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ABSTRACT

Introduction: Adolescent girls and young women (AGYW) in South Africa continue to experience
poor sexual and reproductive health (SRH) outcomes, such as early and unintended pregnancies, and
sexually transmitted infections. The Integrated School Health Policy (ISHP) aims to enhance the health
and well-being of school-going AGYW by promoting SRH and providing services. This study examined
the implementation of SRH services for school-going adolescent girls within KwaZulu-Natal, South
Africa.

Methods: A qualitative research design was employed, gathering triangulated data from six focus
group discussions (FGDs) with school-going AGYW (n=54), key informant interviews (KllIs) with learner
support agents (n=3), a school-based support team member, district-based support team members
(N=8), and provincial-level ISHP stakeholders (n=2). All FGDs and Klls were audio-recorded, transcribed,
and thematically analysed.

Results: Our findings highlight several upstream challenges in providing SRH services for school-going
AGYW. Gatekeeping from school governing bodies and difficulties in obtaining parental consent were
identified as key obstacles for promoting SRH and providing contraceptive services. Additionally,
cultural norms that supported early adolescent pregnancies among learners were reported to be a
key challenge. Psychosocial support remains inadequate, particularly for young women who have
experienced sexual violence and/or are adolescent mothers. Delivering age-appropriate sexuality
education remains a challenge in South African schools because of the age disparities within the same
school grades.

Conclusions: Policies and the provision of SRH services need to be responsive to cultural norms,
which may be at odds with a rights-based approach to the provision of SRH services. Parents and
school governing bodies need to be meaningfully engaged through awareness-raising efforts and
education on the short and long-term benefits of SRH support for learners.

Keywords: Sexual and reproductive, school, policy, adolescents, girls, young, women, KwaZulu-Natal,
South Africa.
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Adolescent girls and young women (AGYW) aged
10 to 24 years face significant challenges related to their
sexual and reproductive health (SRH), which are exac-
erbated by a combination of socio-economic, cultural,
and structural factors [1-5]. High rates of early and un-
intended pregnancies [2], coupled with sustained high
rates of new HIV infections [6] pose serious adverse
health consequences for AGYW and their children. Early
and unintended pregnancy (EUP) is a public health and
social challenge and also plays a key role in deepening
lifetime vulnerability for adolescent girls by interrupting
educational trajectories and thus limiting their future
productive potential [7, 8]. This is because EUP and early
motherhood fundamentally disrupts adolescent health
and development and schooling trajectories and perpet-
uates intergenerational cycles of ill-health and poverty.
In South Africa, 54% of all births between 2012 and 2016
were unintended, with the rate being even higher among
adolescent girls aged 15-19 years and unmarried women
[9]. Research from clinics in some parts of South Africa
found the prevalence of unintended pregnancy to be
around 59.24% among women accessing antenatal ser-
vices [10].

Beyond the health risks, the SRH challenges facing
AGYW in South Africa are deeply embedded in gen-
dered power relations and broader human rights con-
cerns [11]. Gender norms that prioritise early mother-
hood, parental gatekeeping over contraceptive access,
and the pervasive threat of sexual violence illustrate how
structural inequalities shape adolescent girls” capacity
to exercise agency over their sexual and reproductive
lives. As such, a gender lens is essential, not only to
illuminate the unequal burdens borne by AGYW, but
also to recognise how the denial of sexual and repro-
ductive health rights (SRHR) constitutes a violation of
their fundamental rights to health, education, and bod-
ily autonomy [12, 13]. Framing SRH access as both a
gender justice and rights-based issue foregrounds the
obligation of states and institutions to create enabling
environments where adolescents can make informed
choices free from coercion, stigma, and discrimination.

In response to the unique barriers that adolescent
girls face in accessing SRH services, the World Health
Organization (WHO) published guidelines on Making
Health Services Adolescent-friendly [14] on how to make
healthcare for adolescents, including SRH services, more
accessible. South Africa has developed several progres-
sive policies in response to the barriers in access to care
for adolescents between the ages of 10 to 24 years [15-17].
These policies include, National Policy on HIV, STIs, and
TB for Learners, Educators, School Support Staff, and
Officials in all Primary and Secondary Schools in the Ba-
sic Education Sector (National HIV Policy) [18], and the
Integrated School Health Policy (ISHP) 2012 [19], which
had the goal of addressing health barriers to learning to
improve both health and educational outcomes . To aug-
ment the ISHP, the Department of Basic Education (DBE)

launched the Standard Operating Procedures (SOP) for
the Provision of Sexual and Reproductive Health, Rights
(SRHR) and Social Services in Secondary Schools in 2019
to further guide the provision of SRH services for learn-
ers [20].

The ISHP (2012) SRH package covers the provision
of age-appropriate health education to learners from
the Foundation phase (grade R-3) to the Further Educa-
tion and Training phase (Grades 10-12), covering age-
appropriate topics such as sexual abuse, menstruation,
contraceptive use, sexually transmitted infection (STIs)
and choice of termination of pregnancy [19]. The ISHP
delivers health education topics primarily through in-
tegration within existing school subjects, such as the
Life Orientation curriculum, which is a formal subject in
South African schools covering personal development,
health, and social issues. Health promotion is supported
by the provision of condoms in schools; however, this
is subject to approval from the school governing body
(SGB) [21, 22]. The SGB is a statutory body of parents,
educators, non-teaching staff and learners who seek to
work together to promote the well-being and effective-
ness of the school community. The ISHP SRH package
further includes counselling and the provision of and re-
ferral to appropriate health and social services [19]. Ad-
ditionally, through the ISHP, the Human papillomavirus
(HPV) vaccination is provided to Grade 5 girls aged 9
years and above [23].

The ISHP is a multi-sectoral initiative led by the De-
partment of Health (DOH), Department of Basic Edu-
cation (DBE), and the Department of Social Develop-
ment (DSD) to provide comprehensive health services
to school-going children and adolescents. The DOH is
responsible for delivering school-based health services,
while the DBE facilitates programme implementation
within schools and integrates health education into the
curriculum, and although the role of DSD is not well
articulated in the policy, they provide psychosocial sup-
port through social workers. The School-Based Support
Team (SBST) is responsible for determining the support
needs of the school, teachers and learners and coordinat-
ing support, including school health services. Learner
Support Agents (LSAs) work with the SBST and are con-
tracted by provincial education departments to assist
vulnerable learners through care and support activities
[24]. However, not all public schools have LSAs in South
Africa, their placement in schools are dependent on avail-
able resources.

Literature on school health implementation in South
Africa and sub-Saharan African countries reveals com-
mon challenges and some region-specific experiences,
with a focus on resource constraints, weak intersectoral
collaboration, and lack of training. In Ghana, school
health staff have reported that school health policy im-
plementation faces several challenges because of limited
government support and weak intersectoral collabora-
tions [25]. In Nigeria, the national school health policy
has also been critiqued for a lack of effective coordina-



tion among stakeholders, which negatively affects school
health services [26]. School health implementation in
Nigeria has also been reported to be weak due to a lack
of resources, inadequate health facilities, and limited
awareness of the national school health policy [26]. Sim-
ilarly, South African studies have also suggested that
there is a lack of coordination between the Department
of Health and the Department of Basic Education in im-
plementing school health activities, as well as limited
consultation and involvement of key stakeholders such
as school managers and healthcare facility managers,
resulting in poor implementation of school health ser-
vices [27]. However, there are limited studies that have
explored access to SRH services through the ISHP in
South Africa.

While access to healthcare, especially for adolescents,
is a high-priority policy objective in South Africa, SRH
challenges persist among AGYW [28-31]. These chal-
lenges underscore potential gaps in service appropriate-
ness and accessibility. This research aimed to examine
the implementation of SRH services for school-going
AGYW in South Africa.

The study utilised a qualitative research design to bet-
ter understand the specific contexts in which the services
are delivered and the challenges around implementa-
tion.

The study included three secondary schools in the
King Cetshwayo District (KCD) which is one of twelve
districts in KwaZulu-Natal (KZN), South Africa. KZN
is one of South Africa’s nine provinces, located along
the country’s eastern coast. The schools in this area
mostly fall within the quintile 1-3 categories [32]. The
quintile system in education is a ranking method that
categorizes public schools into five groups (quintiles)
based on the socioeconomic status of the community
where the school is located. The primary objective is to
promote equity by directing more public funding and
support to schools serving the poorest learners. Quintile
1 schools represent the most disadvantaged, and Quin-
tile 5 schools represent the least disadvantaged [33]. Two
of the participating schools were situated in rural areas
and are categorized as quintile three (non-fee paying)
schools. The third school was based in an urban area
and classified as a quintile four (fee-paying) school. The
selection of these schools was informed by the ISHP dis-
trict coordinator, and the range of schools offer a broad
overview of the educational ecosystem in the KCD dis-
trict.

Key informants (18 years and older) were recruited
using purposive sampling to gather insights from dif-
ferent support personnel involved in the provision of
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SRH services in schools within the KCD. Recruitment
began with initial contact with the ISHP district coordi-
nator, who played an oversight role in the delivery of
school health in the KCD, and who facilitated contact
with key stakeholders from the various departments;
Education, Health and Social Development. Purposive
sampling followed by snowball sampling was particu-
larly useful in this context as it facilitated access to a
network of support personnel who might not have been
easily identifiable through other sampling methods. Key
informants included LSAs, a SBST member; and district-
based support team (DBST) members.

School-going AGYW who were 16 years and older
and currently in grades 10, 11 or 12 were recruited.
While most participants were under the age of 19 and
enrolled in their final year of school (Grade 12), female
learners up to 27 years were included in the sample.
These participants had temporarily left school, primarily
due to early motherhood, and later returned to complete
their education. Despite the age variation in the study
sample, all were school-going at the time of the study.
This group of older girls provided valuable insights, par-
ticularly as they represented a subset of learners who
had experienced extended and often more complex tra-
jectories shaped by early motherhood, interrupted ed-
ucation, and re-engagement with both schooling and
SRH services.

In the selected schools, key personnel were identified
by a district-based stakeholder to facilitate the recruit-
ment of school-going adolescent girls for participation in
the FGDs. In one school, the Life Orientation (LO) edu-
cator initially extended the invitations, while in another,
the LSA undertook this role. In the third school, the
principal invited the interested learners to participate in
the study.

Two focus group discussions FGDs were conducted
per school (n=3), making a total of six FGDs, with ap-
proximately nine participants in each group. FGDs were
facilitated in a closed and private space on the school
premises where learners could engage in discussions
without interruptions from peers or being heard by oth-
ers. An open-ended FGD guide was used for adoles-
cent girls, and an open-ended interview guide for the
KlIs. The KIIs were conducted in both English and Zulu.
FGDs and KlIs were conducted by the first author, who
is trained in facilitating FGDs and conducting KlIs. The
FGD guide and KII guide were developed through an
iterative process that involved the first and third author
working together to develop the research tools [34]. The
FGD guide examined various topics, including the chal-
lenges faced by adolescent girls, their SRH and psychoso-
cial support needs, and their specific experiences with
SRH services. The interview guides were developed
using a similar approach. The questions for stakehold-
ers concentrated on identifying the structural barriers
and facilitators in providing school health and SRH ser-
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vices to learners. KlIs were conducted in stakeholders’
workspace, depending on the nature of stakeholders’
work environments, with the privacy of KlIs considered.
FGD lasted approximately 60 minutes and KllIs lasted 45
to 60 minutes. All FGDs and KlIs were audio recorded
and transcribed.

Inductive thematic analysis [35] was used to analyse
the data. Inductive thematic analysis is a systematic,
yet flexible, approach to analysing qualitative data, in-
volving identifying, analysing, and reporting patterns
(themes) within the data, to capture pertinent issues
in the data in relation to the research question. To
strengthen trustworthiness, all three authors engaged
in the thematic analysis process and held consistent dis-
cussions during and after data collection. The second
and third authors, both senior researchers with exper-
tise in SRH and health systems strengthening, provided
additional perspectives that enriched the analytical pro-
cess and helped ensure a balanced interpretation of the
data. Data saturation was achieved when no new themes
emerged during later interviews, and existing codes be-
came repetitive across participants and sites. Transfer-
ability was supported through descriptions of the study
context and participant quotes, which provided read-
ers with sufficient detail to assess the relevance of the
findings to other settings.

Ethics approval was obtained from the Humani-
ties and Social Sciences Research Ethics Committee,
University of KwaZulu-Natal (approval number: HSS-
REC/00004926/2022). Written informed consent was
obtained from all participants, and assent forms were
also obtained from learners under the age of 18 years.
Furthermore, the consent form outlined that if any par-
ticipant required psychological support or other forms
of assistance, the study team would facilitate access to
appropriate services through the SBST. The SBST is the
formal structure within schools mandated to respond to
learners’ psychosocial and support needs.

A total of fifteen stakeholders were interviewed
across the Departments of Education, Health, and So-
cial Development, representing different levels of the
ISHP. Five participants were based at the school level (in-
cluding school health nurses, LSAs, SBST members, and
a Life Orientation educator). Eight participants were
from the district level (including three ISHP district co-
ordinators, LSAs, and a health promoter). Overall, four
participants identified as male and eleven as female (Ta-
ble 1). A total of six FGDs were conducted across three
schools (two rural, one urban), with two FGDs held per
school. In total, 54 female learners participated, ranging
in age from 16 to 27 years (Table 2).

The findings reveal several individual, interpersonal,
school, and community-level barriers and facilitators
to implementing ISHP and providing SRH services for
school-going AGYW. The findings are organised into five
themes: (1) Provision of in and out-of-school SRH ser-
vices for learners; (2) Mixed experiences and gaps in ado-
lescent and youth-friendly services (AYFS); (3) Parental
resistance to SRH services for school-going AGYW ; (4)
Inadequate resources and referral systems in SRH ser-
vices for school-going AGYW; and (5) The role of school-
based intermediaries in bridging the service gaps.

Table 1. Key informant interview demographics.

Participant ID De- Role Gender
part-
ment
School Level
P1 DoH School Nurse Male
P2 DoH School Nurse Female
P3 DoE LSA (School Female
based)
P4 DoE SBST (LO Female
Educator)
P5 DoE LO Educator Male
District Level
P6 DoH ISHP District Male
Coordinator
P7 DoH District Health Male
Promoter
P8 DoE ISHP District Female
Coordinator
P9 DoE LSA (District Female
based)
P10 DoE LSA (District Female
based)
P11 DSD ISHP District Female
Coordinator
P12 DSD District Female
Coordinator
P13 DSD Social Work Female
Manager
Province Level
P14 DoH Provincial Task Female
Team Member
P15 DoE Provincial Task Female

Team Member

Key informants described how both in school and
out of school SRH services are being provided to learn-
ers in their schools. The ISHP SRH package primarily
focuses on health promotion and includes counselling,
as well as the provision of and referral to appropriate
healthcare facilities and social welfare services:

“We give age-appropriate health education to all
learners. Yes. And then we also see the referrals



from the other grades which are not our target
grades, if they are referrals from the educators,
we also address those needs. Then we also do
referrals to other services like social welfare psy-

Table 2. Focus group discussion demographics.
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chologists, clinics, hospital OTs (occupational
therapists). That’s basically what we are doing in
our schools.” P2, Female, School nurse

School ID Area Quin- No. of
tile learners in
school 1
School 1 (UHS) Urban Q4 1162
School 2 (NHS) Rural Q3 601
School 3 (MHS) Rural Q3 644

No. of ed- Fee No. of Age
ucators 1 paying participants in rangein

school 1 FGD Focus

group

31 No FGD1: 4 18-19

FGD2: 13 16-20

23 Yes FGD1: 10 18-22

FGD2: 10 18-23

21 Yes FGD1:10 18-25

FGD2: 7 17-27

1 Figures come from the most recent EMIS data(2023) available at:
https://www.education.gov.za/Programmes/EMIS/EMISDownloads.aspx

Participants also emphasized accessible SRH services
for learners at health facilities. They highlighted that
there were designated spaces for young people and the
presence of dedicated health providers who provide
SRH services to school-going adolescents:

“When the children are referred to a clinic, we
have the programme that you referred to as AYFS
[Adolescent and Youth Friendly Services], Youth
friendly services. So, in each and every clinic,
there is a focal person who’s an AYFS focal person.
Who receives the school children. All children
coming from school wearing uniforms, they know
where to go. We have created space, especially
in clinics where there’s adequate space.” P14,
Female, DoH Provincial Task Team Member

AFYS are specifically aligned to the school timetable,
to ensure that learners can access services after school
hours:

“Yes, that’s why it was changed to Youth Zone
so it can be an hour or two that are specifically
allocated to cater for young people to engage with
health care workers in facilities to access health ser-
vices and information. So, the nurses at schools
promote the Youth Zone that they should go af-
ter school to see nurses. At facilities, they are
free to engage with the nurses in terms of SRH,
HIV and AIDS management, including TB and
other services” P6, Male, District DoH ISHP
Coordinator

Participants in schools narrated a different experi-
ence with health facilities, with some school-going ado-
lescents stating that they felt services were accessible.

However, experiences were different given the variation
in facilities and the differing approaches.:

“I used to be afraid [to get tested for HIV], but I
do it for peace of mind. If I am not busy and I am
by the clinic, I walk in and test and the testing
section it never full...” School 2, FGD 2, ages
18-23

“The clinic is my friend. I visit it. I am on a
3-month injection, and I am using PrEP [Pre-
exposure prophylaxis] as well and practice safe
sex as well but not all the time...I am in grade 12,
I have to try to do it. I use an injection, I never
miss my date at the clinic and my PrEP I take
it accordingly, I take blood every month not that
I have HIV, but I make sure” School 3, FGD 2,
ages 17-27

The data suggests that school health nurses are aware
of and responsive to these SRH needs among AGYW, as
one of the school nurses shared:

“We say we are giving all the services whilst we
know what our target is, either implant [contra-
ceptives] or PrEP [pre-exposure prophylaxis]”
P1, Male, School nurse

However, the same nurse felt that there was a mis-
match between the policy regulating the sharing of age-
appropriate SRH information and education to learners
and the need on the ground:

“So now the policy wants us to start talking about
serious things to the 15-year-olds but by the time
they are fifteen, they already have two children
because the policy did not allow us because we
need to adhere to the policy. So, we need to review
the age for education” P1, Male, School nurse
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Despite implementers’ assertions that SRH services
are youth-friendly, learners had mixed experiences with
accessing these services, given the variation in facilities
and the differing approaches of nurses.

“It depends on the nurse you encounter; there
are those that are friendly and there are those that
judge you. You sometimes get there, say for fam-
ily planning they ask you, ‘are you having sex
at such a young age, why are you having sex?”
School 3, FGD 2, ages 17-27

girls, if they have started having sex, that you
can have sex but please make sure that you don’t
get pregnant, because the struggles are many and
some can’t cope with the struggles that they face.
Some even decide that killing or suicide is the
solution, whilst a person is committing suicide
you leave a child, some kill the child and, in the
process, they die too” School 3, FGD2, ages 17-
27

“Okay, clinics are not the same and the nurses
are not the same. With other nurses, if you get to
tell her that you are there for family planning, she
will say that’s fine, she will do the necessary test
and check urine. Once you are inside, you are free
you can talk to her, I am talking in my instance
because I am on contraceptives, I use an implant.
Nurses are not the same” School 2, FGD 1, ages
18-22

Implementing stakeholders identified a multitude of
challenges, including socio-cultural, systemic and practi-
cal obstacles that prohibit the provision of SRH services
to school-going adolescents.

Our findings highlighted the key role that parents
play in access to SRH services in schools. Parents inform
what SRH services can be provided to learners in schools
through the SGB structure:

“In the province they, in terms of sexual reproduc-

While some girls expressed confidence in accessing
these services, others reported feeling apprehensive due
to stigma or concerns over discrimination:

“I have experienced it, I have I was going to get
contraceptives. The way they remarked they were
rude, they were saying “wow you love boys, you
love sex why are you on family planning at your
age’ saying rude things... The things they say are
hurtful and painful you don’t think about going

tive health, they talk about education, sharing the
information with the children, giving pamphlets
and telling them about the available resources in
the clinic. But to actually bring them the meth-
ods and offer within the school premises, that is
not happening. The school governing bodies are
against issuing of condoms on site, not to mention
issuing a family planning method” P14, Female,
DoH Provincial Task Team Member

back because they say mean things” School 3,
FGD 1, ages 18-25

Being unable to bring services into schools, the
province has made efforts to ensure that services are
still in reach for learners:

While prevention needs were being met, participant
accounts highlighted a key gap in psychosocial support
services, particularly in cases of sexual violence and in
instances of teen pregnancy:

“We have not started providing them [condoms
and contraceptives] for schools. We need to meet
SGBs [school governing bodies], still need to sit

“I don’t trust social workers. In primary school I
moved from [location name removed] to here [lo-
cation name removed], as a child I was raped by
my dad’s girlfriend’s son every night and when
I told my dad and he told his girlfriend bhut she
denied the whole thing. I told social workers who
made fun of me in front of the whole school. Ev-
ery time they saw me, they would say ‘here is
this child who was raped” I never got any support
until I came to live with my mother. I always
thought about killing myself, but I realized that
won't help. That boy is back, I always see him.
Now this is taking me back every time I see him
because I never got support, I thought I would get
it from social workers...To this day I have never
received help.” School 1, FGD 2, ages 16-20

“Right now, I am a mother of two. I told myself
that being a teen mom is hard because right now
I am in school, I am not financially stable, I am
struggling with all my issues. Mostly I tell other

well with the parents. ..Condoms and family plan-
ning in schools... If we really have a high number
who need the service then we provide a mobile
clinic, but we park outside the school.” P1, Male,
School nurse

Furthermore, parental consent for providing SRH
services was reported as a major barrier. Another
school nurse shared some of the difficulties in obtain-
ing parental consent to administer the HPV vaccine to
learners in school:

“We issue the ISHP consent form, they come back
with all notes. I'm talking about the isiZulu con-
sent form, which is in the common language. It
all comes back. ‘No’. So, what we do is we have
to phone every ‘no” P2, Female, School nurse

Providers also indicated that they dealt with signif-
icant resistance in the delivery of SRH services due to
prevalent socio-cultural beliefs. A male nurse shared
some of the community resistance to the provision of
contraception for AGYW who had not yet had a child:



“A belief system causes the most damage espe-
cially for the teenage pregnancy that we are ex-
periencing. Ya, you will find out that in another
community they don’t want young girls to get
contraception. When you talk about contracep-
tives it’s like you are bringing a monster in the
community. They will tell you that a young girl
cannot go for contraceptives without having a
baby, she must have a baby to prove her fertility,
only after that can she get onto a contraceptive”
P6, Male, School nurse

Another school nurse shared her similar experience:

“So, it was a high school where there were high
teenage pregnancy, even when they’ve had a big
awareness (campaign) on teenage preghancy. So,
we called the parents and then one of the parents
stood up and said, “you know, what, we don’t have
a problem with teenage pregnancy, because if my
child is pregnant, it means that she doesn’t have
a fertility problem.” P2, Female, School nurse

Participants also highlighted the challenges related
to limited resources and weak referral systems in the
implementation of the ISHP, which hinder the provision
of SRH services to school-going adolescents.

Participants across the provincial, district, and school
levels further highlighted the inadequate level of human
resources available to address the SRH needs of learners
sufficiently:

“So the total number of public schools in the
province are 5800 and. ..then theyre broken down
into the levels where you will have the primary,
the primary schools, the combined, the secondary
and the high schools...So, if we are looking at the
number of school health teams currently, we’re
having 210. Two hundred and ten school health
teams versus 5000 because we don’t go up to grade
12 at this stage because we are following the pol-
icy... So roughly, if the 210 school health teams
to 5000 schools. That’s just a tip of an iceberg.”
P14, Female, Provincial Provincial Task Team
Member

“So we are basically three people running 48
schools with 17 200 something learners. The pol-
icy says we must see 2 000 a year, which means we
need almost eight teams to cover our schools. So
that is the main challenge.... In reality we don’t
do the children justice due to the staff shortage.”
P1, Male, School nurse

Finding private spaces for school health services
proved challenging for school nurses, and this was cou-
pled with the shortage of social workers:
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“But then we don’t have a social worker, full
time on board with our team to provide the coun-
selling... In the schools, we don’t have sort of
a counselling room for privacy. That’s our ma-
jor challenge...We don’t have that privacy.” P2,
Female, School nurse

The process of making referrals and ensuring that
learners receive the help they needed was identified by
participants as crucial but challenging. In particular,
the data suggests that while the links between DBE and
DOH are being implemented, the relationship with DSD
and the other stakeholders needs to be strengthened:

“The person who gives us a problem or rather
who gave us a problem to work with was DSD
(Department of Social Development) in fact you
get there and introduce yourself and what you do,
and they ask what is an LSA, what do they do?”
P6, Female, LSA

“It's been difficult working with them (DSD).
They would tell you that they have a big work-
load.... Another problem we had was the zoning
that when you get there, they will tell you that
that social worker is not available, or your area
does not have a social worker” P9, Female, LSA

LSAs were found to play an important role in the
provision of support and a crucial link to services for
adolescent girls. Participants described how they trusted
the school LSA and felt comfortable asking for the help
they needed, including SRH-related matters:

“Many depend on (LSA name). It's not easy to
talk in class, but with (LSA name) you sit with
her and then you are able to talk to her about every-
thing that is making you unhappy. And if your
problems are too big, she refers you to get help
from other social workers ...She is resourceful be-
cause she helps us with sanitary pads” School 2,
FGD1, ages 18-22

The LSAs perceived their role as extending beyond
facilitating access to psychosocial support for vulnerable
learners. They emphasized that a central focus of their
work was addressing the issue of EUP among school-
going girls:

“For LSAs, teenage pregnancy is their main job.
If there is an LSA at a school, teenage preg-
nancy needs to be reduced, they need to do cam-
paigns. The campaigns that talk about teenage
pregnancy.” P10, Female, LSA

Sexual violence as cited by participants in this study
was an SRH issue that posed challenges, particularly
in reporting and managing cases. However, our data
showed that LSAs can also provide a vital link between
learners who have experienced sexual violence and their
access to the necessary care:
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“In rape cases we fill Form 22. So, for me
Thuthuzela [sexual assault “one stop” crisis cen-
tre] is not far from the school. It’s easy, so if a
child reported a rape case, I ask a teacher to accom-
pany me to Thuthuzela. From 22, I send to DSD.
Then at Thuthuzela they open a rape case, there
are police there, social workers and counselling
the child accesses. Then they schedule follow up
sessions. Since I need to be at the school most
of the time, I'd pass that responsibility on to the
parents and communicate with the parents about
their appointments, that they will miss school
and I also report to their teacher, so I follow up on
those cases.” P3, Female, LSA

Participants in our study also confirmed that when
implementing ISHP, they worked closely with imple-
mentation partners to provide SRH services and health
promotion for school-going adolescents. At the provin-
cial level a stakeholder stated:

“We have partners with the NGOs that are
supporting us. One of them is working very
closely with the school going children. So
again, those partners will then drive the health
trucks, and then they will park outside the school
premises...And only when the school is out that
the kids are able to access the services from the
truck and that is how we are doing it.” P14, Fe-
male

The findings of this study highlight several key chal-
lenges and opportunities for strengthening the imple-
mentation of the ISHP and the provision of SRH services
for school-going AGYW. While schools are considered
important sites to address the SRH needs of learners [36,
37], our findings reveal that the community context in
which these schools are located need to be considered as
part of implementation strategies to ensure local norms
and practices are addressed in a way that is supportive
of the services being provided.

The findings offer useful insights into systemic gaps
and opportunities for improving the implementation
and responsiveness of SRH services targeting school-
going AGYW. Findings highlight a mismatch between
the ISHP guidelines that limit the topics covered in SRH
education and the reality on the ground, suggesting
that the ISHP requires regular review, ensuring con-
textual relevance and earlier and more comprehensive
engagement with learners on topics such as contracep-
tion, pregnancy, and reporting sexual violence. Further-
more, the age variation among learners within the same
grade, as observed in this study, underscores a critical
challenge for the delivery of school-based SRH services.
The large gaps in different developmental stages and
SRH needs confirm the concerns of the school nurses

about the appropriateness and timing of SRH informa-
tion and services. For some learners, SRH content may
be timely and relevant, while for others, it may be deliv-
ered too late, after they have already faced significant
SRH-related challenges. Another South African study
amongst AGYW in Gauteng schools highlighted a wide
age range of learners in the same grade, with up to a six-
year age gap between the youngest and oldest learner in
each grade [38]. The authors of this study suggest that
SRH education may need to be targeted to the age of the
learner rather than the grade level of the class.

The findings reveal a clear gap between the psychoso-
cial needs among AGYW and the support provided, and
perhaps is, in part, the consequence of the role of DSD
not being well articulated in the ISHP. South Africa is
home to high rates of teenage pregnancy and sexual
violence amongst AGYW [39, 40], and more needs to
be done in identifying and supporting young people.
Although the ISHP includes mental health screening
undertaken through the administration of the Strengths
and Difficulties Questionnaire (SDQ), this screening is
limited to grade eight learners. According to the Strategy
for the Implementation of the Integrated School Health
Programme (2014), each school health team should be
supported by social work services, an educational or
clinical psychologist, and a network of relevant and well-
functioning referral services, however, our findings that
the lack of human resources, including the unavailabil-
ity of social workers and psychologists, compromised
the delivery of psychosocial services in schools. Similar
findings have been reported in another South African
study, highlighting the need for enhanced collaboration
between schools, social workers, health services, and
community organizations to create a comprehensive
support network for learners in need of psychosocial
support in schools [41]. Furthermore, other research
conducted in South Africa has also highlighted barri-
ers to successful referral completion for school learners
needing health services, including a lack of available
specialty services such as psychosocial support, optome-
try, and dentistry, distance to clinics, and transportation
costs, particularly for children from low-income families
[42, 43]. Another key challenge in the provision of psy-
chosocial support services and other health services to
learners is that nurse visits to school are too infrequent,
sometimes once a year, or less, limiting early detection
and effective referrals.

However, one important bridge between learners
and the services they require is highlighted by the pres-
ence of the LSAs in schools, which represents a positive
step toward addressing the needs of vulnerable learners.
AGYW in our study identified LSAs as key people whom
they felt they could approach within schools who could
assist them in accessing SRH-related information and
services they required. This support could include as-
sisting learners with their menstrual-related challenges.
LSAs have a critical role to play in the identification of
vulnerable learners and acting as a bridge between a



learner and the services they require, including access
to healthcare and social welfare services. According to
DBE [24], the role of an LSA is to support schools to ren-
der care, support and protection to vulnerable learners
in line with the implementation of the HIV and AIDS
Life Skills Education Programme as well as the Care and
Support for Teaching, and Learning and Peer Education
Programmes. Therefore, with the relevant training and
clear referral pathways, LSAs are well placed to play
an effective role in the support of vulnerable learners,
including ensuring vital links to health care, social pro-
tection and justice following sexual violence.

Our Study findings highlight the important role of
SGBs in shaping the implementation of SRH services in
schools. Therefore, it is critical to actively engage par-
ents and SGBs through awareness-raising efforts and
education on the risks associated with inadequate SRH
support for learners.

Our findings add to the evidence that parental re-
sistance toward the implementation of comprehensive
sexuality education (CSE) is a significant challenge for
school health programmes [44] and highlight the need
for policies like the ISHP to be more contextually adapt-
able, particularly in settings where cultural norms are at
odds with a rights-based approach to the provision of
SRH services. Our findings that early pregnancy is not
only accepted but some encouraged by parents is con-
sistent with another research in the region [45-47]. Re-
cent studies conducted in Zambia and Ghana have also
shown that cultural narratives often encourage young
girls to engage in sexual activity while simultaneously
perpetuating stigma around contraceptive use [47, 48].
Conversely, and as our findings suggest, parents may
also be concerned that SRH interventions will encour-
age sexual activity among adolescents. This dynamic
has been documented in earlier research in the South
Africa school setting, which highlights how educators
themselves encounter pushback from parents who view
condom provision in schools as contradictory to efforts
to promote abstinence [49]. These tensions underscore
the importance of engaging parents, guardians and care-
givers as key stakeholders in the design and communi-
cation of school-based SRH programmes.

Our study showed that obtaining parental consent
for certain school health services, such as the HPV vac-
cination, can be an obstacle when implementing school
health and is consistent with another research in South
Africa [50, 51]. A systematic review focusing on barriers
confronting parents, providers, and health systems that
hinder childhood immunization found that barriers in-
cluded parents/caregivers’ lack of knowledge of immu-
nization, lack of partner support, and distrust in vaccines
and immunization programmes [52]. Evidence high-
lights how the COVID-19 pandemic has significantly
influenced public attitudes toward vaccines, leading to a
notable rise in vaccine hesitancy worldwide [53, 54]. This
hesitancy is characterized by increased skepticism about
vaccine safety, efficacy, and necessity. This points to the
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need for enhanced community engagement efforts to
increase awareness among parents and caregivers about
the importance of these services and the benefits they
bring to their children [55]. Parents require informa-
tion on the package of school health services provided
to their children, and this information should be made
available to parents through several varied channels to
ensure all parents are reached, understand the objectives
of the ISHP, and play a meaningful role in facilitating
access to services, including SRH.

Support from external stakeholders, such as imple-
menting partners, remains critical for the effective imple-
mentation of the ISHP. Given the numerous challenges
in delivering comprehensive health services within
resource-constrained environments, collaboration with
external stakeholders is crucial. This collaboration often
involved partnering with non-governmental organiza-
tions (NGOs) and other donors to augment the existing
resources allocated to the ISHP.

This study has several limitations. First, it was
conducted in one education district in KwaZulu-Natal,
South Africa, with AGYW participants from only three
selected schools, limiting the generalizability of the find-
ings. Another recognised limitation of the study is the
age disparity among AGYW participants; however, all
were enrolled in school at the time of data collection.
Additionally, the use of snowball sampling to select in-
terviewees may have introduced bias, as programme co-
ordinators might have recommended stakeholders likely
to speak positively about programme implementation.

Our findings highlight several upstream challenges
in providing SRH services for school-going AGYW. Gate-
keeping from SGBs and difficulties in obtaining parental
consent were identified as key obstacles for promoting
SRH and providing contraceptive services. Our study
highlights some key areas for the strengthening of the
Integrated School Health Policy and the provision of
sexual and reproductive health services. The need for
context responsive SRH information and education for
both learners and parents is urgently required. This will
require a refocusing on the content and timing of deliv-
ery of sexuality education for learners or considering a
more nuanced and targeted approach to older learners
in the same grade. Widespread awareness-raising cam-
paigns within communities, utilising community-based
partners, can support and be complementary to school
efforts. Lastly, the psychosocial needs of learners can-
not be detached from their SRH needs and LSAs, as a
promising practice, should be expanded and carefully
tracked to determine their impacts.
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De la politica a la practica: acceso de las adolescentes y mujeres jovenes a los servicios de
salud sexual y reproductiva mediante la Politica Integrada de Salud Escolar en KwaZulu-Natal,

Sudafrica

RESUMEN

Introduccién: Las adolescentes y mujeres jovenes (AMJ) de Sudafrica siguen enfrentando resultados
desfavorables en salud sexual y reproductiva (SSR), como embarazos tempranos y no intencionados
e infecciones de transmisién sexual. La Politica Integrada de Salud Escolar (PISE) busca mejorar la
salud y el bienestar de las AM] escolarizadas promoviendo la SSR y ofreciendo servicios. Este estudio
examino la implementacidn de servicios de SSR para adolescentes escolarizadas en KwaZulu-Natal,

Sudéfrica.

Métodos: Se empled un disefio cualitativo, recopilando datos triangulados de seis grupos focales (GFs)
con AMJ escolarizadas (n=54); entrevistas a informantes clave (EIC) con agentes de apoyo al alumnado
(n=3); un miembro del equipo de apoyo escolar; miembros de equipos de apoyo distrital (N=8); y
actores del ISHP a nivel provincial (n=2). Todos los GFs y EIC fueron grabadas en audio, transcritas y

analizadas tematicamente.

Resultados: Identificamos varios desafios “aguas arriba” en la provision de servicios de SSR para AM|
escolarizadas. El control del acceso por parte de los drganos de gobierno escolar y las dificultades
para obtener consentimiento parental fueron obstaculos clave para promover la SSR y brindar anti-
concepcion. Ademas, se reportaron normas culturales que favorecen los embarazos tempranos como
un reto central. El apoyo psicosocial sigue siendo insuficiente, especialmente para jévenes que han
sufrido violencia sexual y/o son madres adolescentes. Impartir educacién sexual adecuada a la edad
sigue siendo un desafio por las disparidades de edad dentro de un mismo grado.

Conclusiones: Las politicas y la provisidon de servicios de SSR deben ser sensibles a normas cultur-
ales que pueden entrar en tension con un enfoque de derechos. Es necesario involucrar de forma
significativa a padres/madres y los 6rganos de gobierno escolar mediante sensibilizacion y educacion
sobre los beneficios, a corto y largo plazo, del apoyo en SSR para las y los estudiantes.

Palabras clave: Sexual y reproductiva, escuela, politica, adolescentes, nifias, jovenes, mujeres,

KwaZulu-Natal, Sudafrica.
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