexual and reproductive health-care services, including for contraception, information and education, and the integration of reproductive health into national strategies and programmes

	Goal 5: Achieve gender equality and empower all women and girls

	Target 5.1
	End all forms of discrimination against all women and girls everywhere

	Target 5.2
	Eliminate all forms of violence against all women and girls in the public and private spheres, including trafficking and sexual and other types of exploitation

	Target 5.3
	Eliminate all harmful practices, such as child, early, and forced marriage and female genital mutilation

	Target 5.6
	Ensure universal access to sexual and reproductive health and reproductive rights as agreed in accordance with the Programme of Action of the International Conference on Population and Development and the Beijing Platform for Action and the outcome documents of their review conferences

	Goal 10: Reduce inequality within and among countries, relates to achieving SRHR for priority populations most affected by HIV, discrimination, and fulfilling the right to development


[bookmark: _Toc529426610]
Guttmacher – Lancet Commission
The 2018 Guttmacher-Lancet Commission report proposes a comprehensive and integrated definition of SRHR, recommending an essential package of SRHR services and a positive, progressive, evidence-based agenda for progress on SRHR to 2030 and beyond.23
[bookmark: _Toc529426611]
Regional guidance, including SADC
The SRHR Policy is aligned with global clinical and service delivery guidance, and reference is made in several areas of this document: 
· WHO Clinical practice handbook for safe abortion 26
· Family planning: A global handbook for providers 27
· Selected Practice Recommendations for Contraceptive Use 28
· Global Health Sector Strategy on STIs 29
· The Global Family Planning 2020 framework 24 
· Minimum Standards for the Integration of HIV and Sexual and Reproductive Health in the SADC Region 30
· SADC Protocol on Health, Article 16 31
· Sexual and Reproductive Health Strategy for the SADC Region 2006-2015 32 

[bookmark: _Toc529426602][bookmark: _Toc2870236]Alignment with national policies and strategies 

This SRHR Policy is aligned with the following key documents, strategies, and approaches: 

[bookmark: _Toc529426603]National Department of Health Strategic Plan 2015/16 – 2019/20
The SRHR Policy implementation supports, and is also dependent on, the efficient execution of the National Department of Health’s five year strategic goals for 2015/16-2019/20, with key objectives as follows 33:
1. Prevent disease and reduce its burden, and promote health; 
2. Make progress towards universal health coverage through the development of the National Health Insurance scheme, and improve the readiness of health facilities for its implementation; 
3. Re-engineer primary healthcare by: increasing the number of ward based outreach teams, contracting general practitioners, and district specialist teams; and expanding school health services; 
4. Improve health facility planning by implementing norms and standards; 
5. Improve financial management by improving capacity, contract management, revenue collection and supply chain management reforms; 
6. Develop an efficient health management information system (HMIS) for improved decision making
7. Improve the quality of care by setting and monitoring national norms and standards, improving system for user feedback, increasing safety in health care, and by improving clinical governance 
8. Improve human resources for health by ensuring appropriate appointments, adequate training and accountability measures.
[bookmark: _Toc529426604]
National Strategic Plan for HIV, TB and STI’s 2017-2022
This SRHR Policy also supports cross-cutting goals of the National Strategic Plan for HIV, TB and STI’s 2017-2022.34  Fostering an enabling policy environment to accelerate prevention of HIV and STIs, reducing associated morbidity and mortality, reaching key populations, and grounding policy in human rights, are all key alignments between the SRHR Policy and the HIV, TB and STI strategic plan.   
[bookmark: _Toc529426605]
Sexual and Reproductive Health and Rights: Fulfilling our Commitments 2011-2022
SRHR: Fulfilling our Commitments 2011-2022 35 created the platform for a multi-sectoral framework, further informed by the CTOP Act, in which SRHR are recognised and valued for delivery of equitable and accessible SRH services in South Africa.
[bookmark: _Toc509107410][bookmark: _Toc513756060][bookmark: _Toc529426606]
National Health Insurance
The NHI, as one of the mechanisms to facilitate universal health coverage, will offer all South Africans and residents access to a defined package of comprehensive health services, including SRHR services. The NHI seeks to create a health financing system that ensures that all citizens of South Africa, and legal long-term residents, are provided with essential healthcare, regardless of their employment status and ability to make a direct monetary contribution to the NHI Fund. The first phase of NHI is underway, with full implementation expected in the financial year 2025/26.36
[bookmark: _Toc509107409][bookmark: _Toc513756059][bookmark: _Toc529426607]
Other National Policies, Laws, and Guidelines
Table 3, below, lists a summary of additional relevant South African policies, plans, and laws:

[bookmark: _Toc2868818]Table 4. Alignment with national health policies, laws, and plans
	South African policies and laws informing the SRHR Policy

	National Adolescent SRHR Framework Strategy (ASRH&R), 2014-2019 37

	National Adolescent and Youth Health Policy 2016-2020 9

	National HIV Testing Services (HTS) Policy 18

	National Strategic Plan for HIV, TB and STIs, 2017-2022 38

	Department Basic Education National Policy on HIV, STIs and TB 13 and the National Policy on the Prevention and Management of Learner Pregnancy in Schools 39

	The South African National LGBTI HIV Plan, 2017-2022 11

	The South African National Sex Worker HIV Plan, 2016-2019 10

	National Breast Cancer Prevention and Control Policy 40

	National Cervical Cancer and Control Policy 41

	Health Sector HIV Prevention Strategy 2016 42

	Choice on Termination of Pregnancy Act and CTOP Amendment Bill 2004 [REF]



	Building upon the 2011 NDOH Sexual and Reproductive Health and Rights: Fulfilling our commitments 2011-2022, 35 components of SRHR services will focus on the key focus areas detailed in Section 3.4 below. 




This SRHR Policy provides an overarching foundation for the SRHR service specific clinical guidelines listed in the following table. 

[bookmark: _Ref530391679][bookmark: _Toc2868819]Table 5. Alignment with national service specific guidelines
	South African national service specific guidelines

	National Clinical Guideline for Contraception (2019)

	National Guideline for Implementation of Choice on Termination of Pregnancy Act (2019)

	National Clinical Guideline for Safe Conception and Infertility (2019)

	Sexually Transmitted Infections Management Guidelines (2015)

	National Guideline on the Management of Post-Exposure Prophylaxis (PEP) in Occupational and Non-Occupational Exposures (2019)

	National Clinical Guideline for Cervical Cancer Control and Management (2019)

	National Clinical Guideline for Breast Cancer Control and Management (2019)

	National Clinical Guidelines on Genetics Services (2018) 

	National Guideline for the Prevention of Mother to Child Transmission of Communicable Infections (HIV, Hepatitis, Listeriosis, Malaria, Syphilis and TB) (2019)


 
In addition, there are several other documents which are relevant to the healthcare provider: 
· National Policy on HIV Pre-Exposure Prophylaxis (PrEP) and Test and Treat (T&T) (2016)
· Guidelines for Expanding Combination Prevention and Treatment Options: Oral Pre-Exposure Prophylaxis (PrEP) and Test and Treat (T&T) (2017) 
· Guidelines for Maternity Care in South Africa (2015)
· Ideal Clinic Manual (2018) 
· The Integrated Clinical Services Management Manual (ICSM)

[bookmark: _Toc2870237]Key focus areas
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Sexual health – sexual desire, pleasure and function
· Promote healthy sexuality, including in relation to self-acceptance, sexual orientation, gender identity, sexual function and pleasure, and sexuality throughout the human life-cycle 
· Comprehensive sexuality education and friendly services for youth, community and individual education on and support for cultural values that foster SRHR, and positive health seeking behaviours 
· Counselling and support in relation to all dimensions of the SRHR package
[bookmark: _Toc529426593]
Confronting sexual and gender based violence
· Promote individual and cultural values that decrease SGBV
· Provide comprehensive clinical management of SGBV
[bookmark: _Toc529426594]
Choice on termination of pregnancy
· Ensure that every woman who seeks an abortion can access the service without delay. No woman should have to wait more than 7 days from the first request to access services
· Enable all abortion clients to make informed decisions and ensure their human rights are respected, protected, and fulfilled
· Provide a standardised approach to CTOP services in all regions of South Africa
· Increase access and uptake of CTOP services
· Deliver integrated CTOP services at the lowest appropriate level of care
· Promote multi-sectoral collaboration and shared accountability related to the provision of abortion within the context of SRHR services
[bookmark: _Toc529426595]
Reducing unmet need for contraception
· Improve access to modern methods of contraception
· Improve the method mix for contraception
[bookmark: _Toc529426596]
Safe conception and Fertility management
· Increase access to, management of, and provision of psychosocial care for safer conception services 
· Increase access to, management of, and provision of psychosocial care for people seeking infertility treatment
· Provide uniformity, standardisation of care, and cost-effective treatment for infertile patients
[bookmark: _Toc529426597]
Prevention of mother-to-child transmission of HIV and other transmittable infections
· Provide comprehensive ANC services 
· Increase the number of pregnant women who attend the first ANC visit before 20 weeks
· Eliminate mother-to-child transmission of HIV with interventions like retesting of HIV-negative pregnant and breastfeeding women, adherence support, and monitoring viral load for HIV-positive pregnant and breastfeeding women
· Provide safe delivery care 
· Provide postpartum care, including post-partum contraception counselling and service
[bookmark: _Toc529426598]
HIV and other STIs
· Prevention, detection, and treatment of HIV and other STIs, with emphasis on elimination of congenital syphilis
[bookmark: _Toc529426599]
Cancers of the reproductive system
· Prevention and management of cervical cancer
· Early detection and management of breast cancer
[bookmark: _Toc529426600]
Menopause
· Management of SRHR beyond child-bearing years
[bookmark: _Toc529426601]
Occupational and non-occupation exposure risk 
· Prevention and management of exposures to HIV, STI, pregnancy, hepatitis, and tetanus
[bookmark: _Toc523911685][bookmark: _Toc529426612][bookmark: _Toc2870238]The national integrated SRHR policy objectives 

The following table summarizes the five SRHR policy objectives and sub-components: 

[bookmark: _Toc2868820]Table 6. SRHR policy objectives, sub-objectives, and intended results
	SRHR Policy Objectives
	Intended Result

	Objective 1: Equip all people to make informed decisions about their SRHR and ensure that their SRH rights are respected, protected, and fulfilled

	1.1
	Disseminate the SRHR Policy to all levels in Department of Health and collaborating implementing partners
	Informed and autonomous decision-making at provincial, district and individual levels

	1.2
	Disseminate the SRHR Policy to all levels in Department of Health and collaborating implementing partners
	

	1.3
	Offer person-centred counselling to all clients who access SRHR services
	

	Objective 2: Increase the access to and uptake of comprehensive and integrated SRHR care and treatment services across all life stages

	2.1
	Reduce the unmet need for contraception for women and men of reproductive age through provision of comprehensive family planning services at all levels of care; and improve the contraceptive method mix, together with counselling and information to encourage informed choice
	A comprehensive and integrated package of SRHR services is provided in an equitable, accessible and rights based manner for all South Africans.

	2.2
	Provide safer conception, subfertility and infertility services to all clients which include prevention, diagnostics and treatment- for all clients who experience difficulty with conception
	

	2.3
	Provide safe abortion related and post abortion services for clients who need choice on termination of pregnancy services, offering appropriate care at all facilities
	

	2.4
	Provide HIV, TB and STIs services, including prevention, detection and management at all level of facilities 
	

	2.5
	Provide programmes for the prevention, detection and management of cervical cancer and breast cancer
	

	2.6
	Provide occupational and non-occupational PEP to clients at risk of HIV, STIs, pregnancy, hepatitis B and C, and tetanus 
	

	Objective 3: Ensure access to respectful and non-judgmental SRHR services for priority groups

	3.1
	Adolescents and young people (10-24 years)
	Rights-based approach characterised by non-discrimination, 
confidentiality, and privacy

	3.2
	Peri-menopausal women
	

	3.3
	LGBTQI people
	

	3.4
	Female sex workers
	

	3.5
	People living with disabilities
	

	3.6
	Migrants and asylum seekers
	

	3.7
	Male partner and male involvement
	

	Objective 4: Strengthen the health system to deliver integrated SRHR services at the lowest feasible level in the healthcare system

	4.1
	Provide quality SRHR services at primary health care level or the lowest level possible
	Enabling environment for high quality services delivered by trained providers

	4.2
	Ensure uninterrupted supply of commodities and drugs, including pregnancy tests at all facilities
	

	4.3
	Ensure healthcare providers have the skills and knowledge to deliver integrated SRHR services
	

	4.4
	Maximise the use of programmatic data and research to  improve service provision and increase impact
	

	4.5
	Mobilise financial resources and maximise efficiencies to support implementation
	

	4.6
	Promote strong leadership and management to enforce the SRHR Policy
	

	Objective 5: Promote multisector engagement and shared accountability

	5.1
	Strengthen partnerships with civil society, government and private sector to implement the SRHR Policy
	Coordinated  implementation for a sustainable response

	5.2
	Improve collaboration and co-operation between government, civil society, development partners and the private sector
	

	5.3
	Strengthen collaboration between and co-ordination of accountable government departments
	




[bookmark: _Toc529426613]

[bookmark: _Toc2870239]Objective 1: Pursue stakeholder alignment, generate demand, and provide user information and counselling to all clients to fulfil their SRHR needs

	Policy statement: Cooperation and collaboration of intergovernmental departments; all provinces, district health systems, and other collaborating partners are required for  full implementation.

	[bookmark: _Toc508637312][bookmark: _Toc509957227][bookmark: _Toc512437280][bookmark: _Toc513536036][bookmark: _Toc513756068]O1.1
	[bookmark: _Toc514869090][bookmark: _Toc529426614][bookmark: _Toc513536037][bookmark: _Toc513756069]Disseminate the SRHR Policy to all levels of NDOH and collaborating implementation partners

	O1.1.1
	Ensure the policy is incorporated into provincial and district health plans through stakeholder engagement and alignment

	· Host provincial workshops to introduce the SRHR Policy and get buy-in
· Use existing channels and create new channels to distribute policy documents to all districts in the country 
· Conduct value clarification workshops with provider groups and other implementers to ensure equitable comprehensive SRHR service delivery to all clients, specifically priority populations. A workshop should result in planning and the policy should be reflected in provincial and district planning.




	Policy statement: Through innovative use of media and communication strategies, populations, especially the underserved, must have information related to services that they need, to generate increased demand.

	O1.2
	Create awareness and improve SRHR knowledge to stimulate demand for SRHR services in the general population

	O1.2.1
	Inform the general population about available SRHR services through a robust demand generation strategy  

	· Establish and implement a communication and advocacy plan for demand generation and information sharing across all levels  
· Use a variety of communication channels, including technology based, to inform the public of available SRHR services 
· Reduce stigma and discrimination through community dialogues and mass media 
· Provide comprehensive sexuality education in all schools

	O1.2.2
	Provide knowledge and information to clients accessing SRHR services

	· Develop and share information, education, and communication (IEC) materials at points of SRH service delivery
· Make IEC materials available at other potential entry points, for example voluntary medical male circumcision (VMMC), outreach HTS, family planning outreach services, and any other mobile services



	Policy statement: All clients seeking SRHR services should receive appropriate counselling and informed consent.
Policy statement: SRHR services must focus on attracting new users, improving continuation rates, and encouraging past users who still want to avoid pregnancy to resume use, using effective, non-coercive counselling as a primary tool.

	O1.3
	Offer person-centred counselling to all clients who access SRHR services

	O1.3.1
	Offer person-centred counselling

	· To provide accurate, evidence-informed information to all clients accessing SRHR services
· To learn about the lived experience of the client through non-judgemental, open-ended questions to inform SRHR service choices
· To avoid coercion, emphasizing non-directive communication
· To provide clients with information to make healthy choices about their bodies and sexuality, and services that could mitigate social, political and economic challenges 
· To avoid stigmatisation, undermining autonomy, or compounding inequalities 43




[bookmark: _Toc529426617]

[bookmark: _Toc2870240]Objective 2: Increase the quality and uptake of comprehensive and integrated SRHR care and treatment services across all life stages

This objective should be read in coordination with the national service specific guidelines detailed in Table 5. 

The SRHR Policy provides for a comprehensive package of services that is available and accessible to all. A sustained increase in the uptake of, demand for, and access to SRHR services is only possible if service delivery meets the demand and the needs of individual clients.

	Policy statement: Provision of contraception services must be guided by the principle of informed choice, non-coercion, and availability of a varied method mix.
Policy statement: Multiple contraceptive methods, including sterilisation, must be offered to meet the individual needs of clients. 
Policy statement: Encourage all sexually active clients to practice dual protection—contraception plus HIV and STI prevention. 
Policy statement: Emergency contraception shall be made available to all women needing or requesting it.

	O2.1
	Offer a range of modern contraceptive methods, together with counselling and information to encourage informed choice

	The following modern contraceptive methods are available in public health facilities:
· [bookmark: _Toc513756088][bookmark: _Toc514869110][bookmark: _Toc509957239][bookmark: _Toc509107438][bookmark: _Toc512437292][bookmark: _Toc513536058][bookmark: _Toc509957235][bookmark: _Toc508637330][bookmark: _Toc509107433][bookmark: _Toc512437288]Subdermal hormonal implants 
· [bookmark: _Toc513756089][bookmark: _Toc514869111][bookmark: _Toc509957242][bookmark: _Toc509107441][bookmark: _Toc512437295][bookmark: _Toc513536059][bookmark: _Toc508637331][bookmark: _Toc509957236][bookmark: _Toc509107434][bookmark: _Toc512437289]Female sterilisation 
· [bookmark: _Toc512437296][bookmark: _Toc513536062][bookmark: _Toc513756092][bookmark: _Toc514869112][bookmark: _Toc513756090][bookmark: _Toc509957241][bookmark: _Toc509107440][bookmark: _Toc512437294][bookmark: _Toc513536060][bookmark: _Toc512437293][bookmark: _Toc509107439][bookmark: _Toc509957240]Male sterilisation
· [bookmark: _Toc514869113]Levonorgestrel intra-uterine device (LNG-IUD) 
· [bookmark: _Toc514869114][bookmark: _Toc513756091][bookmark: _Toc513536061]Copper-bearing intra-uterine devices (Cu-IUD) 
· [bookmark: _Toc514869115][bookmark: _Toc508637333][bookmark: _Toc509957238][bookmark: _Toc509107436][bookmark: _Toc512437291][bookmark: _Toc513536063][bookmark: _Toc513756093]Progestin-only injectables 
· [bookmark: _Toc514869116][bookmark: _Toc513756094][bookmark: _Toc513536064]Combined oral contraceptives  
· [bookmark: _Toc514869117][bookmark: _Toc513756095][bookmark: _Toc513536065]Progestin-only pills  
· [bookmark: _Toc513756096][bookmark: _Toc514869118][bookmark: _Toc509957244][bookmark: _Toc509107442][bookmark: _Toc512437297][bookmark: _Toc513536066]Male and female condoms and lubrication 
· [bookmark: _Toc514869119][bookmark: _Toc508637332][bookmark: _Toc513756098][bookmark: _Toc509957237][bookmark: _Toc509107435][bookmark: _Toc512437290][bookmark: _Toc513536068]Emergency contraception 




	Policy statement: Childbearing decisions are the right of the client, irrespective of HIV status, and service providers must not interfere with those decisions.

	O2.2
	Safe conception and infertility: Provide support to all clients who experience difficulty with conception, including safe conception support to HIV serodiscordant couples

	O2.2.1
	All clients who desire a child and are planning a pregnancy should be advised about preparing for safe conception, pregnancy, delivery, having a healthy child, and contraception for purposes of birth spacing and deciding when their family is complete.

	· Ensure a holistic reproductive life-span for all women, rather than focusing only on prevention of pregnancy
· Ensure availability of pregnancy tests at all levels of care, including in appropriate community settings such as mobile clinics
· Provide IEC to promote:
· the importance of planning for healthy conception, healthy spacing of pregnancies, and contraception
· dual protection for both HIV and pregnancy prevention
· available methods and the relative advantages of respective methods
· issues such as choice, informed decision-making, and shared responsibility
· HIV testing at ANC visits
· Include future fertility plans as part of the history taking for all clients
· Provide timely access to safe delivery, post-partum contraceptives, and prevention, detection, and treatment of infections to reduce secondary infertility 
· Motivate pregnant clients to attend ANC early in pregnancy, ideally before week 12

	Policy statement: Services for subfertility and infertility management are provided at the tertiary level and are not included in the free service for maternal and child care package  

	O2.2.2
	Fertility and subfertility treatment

	Healthcare providers should use every opportunity to identify the clients at risk of infertility and subfertility, and manage the risk appropriately: 
· Provide basic fertility services at primary care level
· Primary health care clinics, general practitioners, and urologists to perform initial assessment of fertility and evaluate patients prior to referral to a gynaecologist 
· Refer complicated cases for specialist services at secondary and tertiary level institutions
Preconception counselling is important to all clients seeking fertility treatment in an effort to optimise the pregnancy outcomes. Communication strategies should be in place to support clients emotionally to manage the psychological effects of infertility, and otherwise be in accordance with the WHO preconception care package of preconception care interventions and the European Society of Human Reproduction and Embryology (ESHRE) Guidelines for Routine Psychosocial care in infertility and medically assisted reproduction.44

	Policy statement: Health care providers must provide appropriate guidance about safe conception to clients in HIV serodiscordant relationships planning pregnancy

	O2.2.3
	Safe conception for HIV serodiscordant couples

	A couple can safely conceive a child if one partner has HIV while the other does not (a serodiscordant couple):
· The HIV-positive partner should take ART consistently and correctly, until viral load is undetectable
· If the HIV-positive partner is not virally suppressed on ART, the HIV-negative partner can consider taking PrEP during the period when they are trying to conceive
· Where available, a safe option for conception is artificial insemination with the HIV-negative partner’s sperm. Other options include self-insemination or timed ovulatory intercourse. 
· Both partners should be screened and treated for any STIs before trying for conception




	Policy statement: Safe termination of pregnancy services should be available in every facility that performs deliveries and at the lowest level possible; as stipulated in the guidelines

	O2.3
	Safe CTOP services: Provide safe CTOP-related services at all health facilities

	O2.3.1
	Access to safe CTOP

	· Ensure pregnancy testing is available at all public and private health facilities, including community settings such as mobile clinics
· All clients presenting for CTOPs, must be welcomed, supported and given care
· If the facility is unable to provide medical or surgical abortion, the client should be provided with a clear list of facilities that will be able to accommodate her 

	O2.3.2
	Pre-CTOP care

	· Provide information in a way that the client can understand, enabling her to make informed decisions about her pregnancy, and what method of CTOP to choose, if appropriate
· Give an opportunity to discuss contraception choices for the future, and affirm that consent to contraception is not a prerequisite to accessing a CTOP
· [bookmark: page16]All clients who need CTOP services should enter the health system at the primary health care level irrespective of whether the facility provides CTOP services 
· In most cases, CTOP care can and should be offered in an outpatient setting 
· Facilities providing CTOP services, which currently are all facilities that are able to perform a delivery, should have trained staff, appropriate equipment, and communication available, so that emergency care is available 24 hours

	O2.3.3
	Pain management

	· Clients undergoing a CTOP have the right to pain relief, which should be provided proactively 45, 46
· Following the principal that experience of pain varies by individual, by gestational age, and maternal age and parity, estimate the client's pain perception and evaluate pain treatment given to achieve optimal pain relief 

	O2.3.4
	Medical CTOP

	· CTOPs through the first trimester may be performed by a registered nurse or midwife in primary healthcare clinics using medical or surgical methods

	O2.3.5
	Surgical CTOP

	· Surgical CTOP can be performed by either manual vacuum aspiration (MVA) up to 14 weeks gestation, or dilation & evacuation (D&E) after 12-14 weeks gestation
· Clients who cannot tolerate the surgical CTOP can be referred to theatre for the procedure

	O2.3.6
	Post CTOP care

	· [bookmark: _Toc507009791]Women receiving CTOPs should be provided clear instructions on signs and symptoms of excessive bleeding post procedure and how to get help should that occur
· Provide access to comprehensive SRHR services including for HIV and other STIs, cervical cancer screening, and contraception 

	Policy statement: No health care worker has the right to refuse a client access to CTOP services, directly or indirectly, by not providing information about the facilities or providers where abortions services are available or by providing erroneous information, including in an emergency situations.

	O2.3.7
	Conscientious objection

	Access to abortion under the CTOP Act is regarded a constitutional right grounded in human rights. This right needs to be balanced with other individual rights and moral objections, but never to the detriment of the client seeking a CTOP:
· All health professionals are under legal and ethical obligation to provide care for patients presenting with complications arising from an abortion, regardless of whether the abortion was induced or spontaneous, or how or by whom it was performed 
· In non-emergency cases, health providers who believe that their religious or moral beliefs may affect the treatment or the advice that they provide may refuse to participate in an abortion but must fulfil the requirements stipulated in the National Abortion Guidelines (under development)
· Conscientious objection should not be invoked by persons not directly conducting CTOP procedures, such as support personnel 
· Management of public sector facilities are obliged to ensure that clients have access to the services to which they are legally entitled; conscientious objection may not be the basis for a facility staff to limit or deny access to safe CTOP at that facility 
· Refusal only applies to trained health professionals and not to groups, institutions, support personnel, or complementary services 
· The clients’ right to information and access to health care services must always be respected 47
· At minimum, information and facilitation of referral about where to obtain a safe CTOP must be provided respectfully to the client seeking aCTOP48
· Health professionals not willing to conduct CTOPs must document the unwillingness in writing, addressed to the facility manager, when applying for a position 
· Facility managers need to confirm whether a staff member is fit for purpose in terms of providing abortion services when appointing staff
· Each objecting staff member must be dealt with individually; never in a group, or through group action at facilities

	Policy statement: No health worker can deny a CTOP or post-CTOP services to any client in an emergency situation

	O2.3.8
	Obligations in emergency settings

	When continuation of a pregnancy poses a serious danger to the life or health of a client or the foetus, regardless of gestational age, health workers cannot recuse themselves from duties: 
· A health care worker cannot legally or ethically object to the rendering of care in cases of life-or health-endangering emergencies, including suicidality, where CTOP or post CTOP service provision is part of addressing the emergency 
· If a health care worker denies access to CTOP services under such circumstances, she or he may be charged with negligence where disciplinary steps may need to be taken
· Where a health professional refuses to assist in performing the TOP in emergency circumstances, she or he will be disciplined for misconduct or failure to carry out instructions as per the CTOP Act and may be vulnerable to legal action taken by the client or her family 




	Policy statement: Lifelong ART is recommended for all adults and children from the time their HIV-positive status is known

	O2.4
	HIV and other STIs: Prevent, diagnose, and treat HIV and other STIs

	O2.4.1
	Increase access to HIV and STI services for vulnerable groups including young women and girls

	Young people are especially susceptible to HIV and other STIs, but all sexually active people can be at risk of infection at any age.
· Inform clients about their risk for HIV and other STIs and how to protect themselves and others
· Inform clients of behaviours and situations that could increase risk
· Offer HTS to all clients
· Offer treatment to all clients who test positive for HIV and other STIs

	O2.4.2
	Contraceptives for clients living with HIV and other STIs

	· People with HIV and other STIs can start and continue to use most contraceptive methods safely. 

	O2.4.3
	PMTCT for pregnant HIV positive clients

	· PMTCT has been accelerated in South Africa through various elimination strategies. This policy emphasises the need to offer HTS to all pregnant clients reporting for ANC, where those who are infected with HIV need to be started on treatment; and continued HIV prevention services for those who are not infected 
· Offer and start clients on ART immediately after a positive HIV diagnosis to reduce the chances that she will become ill, or that baby will be infected with HIV in utero, during delivery, or postpartum and during breastfeeding
· Offer and start clients at high risk if HIV infection on oral pre-exposure prophylaxis (PrEP) containing tenofovir (TDF) immediately after a negative HIV diagnosis 
· New-borns of mothers living with HIV should receive new-born PEP to further reduce the chances of HIV transmission in the period around birth in accordance with PMTCT clinical guidance 28






	Policy statement: The HPV vaccine must be offered to all girls aged nine to 12 years, as primary prevention of cervical cancer.  
Policy statement: Secondary cervical cancer prevention, screening, and treatment of cervical lesions, is a national priority and must be offered by the public healthcare system free of charge to all eligible clients.

	O2.5
	Provide programmes for the prevention and management of cervical cancer and breast cancer

	O2.5.1
	Cervical cancer

	· Comprehensive cervical cancer prevention and control requires equitable and affordable access to care
· Provide access to 4 key interventions, along with IEC: 
· Primary prevention with HPV vaccination for girls aged 9–13 years 
· Secondary prevention with cervical screening, diagnosis, and treatment of precancerous lesions
· Treatment for invasive cervical cancer
· Palliative care 49
· Screen all clients 30-50 years for cervical cancer once every three years, as prescribed in the Cervical Cancer Prevention and Control Policy
· Screen all clients with HIV at time of diagnosis and repeat as per HIV treatment guidelines
· Offer all clients found with HG-SIL or CIN 2/3 appropriate pre-cancer treatment using ablative or excisional methods 
· All clients with histologically diagnosed cervical cancer must undergo staging before any treatment is initiated

	Policy statement: All clients attending primary health care (PHC) clinics will be taught breast self-examination and given printed educational material, while female clients over 40 years attending a PHC clinic will have clinical breast examination as well.

	O2.5.2
	Breast cancer

	It is critical to improve survival of clients by decreasing time to presentation, so that cancers are identified at earlier stages and time to treatment is decreased:
· Perform a clinical breast examination on all clients with breast symptoms, and refer immediately to a designated specialised breast unit as per protocol
· Diagnose all eligible patients using triple assessment (clinical examination, imaging, and histological confirmation), followed by staging and referral to appropriate services
· All clients with early breast cancer should undergo breast cancer surgery, mastectomy (with or without reconstruction), or treatment to obtain cancer clearance at an appropriate facility including access to life saving treatment such as Herceptin for those who qualify for such treatment
· Palliative care services should be available to every eligible patient (Stage 4 disease) 
· All clients should receive an appropriate cost-effective strategy for follow-up




	Policy statement: The menopausal transition must be utilised as a window of opportunity to assess and manage specific SRHR and general health matters

	O2.6
	Ensure SRHR well-being of clients after child-bearing age, during, and after menopause
This section references the Primary Care 101: Symptom-based integrated approach to the adult in primary care 50

	For clients older than 35 years:
· If younger than 50 years continue contraception for 2 years after last period
· Take a medical history at every visit and perform general breast and gynaecological examinations at first visit and when due according to guidelines
· Order special investigations, if indicated, for example - bleeding between periods or after sex 
· Initiate hormone replacement therapy (HRT) for proven indications, provided there are no contraindications, and individualise according to each client’s needs 
· Inform clients of all risks and benefits regarding HRT 51
· Advise on lifestyle modifications such as cessation of smoking, adjustment of diet, maintenance of a healthy weight, adequate exercise, and stress control 
· Provide psychosocial support if necessary 




	Policy statement: The comprehensive PEP for HIV, PEP, and package should be available at all levels of care

	O2.7
	Provide occupational and non-occupational PEP to clients at risk of HIV, STIs, pregnancy, Hepatitis B and C, and tetanus

	Provide a comprehensive PEP package to all exposed clients in occupational and non-occupational settings:
· Provide information, advocacy, and social mobilisation on PEP 
· Provide appropriate counselling and psychosocial support
· Supply comprehensive PEP services including referral at all health facilities 
· Recognise the additional needs of children and people with disabilities
· Identify possible abuse and protection from ongoing abuse 
· Adhere to medico-legal responsibilities, if indicated
· Record, monitor, and evaluate all incidents of potential exposure 

	O2.7.1
	Occupational exposure

	· Provide comprehensive PEP services to all healthcare providers exposed to body fluids, semen, and vaginal secretions through percutaneous injury or contact of mucous membranes or non-intact skin
· All employers to enforce and all employees to practice universal precautions to prevent exposure

	O2.7.1
	Non-Occupational exposure

	· Provide comprehensive PEP services to all individuals exposed to rape, sexual assault, condom burst during sexual activities, condomless sex, human bite, abandoned babies within 72 hours of birth, and any unintended exposure to blood or other body fluids




[bookmark: _Toc529426625]

[bookmark: _Toc2870241]Objective 3: Ensure access to respectful and non-judgemental SRHR services for priority groups

People who do not fit gender stereotypes, people living with HIV, adolescent girls, sex workers, and LGBTQI people (priority groups) experience unique barriers to accessing services and may require additional services tailored to their needs.

	Policy statement: All clients must be treated equally and in a prompt fashion regardless of age, ethnicity, socioeconomic, marital status, or similar characteristic.
Policy statement: Adolescents, including disabled, male, and rural clients should be provided with comprehensive sexuality education and SRHR services, including gender based and sexual violence prevention and treatment, in non-judgemental, accessible environments.

	O3.1
	Adolescents and young people

	Adolescents, especially girls, are a key population for nearly all SRHR services, including prevention, detection, and treatment of HIV and other STIs. Adolescents and young people must have access to youth-friendly services and school-based services, including comprehensive sexuality education, the prevention of unwanted pregnancies and risks associated with teen pregnancy, prevention of HIV and other STIs, and access to safe CTOP. Priority groups:
· Adolescents and young people (10-24 years) 
· LGBTQI people
· Sex workers
· People with disabilities
· Migrants 
· Male partners of women


Facilities should remove barriers to accessing SRHR services by:
· Refraining from moral judgement and discrimination by health workers 
· Welcoming adolescents to access SRHR services and information 
· Promoting personal choice in decisions guided by friendly, non-judgemental, and empathetic health-, social-, and community workers with the support of family
· Challenging taboos, myths, misperceptions, stereotyping, and discrimination on sexuality, cultural, and traditional practices, as well as against certain groupings in a positive manner and with facts and openness
· Informing adolescents of risky sexual behaviours, such as early sexual debut, intergenerational sex and multiple concurrent partners, often driven by patriarchal gender norms and poverty




	Policy statement: Five interlinked peer-led service packages shall be implemented to serve the needs of LGBTI groups in the areas of health, empowerment, psychosocial services, human rights, and strategic information as outlined in the National LGBTI HIV Plan.

	O3.2
	LGBTI+ people

	Although there are many differences between the groups, and further variation within subgroups, LGBTI+ persons share common challenges. Facilities should remove barriers to accessing SRHR services by:
· Addressing negative staff attitudes
· Sensitising staff on stereotypical assumptions about the needs of LGBTI persons
· Training staff on required knowledge and skills to provide quality SRHR care appropriate to the needs of respective groups
· Providing psychosocial support for mental health problems, alcohol, and substance abuse 



	Policy statement: Six interlinked peer-led packages related to health, social, legal, human rights, social capital, and economic empowerment services addressing the needs of sex workers, shall be implemented as outlined in The National Sex Worker HIV Plan.

	O3.3
	Female sex workers

	Female sex workers are particularly vulnerable to HIV and other STIs. They are exposed to many human rights violations that limit their access to good SRHR interventions.
Facilities should remove barriers to accessing SRHR services by:
· Ensuring access and referral to support services for mental health problems, social grants, substance and alcohol use, and legal support 
· Providing support for sexual-, verbal-, and gender-based violence
· Adapting facility opening hours and modes of delivery to suit sex workers
· Sensitising staff to the needs of sex workers
· Providing the comprehensive package of services described in South African national sex worker HIV plan



	Policy statement: People with disabilities to be afforded an opportunity to gain agency, choice, and control over their sexuality and relationships. Emphasis to be placed in reducing vulnerability to sexual and gender based violence and HIV.

	O3.4
	Persons with disabilities

	People living with disabilities are an underserved population subjected to harmful stereotypes and myths. They have similar SRHR needs as able-bodied people; however, they are much more likely to be victims of physical and sexual abuse and rape, even by their caretakers in some situations. They are also more likely to be subjected to forced or coerced procedures, such as sterilisation, abortion, and contraception.52 Facilities should remove barriers to accessing SRHR services by 53:
· Informational access, for example the availability of information in a range of formats, including sign language and braille
· Physical access comprising the distance between the facility and users’ homes, transport, the structure of entrances/exits, passages, and structures within the facility buildings 
· Financial access comprising the cost of the health service to an individual, including the hidden cost of transportation and loss of income when going to the health facility 
· To ensure people living with disabilities have access to comprehensive SRHR, all facilities are accessible for people in wheelchairs
· Provide a toilet with wheelchair access indicated by a pictogram
· Fast track people living with disabilities



	Policy statement: Offer a basic package of SRHR care in emergency situations. 
Policy statement: Build and enhance the capacities of health care providers to render culturally competent, gender-sensitive, age-responsive, and migrant-friendly reproductive health services.

	O3.5
	Migrants and asylum seekers

	SRHR needs are heightened for displaced people and refugees. All migrants and asylum seekers should receive SRHR services, with full respect for the client rights:
· Provide information on contraceptive options, HIV and STI prevention, detection and treatment, abortion, emergency contraception, PMTCT, and antenatal and postnatal services in South Africa. Information is available in a range of languages, especially South African languages. Where necessary a translator (trained in correct translation and in confidentiality) is engaged for non-English speakers. In the context of SRHR, translators should preferably be the same gender as the client. 
· Provide specialist referral services where clinic staff do not have the required skills (for example to provide services for women who have a subdermal implant from their home country). Implement a referral system and training programme for staff. 
· Provide all HIV services, including HTS, initiation onto ART, PMTCT, and PEP, where indicated. For some cross-border migrants this may require the switching of ART regimens. In such cases, national ART guidelines should be followed. Pregnant women on PMTCT should be encouraged to delay moving away from the area so they can complete PMTCT treatment with continuity of care and in the case there is no PMTCT programme where they plan to move. Thereafter, clear referral direction, documentation, and letters should be provided.
· Issue clients with ‘health passports’ where information about all contraceptive methods being used, treatment, and testing are recorded. Encourage clients to keep these health passports with them and to make a note and memorise all contraceptive methods, medication, and the doses thereof, in case they need to move to another location and/or lose their health passport (or other records). Encourage clients to come to the clinic before they relocate and provide sufficient treatment and a referral letter for their next health facility.
· Encourage informed decision-making and provide choice in contraception methods. Methods provided should take into account the client’s risk, mobility, and fertility plans for the future. 
· Some migrant groups are more vulnerable to violence, sexual assault, and exploitation. The provision of additional counselling may be necessary, given the trauma experienced by some migrants. Such trauma may relate to circumstances and experiences in their home country and during their journey to South Africa, as well as the particular vulnerabilities to which they may be exposed, such as rape, bribes, sexual exploitation and abuse. As with all clients, post-rape management should include PEP, STI management, and emergency contraception. 



	Policy statement: In implementing partner involvement, a client centred approach must be adopted that does not limit engagement to legally defined groups such husband and wife.
Policy statement: Individuals and couples should be empowered to decide freely and responsibly the number, spacing, and timing of children and be provided the means to do so without coercion.

	O3.6
	Promoting SRHR services to males and male partners  

	Men account for half of the reproductive-age population but are often reluctant to seek care at health facilities that cater primarily to pregnant clients and their infants, leaving them underserved and inhibiting them from playing a greater role in supporting sexual and reproductive health. Men play a key role in bringing about gender equality since, in most societies, men exercise greater power in nearly every sphere of life, ranging from personal decisions regarding the size of families to the policy and programme decisions taken at all levels of government. Yet, most awareness and implementation efforts related to SRHR and HIV prevention disregard the cultural and gender norms that may affect a client’s decision-making regarding SRHR issues. Partners often lack information to support their spouses’ SRHR decisions and the roles they might play in promoting overall family health. Increased knowledge will also increase partner access to and utilisation of HIV and other SRHR services. Male and male partner involvement provides an opportunity to offer SRHR services to men. Facilities must promote partner and male involvement by:
· Emphasising shared responsibility, gender equality, and active involvement in parenthood and sexual and reproductive behaviour in the delivery of SRHR services
· Offering services that cater for the needs of men. It is critical that services are welcoming to all clientele and that staff are competent to meet everybody’s needs
· Competent male and priority population-friendly staff are essential to make male clients more comfortable to talk about sensitive subjects
· Confronting gender inequality and violence in counselling sessions
· Encouraging clients to bring their partners with them to the clinic for joint consultation and testing, to get mutual commitment to both HIV, STI, and pregnancy prevention and management
· Offering alternative HIV testing methods such as HIV self-screening, mobile clinics, workplace testing, and door-to-door testing, which have been shown to increase uptake of services and reduce stigma
· Promoting the role of partners as supportive spouses and parents
· Developing outreach strategies including community events to engage partners 
· Actively promoting SRHR services for male partners, which can include provision or referral for the following: condoms, male sterilisation, and counselling about other contraceptive methods; counselling and help for sexual problems; TB prevention and treatment; HIV counselling, prevention, testing and treatment; infertility counselling; screening for penile, testicular and prostate cancer; and VMMC 
· Appropriate integration: using opportunities such as medical and traditional male circumcision and STI services to promote uptake of SRHR services


[bookmark: _Toc529426632]

[bookmark: _Toc2870242]Objective 4: Strengthen the health system to deliver integrated SRHR services at the lowest feasible level in the health care system

This section should be read with the Ideal Clinic Manual 54, the Integrated Clinical Services Management Manual 55, and the Primary Healthcare Laboratory Handbook 56
[bookmark: _Toc514869153]
The success of South Africa’s health system will depend on a well-functioning primary health care system. Community based services must be complimented by primary health care facilities that provide equitable access to South Africans, prioritising health services to those most in need. To achieve optimal primary healthcare delivery, the Ideal Clinic Programme provides a framework for implementation, which outlines systematic preparation of optimal conditions to provide quality, integrated services.
 
	Policy statement: Ensure all clients, including priority populations, receive integrated services tailored to their needs, and that all clients who need additional support are referred and followed up. 
Policy statement: All facilities must adhere to Ideal Clinic standards to ensure all SRHR services are offered, effective referral networks and practices are in place, adequate transport between levels of care are available, and co-ordination between the units within hospitals and other larger referral facilities are functional.

	O4.1
	Service integration

	O4.1.1
	Integrated service delivery: Provide quality integrated SRHR services at PHC level, or lowest level possible

	O4.1.2
	Deliver integrated services within the district health system:

	· Provide SRH services at the appropriate level of care in accordance with the service delivery guidelines 
· Integrate SRH services with HIV services and other streams of primary care 
· Establish linkages to ensure complicated cases and emergencies can be accommodated within the district health system

	O4.1.3
	Provide integrated SRH services within a single facility:

	Integration within a facility requires that all units be well co-coordinated to ensure clients receive appropriate care:
· Organise all planned streams of care efficiently
· Use a functional patient appointment system 
· Ensure each client has only 1 file across their lifespan 
· Ensure that linkages between facilities provide all elements of the SRHR service package 
· Establish referral paths for services not available

	Policy statement: Every facility providing SRHR services should adhere to quality standards prescribed in the ideal clinic manual.
Policy statement: Every effort shall be made to implement effective infection control systems throughout facilities.

	O4.2
	Quality of care

	Ensure quality of care in delivering SRHR services:
· Regular clinical audits are conducted (see Clinical Audit Guidelines)
· Respectful treatment by technically competent providers
· Improved informed choice and empowered individuals and couples make choices in line with their SRHR needs
· Client are satisfied with SRHR services 
· Clients can complain about the services they receive, to have complaints investigated and receive a full response on investigations



	Policy statement: The facility manager and /or person in charge of ordering drugs, supplies and other commodities must deal with the logistics of obtaining necessary equipment and supplies, and supervise its maintenance.

	O4.3
	Ensure uninterrupted supply of SRH commodities and drugs

	“A well-functioning health system ensures equitable access to essential medical products, vaccines, and technologies of assured quality, safety, efficacy, and cost-effectiveness, and their scientifically sound and cost-effective use.”
Looking at the value chain for commodities, this objective would be fulfilled through a clear coordination framework between the suppliers, the regulatory pathways within the South African Health Products Regulatory Authority (SAHPRA), and the distribution systems to a facility, and eventually to a client level. Building upon existing systems such as the Centralised Chronic Medicines Dispensing and Distribution (CMMDD) program, commodities could equally be distributed through the same mechanism. The following activities need to be accelerated:
· Build capacity of responsible health workers to ensure efficient forecasting and procurement of essential SRHR commodities
· Develop and implement systems to ensure joint planning, procurement and supply chains for essential SRHR commodities
· Develop an efficient procurement, distribution and supply chain management system to enable consistent and regular provision of essential SRHR commodities 
· Prevent stock outs and ensure that SRHR drugs and commodities are always in stock 
· Pre-pack chronic prescriptions and keep buffer stock of medicines and supplies to pre-empt stock outs 
· Include surgical equipment in SRHR commodity supply chains to ensure that adequate equipment is available and that updated clinical techniques are used 



	Policy statement: Staff must receive adequate training in SRHR service delivery and linked to refresher training, debriefing and continuing professional development.

	O4.4
	Ensure healthcare providers have the skills and knowledge to deliver integrated SRHR services

	Health workers benefit from continuing education and competency improvement: training and capacity building to ensure adequate knowledge, attitude, and skills to provide holistic, quality SRHR services. “A well-performing health workforce is one which works in ways that are responsive, fair and efficient to achieve the best health outcomes possible, given available resources and circumstances, i.e. there are sufficient numbers and mix of staff, fairly distributed; they are competent, responsive and productive.”

The following must be offered according to the staff category’s scope of practice, current skills, and the level of care permitted at their home facility:   
· Develop a national core curriculum, in line with the SRHR Policy, to provide the basis for all institutions providing training, including universities, further education and training institutions, nursing colleges, provincial training units, non-governmental organisations, and other organisations that provide SRHR training, including a specific focus on training on CTOP care and values clarification
· Update the curriculum every five years and include new research findings as addendums to the curriculum in-between revisions
· Develop a package of in-service and post-qualification/advanced training for the following categories of health professionals: doctors (including specialists with obstetrics/gynaecology training), medical officers, public health practitioners, midwives, nurses, and pharmacists 
· Strengthen collaboration and liaison with regional training centres 
· Develop an agreed package of in-service training for the following non-medical staff: social workers, health promoters, HIV support personnel (such as HTS counsellors, ART adherence counsellors), community health and outreach workers
· Develop provider or supervisor job aids and distribute at all points of care to standardise policy implementation
· Include a rights-based approach into curricula and training with emphasis on improved access and integrated care



	Policy statement: Facilities must record and report accurate client data in the national health information system. All client data are treated as confidential.
Policy statement: The SRHR Policy is underpinned by research evidence to guide best practices, policies, and the legal framework for improving SRHR outcomes for all.

	O4.5
	Maximise the use of programmatic data and research to increase impact

	South Africa has a range of information, review, and monitoring systems in place, including routinize public health monitoring and evaluation activities, a variety of robust surveillance activities, and rigorous epidemiologic, laboratory, and programmatic research. To improve the ability to fully leverage this capability for progress against targets, improve programmes over time, maximise efficiencies, and close research gaps, the following are necessary:“A well-functioning health information system is one that ensures the production, analysis, dissemination and use of reliable and timely information on health determinants, health systems performance and health status.”


	O4.5.1
	Optimise routinely collected data to improve planning and management

	Data collection needs to be accurate and centralised to guide decision-making:
· Review indicators and reporting tools to ensure the correct aspects of implementation are measured
· Disaggregate data collection by age, gender, and priority populations
· Identify service access gaps and outcomes and report on these indicators
· Revise, adapt, or develop tools and standard operating procedures for quality assurance in the provision of comprehensive integrated SRHR services 
· Revise or develop single or linked registers and tools for integrated SRHR services to facilitate recording, monitoring, and reporting of integration indicators

	O4.5.2
	Monitor and evaluate implementation and outcomes of the SRHR Policy

	It is essential that multi-sectoral data are collected at all levels and across all stakeholders to reflect on the progress of improving SRHR outcomes and integration of services. 
· Develop an M&E framework to track progress against targets
· Establish efficient mechanisms to collate, analyse, and use the routine data collected (through the District Health Information System) for responsive programming at the provincial, district, and sub-district level
· Disseminate data to policy-makers and service providers

	O4.5.3
	Strengthen surveillance and research activities for improved efficiency and impact

	Research helps develop and eventually adopt new technologies and drugs, optimise the delivery of interventions and strategies, and answer key implementation questions not fully addressed through surveillance and surveys:
· Include SRHR Policy indicators in routine surveys
· Identify research questions aimed at improving SRHR outcomes
· Integrate SRHR research questions into the national research agenda
· Develop systems for the documentation and sharing of best practices on SRHR and HIV integration



	Policy statement: Facility managers must plan for comprehensive SRHR services, including effective systems for managing the flow of clients through a facility despite fluctuations in caseload to ensure information flows to the district levels for budgeting purposes.

	O4.6
	Financing of SRHR services: mobilise resources and maximise efficiencies to support the achievement of the SRHR Policy Goal

	The National Health Insurance will be one of the key lever to improve access to SRHR services without exposing clients to financial vulnerability. The implementation of the policy will further ensure more effective and efficient use of resources that are already allocated to SRHR-related services. Additionally, the Policy will serve as a platform for further resource mobilisation. To ensure adequate financing for the implementation of the SRHR Policy, all responsible implementers at all levels:   “A good health financing system raises adequate funds for health, in ways that ensure people can use needed services, and are protected from financial catastrophe or impoverishment associated with having to pay for them.”

· Ensure buy-in from all stakeholders and departments for the purposes of aligning existing for resources for integrated service delivery
· Develop a resource mobilisation plan, including the reallocation of funds from vertical programmes
· Review and revise budget line items, nationally and provincially, in-line with projected needs for both method procurement, training, and communication strategies
· Develop costed implementation plans for integration in collaboration with other stakeholders, including civil society organisations, donors, and development partners
· Align donor funding with the costed plans for the provision of integrated SRHR services



	Policy statement: Provide oversight, platforms for collaboration and institute coordination frameworks that ensure program delivery transparency and accountability.

	O4.7
	Promote strong leadership and management to enforce and implement the SRHR Policy

	O4.7.1
	National and provincial levels

	At a national and provincial level, implementation of integrated services is supported by an enabling environment, which includes strong political support as this policy espouses the principles of the National Development Plan. Leadership is needed to ensure scopes of practice are aligned with the goals of this policy, that the regulatory pathways that anchor a successful programme, such as SAHPRA, are efficient and that effective tendering, procurement, and supply systems are established through strong leadership. Leadership is also necessary at various other levels.“Leadership and governance involves ensuring strategic policy frameworks exist and are combined with effective oversight, coalition-building, the provision of appropriate regulations and incentives, attention to system-design, and accountability.”




	Policy statement: Facility managers must ensure that clients are provided the health services prescribed by South African laws and policies.

	O4.7.1
	Facility levels

	Implementation of the SRHR policy requires leadership, management, and accountability at all facilities 57, including:
· Facility managers monitor current caseload frequently and remain alert to developments that could affect waiting times
· Clients presenting for emergency procedures receive care or are referred for services  
· Facility managers train staff members on clients’ rights to access to SRHR, ensuring availability of sufficient staff for rendering comprehensive SRHR services 
· Facility managers match the skills and capacity of the team to implement comprehensive and integrated SRHR and primary healthcare services
· Facility managers create an enabling environment for staff to perform their work responsibilities 
· Staff have access to confidential counselling and debriefing, if needed
· Facilities implement the SRHR policy in the context of the health needs of the community and populations served 
· Facilities cooperate with schools and school health teams to assist with the removal of health related barriers to learning
· The facility maintains functional home- and community-based services where coordination takes place at district and provincial levels 




[bookmark: _Toc529426640]

[bookmark: _Toc2870243]Objective 5: Promote multi-sectoral engagement and shared accountability for a sustainable and rights based service delivery

The impact of the SRHR Policy will first and foremost be through improved coordination, synergy, and alignment with the programme of government, civil society, and development partners that already work in the area of SRHR. This includes both intragovernmental collaboration and shared accountability, and with other sectors such as the private sector and civil society. 

	Policy statement: The SRHR Policy implementation framework depends on intergovernmental collaboration, multi-stakeholder engagement, and partnerships that include government, industry, and private sector.

	O5.1
	[bookmark: _Toc513536110][bookmark: _Toc513756145][bookmark: _Toc514869167][bookmark: _Toc529426641]Strengthen partnerships to enforce and implement the SRHR Policy

	To increase access to SRHR services for all through channels other than public sector health facilities, form and strengthen partnerships with other government sectors, the private sector, development partners, non-governmental organisations, and communities. These may include, for example:
· Non-clinic-based delivery systems, such as social marketing and community-based programmes
· Community health workers
· School-based clinics
· Workplace-based clinics
· Public–private partnerships, especially within the context of NHI

	O5.2
	Improve collaboration and co-operation between government, civil society, development partners, and the private sector

	· Establish and strengthen multi-sectoral coordination mechanisms, such as SRH social pacts and structures at all levels, ensuring clear terms of reference
· Establish, strengthen, and coordinate effective and seamless referral systems between government facilities and non-governmental organisations 
· Engage the private sector in hybrid service delivery models, for example private general practitioners, clinics, retail, and courier pharmacies
· Engage civil society groups and others committed to advancing SRHR to hold governments accountable to their commitments to improve health and to uphold human rights
· Develop strategies, including supportive supervision and mentorship, for health workers and other service providers, to ensure quality assurance in the provision of integrated services

	O5.3
	Strengthen collaboration between and co-ordination of accountable government departments

	· Collaborate with the Department of Basic Education for the provision of SRHR services in schools and provision of comprehensive sexuality education
· Collaborate with the South African social security agency (SASSA) and Department of Housing to align policy implementation
· Collaborate with the Department of Justice and police service, for example as with Thuthuzela centres for one stop shop for survivors of violence seeking legal and medical attention
· Put in place systems to ensure availability of information and commodities in other government departments, for example condoms and IEC materials
· In collaboration with other stakeholders, develop innovative specific interventions to address economic-related structural factors among priority groups that hinder access to SRHR
· Develop strategies to ensure the involvement of adolescents and youth in the design, implementation, monitoring, and evaluation of interventions 
· Develop strategies that support SRHR programmes in national youth movements and in government departments and units
· Develop strategies and interventions for integration of SRHR and other communicable and non-communicable diseases
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