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1.1 Executive Summary   

SECTION 1  
 

 

 
The AIDS Foundation of South Africa (AFSA) was established in 1988, to mitigate the impacts of 

HIV&AIDS and poverty, through the implementation of projects to enhance provision and take-

up of HIV & AIDS and Sexual and Reproductive  Health (SRH) services.   To achieve this the 

organisation works with both CBOs based in vulnerable communities as well as national Non-

Governmental  Organisations  (NGOs)  engaged  in advocacy  and policy  influence.    The 

foundation acts as an interface between donors and Community Based Organisations (CBOs) 

and NGOs working  in the HIV&AIDS  sector through  placing donor funds with strategically 

selected  organisations  and providing  them with ongoing  technical  support  and resources, 

including finance, to enable them to be active participants in programme implementation.  

  
In 2016 AFSA commissioned an external evaluation of the Making Sexual and Reproductive 

Health Rights real in South Africa programme. The evaluation took a look at the extent to 

which the programme outcomes were achieved by AFSA and its partners between May 2014 

and  December  2016.  It  also  makes  recommendations  to  inform  future  programming  on 

SRHR in Southern Africa.   

  

At the core of the evaluation  were visits to a selected  number of programme  partners in 

KwaZulu Natal, Eastern  Cape and Gauteng.  The site visits took place between March and 

April 2017.  A total of 10 programme partner organisations provided input to this evaluation.   

  
  

1.2 Summary of Key Findings  
 

 
 

1.    The programme has fulfilled  the  results  framework  outcomes  and  targets, and in many 

instances  some  programme  partners  have  exceeded  these  targets  as  illustrated  in 

section 3.2.  

  

2.    The  foundation  has  been  laid  but  more  work  still  needs  to  be  done.  Needs  on  the  

ground currently outstrip available resources both human and financial.  

  

3.    The  evaluation  found  the  programme  to  be  relevant,  effective  and  efficient  particularly  
in the Southern Africa context with increasing HIV infection amongst adolescent youth.  

  

4.    Networking –  The  programme  has  given  both  CBO  and  NGO  partners  a platform  to 

network  and  create  linkages  where  there  are  issues  of  similar  interest  or  support 

needed. Examples include support provided by Gay and Lesbian Network (GLN), Gay and 

Lesbian  Memory  in  Action  (GALA),  Treatment  Action  Campaign  (TAC)  as  well  as  Section  

27  (S27)  on  human  rights  and  Lesbian,  Gay,  Bisexual  Transgender  and  Intersex  LGBTI)  

issues.   
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5.    Capacity   building   –   technical   training   provided   by   AFSA   as   well   as   organisational  
development support was both valuable and based on organisational needs.  

  

6.    Achievements include but are not limited to; i) programme partners such as Section 27 

and TAC continue  to engage at the highest level of government  both at National  e.g. 

Department of Health and South African National AIDS Council (SANAC) as well as at the 

Provincial  level,  on  issues  such  as  drug  stock  outs,  provision  and  access  to  health 

services, National Strategic Plan (NSP) development and many more. ii) CBO partners in 

Kwa-Zulu  Natal  mainly  Bhekuzulu  Self-Sufficient  Project  (BSSP),  Umvoti  and Kwa-Zulu 

Regional   Christian   Centre   (KRRC)   have  taken  on  issues  of  early  childhood/forced 

marriage,  sexual  violence  in  schools  and  the  rights  of  people  living  with  disabilities 

amongst other issues. iii) Furthermore these partners have managed to develop 

relationships   and  provide   SRHR   training   and  support   to  traditional   and  religious 

authorities  in the  communities  they  work  in iv) Programme  partners  were  given  the 

space to find local solutions for local problems.  

  

7.    Many of the programme  partners  have  built  significant  credibility  and  respect  as  key 

social change organisations within their communities and are now at a stage where they 

are the first point of call on health, gender and human rights issues.  

  

8.    Strategic  partnerships  have  been  formed  with  government  institutions  such  as  health  
care facilities and social development.   

  

9.    Leveraging of additional funds  – some partners such as Umvoti have managed to use the 

AFSA funding to leverage  additional  resources  from other funders in order to expand 

and scale up interventions.   

  

10. Use  of  research – the programme provided opportunities  for non-research  partners to 

not only use research findings but they’ve been able to inform research priorities, and 

have  been  equipped  to  analyse  and  use  the  outcome  to  inform  programming  and 

prioritise issues based on local content.    

  

11. Regional  benefits  - the establishment  of a regional  SRHR  portal  for the benefit  of all 

countries in Southern Africa, ii) ability to network with regional NGOs – examples cited 

include cultural exchanges between South Africa and Swaziland iii) The most frequent reason 

given for the importance of a regional response was the need for replication of best 

practices, exchange of knowledge, the need for lessons learned to be shared across borders 

and the opportunities for training and mentoring between countries.    

  

1.3 Key Challenges  
  
1.    Flow of funds  

§ Delays  in  disbursements   from  SIDA  to  AFSA  have  had  a  knock  on  effect  on 

programme implementing partners. The impact was particularly felt by the smaller 

organisations  who  do  not  have  reserves  to  keep  the  programme  running  whilst 

waiting  for the next tranche.  This often resulted  in loss of momentum,  high staff 

turnover  and a lot of time wasted in regrouping  and recapping  on work that had 

already been done.    

§     Absorption  capacity  of  some  programme  partners  due  to  short  timeframes  given  
between receipt of funds and when they have to be accounted for.   
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2.    Sustainability:   Whilst  resource  mobilisation   has  begun  in  earnest  for  most  of  the 

programme implementing partners the programme is unlikely to be self-reliant in terms 

of finances  and associated  resources.   Any substantial  government  financing  is highly 

unlikely given the increasing demands on limited public finances and in some cases this is 

due  to  the  advocacy  role  NGOs  play  in  particular  at  national  level.  South  Africa’s 

classification  as  an  upper  middle  country  also  means  that  resources  from  bilateral 

funders are unlikely or will be drastically reduced.  

  

3.    Programme  Timeframes: The past three years have been a steep learning curve for the 

majority of partner organisations funded by the programme, particularly CBO partners.  

Sexual and Reproductive Health and Rights (SRHR) as well as the full spectrum of gender 

issues such as Sexual Orientation and Gender Identity (SOGI) were all new concepts. This 

required intense training for not just staff implementing the programme but the entire 

organisations.  It  was  important  for  staff  to  not  just  familiarise  themselves  with  the 

concepts  but to do their  own introspections  challenge  their  own personal  prejudices 

around gender equality in particular the rights of persons who identify as Lesbians, Gays, 

Bisexual Transgender, Intersex and Queer (LGBTIQ).  Majority of programmes are finally at 

the stage where they feel sufficiently confident to engage with communities on such issues; 

they’ve broken barriers in terms of stigma and discrimination;  momentum  has picked up 

but programme is now coming to an end.  Important to move from short to longer funding 

cycles in order to see greater impact.   

  

4.    Systematic  challenges  remain:  Although  good  strides  have  been  made  in  creating 

awareness about SRHR and capacitating  organisations  to advocate for SRHR, access to 

health services is unanimously reported as the major impediment to achieving universal 

SRHR  in  communities.  Inadequate  staff  and  equipment,  as  well  as  long  distances  of 

clinics from women continue to cripple the health service.   

5.    Community  leadership:  it  is  still  a  challenge  to  work  with  religious  and  traditional 

authorities as they have their own inherent impediments  to achieving gender equality 

and  thus  optimize  women’s  health.  They  cannot  be  excluded  though  since  they  are 

important gate keepers and influencers of behaviour in communities  
 

  

Table 1: Key recommendations  

  

•     Improvements in flow of funds – delays in disbursement of funds has a negative impact  

on programme implementation and results in loss of momentum.   

• Timely  feedback  on  reports  –  MOUs  or  contracts  should  have  a  dual  accountability 

clause.    Implementing    partners    need    to   be   given    written    feedback    on   their 
narrative/financial reports in a timely manner.   

•     Increased  visibility  of  primary  donor  –  some  CBO  partners  have  never  met  SIDA  and  

would have liked the opportunity to do so.   

• Any  future  programme  should  take  into  account  the  full  project  management  cycle 

(inception,   implementation   and   monitoring   and   evaluation   phases)   when   making 

decision  about  programme  timeframes.  It  has  taken  most  partners  nearly  a  year  to 

mobilise communities, learn, build relationships and get buy in from community leaders. 

The programme  end date comes at a time when most are starting to get their heads 

around the issues and seeing the impact of their work.   

•     Training   should   ideally   be   planned   for   the   beginning   of   the   programme.   Most  
programme  partners  expressed  how  beneficial  the  technical  training  had  been  and  that 
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it  would  have  made  an  even  bigger  difference  had  it  been  given  in  year  one  of  the  

programme.  Refreshers can then be held throughout the course of the programme.  

•     Training  should  be  targeted  (don’t  mix  too  many  topics  in  one  session/day)  to  allow  for  
in-depth coverage of issues.    

•     Important to strengthen monitoring right from the beginning of the programme not half  

way through.  

•     Need for flexibility in the budgets – movement of funds between budget lines.  

•     Cross  learning  between  implementing  partners  should  be  budgeted  for,  for  example  
when one organisation needs to visit another for training/support purposes.  

• Important  to create space and budget for field workers to de-brief on a regular basis 

(caring for carers)  

• Important  for  both  AFSA  and  implementing   partners  to  manage  staff  changes  by 

ensuring  that  there  are  proper  handover  and  briefing  processes  in  place  to  avoid 

unnecessary delays and duplication of tasks.   

•     There should be more investment at community level to ensure sustainability.  

• Strengthen regional networks and coordination. SIDA is in a better position to facilitate 

this as a regional donor. There should be more forums that bring SIDA funded regional 

partners together.  

•     More  work  needed  to  unpack  SRHR  in  order  for  communities  to  full  understand  it.  It  
should be contextualised e.g. looking at role of schools in some areas.   

•     SDGs too need to be unpacked and goals concretised in the region. Need to understand  
links/integration in the context of universal health.    
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2.1 Introduction  

SECTION 2  
 

 

 

 

The primary goal of this programme is to catalyse and build momentum to transform social, 

cultural and structural barriers, and address systemic failures that impede the realisation of 

sexual and reproductive health rights (SRHR) within targeted locations in South Africa. This 

programme is designed to deliver:  

 
•      Strategic    support    for    community    based    organisations    (CBOs)    and    national  

policy/advocacy actors engaged in effective SRHR interventions;  

•      Demonstrable improvements in the realisation of SRHR in South Africa;  

• A measurable contribution to the knowledge and evidence base on HIV & AIDS and 

SRHR in the southern Africa region.  

 
Programme Outcomes                                       

 
•      The  programme  partners  have  the  capacity  and  resources  to  drive  a  strong  civil  

society advocacy campaign for the realisation of SRHR in South Africa.  

• Duty bearers ensure progressive realisation of rights promised in Section 27 of the 

Constitution of South Africa and other SRHR-related legislation, and institute redress 

to correct system failures.  
•      Targeted  marginalised  groups  and  community  members  demand  their  SRHR  rights  

and services, and redress for rights violations.  

• Targeted  community  leaders  (religious,  cultural,  persons  of  influence)  condemn 

harmful and distorted practices and create a climate of tolerance and acceptance, 

an enabling environment  for all, including Lesbian, Gay, Bisexual, Transgender  and 

Intersex (LGBTI) people, to claim their SRHR.  

•      Targeted service providers ensure equal access to quality SRH services.  

• Local accountability structures (such as clinic committees, hospital boards, local AIDS 

councils and school governing bodies) are inclusive and effective in executing their 

mandate.  

•      Targeted LGBTI people advocate for transformed attitudes, practices and systems.  

•      National and regional actors learn and benefit from evidence and lessons generated  

through the programme.  
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Table 2: List of implementing partners1  

 
Implementing Partner  Category  Geographical Location  

Masimanyane          Women’s 

Support Centre  

NGO  Eastern Cape  

Treatment  Action Campaign 

(TAC)  

NGO  Eastern    Cape,   Free   State, 

Mpumalanga  

Nyangezizwe Community 

Training    and    Information 

Centre.  

CBO  Eastern Cape  

Temba                   Community 

Development Services  

CBO  Eastern Cape  

Ubuntu            Care            and 

Development Organisation  

CBO  Eastern Cape  

Bhekuzulu        Self-Sufficient 

Project (BSSP)  

CBO  KwaZulu Natal  

Gay   and   Lesbian   Network 

(GLN)  

CBO  KwaZulu Natal  

KwaZulu  Regional  Christian 

Council (KRCC)  

CBO  KwaZulu Natal  

Isibane Sezwe  CBO  KwaZulu Natal  

Umvoti AIDS Centre  CBO  KwaZulu Natal  

Section 27  NGO  Gauteng  

Tshwaranang                    Legal 

Advocacy Centre (TLAC)  

NGO  Gauteng  

Gay and Lesbian Memory in 

Action (GALA)  

NGO  Gauteng  

Human    Science     Research 

Council (HSRC)  

Researcher  Gauteng/Western Cape  

University of Witwatersrand  Researcher  Gauteng  

Health  Economics   and  HIV 

and AIDS Research Division, 

University of KwaZulu Natal 

(HEARD)  

Researcher  KwaZulu Natal  

 

 
 

2.2 Methodology  
 

The main research method was input from key informants in one of three ways: in-person 

interview,  focused  group  discussions  as  well  as  Skype/phone  interviews.  The  interviews 

were broadly focused on the 5 key pillars of the OECD criteria for development programme 

evaluations, namely on the:  
  

•     Relevance,   

•     Effectiveness,   

•     Efficiency,    

•     Impact, and   

•     Sustainability of the programme   
 

                                                              
1 

List taken from AFSA Annual Narrative Report: 2016
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In addition to the interview-based qualitative research, a desk and literature review was on 

going throughout the course of the evaluation. Most quantitative input was obtained in this 

manner,   including   information   and   updates   on   recent   developments,    policies   and 

interventions.   

  

The evaluation team sought to achieve substantial diversity, scope and geographical  focus 

when selecting participants. A mix of researchers, CBOs and NGOs were interviewed as part 

of this evaluation (see Annex 2).   
  

2.3 Evaluations Constraints  
The evaluation team was not able to meet with everyone that they would have liked to, due 

to busy schedules  and unavailability  of some of the programme  partners.  Nevertheless,  a 

great many people went out of their way to arrange and accommodate  the site visits and 

provided insightful comments  and inputs. The lesson-learning  workshop held in Swaziland 

also provided  an opportunity  to get feedback  from those  partner  that  could  not be met 

onsite.   
  

2.4 Report Structure  
This report summarises the main findings from the evaluation, focusing particularly on the 

information and observations obtained during in-person interviews and focused group 

discussions. The report also highlights some of the useful lessons learned and makes some 

observations  and recommendations  for any future programming  on SRHR in South Africa 

and the wider region.   

  

  

  

  
 

 

                                                              



  11  

SECTION 3  
 
 
 
 

 3. 1 Context  
 

The lack of prioritisation of women’s sexual and reproductive  health and rights (SRHR) is 

also something that has been brought to the spotlight in recent years. Integration of SRHR 

services is something that can no longer be ignored. It is a basic human right for women to 

have  the right  to reproductive  choice  that  should  include  fertility  management  including 

contraceptive counselling, choices between different types of contraception (taking into 

consideration women’s age) as well as termination of pregnancy options. Women should be 

helped to plan safe and desired pregnancies. It should also include sexual and reproductive 

health information and treatment, as well as access to these services. For women who are 

HIV positive  information  and birth control  choices  should be provided  with HIV and AIDS 

counselling and treatment in line with the latest treatment guidelines.   

  

Definition   

Sexual and Reproductive Health and Rights (SRHR) encompass the right of all individuals to 

make decisions concerning their sexual activity and reproduction  free from discrimination, 

coercion, and violence. Specifically,  access to SRHR ensures individuals  are able to choose 

whether, when, and with whom to engage in sexual activity; to choose whether and when to  

have children; and to access the information and means to do so.   
 

  

Following   the  agreement   of  the  Sustainable   Development   Goals  (SDGs)   provided   an 

important platform to working towards global sustainable human development. There are 3 

goals, which are relevant to SRHR and women’s health matters including gender equality. 

These are:   

  

Goal 3. Ensure healthy lives and promote well- being for all at all ages  

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

births  

3.7  By  2030,  ensure  universal  access  to  sexual  and  reproductive  health  care  services, 

including  for  family  planning,  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  

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

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  

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

genital mutilation  

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  

5c. Adopt and strengthen sound policies and enforceable legislation for the promotion of  

Gender equality and the empowerment of all women and girls at all levels  
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nment  

Goal 10. Reduce inequality within and among countries  

10.2  By 2030,  empower  and promote  the social,  economic  and political  inclusion  of all, 
irrespective of age, sex, disability, race, ethnicity, origin, religion or economic or other status  
10.3 Ensure equal opportunity and reduce inequalities of outcome, including by eliminating 

Discriminatory  laws,  policies  and  practices  and  promoting  appropriate  legislation, 

policies and action in this regard.  

 

The  Global  Fund  followed  suit  in  April  2016  when  the  board  approved  the  Global  Fund 

Strategy (2017–2022),  Investing to End Epidemics. The new Strategy includes four Strategic 

Objectives: 1) maximise impact against HIV, TB and malaria; 2) build resilient and sustainable 

systems  for  health;  3)  promote  and  protect  human  rights  and  gender  equality;  and  4) 

mobilise  increased  resources.  For  the  first  time  in  the  history  of  the  Global  Fund,  one 

strategic objective focuses specifically on gender equality.   

  

Closer  to  home  the  African  Union’s  Agenda  2063  puts  gender  equality  as  well  as  the  

empowerment  of  women  and  youth  at  the  centre  of  its  vision  and  priorities.  In  February  

2015  the South  African  government  launched  the “National  Adolescent  SRHR  Framework 

Strategy 2014 – 2019”, which builds on the 2011 SRHR fulfilling our documents draft from 

the National Department of Health.   

  

Whilst  all  these  strategies/frameworks/policies  are  a  good  start,  the  true  test  will  be  in  

embedding them and ensuring that sufficient resources are allocated for implementation.   

  

  

3.2  Achievement of Programme Outcomes  
The Programme set out to attain 8 outcomes and have generally attained them, although to 

varying degrees across implementing partners. The dashboard below provides a snap shot of 

how the programme  as a whole  fared  against  what  it endeavoured  to achieve  from  the 

onset. A traffic light system has been used to illustrate where programme  partners across 

the  board  have  either  fully  achieved  (Green)  or  partially  achieved  (Yellow)  programme 

outcomes.    

  

Table 3: Achievement of programme outcomes.    

Outcome                                                                                                                 Attai 

The programme partners have the capacity and resources to drive a  

strong  civil  society  advocacy  campaign  for  the  realisation  of 

SRHR in South Africa.  

Duty bearers ensure progressive  realisation  of rights promised in 

Section  27  of  the  Constitution  of  South  Africa  and  other  SRHR- 

related legislation, and institute redress to correct system failures. 

Targeted  marginalised  groups  and community  members  demand 

their SRHR rights and services, and redress for rights violations.  
 

Targeted   community    leaders   (religious,   cultural,   persons   of 

influence) condemn harmful and distorted practices and create a 

climate of tolerance and acceptance, an enabling environment for 

all,  including  Lesbian,  Gay,  Bisexual,  Transgender  and  Intersex 

(LGBTI) people, to claim their SRHR.  

Targeted  service  providers  ensure  equal  access  to  quality  SRH  

services. 
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Local accountability structures (such as clinic committees, hospital 

boards,  local  AIDS  councils  and  school  governing   bodies)  are 

inclusive and effective in executing their mandate.  

 
 
 
 

Targeted   LGBTI   people   advocate   for   transformed   attitudes,  

practices and systems.  

 
 

 
National  and  regional  actors  learn  and  benefit  from  evidence  and  

lessons generated through the programme.  

 

  

  

  

Partner-specific  impediments  to  attaining  the  programme  outcomes  are  discussed  in  the  

findings below.   
  

3.2 Relevance of the Programme 
 
 

The Making Sexual and Reproductive Health Rights Real in South Africa programme came at 

an opportune time as globally the international  community and national governments  are 

realising that there is a need to accelerate and strengthen focus in SRHR due to increase in 

new infections amongst adolescents. At the same time, there is a growing recognition that 

SRHR  issues  are  clearly  linked  to  cross-cutting  issues  of  Gender-Based  Violence  (GBV), 

HIV/AIDS,   inequality   and  a  failure   to  recognize   sexual  diversity   and  gender   identity. 

Development programmes also cannot shy away from addressing the structural gender and 

human rights disparities when it comes to coverage.   

  

The current draft Integrated Strategy on HIV/AIDS, TB, Malaria and SRHR for SADC showed 

that a number of regional  and national  organizations  are addressing  aspects  of the SRHR 

agenda  such  as  LGBTI  issues,  integration  of  SRHR  and  HIV  issues,  unsafe  abortions  and 

Gender-Based  Violence. However, efforts are often undertaken  in isolation rather than by 

making  connections  across  thematic  and  geographic  areas.  This  programme,  therefore, 

remains   very   relevant   and   critical   in  addressing   the   mammoth   challenges   faced   by 

communities.   It has allowed programme implementing partners to start thinking about 

integration  and  adapting  to  emerging  issues,  such  as  work  done  by  TAC  and  S27  which 

ranges from access to emergency medical services to monitoring of shortage of antibiotics 

for treatment of STIs as well as SRHR issues such as unsafe abortions.   

  

It also came out clearly  that the programme  was directly  aligned  to the overall  strategic 

objectives of implementing partners, as opposed to introducing a stand-alone parallel 

programme.   Some  of  the  partners   had  been  grappling   with  critical   impediments   to 

improving  sexual  and  reproductive  health  prior  to the  inception  of the  programme.  The 

programme   thus   provided   the   ideal   vehicle   to   address   longstanding   bottlenecks   to 

communities  realising  their  sexual  and  reproductive  health  rights,  as  was  evident  in  the 

cases of Masimanyane, TAC and Ubuntu in the Eastern Cape.  

    

The  research  component  of the  programme  was  key  in addressing  data  gaps  as well  as 

building  research  capacity  within  the  programme  itself  by  giving  implementing  partners 

opportunities  to  feed  into  the  research  priorities.  The  programme  is  aligned  with  global, 
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regional  and  national  priorities.  Perhaps  of  most  relevance  is  the  fact  that  it  is  context  

specific and seeks to identify local solutions for local challenges and problems.   
 
 
 
 

3.3 Effectiveness of the programme   
 

The  effectiveness  of  a  programme  is  gauged  by  the  approaches  and  strategies  applied 

yielding the desired results, and in some cases even yielding unintended results. Overall, the 

strategies applied by both AFSA in relation to the implementation of the programme, as well 

as   the   implementing   partners   themselves,   contributed   to   the   achievement   of   the 

programme objectives and outcomes.   

  

The programme should be commended for its flexibility in allowing implementing  partners 

the leeway to adapt and adopt strategies that were most suited for their specific contexts 

and local dynamics. Some organisations implemented the programme through networks of 

organisations whilst others worked directly with community structures. Examples in point is 

Masimanyane   who   established   the   Women’s   Ikhwelo   Network   (WIN)   for   women’s 

organisations  working  in  the  same  field.  The  network  was  capacitated  to  address  SRHR 

issues within their respective jurisdictions, and as such significantly increase the reach of the 

programme  – brought  the programme  to scale.  As such, all eight  districts  of the Eastern 

Cape were reached through Masimanyane.   One of the success strategies of Masimanyane 

was to empower the leaders of CBOs. For example, they conducted a workshop on women’s 

health  where  directors  from  the  organisations  were  trained  to  do  body  mapping.  This 

strategy  was  aimed  at  ensuring  institutionalisation   of  the  programme  as  the  directors 

cascaded   the  training   to  their  staff  who  then  further   cascaded   the  training   to  the 

communities. The directors had thus internalised the programme.   

  

The  programme  had  a  strong  focus  on  gate  keepers,  namely  traditional  and  religious 

leaders,    playing   an   oversight    role   and   enforcing    SRHR   within   their   jurisdictions. 

Implementing  partners  had  varying  degrees  of  success  in  terms  of  securing  buy-in  and 

ownership   of  SRHR  issues  amongst   both  traditional   and  religious   leaders.   The  most 

significant breakthrough seems to have been made by Ubuntu who have been endorsed by 

the House of Traditional  Leaders as the official organisation  to advise and support efforts 

related  to male circumcision.  The strategy  applied by Ubuntu,  a woman-led  organisation, 

was to integrate SRHR with culture. The success of the programme hinged on the “Rights” in 

SRHR. It gave the organization the power and authority to initiate dialogue and engage 

stakeholders  by taking  a human  rights  approach  to sexual  and reproductive  health.  “My 

motto in life is that I don’t mind being the exception of the rule as long as I am within my 

rights”,   said  one  of  the  field  workers.     More  importantly,   the  organization   ensured 

acceptability  of the programme  amongst traditional  leaders by aligning human rights with 

culture as opposed to human rights being presented in juxtaposition to culture.     

  
 

AFSA’s   Community   Capacity   Enhancement   (CCE)   methodology   to   conduct   dialogues 

contributed significantly to the programme yielding tangible results. Ubuntu, for one, used 

the CCE approach as opposed to the predominantly used awareness raising approach where 

people  are  gathered,  provided  with  information  and  catering  and  return  back  to  their 

respective places of residence having gained very little understanding of the root causes of 

the  issues  for  which  awareness  was  being  raised.  The  CCE  approach  applied  by  the 

organisation  questioned  all  stakeholders,  from  a  gender  perspective,  about  their  specific 
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role as enablers or facilitators of issues pertaining to SRH. Each member of the community, 

from parents  to leaders were requested  to reflect  and account  for their role in both the 

problem as well as the solution. “I questioned the chiefs about the origin of certain cultural 

practices that impinged on SRHR. I knew that the practices did not originate from our 

communities but wanted them to explain it. They sat in a group deliberating for a long time 

then when they needed to give feedback they couldn’t explain the origins and said that they 

needed  to conduct  further  research  on the  issue”.  [ Reflection  made  by  one  of the  field 

workers]  
 

Some  of the implementing  partners  did not enjoy  the same  success  securing  buy-in  and 

ownership  from  traditional  and  religious  leaders.  It  is  a  well  documented  fact  that  the 

traditional and religious sectors often perpetuate views and attitudes that undermine SRHR. 

Organisations need to explore and devise innovative strategies to ensure that traditional and 

religious leaders facilitate upholding of SRHR.  
 

AFSA’s technical support was most valued and certainly strengthened the implementing 

partners’   capacity   to   implement   the   SRHR   programme,   but   also   strengthened   the 

organisations as a whole.       
 

One of the programme partners observed that the M&E framework revealed that the impact of  

the  programme  could  have  been  enhanced  had  the  focus  first  been  on  capacitating parents 

on how to support youth and adolescents so that they become the agents of change for their 

children  in terms of SRHR. Gains made in educating  and empowering  youth and adolescents  

are often reversed  by parents who are ill equipped  to provide  the necessary support. The 

organisation has thus intensified its efforts to equip parents first.  
 

The  media  proved  a  strong  advocacy  ally  for  the  implementing  partners.  In  one  case  it 

resulted in the building of a state of the art clinic and in another instance it facilitated entry 

into  schools.  The  use  of  the  media  in  advocating  for  SRH  services  should  be  optimally 

explored by implementing partners.   
 

Factors  that hampered  the effectiveness  of the programme  include  the inability  to forge 

strong working relations with key stakeholders such as government. TAC in the Eastern Cape 

failed to forge functional relations with the departments of Health, Social Development and 

Education which are key to addressing issues related to LGBTI and SRH.   The most critical 

challenge in the programme was the absence of follow-up support and counselling for the 

parents  of LGBTI after the community  dialogues  with religious  leaders.  The highly  critical 

views of abomination  of their children  by religious  leaders traumatized  the parents, even 

though the religious leaders toned down their views near the end of the dialogues. DoH and 

DSD did not attend the dialogues to provide support, mainly because they do not have the 

necessary knowledge and skills to support parents of LGBTI. The Department of Education 

was  also  a  major  impediment  to  the  implementation  of  the  programme.    Many  LGBTI 

learners in schools are bullied and marginalized by educators and other learners. The most 

severely affected learners are Intersex who have no knowledge or support for their health needs. 

Uncircumcised  young boys are also bullied  at school by fellow learners,  educators being 

fully aware of the bullying yet not condemning such, resulting in under-age boys being coerced 

to go to initiation schools without parental consent.   
 

Advocacy is an undeniably powerful tool to promote prevention of illnesses. The programme  

has  made  commendable  impact  in  raising  awareness  about  SRHR  issues  and  increasing 
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demand  for  SRHR  services.  However,  the  absence  of  a  fully  functional  health  system 

undermines the advocacy efforts of the programme. Demand and supply should always be in 

equilibrium,  which  is not  the  case.  The  programme  brought  to  the  fore  major  health 

systems  issues that hamper  women’s  sexual and reproductive  health rights,  which would 

not have been revealed and addressed in the absence of the programme. ”We heard horrific 

stories from both people in rural and urban areas. Over the December holidays we had a girl 

of  15  years  old  who  requested  a  TOP  because  she  was  raped.  She  went  to  the  District 

Hospital and was told they couldn’t give her the service till January. The girl was already 14 weeks 

so we were concerned that January would be too late for the TOP and she wanted to do it 

before returning to school. I called the CEO at the Regional Hospital and she said she will do 

something about it. I promise you, I kid you not, I don’t know how many phone calls we made, 

with the CEO trying her best but ultimately she told us that there were no 

gynaecologists/obstetrician   available  to  assist  the  girl  because  of  the  dire  shortage  of 

specialists and that the available specialists were trying to fist assist those women that were close 

to 20 weeks. We then resorted to Marie Stopes where we even paid the required fee but 

when they had a consultation with the girl they told us that they could not assist the girl because 

she was high risk and needed an obs/gyn to perform the procedure  in a surgical environment.  

I tell you were spent the whole December  busy with the case and I became increasingly 

furious. I eventually made contact with one of the Chief Directors at the DoH and gave  her  the  

details  of  what  was  happening  and  our  continued  challenges  with  getting services for the 

girl. She explained to me that they had serious staff shortages with specialists in the rural areas. 

So they appointed specialists for the rural areas and no posts were left for the urban areas. She 

said that they would start appointing specialist for the urban areas in the new financial year 

starting April. Eventually I had to reach out to a Prof that we had once given an award to and 

he worked with the CEO at the Regional Hospital to get the TOP for the girl. It was a nightmare 

for the girl, for the mother, for the staff!”  
 

The  programme   has  made  specific  significant   strides  in  raising  awareness   about  the 

importance of women screening for cervical cancer, which has resulted in an increase in the 

number of women going to health facilities for pap smears. However, it has been observed 

that many nurses at clinics are unable to interpret pap smear results, and have to wait for a 

medical  doctor  to  do  so.  This  causes  many  delays  in  women  receiving  their  pap  smear 

results, with some opting not to return to the clinic for their results.   
 

  

3.4 Efficiency  
At the time of the evaluation the total allocated amount of SEK 30,798,000.00  had already 

been   disbursed   by   AFSA   to   implementing   partners.   All   programme   partners   have 

demonstrated   adequate  capacity  to  implement   the  programme   and  comply  with  the 

financial, M&E, and reporting requirements.  

  

There  were  reported  incidences  of delays  in the disbursement  of funds  to implementing 

partners, but this was the exception rather than the rule. No resultant major adverse effects 

were noted in the attainment of programme objectives, although it did place implementing 

partners under increased pressure to spend funds within a much shorter period of time due to 

condensing activities once funds were finally received.   
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One   implementing   partner   did,   however,   experience   significant   challenges   with   the 

allocation  of  funds  for  LGBTI  programme  activities.  It  is  reported  that  funds  were  only 

availed for an average of 4 months per annum throughout the 3 year implementation cycle. 

This prevented  the implementing  partner  developing  a long term  sustainable  strategy  to 

achieve  objectives.  Each  of  the  +-  4  months  implementation  plan  created  expectations 

within communities which could not be met, and furthermore demoralized project staff who 

would  spent  the implementation  months  building  relationships  with  communities  and as 

soon as communities would buy-into the programme, the funding would cease and the 

implementing  partner would have to pull out of the communities  not having provided the 

necessary  support.  This  arrangement  was  essentially  counterproductive   as  gains  made 

during  each  implementing  period  would  be  lost  by  the  next  implementing  period.  The 

inefficient  planning  system  is  most  likely  attributable  to  internal  organisational arrangements   

within   the  implementing   partner,   rather   than   between   AFSA   and  the implementing 

partner.   

  

  

3.5 Impact   
The  section  below  provides  examples  of  some  of  the  results  achieved  by  the  programme  

thus far.  

  
• One of the unintended outcomes of the programme was that women advocated for 

things that the programme  had not necessarily  thought about such as a road that 

could increase  accessibility  to the clinic. The success of their advocacy  was in the 

roads actually being included in the municipality Integrated Development Plan (IDP). 

An example in point is in Idutywa where the local women’s organisations advocated 

for a clinic that is closer to the women and this was ultimately included in the IDP. 

Municipalities are guided by their IDPs for service delivery and are held accountable 

in accordance with what is stated in their IDP. Hence the notion “if it is not in the 

IDP, it is not done”. The existing clinic was not accessible in terms of distance and 

thus women were not accessing it.   

• AFSA assisted in addressing a key gap in service delivery in the Eastern Cape, namely 

that of LGBTI, especially LGBTI friendly health services. The programme enabled the 

organization to raise awareness about the plight and marginalization of LGBTI within 

the health sector.   

• Health monitoring is one of the key activities of TAC and it has shown demonstrable 

impact in many of the districts in the Eastern Cape. The organization conducts health 

facility  audits  to ensure  that  facilities  comply  with  national  health  standards  and 

provision of services. OR Tambo is one of the districts that is performing poorly and 

through  the  health  monitoring  programme,  a  state  of  the  art  clinic  was  finally 

erected  in  one  of  the  communities.  The  organization  is  now  working  towards 

improved infrastructure for two of the district hospitals.   

• The AFSA grant has been instrumental  in protecting  the rights of victims of sexual 

assault in the judicial system. One of the key successes of this support was in a rape 

case where a foreign national woman was gang raped immediately after giving birth 

via caesarean section. The suspects were apprehended but the woman was denied 

her right to an interpreter  in court and there were irregularities  in the process of 

reporting the DNA results. After numerous postponements over a 4 year period, TAC 
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was able, through the AFSA SRHR programme, to request that a specialist from Cape 

Town attend the hearing to correctly report the DNA results as well as ensure that 

an interpreter is present at the hearing for the benefit of the survivor of the crime. 

The  advocacy  and  monitoring  role  played  by  TAC  in  the  court  proceedings  was 

acknowledged and appreciated by legal representatives and the presiding judge.   

• As with other implementing partners working with religious and traditional leaders 

KZN  implementing  partners  faced  a lot  of resistance  when  they  introduced  their 

respective programmes. However due to persistence and sensitive approach the 

traditional authorities have now become champions of the programme. In the case 

of KRCC this breakthrough  came in the form of one traditional  leader who openly 

disclosed his HIV status during one of the dialogue sessions.   

•     When  BSSP  initially  started  working  on  forced/early  child  marriage  the  number  of  

learners abducted in one particular school went down from 38 to 2 in 2016.  

• Teenage pregnancies  -   dialogues targeting teenage girls and encouraging  them to 

stay at schools have yielded positive results and evidenced by the improvement  in 

matric pass rates to 91% in Bhekuzulu.  

•     Similar  results  in  Umvoti  district  where  pass  rate  improved  from  under  50%  to  98%  

following Umvoti’s interventions on early/forced marriage.  

• Umvoti  AIDS centre  has managed  to break ground  through  its weekly  slot at the 

local radio station where issues such as LGBTI rights, SRHR and gender are discussed.  

The radio station is one of the best ways to reach hard to reach areas and current 

listenership is 280 000.   

• Through  the  advocacy  work  of  Section  27,  TAC  and  other  allies  at  AIDS  2016, 

KwaZulu  Natal  became  the  first  province  to  implement  free  sanitary  towels  at 

schools.   

• TAC’s   advocacy   work   in  Mpumalanga,   Eastern   Cape   and  the  Free  State   has 

uncovered  a number of failures by the state such as the shortage of ambulances, 

which has a direct impact on pregnant women.   

• Communities  were  empowered  with  problem  identification  and  solving  skills.  A 

prime example is one where a community was empowered with the knowledge to 

prevent and seek health care for specific reproductive health conditions for women. 

The community  identified access to health care facilities as an obstacle “They said 

that  they  cannot  get  to  the  clinic  because  it  is  too  far  and  dangerous…they  get 

robbed of their possessions and medication along the road by tsotsis that are high on 

drugs. When we spoke to the clinic and asked them to please come to the community to 

provide  services  they indicate  that the road is in too poor  a condition  so they 

cannot access the community. We then sat with the community and decided that the root 

cause of the problem is the poor road, but that fixing the road is going to take a long 

time to solve. The community then came up with an interim solution where they hired a 

local van to collect nurses and medication from the clinic and transport them to the 

community. Community members contributed from their own personal funds for the 

hire of the van. They also made sure that the place where the mobile clinic would be 

situated has a fridge for the medication that needed to be kept in a fridge. Once this 

system was in place, the community then went to the municipality to ask them  to fix 

the  road  and  the  municipality  did  just  that.  We  taught  them  to first identify the 

root cause of the problem then go to the district manager to advocate for a solution”.   

•     A   key   outcome   of   the   programme   was   that   some   of   the   women   that   were  

capacitated  through  the  programme  have  since  been  placed  within  municipalities 
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and are thus mainstreaming the programme into the policies, processes and plans of  
the municipalities.  

 

 
 

Table 4: TAC Case Study: Health monitoring  
 

The Lusikisiki area did not have a functional  clinic. Patients were compressed  into a small 

structure and many were expected to queue outside for long periods due to limited space 

within  the facility.  TAC, through  the clinic committee,  requested  the district  to share the 

budget allocated to the clinic and discovered that a budget was in fact allocated for 

infrastructure, which would have been adequate. This prompted the district to find land on which 

to build the clinic. Land was identified and still the clinic was not erected. Instead, a single 

park home was erected as a clinic. TAC invited stakeholders  including the media to observe 

and note that a park home was erected as a clinic in an National Health Insurance (NHI) pilot 

site, which is highly unacceptable as the NHI sites should be exemplary of the National Core 

Standards  for health facilities.  The main complaint  about the park home was that it provided 

no privacy for patients as there were no separated consultation  rooms due to a lack of 

space,  in addition  to a lack of electricity.  Once  the situation  was reported  in the media, 

the Department created additional space by erecting tents to serve as consultation rooms. The 

tents were completely inadequate and were falling apart due to a lack of maintenance. In view 

of the not only slow progress in erecting a fixed clinic, but poor quality alternatives   to   health   

provision,   TAC   and   Section   27   took   legal   action   against   the Department.  In response,  

the Minister  of Health allocated  funds from his own ministerial budget which was directly  

allocated  for the building of a clinic. Through close monitoring and support from TAC, the 

Village Clinic, a state of the art facility, was erected and will be finished May 2017.     

  

The  District   Manager   has  commended   the  organisation   for  putting   pressure   on  the 

Department of Health and advocating strongly for the health needs of the community. The 

organisation   is  now  recognised   as  a  partner  in  holding  government   accountable   and 

ensuring that it fulfils its mandate.   
 

  

3.6 Sustainability  
  

Sustainability   varies  from  one  programme  partner  to  the  other  depending  mostly  on 

capacity and size of the organisation. There is also a stark difference between organisations 

that were already implementing  similar programmes prior to the AFSA funded programme 

and those  that  only  started  in 2014  or after.  In cases  where  organisations  were  already 

familiar with the issues, the evaluation found that it was much easier for this programme to 

be embedded thereby ensuring that it remains sustainable beyond the current funding. CBO 

partners  are the ones most at high risk of not being able to continue  programming.  The 

below  examples  show  the  differences  in  approach  but  also  the  different  positions  that 

partners find themselves in.   

  

• “Sustainability  was built into the programme  by ensuring that organisations  in the 

community  are  equipped  with  the  knowledge  and  skills  to  effect  the  necessary 

change within their communities. Success of this strategy was already evident when 

communities continued implementing activities even when there were delays in the 

release of funds.”   

•     “The  TAC  EC  programme  was  inherently  unsustainable  as  the  funding  cycles  ranged  

between  3  and  6  months  at  a  given  time.  Through  the  short  interrupted  intervals  of 



  20  

implementation,  the programme  has successfully  sensitized  key stakeholders/gate 

keepers about LGBTI and has identified the key health challenges faced by LGBTI in 

the district. No specific long term strategy to address the identified challenges could 

be implemented  due to interrupted  funding. The final implementation  plan was to 

conduct a provincial advocacy and awareness raising campaign. However, the more 

critical  needs  identified,  such  as  LGBTI  friendly  health  services,  integrating  LGBTI 

issues into the DoE curriculum, psychosocial support for LGBTI and parents of LGBTI, 

has  not  been  addressed.  This  has  major  negative  implications  for  sustaining  any 

gains made during the programme lifespan.”  

•     “  Its  too  early  to  talk  about  sustainability.  There  is  still  a  lot  of  capacity  building  

needed especially on LGBTI issues”  

•     “The  organisation,  through  its  partners,  have  SRHR  activities  planned  beyond  the  

lifespan  of  the  AFSA  funding.  Let  me  tell  you  now,  funding  or  no  funding,  we  are  

going very far with this SRHR programme”.  
 

 

  

3.7 Risk Management   
 

A big component of the programme is about building the capacity of implementing partners 

both at an organisational  and individual  level. The organisation  development  support and 

mentoring  provided  by AFSA also forms part of their risk mitigation  strategy.  Following  a 

needs assessment/skills audit programme partners are taken through thorough training on a 

range of topics including financial reporting, interpretation  of financial statements,  human 

resources, governance etc.   

  

Based  on  the  evaluation  team’s  assessment  the  current  programme-implementing  partners  

have been grouped using AFSA’s risk mitigation plan below.   

  
  

  
Table 3: Risk mitigation plan 

CATEGORY A   

  

NGOs:    

§     Section 27   

§     Tshwaranang  

Legal      Advocacy 

Centre  -TLAC  

§ Gay  and  Lesbian 
Memory in Action  

– GALA   

§ Masimanyane 

Women’s 

Support Centre   

§ Treatment  Action 

Campaign - TAC   

-     Professionally  managed  /  Employs  people  with  appropriate  skills  
for various job functions   

-     HR policies and procedures in place  

-     Unqualified audited statements available  

-     Compliance with statutory regulations e.g. PAYE, UIF   

-     Comprehensive financial management policies and procedures  

-     Reporting is excellent   

-     COMPLIES WITH ALL AFSA’s GRANT REQUIREMENTS  

 

CBOs:   

§     Gay   and   Lesbian 
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Network  

§ Ubuntu  Care  and 

Development 

Organisation   

§ Umvoti           AIDS 

Centre  

§ Bhekuzulu      Self- 

Sufficient   Project  

– BSSP    

  

  

 

CATEGORY B  

  

§ KwaZulu   Regional 

Christian Council   

  

-     Meets minimum required standards for managing accounts   

-     Good donor relations and grant management   

-     Audited statements available   

-     Experience in managing more than one donor account  

-     Complies with prescribed reporting systems   

-     May  struggle  to  attract  people  with  required  skills  /  qualifications  

due to lack of funding and location   

CATEGORY C  

  

§     Khuphuka Project    

§ Isibane  Sezwe 

Community  Based 

Organisation   

  

-     Founder led with Executive Committee’s  assistance   

-     Basic   bookkeeping   and   financial   record   keeping   systems   and  
policies in place  

-     Manages small grants   

-     Volunteer based staff complement   

-     Able  to  develop  clear  and  appropriate  plans  with  the  support  of  

donors / funders and board members serving on a voluntary basis  

-     Ability to report with mentoring and reporting guidelines / tools   

-     Require close monitoring and mentoring   

  
 
 

 
3.8 Conclusion  

 
The making sexual and reproductive health rights real in South Africa programme, allowed 

programme  partners  to make a meaningful  contribution  in their communities,  addressing 

one of the fundamental basic human rights. Whilst SRHR programming is not new, this 

programme provided a holistic approach which looked at issues of sexuality more broadly as 

well as sexual and gender based violence. The wide scope and flexibility of the programme means 

that programme partners could address an array of social and structural issues that are often 

bypassed  by public health programmes.  It was a steep learning  curve for CBOs working in 

this area for the first time but there are also key lessons learnt that should be taken into 

account for future programmes. These include:  
  

• It is critical  to first  conduct  a needs  analysis  within  a community  and match  the 

programme to the needs of the community as opposed to imposing the programme 

onto communities. Local solutions for local challenges/problems.  
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• Forming  partnerships  with all stakeholders  within a community  from the onset is 

key.  This  ensures   ownership   of  the  programme   by  the  community   and  thus 

facilitates sustainability of gains made through the project when it comes to an end.   

• Allow beneficiaries to identify issues that need to be addressed as well as take the 

lead    in   developing    solutions    for   their    own    problems.    This   ensures    true 

empowerment and sustainability.   

• Advocacy  is an undeniably  powerful  tool to promote  prevention  of illnesses.  The 

programme has made commendable impact in raising awareness about SRHR issues 

and increasing demand for SRHR services. However, the absence of a fully functional 

health  system  undermines  the  advocacy  efforts  of the  programme.  Demand  and 

supply should always be in equilibrium, which is not the case. TAC needs to bolster 

its efforts to advocate for quality health services that will meet the demand created 

by the programme.   Similarly, the role of TAC in the Coalition will not be sustained 

beyond  the  AFSA  funded  programme  if  it  has  not  been  integrated  into  the  TAC 

strategic  plan. EC TAC was not aware  of the integration  of the Coalition  into the 

strategic  plans  of  the  organization  beyond  the  AFSA  funding  at  the  time  of  the 

evaluation.   
 

The  foundation  or  groundwork  has  been  laid  and  the  momentum  has  been  built.    It  is 

therefore  critical to build on the gains made in the past 3 years if we are to see real and 

tangible impact on the ground, where it matters most.   
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Annex 1: Evaluation TORs  

  
 Annexes  

 

 
Making  Sexual  and  Reproductive  Health  Rights  Real  in  South   Africa External Evaluation - 

Terms of Reference  

 
The AIDS Foundation of South Africa (AFSA) was registered in December 1988, making it one of 

the oldest indigenous HIV & AIDS organisations in South Africa.   AFSA is a development 

organisation  that  exists  to mitigate  the impacts  of HIV & AIDS  and poverty,  through  the 

implementation  of  projects  to  enhance  provision  and  take-up  of  HIV  &  AIDS  and  SRH 

services,  and reduce vulnerability.  AFSA has strategically  positioned  itself to work both in 

partnership with CBOs based in vulnerable communities and with national NGOs engaged in 

advocacy   and   policy   influence.   This   is   because   AFSA   believes   not   only   that   target 

communities   should  be  agents  of  their  own  development   but  also  that  their  voices, 

experience  and analysis need to reach decision-makers.   As a foundation,  AFSA acts as an 

interface  between  donors  and  CBOs  and  NGOs  working  in the  HIV&AIDS  sector  through 

placing  donor  funds  with  strategically  selected  organisations  and  providing  them  with 

ongoing  technical  support  and  resources,  including  finance,  to enable  them  to be active 

participants in programme implementation.  

 
Programme  Background  

 AFSA has been implementing  a sexual and reproductive  health rights programme (Making 

Sexual and Reproductive Health Rights Real in South Africa) since May 2014.  This is a three 

year programme scheduled to end on 31 March 2017.  The programme is implemented  in 

partnership with eight CBOs and NGOs. The location of programme partner organisations is as 

follows:  

 
PROVINCE  CBOs  NGOs  

Gauteng   

   
3  

Free State   

   
 
   

1*  
Mpumalanga (Gert Sibande)   

   Eastern Cape  2  2*  

Kwazulu-Natal  6   

   Total  13*  

*Note: One of the NGOs is implementing in Free State, Mpumalanga and Eastern Cape.  
 

   

Programme  Goal   

The primary goal of this programme is to catalyse and build momentum to transform social, 

cultural and structural barriers, and address systemic failures that impede the realisation of 

sexual and reproductive health rights (SRHR) within targeted locations in South Africa. This 

programme is designed to deliver:  

 
•      Strategic    support    for    community    based    organisations    (CBOs)    and    national  

policy/advocacy actors engaged in effective SRHR interventions;  
•      Demonstrable improvements in the realisation of SRHR in South Africa; 
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• A measurable contribution to the knowledge and evidence base on HIV & AIDS and 

SRHR in the southern Africa region.  

 
Overall  Goal The Realisation of Sexual and Reproductive Health Rights in Marginalised 

Communities and Populations in South Africa Advanced.   

 
Programme Outcomes                                       

 
•      The  programme  partners  have  the  capacity  and  resources  to  drive  a  strong  civil  

society advocacy campaign for the realisation of SRHR in South Africa.  

• Duty bearers ensure progressive realisation of rights promised in Section 27 of the 

Constitution of South Africa and other SRHR-related legislation, and institute redress 

to correct system failures.  

•      Targeted  marginalised  groups  and  community  members  demand  their  SRHR  rights  

and services, and redress for rights violations.  

• Targeted  community  leaders  (religious,  cultural,  persons  of  influence)  condemn 

harmful and distorted practices and create a climate of tolerance and acceptance, 

an enabling environment  for all, including Lesbian, Gay, Bisexual, Transgender  and 

Intersex (LGBTI) people, to claim their SRHR.  

•      Targeted service providers ensure equal access to quality SRH services.  

• Local  accountability  structures  (such  as  clinic  committees,  hospital  boards,  local 

AIDS councils and school governing bodies) are inclusive and effective in executing 

their mandate.  

•      Targeted LGBTI people advocate for transformed attitudes, practices and systems.  

•      National and regional actors learn and benefit from evidence and lessons generated  

through the programme.  

 
Purpose  of  Evaluation   

The evaluation will assess the extent to which the programme outcomes were achieved by 

AFSA and its partners between May 2014 and December 2016, and make recommendations to  

inform  future  programming  on  SRHR  in  Southern  Africa.   
 

   

Scope  of  work  It is expected that the evaluation will:  

 
• Identify and analyse progress, results, outcomes and impact of the AIDS Foundation of 

South Africa Making Sexual and Reproductive  Health Rights Real in South Africa for 

the period May 2014 to December 2016.  

•      Evaluate  the  extent  to  which  the  sub-grantees  and  AFSA  achieved  the  project  

objectives;  

•      Determine  whether  there  are  additional  outcomes,  which  were  unspecified  or  

unintended;  

•      Assess    the    relevance    of    the    programme    design    and    outcomes    for    SRHR  

programming in the Southern African region.  

 
Evaluation  Methodology  

A participatory  evaluation  approach is envisaged that includes the following steps, among 

others: 
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•      Literature  review,  including  plans,  proposals,  programme  progress  reports,  financial  

reports, audit reports, research reports and other relevant project documentation;  

•      Review of CBO and NGO workplans and  targets;  

•      Interviews  (one-on-one  or  in  focused  group  discussions  as  appropriate)  with  the  

following individuals and groups:   

o  relevant AFSA staff;  

o  representatives of partner organisations (CBO and NGOs);  

o  project leaders (principal investigators) of research partners;  

o  Members of identified beneficiary groups (e.g. rural women and girls, LGBTI 

support   groups,)   and  individual   beneficiaries   of  the  programme;   duty 

bearers   and   other   stakeholders,    particularly    Department    of   Health, 

municipal,    traditional    and    civil    society    structures    in    the    targeted 

communities.  

 
The consultant(s) will be provided with the following to facilitate the evaluation process:  

 
•      Copy of service delivery contract between the donor and AFSA;  

•      Copies   of   selected   agreements   /   contracts   between   AFSA   and   CBO   and   NGO  

implementing partners;  

•      Copies  of  all  relevant  reports  and  documents  on  the  programme,  including  but  not  

limited to the consolidated proposal, workplans, and annual reports;  

•      Copies of research reports on the programme;  

•      Names and contact details for all partners and stakeholders in the target areas.  

 
Expected  deliverables  

 The consultant(s) will be required to:  

 
•      Acquire  a  comprehensive  understanding  of  the  background,  context  and  conditions  

for the programme;  

• Engage  directly  with  AFSA  staff,  project  partners,  other  NGOs  and  CBOs  working 

together  with  project  partners,  government  officials,  community  members  and 

direct beneficiaries of the programme;  

•      Present  draft  findings  to  a  Task  Team  convened  by  AFSA  and  incorporate  feedback  

from the Task Team into the final evaluation report.  

 
The consultant(s) will be expected to deliver the following with respect to the assignment:  

 
•      Conceptual  framework  (inception  report)  for  the  completion  of  the  evaluation,  

including a detailed proposed timeframe for the activities;  

•      Evaluation instruments (questionnaires, analytical tools);  

•      Draft  detailed  evaluation  report,  covering  the  various  expectations  outlined  in  this  

call;  

• Final  detailed  evaluation  report  which  must  include  comments  submitted  by  the 

Task Team;  

•      Plain  language  executive  summary  and  recommendations  in  a  format  that  can  be  

easily presented to programme partners.  

 
 Once   appointed   the   consultant(s)   will   be   required   to   operate   within   the   following  

timeframes and payment conditions:  

 
•      Inception meeting with Task Team   
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or  before  05 June  2016.  
 

   
 

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

 

• Amended framework following consultation with the Task Team by 30 of June 2016. 

Payment of 30 percent of agreed fee within three working days of contract signing 

will be made by AFSA.  

 
•      Draft  evaluation  report  by  31  March  2017.   Payment  of  40  percent  within  seven  

working days of receipt of the draft report will be made by AFSA.  

• Final evaluation report incorporating final comments or queries made by task team 

and/or the programme donor by Friday the 15 April 2017 unless otherwise agreed 

by parties. Payment of 30 percent of the total within seven working days of receiving 

the final and agreed upon report.  

 
AFSA  is  looking  for  a  Consultant(s)  with  a  strong  record  in  conducting  evaluations  and  the  

following skills and competencies:  

 
• Knowledge  of  SRHR  approach  to  programming  and  SRHR  challenges  in  Southern 

Africa;  

•      Demonstrated expertise in participatory methodologies and qualitative analysis;  

•      Demonstrated experience in conducting evaluations in  the non-profit sector and the  

field of HIV/AIDS, SRHR or public health;  

• Knowledge  of the South African situation with respect to the National Health Act, 

National Strategic Plan on HIV/AIDS, STIs and TB, and other relevant  health policies 

and legislation;  

•      Understanding of the intersections between culture, gender and health issues;  

•      Competence in Zulu and Xhosa will be advantageous.  

 
Submission  date   

Suitably  qualified  service  providers  / consultants  are requested  to submit a proposal  and 

budget to applications@aids.org.za [2]  with SRHR External Evaluation on the subject line on 

mailto:applications@aids.org.za
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 Annex 2: List of organisations interviewed  

  

1.    Masimanyane Women’s Support Centre  

2.    Treatment Action Campaign  

3.    Section 27  

4.    Tshwaranang Legal Advocacy Centre  

5.    Bhekuzulu Self Sufficient Project   

6.    Gay and Lesbian Network  

7.    KwaZulu Regional Christian Council   

8.    Umvoti AIDS Centre  

9.    Human Science Research Council   

10.  Nyangazeziwe Community Training and Information Centre  

11.  Ubuntu Care and Development Organisation  

12.  AIDS Foundation of South Africa  

13.  Hivos  

  

  

  

Annex 3: Documents reviewed  

  

1.    AFSA action plan for risk mitigation  

2.    AFSA SRHR Annual Report 2014  

3.    AFSA SRHR Annual Report 2015  

4.    AFSA SRHR Annual Report 2016  

5.    AFSA Barriers&Boundaries0615-1  

6.    AFSA Workplan 3-yr targets v1 send to SIDA DEC 2014  
7.    GAY AND LESBIAN MEMORY IN ACTION:  AFSA Narrative Report: April – September 2016  

8.    Masimanyane Women’s Support Centre: Interim Report to AFSA June-September 2016  

9.    National Adolescent SRHR Framework Strategy 2014 – 2019  

10.  LGBTI Youth and SRHR Advocacy Concept Note V2  

11.  http://sexrightsafrica.net  

12.  Section 27: AFSA Narrative Report; April – September 2016  

13.  Tshwaranang Legal Advocacy Centre: Report to AFSA April – June 2016  

14.  Tshwaranang Legal Advocacy Centre: Report to AFSA July – September 2016  

  

  

  

  

  

  

  

  

  

  

  

  

 

http://sexrightsafrica.net/
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Annex 4: International Treaties, Conventions and Resolutions  

  

International Treaties  

1.    Convention on the Elimination of All Forms of Discrimination Against Women  

2.    (1979);  

3.    United Nations Convention on the Rights of the Child (1989);  
4.    International Conference on Population and Development Programme of  

5.    Action (1994);  

6.    Platform for Action of the Fourth World Conference on Women (United  

7.    Nations, 1995);  

8.    Millennium Development Goals (2000);  

9.    Maputo Plan of Action (MPOA) on the Continental Policy Framework strategy  

10.  on Sexual and Reproductive Health and Rights (2006);  

11.  Convention on the Rights of Persons with Disabilities (2006);  

12.  Resolution 2012/1 on ‘Adolescents and Youth’ adopted at the 45th UN  

13.  Commission on Population and Development (2012);  

14.  Colombo Declaration on Post 2015 Youth Agenda; and  

15.  Addis Ababa Declaration on Population and Development in Africa beyond  

16.  2014.  

  

  

National Legislation  

1.    National Development Plan (NDP) Vision 2030 for the country;  

2.    Choice on Termination of Pregnancy Act 92 (1996); Amendment Acts (2004,  

3.    2008);  

4.    Domestic Violence Act 116 (1998);  

5.    Sterilisation Act 44 (1988); Sterilisation Amendment Act 3 (2005);  

6.    Promotion of Equality and Prevention of Unfair Discrimination Act 4 (2000), as amended  

by section 16 of the Judicial Matters Amendment Act 22 (2005);  

7.    National Health Act 61 (2003);22  

8.    Alteration of Sex Description and Sex Status Act 49 (2003);  

9.    Criminal Law (Sexual Offences and Related Matters) Amendment Act 32 (2007);and  

10.  National  Directives  and  Instructions  on  conducting  a  Forensic  Examination  on  survivors  

of Sexual Offence cases in terms of the Criminal Law (Sexual  

11.  Offences and Related Matters) Amendment Act, 2007; Government Notice 223, 6 March  

2009.  

  

Policies and Strategic Plans  

12.  A Comprehensive Primary Health Care Package for South Africa (2001); Core  

13.  Package for Four Levels of Care: A Discussion Document (2007);  

14.  National Contraception Policy: Guidelines within a Reproductive Health  

15.  Framework strategy (2001) (currently being revised);  

16.   A Policy on Quality in Health Care for South Africa (2007);  

17.  National Youth Policy (2009-2014);  

18.  National Youth Policy (2015 – 2020) Draft;  

19. National  Service  Delivery  Agreement  for Outcome  2: A Long  and  Healthy  Life  for All 

South Africans (October 2010); 
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20.  National Strategic Plan for HIV, STIs and TB for South Africa (2012–2016);  

21. Campaign  for  the  Accelerated  Reduction  of  Maternal  and  Child  Mortality  in  Africa 

(2012); (CARMMA)  

22.  National  Policy  on  Rape,  Sexual  Assault  and  Other  Related  Sexual  Crimes  (2010  draft,  

drawing on the National Sexual Assault Policy 2005);  

23.  National Sexual Assault Policy (Department of Health 2005 revised 2011) but still a draft;  

and  

24.  National Contraception and Fertility Planning Policy and Service Delivery  

25.  Guidelines (2014).  

  

  

Guidelines  

1.    National Guidelines for Cervical Screening Programme (2000) (currently being revised);  

2.    Policy Guidelines for Youth and Adolescent Health (2001) (forthcoming updated draft);  

3.    Gender Guidelines for Public Health (2002);  

4.    The School Health Policy and Implementation Guidelines (2003);  

5.     National  Strategic   Plan  for  the  Implementation   of  the  Choice  on  Termination   of 

Pregnancy Act (2004);  

6.    Draft National Policy for Conscientious Objection in the Implementation of the Choice on 

Termination of Pregnancy Act of 1996 (2007);  

7.    Guidelines  for  Maternity  Care  in  South  Africa:  A  Manual  for  Community  Health  Centres  

and District Hospitals (2007);  

8.    Saving Mothers: Essential Steps in the Management of Common Conditions  

9.    Associated with Maternal Mortality (2007);  

10.  National  Contraceptive  and  Fertility  Planning  Policy  and  Service  Delivery  Guidelines  

2012;  

11.  First Line Comprehensive Management and Control of Sexually Transmitted  

12.  Infections: Protocol for the Management of a Person with a Sexually  

13.  Transmitted Infection according to the Essential Drug List (2008);  

14.  Policy Guidelines: Child and Adolescent Mental Health (2008);  
15.  Primary Health Care Supervision Manual: A Guide to Primary Health Care  

16.  Facility Supervision (2009);  

17.  Clinical Guidelines: Prevention of Mother-to-Child Transmission (2010);  

18.  Clinical Guidelines for the Management of HIV/AIDS in Adults and Adolescents (2010);  

19.  Guidelines for the Management of HIV in Children (2010);  

20.  National HIV Counselling and Testing Policy Guidelines (2010);  

21. Guidelines for Tuberculosis Preventive Therapy among HIV infected individuals in South 

Africa (2010);  

22.  Policy Guidelines: Integrated School Health Policy (Department of Health 2012); and  

23.  National Contraception Clinical Guidelines (2014).  

  

  

 
Annex 5: Summary of evaluation (PPP)  

  

Attached separately.  


