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ABSTRACT 

 

Background: Despite several efforts to reduce incidence of HIV infection among adolescent 

girls and young women in the Sub-Saharan African region, new infections persist in this group. 

The Rise Young Women’s Club is a peer group initiative implemented across South Africa 

aiming to create a platform where adolescent girls and young women work on community 

projects as teams, encouraging and supporting each other particularly in preventing HIV for 

those who are not infected, and supporting girls and young women who are already HIV positive 

and have sexual and reproductive health concerns. However, little is known of factors associated 

with participating inconsistently in this initiative. 

Objectives: To identify factors associated with inconsistent participation in the Rise Young 

Women’s Clubs.  

Methods:  

This secondary data analysis used Rise Young Women’s Clubs’ endline data from participants 

who joined the clubs between 2014 and 2016. The 2635 study participants who were young 

women and girls aged 15 – 24 years old resided in KwaZulu Natal, Free State, Mpumalanga, 

Eastern Cape and North West provinces. 

Factors examined included socio demographic factors, sexual risk behaviour factors, access to 

support factors and club/ intervention related factors. Descriptive statistical methods were used 

to define the socio demographic, sexual risk behaviour, access to support and club/ intervention 

related characteristics of the study sample. Logistic regression analytical methods were used to 

identify the factors associated with inconsistent participation. 

Results: The total number of participants for the study was 2635, with 581 (22.0%) classified as 

inconsistent participants and 2054 (78.0%) as consistent participants. Participants were mostly 

from rural areas (67.4%).  

There was no evidence to suggest that age or having children was associated with inconsistent 

participation in club activities, (Age: adjusted odd ratio (aOR) = 1.057, 95% confidence interval 
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[0.982 - 1.137],  p-value = 0.141), (Having children: adjusted odds ratio (aOR = 1.312,  95% 

confidence interval [0.840 – 2.049], p-value = 0.232).  

Compared to those who had watched most of the Rise Talk Show episodes (the reference), 

participants who did not know about the program or had watched a few episodes, had lower odds 

of participating inconsistently. However, there is no evidence to support association with 

inconsistent participation as the p-values are greater than 0.05.   

Participants reporting that their clubs were managed satisfactorily had higher odds of 

participating consistently than those reporting that their clubs were managed badly.  

Participants who had a peer to talk to about HIV had lesser odds of participating inconsistently in 

club activities compared to those who did not have any one to talk to (aOR = 0.599, 95% 

confidence interval [0.449 – 0.798], p-value < 0.001).  

Conclusion:  

This study has yielded interesting and important findings about participation in the Rise Young 

Women’s clubs.  A fundamental issue to participating less inconsistently in such initiatives is 

optimal and supportive management. Attention should be given to managing clubs efficiently so 

that adolescent girls and young women will be encouraged to participate.   
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1 Introduction 

1.1 Background Information 

Sexual reproductive health (SRH) encompasses comprehensive well-being in relation to 

sexuality. SRH refers to a range of health issues such as family planning, prenatal and postnatal 

care for mother and child and prevention, diagnosis and treatment of sexually transmitted 

infections (STI) which include HIV(1). Access to sexual reproductive health gives women the 

necessary information to address the risk of contracting or spreading HIV(2, 3).  

Adolescent girls and young women who are at a critical stage of their psychological, social and 

cognitive development in Sub Saharan Africa face a multitude of challenges with regard to their 

SRH (4, 5). A number of studies have compared SRH challenges between male and female 

adolescents suggesting that girls may be at higher risk of IPV (6-9). Further, as adolescence is a 

critical time of psychological, cognitive and sexual development, there may be a risk of 

premature and or coercive sexual debut, unwanted pregnancy, HIV and STI infection (10, 11). 

Not only are there challenges to preventing HIV infection among young women, there are also 

SRH awareness needs for those who are already HIV positive (10, 12, 13) including reducing 

unwanted pregnancies (11) and promoting ongoing sexual health (14, 15).  

There have been several social and biological interventions (16-19) that attempt to address these 

needs of young women who are at risk of HIV as well as the SRH concerns of women who are 

already HIV positive. In an acknowledgement of the pertinent public health issue of addressing 

sexual and reproductive health needs of adolescent girls and young women, this chapter presents 

the burden of HIV/AIDS among adults and adolescents and prevention initiatives being 

implemented. 

1.1.1 The global burden of HIV/AIDS among adults and adolescents 

 

Globally, HIV is a major public health issue with about 36.7 million people infected (20). Close 

to 70% of infections were recorded in the sub-Saharan African region in 2015 suggesting that the 

burden of infections disproportionately affects this region (20).  
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According to the Global AIDS update of 2016 overall HIV incidence declined between 2001 and 

2015 (21). Despite this decline, there are challenges to alleviating HIV infection among 

adolescent girls and young women in low and middle-income countries (LMIC) as noted by high 

HIV incidence in this age group. In the Sub-Saharan African region, girls and young women 

particularly those age 15 - 24 years, are at the epi-centre of the HIV/AIDS epidemic (21, 22). 

There are several factors, usually more prevalent in conditions of poverty, that pre-dispose young 

women and girls to HIV infection including experience of sexual violence (23-25), dropping out 

of school, early marriage, entering into transactional and inter-generational sexual relationships 

(7), lack of sexual and reproductive health care and information (2, 3, 26), alcohol and substance 

abuse (27, 28), being an orphan or migrant and early sexual debut (29). 

According to the UNAIDS update 2017, South Africa has the largest population of people living 

with HIV, estimated to be 7.1 million, with approximately 58% being women age 15 years and 

over. Approximately 270 000 new infections (150 000 women aged 15 and over) in 2016 were 

noted, which was a 49% decline when compared to 2010 (21). 

It is important to note that a large number of adolescent girls in South Africa who are HIV 

positive may have been infected earlier on in life. ART was introduced in the South African 

public sector later than other African countries and it is likely that some of these adolescent girls 

may have been infected through mother to child transmission during pregnancy, birth or during 

breastfeeding , (10, 13, 30).  

1.1.2 The burden of HIV/AIDS in South Africa.  

In South Africa, the prevalence of HIV infection is 12.7%. The country’s HIV epidemic 

disproportionately affects young women and girls with an estimated 30% of new infections 

occurring among girls and young women between the ages of 15 and 24 years (20, 31). The 

majority of infections in South Africa are acquired through heterosexual transmission. According 

to the 2015 National Antenatal Sentinel HIV and Syphilis survey report, published in 2017, 

pregnant women had an estimated HIV prevalence of 30.8% in 2015 (32). Results from the Fifth 

South African national HIV prevalence, incidence, behaviour and communication survey, 2017 

suggest high sex disproportionate HIV prevalence in young women compared to young men (33, 

34). HIV prevalence in women aged 15 – 19 years was 5.8%, increasing to 15.6% among women 

age 20-24 (33), which is three times higher than in males of the same age group (33-35). 
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In general adolescents transition to adulthood is characterised by increased risk-taking 

behaviours coupled with difficulties in  negotiating condom use, instant gratification and peer 

pressure in decision-making (5). Consideration of these exposures in relation to HIV risk in 

adolescent girls and young women is an upstream focus on social patterns and structures rather 

than on individual risk (5). Several observational epidemiological studies have examined social 

economic, structural, biological, and behavioural factors that heighten the vulnerability of girls 

and young women to HIV infection (36-38) compared to boys including the area of sexual debut. 

In some cases these factors are inter-related (5). 

There are several biological, structural, social economic and behavioural factors that heighten the 

vulnerability of girls and young women to HIV infection (36-38):  

Biological factors 

There are several biological factors that could place adolescent girls and young women at higher 

risk of HIV infection. First, as mentioned above, the adolescent period is a sensitive period of 

brain development and puberty where there may be risk of new, impulsive and risk behaviors 

(5).  Further, the biological make up of women makes them more susceptible to HIV infection 

and other sexually transmitted diseases due to the larger exposed mucosal surface of the vagina 

(39).  

Structural risk factors 

Structural risk factors include social, economic and political factors that obstruct prevention such 

as stigma associated with acquiring or possessing condoms (40, 41) puts women in a vulnerable 

position when negotiating for condom use.  A qualitative study done in Zimbabwe investigating 

the perceived susceptibility of HIV and barriers to intended condom use among adolescents, 

showed that perceived lack of social support for condom use was a determinant of inconsistent 

condom use among women (42). Another qualitative study conducted in rural areas of England 

identifies embarrassment and how others will negatively regard them as barriers to accessing 

condoms (40). Gender norms that privilege men over women such as gender based 

discrimination and norms that promote sexual ignorance and submissiveness for women puts 

them at risk of acquiring HIV (43, 44). Women are less likely to have access to resources and 

advanced education and are more likely to financially depend on men for survival (43, 44). 
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Social economic risk factors such as being in a child headed household are associated with 

poverty and concerns about livelihood leading to failure to complete high school due to financial 

constraints (36). Family responsibilities such as providing basic food and shelter and taking care 

of the sick, and lack of social capital, negatively affects the rational impacting sexual decisions 

of an adolescent girl or young woman in a child headed household (36, 45). A study conducted 

by Pascoe and colleagues examined the association between HIV infection risk among young 

women and socio-economic status in rural Zimbabwe. The study provided evidence that 

economic needs and food insufficiency were associated with the adoption of unsafe sexual 

behaviours in young women (45).  

Behavioural factors 

The complexities of transition from adolescence to adulthood characterised by increased risk-

taking behaviours such as early sexual debut in young women coupled with difficulties in 

negotiating condom use, instant gratification and peer pressure in decision-making are some of 

the behavioural risk factors (4, 5). A study conducted on United States high school girls, 

investigating the association between early sexual debut and risk behaviours in youths suggested 

that early sexual debut was associated with subsequent sexual risk behaviour (46). These results 

are supported by those of Stöckl and colleagues which suggests risky sexual behaviours are a 

contributing factor to increase in HIV infection risk in young women in Sub Saharan Africa (29). 

Substance abuse preceding sexual risk behaviour increases the risk of poor decision making 

when engaging in sexual relations (7, 27, 47). A study by Mola and colleagues suggested an 

association between inconsistent or low condom use and alcohol consumption in adolescents and 

school children in Brazil(48). These results are corroborated by Rehm and colleague in an 

experimental study that investigated the impact of alcohol consumption on engaging in 

unprotected sex by adolescents (27). 

Parallel qualitative research has also explored intersecting issues of gender and sexual behaviour 

(37, 49). A study by Stern and colleagues used sexual history narratives to investigate how South 

African men and women experience and attribute meaning to their first sexual encounter and 

how that contributes to their sexual reproductive health practices. In this study it was noted that 

men tended to attribute the sexual debut to peer pressure in order to gain a higher social status, 

while women felt pressured by their partners (37). This gives the perception of men being 
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sexually controlling and aggressive (37, 49). A study conducted in Uganda examining the 

association between sexual empowerment and STI status of women suggests that sexual 

empowerment does not protect women from sexually violent and controlling partners. The study 

suggests sexual health promotion to address negative masculine attitudes and roles that promote 

sexually violent behaviours (49).  

Sexual partners who are 5-10 years older than the girls or women might already be infected (7, 

37). A study by MacPhail and colleagues that explored various social explanations for the high 

infection rate among South African women aged 13 – 24 years, suggest that the high rates are 

due to women having sexual relationships with men who are on average five years older than 

they are (50). This age gap presents power dynamics in the relationship causing the women to be 

vulnerable to intimate partner violence (23, 51). Dunkle and colleagues, in a study that 

investigated gender based violence, relationship power dynamics and the risk of HIV infection in 

South African women, suggest that women in relationships with violent and controlling partners 

are at increased risk of getting HIV as the men are more likely to be imposed or be involved in 

risky sexual practices (51). 

1.1.3 Sexual and reproductive health issues for HIV negative and HIV positive adolescent girls 

and young women 

 

Access to HIV testing services is one of the major sexual reproductive health issues that affects 

adolescents (52, 53). This is worsened by stigma, discrimination and strict laws and practices 

punishing their sexual practices, behaviour or circumstances (52). Laws such as age of consent to 

HIV testing presents barriers to HIV testing (53, 54). Service provider attitudes presents barriers 

to adolescents’ access to health services. Studies indicate that adolescents tend to avoid health 

facilities with unfriendly or judgemental healthcare workers (55). Lesedi and colleagues 

conducted a cross sectional study to determine the Botswana youth perception regarding sexual 

reproductive health services and attitude of health providers towards youth seeking SRH 

services. The study suggests that a third of the youths perceived that health providers were 

judgemental and unfriendly (55).The attitude of the health providers presents a barrier even for 

those that are positive as they will not get the support they need. 



 

6 
 

1.1.4 Current biological and social HIV prevention initiatives for adolescents being 

implemented globally.  

 

There has been attention to HIV prevention research and the best possible interventions for girls 

and young women (56-59). These include both biomedical (58, 60) and social HIV prevention 

measures (61, 62) with several studies in low and middle-income countries including South 

Africa, examining their effectiveness in preventing new infections.  

Research has suggested that a combination of biomedical, behavioural, and structural 

interventions provides effective HIV prevention programming (63, 64). Uptake of dual 

protection to prevent sexually transmitted diseases and unwanted pregnancies, is being 

encouraged for this target group (57, 62) due to the large numbers of new STI infections and 

high rates of unwanted pregnancies (65).  

There are several HIV biomedical and social prevention strategies targeting girls and young 

women that are being implemented globally (62, 64). Biomedical interventions, combining 

clinical and behavioural  approaches include use of microbicides (66, 67), correct use of 

condoms(64, 68), treatment as prevention (63, 69), post exposure prophylaxis (PEP) and pre 

exposure prophylaxis(PreP) (18, 19), and large scale HIV vaccine trials are also currently 

ongoing in South Africa.  

 Behavioural interventions such as sexual reproductive health information, counselling and 

psycho-social support, cash transfer programmes, aim to reduce behavioural risks that make 

individuals more susceptible to becoming infected, or infecting others HIV (70-72). Behaviour 

risks include multiple sexual partners, non-adherence to treatment (69, 73), sharing of needles 

among drug users and inconsistent use of condoms (68, 70, 71). 

Structural interventions are policies that aim to change the social, economic and political 

environments in which risk behaviour occurs (68, 74). Structural interventions facilitate 

performance of existing motives to avoid HIV transmission or make practicing risk behaviour 

difficult (74, 75). Structural interventions include addressing violence against women, 

transforming legal norms such as marriage, inheritance and property rights; promoting women 

empowerment by advancing education, increasing opportunities of employment and reducing 

stigma and discrimination (43, 76). 
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1.1.5   Current HIV biological and social prevention initiatives for adolescents in South Africa.  

 

In South Africa, there are a number of HIV awareness campaigns and programmes targeting the 

youth, advocating for increased use of condoms, uptake of HIV testing and counselling (HTC) 

and medical male circumcision (77, 78). The programmes are in line with the UNAIDS 90-90-90 

strategy whose targets  are to have (i) 90% of people living with HIV knowing their HIV status, 

(ii) 90% of all people who are infected with HIV, aware of their HIV status receiving HIV 

treatment and (iii) 90% of those on treatment having suppressed viral load (20). Some of the 

main intervention programmes are described: 

Determined, Resilient, Empowered, AIDS-free, Mentored, and Safe women (DREAMS) 

programme 

 

The DREAMS programme funded by the United States President’s Emergency Plan for AIDS 

relief (PEPFAR), the Bill and Melinda Gates Foundation and Girl effect, in partnership with the 

South Africa department of Social Development and community-based organisation was 

launched in 2015. There are several programmes under the umbrella of DREAMS. These include 

programmes aimed at empowering AGYW, strengthen their families, mobilise their communities 

for change and reduce the HIV risk of their male sexual partners (79). The DREAMS 

programmes are a combination of peer-led, facilitator led, healthcare worker led and 

participation types of interventions (79). South Africa is one of the 10 African countries 

implementing this programme. The programme is aimed at empowering adolescent girls and 

women in reducing new HIV infections through the creation of opportunities for 

entrepreneurship, cash transfers, providing educational subsides and HIV awareness by 

combining socio-economic and HIV prevention approaches (80). 

The DREAMS core package is a collection of interventions that address the vulnerability of 

adolescent girls and young women to risk factors such as HIV, gender based violence, limited 

access to secondary education and lack of access to economic opportunities (81).  

Love life 

LoveLife, is a youth leadership, life skills and sexuality awareness programme that promotes 

healthy lifestyles and social agency among South African teenagers since 1999. It engages youth 
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aged 12 – 25 years through outreach and support programmes implemented by peer educators 

known as ground BREAKERs (82). LoveLife motivates people below 15 years to ensure they 

remain HIV negative and youth above 15 years to recognise and confront their elevated risk of 

HIV infection (83). The programme has several activities targeting the complex individual, 

social and structural factors that make youth more susceptible to high-risk behaviour. LoveLife 

combines nationwide multimedia campaigns, community-level outreach, clinical and 

psychosocial services in order to reach a wider target population (84).  

Soul City Institute  

 

The Soul City Institute for Health and Development Education Communication (SCI), based in 

Johannesburg, South Africa has over several years addressed HIV prevention in young people 

through social and behaviour change communication strategies. SCI programmes use different 

types of communication channels such as mass media and social media combined with policy 

advocacy and social mobilisation to communicate information that will initiate a change in the 

way of thinking leading to change of behaviour, attitude and social norms (85, 86). The 

programmes aim to build social cohesion in individuals and collective agency and resilience to 

achieve gender equality in areas of SRH rights and eradication of gender-based violence. The 

programmes provides evidence that can influence people to make heathier decisions for 

themselves and the people around them (86). 

Initiatives combining social and structural SBCC HIV prevention includes a programme where 

adolescent girls and young women aged between 15 - 24 years are encouraged to form peer 

support clubs (87). In these peer support clubs the adolescent girls and young women discuss and 

are taught about condom usage, prevention of mother to child transmission (PMTCT) and pre 

and post exposure prophylaxis by their peers through after school activities, social media and 

television messaging (87).   
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2 Literature Review 

 

In this literature review, articles about HIV prevention in relation to interventions for women and 

adolescent girls from several databases including Pubmed, the Cochrane Library, Science Direct 

and Global Health were accessed. The search terms: adolescent HIV prevention, girls, women, 

adolescent sexual behaviour, peer education, HIV interventions, social and behavioural 

communication were used to facilitate this literature search. Articles about the sexual and 

reproductive health needs of adolescent girls and young women as well as studies of needs for 

HIV positive adolescent girls and young women have been sourced under the themes: 

Adolescent sexual reproductive health and perinatal HIV adolescents. 

2.1 Behavioural prevention 

 

Literature suggests that the prevention efforts being widely promoted for young women include 

abstinence, having one sexual partner, use of condoms and voluntary counselling and HIV 

testing. However, some of the issues negatively affecting the relevance and adequacy of these 

efforts include patterns of sexual networking, age differences between sexual partners and 

characteristics of the partnership (88-90). 

Implementation of abstinence messages in schools was meant to encourage young women to 

delay their sexual debut (91). The success of this intervention is not conclusive with research 

suggesting that it may only postpone the age of infection but may not impact on reducing rates of 

infection (92, 93). A study by Cleland and colleagues, aimed to assess trends of a set of 

behaviours which reduces the rate of HIV transmission, which included abstinence, 

contraceptive use and condom use from 132800 women from 18 African countries. The results 

suggested women were more likely to use condoms or contraception than abstain from sexual 

intercourse (91). Abstinence until marriage was a PEPFAR supported programme which 

encouraged abstinence as a preventative measure against HIV. However, the programme 

demonstrated limited impact in changing behaviours and withheld vital information such as use 

of condoms to reduce risk (94). However, the intervention was found to be key in enabling 
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young women to complete education, have better economic opportunities, and acquire skills to 

negotiate for safer sexual intercourse. 

Intergenerational and transactional sexual relationships are common in sub-Saharan Africa (95) 

and have been shown to increase the probability of infection among women (50, 96). Older men 

may likely be HIV positive already and engaging in concurrent sexual relationships (93). 

Several studies demonstrate increase in use of male condoms by young people (91), enabled by 

consistent awareness campaigns and free access to condoms (85, 93). The type or nature of 

relationship strongly influences the use of condoms. Some studies suggest that condom use 

becomes less acceptable or desirable in long-term relationships when there is love, trust or 

familiarity (97-99). However, there are obstacles to condom use, which include stigma, negative 

beliefs (100), association of condom use with promiscuity and sexually transmitted diseases 

(101) and peer pressure (102, 103).  

Voluntary counselling and HIV testing has been associated with  reducing risky sexual behaviour 

(104). Knowing ones status is important for young women as they are primary users of antenatal 

services and will need to protect their child from infection (36, 105, 106). Support and 

encouragement from peers, partners and parents influence young women to seek HIV testing 

services (107-109). A study done in Kenya by Neary and colleagues suggested that support from 

peers, partners, parents and health workers influenced the increased uptake of HIV testing by 

adolescents and young adults (107).  

2.2 Structural factors 

 

Structural factors such as poverty, power and migration are recognised as crucial in influencing 

the risk of HIV infection. Due to social and economic constraints that limit adolescent girls and 

young women’s access to productive resources, sexual intercourse becomes a good to be 

exchange with basic goods or material goods that improve their social status (6, 23, 51, 110).  

Poverty and limited economic opportunities negatively affecting rural and geographically 

isolated areas influence migration in search for better opportunities (111). This causes partners to 

separate for prolonged periods, disrupting social cohesion and the stability of sexual intercourse 
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with only the spouse (112). Research suggests that the effects of mobility and migration on HIV 

epidemic is complex and dynamic (113, 114). 

Gender based violence due to the intersection of age with sex, is a demonstration of power 

imbalance in relationships (115). In the context of HIV, gender based violence renders young 

women vulnerable to infections and limits their ability to protect themselves (51, 116). South 

African social and cultural norms expects hegemonic masculine men to be in control in any 

intimate relationship with the women desiring demonstration of this masculinity (117) which 

may include physical or emotional abuse or being “disciplined”. Adolescent girls and young 

women who are financially and emotionally vulnerable are more likely to be in intimate 

relationships with these hegemonic masculine men. This gender power inequity presents 

situations where the adolescent girls and young women reluctantly complies and tolerate violent 

and harmful sexual behaviours such as accepting their partner having other sexual partners (117). 

Figure 2.1 illustrates the connection between gender power inequity, intimate partner violence 

and HIV/AIDS. 

 

Figure 2:1:Connection between intimate partner violence, gender power inequities and HIV/AIDS 

Source: https://www.sciencedirect.com/science/article/pii/S014067361060548X#fig1 

https://www.sciencedirect.com/science/article/pii/S014067361060548X#fig1
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2.3 Structural HIV prevention strategies for girls and young women 

2.3.1 In School based interventions 

 

The school environment is a logistically convenient setting for delivering programs that address 

adolescent sexual health (118, 119). While many school-based interventions are designed to 

discourage adolescents from using drugs and alcohol, few address HIV prevention through 

comprehensive sexual health education due to cultural norms or social acceptability (94, 120). 

School based interventions have shown evidence that comprehensive sexual reproductive health 

education is effective at reducing STIs, delaying early sexual debut, and reducing teen pregnancy 

as compared to promoting abstinence-only education (94, 121, 122). 

In a study by Taggart and colleagues which assessed the effectiveness of a theatre based 

comprehensive sexual reproductive health intervention in facilitating discussions of HIV 

prevention among high school students, the intervention was shown to have significant impact in 

addressing HIV awareness, knowledge and attitudes (123). Similar studies including one that 

investigated the pre and post levels of knowledge on HIV based on a comprehensive health 

education intervention programme also noted the significant positive changes in behaviour and 

HIV related knowledge (124). 

School based education programmes have also been used as primary prevention strategy against 

child sexual abuse. The study by  Walsh and colleagues which assessed the evidence of whether 

school based education programmes were effective in improving protective behaviours and 

knowledge on sexual abuse, showed evidence of improvement in protective behaviours and 

knowledge and increase in the odds of disclosure (125). 

2.3.2 Peer or group-based health interventions 

Peer education provides vulnerable youth with psychosocial support as well as information and 

decision-making skills especially for those in poverty who have limited social and material 

resources (126). Peer education offers a non-judgemental space for young people to interact and 

discuss issues and topics that are not easily addressed with adults. It aims to deliver prevention 

education and psychosocial support that is more user-friendly and affordable than that provided 
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by professionals (127). In the evaluation of the Vhutshilo peer-led intervention, peer 

interventions were well organised and supported to provide vulnerable youths with opportunities 

to develop psychosocial skills and change norms, attitudes and behaviours (126). 

Peer education based approaches have been identified as a means of increasing efficacy of HIV 

prevention programs (119, 128, 129). This approach was found to be effective due to peers 

having the same socio-cultural identity, share the same social networks and similar challenges in 

adopting safer sexual behaviours (130, 131). Information on behaviour change from peers is 

more appropriate especially for the young sexually active population as it enhances credibility 

and increases trust (132) .  

A number of studies have found similar results with regard to peer education. For example, a 

study by Timol and colleagues concurred with studies done by Warwick and colleagues and 

Swartz and colleagues. These studies suggested that peer education improved knowledge on HIV 

transmission and adolescents’ self-worth in their relationships and, contributed to the prevention 

of HIV transmission among adolescents (133, 134). The longitudinal study assessed the effect of 

a structured, time-limited, curriculum-based, peer-led educational programme on first-year high 

school learners compared to learners who have not received such an intervention in the Western 

Cape, South Africa (28). A study done in Ethiopia, evaluated the effectiveness of peer education 

on change in risky sexual behaviours among secondary school students aged between 16-19 

years old. The quasi-experimental study suggested that students in the intervention group 

adopted safer sexual behaviour patterns and had higher levels of sexual reproductive health 

knowledge. In addition to these changes, the students were interested in getting to know their 

HIV status. However, the study highlights the need to allocate appropriate resources such as 

mentors, relevant and appropriate materials to make the intervention effective (135, 136). An 

evaluation of a schools programme showed that peer education could contribute to the delay on 

onset of sexual activity in secondary school learners. The school programme aimed to provide 

HIV/AIDS information, establish peer groups and support for learners (137). With regards to 

improvement in sexual reproductive health knowledge and decrease in risky sexual behaviours, 

there are some studies that report limited effectiveness of peer education in these aspects (120, 

138) and change in behaviour being most challenging (118, 124).  

Although peer education has the potential to improve HIV knowledge and sexual behaviours, 

there are some programmes that had disappointing outcomes i.e. no changes in the incidence of 
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HIV, and suggested that much attention needs to be given to open communication between target 

populations,  community stakeholders and the agencies providing the intervention (139, 140). 

This would make it easier to understand the local realities or social dynamics and norms to 

facilitate appropriate contextual support for programme effectiveness. 

2.3.3 Community based interventions 

 

Group or community-based health interventions can bring positive behaviour change as well as 

minimize stigmatization of HIV with communities around the globe (51). Women lack positive 

social support due to the rise in gender-based violence especially in developing countries hence 

the need for community-based health interventions (51, 52). Support groups especially in 

disadvantaged communities like remote rural areas, are scarce and there are limited data and 

information for these areas (53). One of the challenges to change may be easy access to internet 

technology, which allows easy access to information (54). Although Community group 

membership assists young women in avoiding HIV transmission, the results could be a reflection 

of selective consistent participation by individuals who already have safer lifestyles (141). 

2.3.4 Use of digital technology in HIV prevention and health promotion. 

 

Technology-based interventions include simple text-based reminders (142), computer-based 

counselling interactions (eHealth) (143, 144), smartphones applications (mHealth) (145), 

television and interactive voice response technology (telehealth)(144). A range of activities 

implemented by technology-based interventions, are used to target individuals or populations at 

risk, particularly adolescents or even the public. Prevention efforts involving outreach and 

education activities advocating condom use, contraception use (146), mental health outcomes 

management (depression, suicidal thoughts, and stress management), reduction in substance 

abuse and other risk-reduction strategies can easily be implemented (145). Technologies can 

facilitate HIV voluntary testing and counselling (including partner notification), linkage to care 

and treatment.  

The use of social media or digital technology has been increasing in public health and health 

promotion due to its ability to remove geographic and physical access barriers (147-149). 

However, social media has the potential to increase health inequities for people who do not have 
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access to internet or do not have gadgets to access social media. A research study conducted by 

Welch and colleagues which aimed to assess the effects of interactive social media interventions 

on health outcomes, behaviour change and health equity, concluded that social media 

interventions were effective for promoting health equity (147).  

2.3.5 Income generating interventions and vocational Skills training 

 

With poverty, unemployment and lack of economic opportunity shaping HIV risk structural 

factors (150), structural level interventions are increasingly seen as crucial to effectively 

reducing HIV transmission (151). Income generating interventions and vocational training are 

approaches aimed to increase people’s ability to generate income, be financially independent, 

secure livelihoods and having negotiating power within relationships (150), assisting in 

addressing structural factors associated with HIV risk. These approaches are usually conducted 

in supportive groups, which provide opportunities to build social capital, increase knowledge, 

access to resources and also provide a convenient platform for HIV education and skills training 

(150). Some studies assessing the impact of these interventions on health and quality of life for 

people living with HIV (152, 153) highlight improved economic self-sufficiency in addition to 

providing psychosocial support and increase sense of dignity and self-worth (154). Conditional 

or unconditional cash transfers interventions offer alternative models for reducing poverty and 

increasing economic opportunity (155-157).  

In some instances, income generation interventions may unintentionally place participants in 

risky situations such as gender-based violence, putting them in greater risk for HIV. In the 

SHAZ! study, adolescent girls qualitatively highlighted issues of compromised personal safety 

while transporting goods to selling points, including harassment by men and police, and unsafe 

accommodation or secure places to store money against theft (158). Research has raised concerns 

that women’s empowerment may exacerbate intimate partner violence by challenging gender 

norms and provoking conflict between partners (159).  

2.3.6 Implementation issues affecting interventions effectiveness 

 

HIV prevention programmes are aimed at halting the transmission of HIV in order to protect 

individuals and their community from acquiring the virus and having the burden of the disease. 



 

16 
 

The prevention programmes initially focused on the ABC (Abstinence, Be faithful, use a 

condom) approach (160). However, in the mid-2000s it was evident that the interventions were 

not effective as there was an increase in new HIV infections (161) and that interventions needed 

to take into account socio cultural, legal, economic, political and other contextual factors (63). 

For interventions to be effective it is essential to ensure that all stakeholders, including donors, 

community or cultural leaders, civil society organisations and target group are involved in the 

planning process in order to gain acceptability of the intervention (63). Identifying the population 

at risk, modes of transmission, whether the implementation area is rural or urban, social, legal 

and cultural drivers is also important in making interventions effective (161). 

2.4 Adolescent girls and Young women participation in HIV prevention programmes 

 

Participation in HIV prevention programme of adolescent girls and young women is very critical 

for the impact of any intervention programme. Research on participation in HIV prevention 

programmes has mainly been focused on voluntary testing and counselling (162-164) and HIV 

vaccine trials. Information on factors that influence adolescent girls and young women’s decision 

making about participating in HIV related programmes can be drawn from research conducted 

on HIV vaccine trials and voluntary testing and counselling programmes. A study by Hutchinson  

and colleagues that examined the patterns of voluntary counselling and testing service utilization 

in Eastern Cape South Africa, found a positive association with age, socio economic status, 

proximity to service and to levels of HIV/AIDS stigma (162). In this same study, the analysis 

showed low utilisation of the voluntary counselling and testing service (162). 

Adolescents considering participation in any HIV related programme may perceive personal and 

social barriers that prevent such participation. 

Stigma towards people participating in HIV related programmes has been a major problem that 

negatively affects the impact of prevention programmes (165, 166). A study by Nhamo-Murire 

and colleagues which measured the effects of forming local community groups in Eastern 

Zimbabwe, in reducing stigma showed improved knowledge of HIV and acceptance of people 

living with HIV and increased uptake of HIV testing hence the reduction of stigma (167). 

Another study by Campbell and colleagues investigated the impact of social context on a peer 

education programme in a peri-urban South African community. The study identified stigma, 

pathologisation of sexuality (especially girls) and community having negative impressions of 
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young people as contextual dimensions that undermine participation and effectiveness of HIV 

prevention programmes (168) 

Adolescents are more likely to be motivated to participate in settings that are less formal unlike 

in school settings. A qualitative study by Campbell and colleagues explored factors which 

facilitate young South African people above 12 years to participate in HIV related programmes 

and the study participants highlighted being in a group with people of the same age reduced 

isolation and also receiving an incentive motivated them to attend the groups (169). 

2.5 Problem Statement 

 

Research suggests that belonging to a community or peer group and functionality of the group, 

has a protective effect on HIV transmission by reducing premature and unsafe sexual behaviour. 

(141, 170, 171). However, low and varied consistency in participation by adolescent girls and 

young women may at times lead to the interventions being less effective (141). Several research 

questions could be generated to understand what factors predict inconsistent participation in HIV 

prevention programmes by adolescent girls and young women. These variations in participation 

could be attributed to many issues including lack of financial motivation (172), poor 

acceptability of the programme by the community and the participants, lack of parental 

permission to participate (173, 174), other competing responsibilities like household chores, lack 

of child care during programme sessions, design and how the programme is implemented. 

2.6 Justification 

 

This study seeks to understand factors that motivate adolescent girls and young women to not 

participate consistently in programmes that empower them to prevent them from getting infected 

with HIV. Research has shown that peer-based approaches were more effective channel of 

sensitising adolescent girls and young women in preventing HIV infection (119, 128). The Rise 

Young Women’s Clubs intersects several crosscutting areas relating to HIV prevention including 

gender disparities, empowerment of adolescent girls and young women, HIV prevention in 

young women and girls and the content of prevention activities. Understanding factors that are 

associated with young women’s participation in the Rise Young Women’s Clubs will assist in 

designing and implementation of programmes that are more suited for the targeted group. 
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Development of relevant materials and activities in addition to a conducive programme 

environment will keep the HIV prevention programmes targeting AGYW interesting and 

motivate participation.  

2.7 Aim 

 

The main aim of this study is to examine factors associated with inconsistent participation of 

members of Soul City Rise Young Women’s Clubs, aged between 15 - 24 years, from KwaZulu 

Natal, North West, Eastern Cape and Free State provinces, enrolled between the periods 2014 to 

January 2016.  

2.8 Objectives 

 

1. To describe the demographic characteristics of the Soul City Rise Young Women’s Clubs 

participants, aged between 15 - 24 years, from KwaZulu Natal, North West, Eastern Cape and 

Free State provinces, enrolled between the period 2014 to January 2016.  

2. To examine the factors associated with inconsistent participation in the Soul City Rise 

Young Women’s Clubs for AGYW aged between 15 - 24 years, from KwaZulu Natal, North 

West, Eastern Cape and Free State provinces, enrolled between the period 2014 to January 2016.  

 . 

2.9 Research Question 

 

What are the factors that are associated with inconsistent participation in club activities of young 

women aged between 15-24 years, from KwaZulu Natal, North West, Eastern Cape and Free 

State provinces, who enrolled in the Soul City Rise Young Women’s Clubs between the period 

2014 to January 2016? 
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3   Methodology 

This chapter describes the methods and techniques used in the secondary data analysis as well as 

the primary study. The study setting, study design and data management process for both 

primary and secondary components are described in this section. 

3.1 Study Context: - The Intervention 

3.1.1 Rise Young Women’s Clubs 

The Rise Young Women’s Clubs are led and supported by the Soul City Institute with the main 

aim of reducing HIV infections among young women. Adolescent girls and young women who 

are not infected or those who may already be HIV positive when recruited to the clubs benefit 

from the club activities.   

Goals of the Rise Young Women’s Clubs 

The  Rise Young Women’s clubs aim to motivate young women to actively take care of their 

sexual reproductive health (general HIV prevention as well as structural interventions described 

in the literature review) and to build social cohesion (87). The intervention combines the use of 

campaigns, interactive and participatory implementation methods and media platforms 

(television and social media) to engage communities and decision makers to advocate for gender 

constitutional rights (86). 

The theory of change is based on synergy between health communication and social mobilisation 

aimed to impact positively on health and social outcomes by addressing the social and 

community environment (175). The Rise Young Women’s clubs seek to recruit participants 

through “The Rise awareness campaigns” conducted in schools and communities across five 

provinces in South Africa. The intervention started in 2014 with campaigns encouraging AGYW 

to form the Rise Young Women’s clubs and the program is still on going. The intervention 

targets women aged 15-24 years in the community. Approximately 2001 Rise Young Women’s 

clubs have been formed with 30 000 AGYW reached (176). The provinces are KwaZulu Natal, 

Free State, Mpumalanga, North West and Eastern Cape, where there is high HIV prevalence 

(177). Although club membership is voluntary, the programme also targets out of school and 

unemployed young women, girls who are struggling with school work, young girls and women 

who have caregiving responsibilities including caring for children or being head of the 
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household. The Rise Young Women’s clubs are peer groups which encourage participation of 

members in the discussions. 

Rise Young Women’s club Structure  

The structure of the Rise Young Women’s clubs may differ from club to club but generally, each 

club has between 4 – 20 members, with the chairperson role rotating between members. The 

number of times the clubs meet per month and what is discussed varies depending on what the 

club members agree on. The Rise Young Women’s clubs are more of peer support groups were 

AGYW gather and discuss issues related to their sexual reproductive health and empowerment 

(178-180). 

Club members manage the clubs with support from Soul City Institute field support staff. A field 

worker from Soul City supports and attends at least one meeting a month for quality control and 

consistency.  

Educational materials  

The Rise club magazine was received from the field worker every quarter, providing the Rise 

curriculum and articles that promote the development of life and leadership skills. The magazine 

contains information on how communities tackle issues related to HIV and sexual reproductive 

health in an edutainment format. Information on issues to be discussed at club meetings is guided 

by the magazines and supported by the Rise Talk Show aired on SABC Television weekly. Rise 

Talk Show aims to encourage young women to be responsible and to communicate with parents 

and guardians (178, 179).  

Records  

A paper-based system was mainly used to record meeting attendance and club reports. However, 

clubs were encouraged to use the online mobile applications (Rise app) wherever possible to 

record attendance, the topic that the meeting is about and upload reports and photos (179). The 

Rise app was developed to facilitate a chat platform, record meetings through uploading of 

membership cards, photos and reports. Club participants were expected to use their own android 

devices and buy their own airtime in order to access and use the app (179). 
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3.2 Primary study design 

The primary study was two repeated cross-sectional surveys with a baseline component (data 

were collected in 2014) and an endline evaluation, which was conducted in 2016. The repeated 

sub-studies did not aim to recruit the same participants.  The primary study commissioned by 

Soul City aimed to: 

a) examine the demographic characteristics of the young women attending RISE Clubs.  

b) examine their knowledge of sexual and reproductive health and basic rights. 

c) assess the achievements of outcomes and outputs of the programme.  

d) identify best practices and aspects of the programme. 

3.2.1 Primary study population 

As described above, the initiative was designed to target young women between the ages of 15-

24 years although some clubs recruited members that were not within this age bracket. The 

primary study collected information on all club members without discriminating those who fell 

out of the target group i.e. those below 15 years and those above 24 years.  

3.2.2 Sampling method used for the primary study 

Convenience sampling, a non- probability-sampling technique (162, 163) was used to select 

participants from the Rise Young women’s clubs in the programme areas. All the Rise Young 

women’s club members were invited to participate in the endline survey. However, those who 

responded by submitting the questionnaire and the relevant consent and assent forms were 

considered in the sample. 

3.2.3 Data collection for the primary study 

The primary study employed a paper-based questionnaire that was issued to each club member 

across South Africa. Participants above the age of 17 years signed a consent form which was 

submitted together with the questionnaire. Participants under the age of 18 years submitted a 

signed assent form, consent forms signed by their parents or guardians and the questionnaire. 

The questionnaire was self-administered and put in sealed envelopes together with the consent / 

and assent forms and were collected by Soul City fieldworkers. The questionnaire captured 

information on, socio-demographic characteristics, reasons for joining, club attendance, 

communication, activities and functionality of the clubs, sexual behaviour and health related 

information. Questionnaires without identifiers were distributed and there was no follow up 

system to match participants recruited at baseline in subsequent data collection. 
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3.3 Secondary study  

3.3.1 Secondary study design 

The secondary study focuses on the endline cross-sectional data collected from participants who 

had joined the clubs between October 2014 to January 2016.  

3.3.2  Secondary data analysis study sites 

The secondary data analysis only focused on five provinces identified to have the highest HIV 

prevalence in South Africa. The five provinces are KwaZulu-Natal, Free State, Mpumalanga, 

Eastern Cape and North West.  

3.3.3 Study population and sample 

The secondary analysis only included young women aged 15-24 years from the endline survey.  

These women were members of the Rise Women’s Clubs. Two thousand six hundred and thirty-

five (2635) participants from the primary study endline survey data were eligible for the 

secondary analysis.  

Inclusion criteria: 

The selection criteria included any Rise Women’s Club member aged 15-24 years, with relevant 

signed consent forms and had completed the questionnaire, from KwaZulu-Natal, Free State, 

Mpumalanga, Eastern Cape and North West provinces. 

3.3.4 Selected variables for secondary analysis 

 

Table 1 shows the variables used in the secondary analysis. 

Table 1: Variables used in secondary study 

Classification Variable Name Categories/variations Meaning 

Outcome: Inconsistent 

participation 

- Inconsistent Participation 

- Consistent Participation 

Frequency of attending 

the Rise Young 

Women’s club 

Covariates/Predictor variables: 

Socio-

demographic 

characteristics 

Age (years) - Continuous 

- Categorical: 

- 15-19 

- 20-24 

Age of respondent 

Province - North West 

- Kwa-Zulu Natal 

- Eastern Cape 

- Free State 

- Mpumalanga 

Province where the 

participant resides 

Location - Urban Area where the 
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- Rural participant resides 

Marital Status - Married 

- Unmarried 

- Cohabiting 

Marital status of 

participant 

Level of Education - Lower than Grade 8 

- Grade 8 - Grade 10 

- Grade 11 - Grade 12 

- Tertiary 

Highest level of 

education participant has 

acquired  

In school - Yes 

- No 

Whether the participant 

is still in school 

Employment Status - Employed 

- Unemployed 

Whether participant is 

employed (part-time, full 

time) 

Sexual risk 

behaviour 

information 

Ever had an HIV 

test 

- No 

- Yes 

- Prefer not to say 

Whether participant has 

ever done an HIV test 

Ever tested HIV 

positive 

- I prefer not to answer 

- I have never had an HIV test 

- Yes, the test was positive 

Whether participant has 

ever tested positive for 

an HIV test 

STI Test - No 

- Yes 

- Prefer not to say 

Whether participant has 

ever done an STI test 

Ever used 

contraception 

- No 

- Yes 

Whether participant has 

ever used any form of 

contraception  

With children - Yes 

- No 

Whether the participant 

has child(ren) 

Condom Use at last 

sexual encounter 
- I would prefer not to answer 

- I am not sexually active 

- Yes 

- No 

Whether the participant 

used condoms at their 

last sexual encounter 

Alcohol 

consumption at last 

sexual encounter 

- I am not yet sexually active 

- Yes, had some social drinks 

- No, I had nothing to drink 

Whether the participant 

had consumed alcohol at 

their last sexual 

encounter 

Knowledge of SRH - less than 50% 

- 50%-70% 

- 71%-100% 

Level of SPH knowledge 

the participant has 

Access to Support Someone to share 

serious problems 

- Yes 

- No 

Whether participant has 

someone in the club to 

talk to when they have 

serious problems 

Someone to talk to 

about contraception 

- Yes 

- No 

Whether participant has 

someone in the club to 

talk to about 

contraception 

Someone to talk to 

about sex 

- Yes 

- No 

Whether participant has 

someone in the club to 

talk to about sexual 

intercourse 

Someone to talk to 

about pregnancy 

- Yes  

- No 

Whether participant has 

someone in the club to 

talk to about issues 

related to pregnancy 

Someone to talk to 

about HIV 

- Yes 

- No 

Whether participant has 

someone in the club to 
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talk to about issues 

related to HIV 

Perceptions of 

club related 

characteristics 

Club Management - Not being managed well at all 

- Being managed okay, but we could 

improve 

- Being managed well 

Participant’s perception 

of how well the club 

they belong to is well 

managed 

Club 

Communication 

- Communication in the club is poor 

- Communication in the club is okay, 

but not great 

- Communication in the club is good 

Participant’s perception 

of flow of information 

within the club 

Use of Rise club 

magazine 

- Yes 

- No 

Whether the club the 

participant belongs to 

uses the Rise club 

magazine 

Watch Rise talk - Yes, most episodes 

- Yes, but watched only a few episodes  

- No 

Whether participant 

watches the Rise Talk 

show 

Use Rise App - Club members do not have the RISE 

app 

- Club member have the RISE app 

Whether the club the 

participant belongs to 

has members using the 

Rise app 

 

Dependent/ outcome variable 

The outcome variable in the secondary analysis was “meetings attended” renamed “Inconsistent 

participation”. This variable was a subjective variable for determining the frequency the member 

had attended the scheduled club meetings (Appendix: question 31). In the primary data 

collection, the outcome variable was initially disaggregated as “None”, “a few”, “most” and 

“all”, in comparison to the meetings planned by the clubs. The outcome variable was re-

categorized as inconsistent participation, (capturing “none” and “a few” options) and consistent 

participation (capturing “most” and “all” options). In the analysis, the “Inconsistent 

participation” group was coded as “1” because it had a lower frequency and therefore was the 

rarer group while “Consistent participation” group was coded “0” (181). 

Covariates/Predictor variables 

These variables were selected for use in the regression model and their selection was mostly 

guided by knowledge taken from literature. These include socio demographics, sexual risk 

behaviours (26, 47, 182-185), access to support and club / intervention activities related 

variables.
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Socio-demographic predictor variables 

Data captured included age, province, marital status, highest level of education, employment 

status and whether the participants were in school at the time of the interview. The variable 

“age” captures the age of the participant at the time the questionnaires were administered. For the 

purposes of analysis, another age variable categorizing participants’ ages into 15-19 and 20-24 

age bands was constructed. The variable “province” captures the province where the participants 

reside. “Marital status” variable captured the marital status at the point of interview. “Highest 

level of education” variable captures the highest level of education the participant had 

completed. Participants were considered employed if they were on full time employment, had 

occasional work, on internship or self -employed.  

Sexual risk behaviours variables 

The sexual risk behaviour variables include HIV testing, HIV status, STI testing, use of 

contraception, condom use (47, 184), alcohol consumption (47, 182, 183) and level of sexual 

reproductive health knowledge (26, 185). For this study it was assumed STI testing was testing 

for any sexually transmitted infections excluding HIV. Composite scores for sexual reproductive 

health knowledge were generated. Fourteen questions related to sexual reproductive health were 

asked and the correct responses were given a score of one (Appendix 3 question 66a-n). A 

percentage score was generated from the total correct responses given. The knowledge of sexual 

reproductive health score is reflected by percentage i.e. the higher the percentage score the more 

knowledgeable the participant is. The variable “with children” captures whether or not the 

participant had children of her own or not. 

Access to Support variables 

On exploring the access to support factors that might be associated with participation in the 

clubs, interpersonal relationships questions were asked. The questions included whether the 

member had a peer in the club whom they could talk to about contraception, sex, pregnancy, 

HIV/STIs or any serious problem. 

Club/ Intervention related variables 

Club related variables included participants’ perception on how well clubs were being managed, 

communication about club activities, number of monthly meetings, use of intervention related 
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material such as magazines, watching the RISE TV talk show and use of the RISE app. The 

number of monthly meetings captures the number of times in a month the clubs meet which is 

different from participation which captures how often they have attended scheduled meetings 

ever since they joined the clubs.  

3.4 Data management and analysis 

3.4.1 Data management 

Data were exported from Microsoft Access database as an MS Excel spreadsheet, using Epi-Info 

version 7. The MS Excel spreadsheet was imported into STATA version 13 for analysis. STATA 

commands aided in data cleaning and recoding. Data cleaning processes included checking for 

duplicates, missing values, recoding and categorising variables. Some variables were generated 

in line with analysis requirements. Data were also checked for logical and range errors. 

Frequency tables were used to assist with this process, and data quality assurance checking was 

done.  

3.4.2 Statistical Analysis 

Objective 1: To describe the characteristics of the club members, descriptive statistics such as 

frequencies, percentages, means (standard deviation) or median (Inter quartile range) were done. 

Frequencies were generated using cross-tabulation to describe the categorical characteristics of 

study participants stratified according to outcome variable (participation). Continuous variables 

are expressed as median (inter-quartile range) if the distribution was skewed and mean ± SD for 

normally distributed data. The normal probability plot and histogram were the tools used to 

assess for normality (186, 187). Pearson's Chi square (χ2) or Fisher’s exact test, was used to 

compare differences in categorical variables between groups whilst the t-test was used to 

compare differences in normally distributed continuous variables. A two independent samples t-

test was used to compare the mean sexual reproductive health knowledge scores of the two 

outcome groups.  

Objective 2: Logistic regression models were used to determine factors that were associated 

with inconsistent participation in the Soul City Rise Young Women’s Clubs. Univariate analysis 

was used to determine factors independently associated with the outcome variable. Variables 

from the univariate analysis with p-values less than 0.2 were included in the multivariate 

analysis. Backward elimination stepwise analysis was applied in the model to select predictive 
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variables. By using backward elimination with a liberal p-value of 0.2 for exclusion, all potential 

confounders were included in the model (181). Wald tests were used to identify explanatory 

variables that were significant to the model. The Wald tests was also used to identify order of 

eliminating variables from the model by omitting variables with the largest P value first. 

Likelihood ratio test was used to test the significance of explanatory variables to obtain a 

parsimonious model.  

Odds ratios (OR) with 95% confidence interval (95% CI) were used to measure the magnitude of 

association and p < 0.05 was considered statistically significant. Goodness of fit tests were used 

to check if the selected models fit the data well.  

A +/- 10% change in the odds ratio when comparing unadjusted and adjusted odds ratios was 

used to determine which potential confounding variables where included in the final model. 

Adjusting for confounding is important in order to reduce bias or distortion of the association 

between the outcome and the predictors. 

3.5 Ethical considerations 

The endline study had received ethical clearance from Human Science Research Council’s Ethics 

Committee (HSRC) and a written permission to access and analyse the endline data for the 

secondary data analysis was sought from Soul City Institute.  

As initially stated, the questionnaire was self-administrated and participants’ submitted consent 

or assent forms together with the questionnaire in a sealed envelope. The questionnaire did not 

collect personal identification such as member or club names; hence there was no need to de-

identify the dataset to preserve anonymity. These considerations were guided by the National 

Health Research Ethics Council guidelines which are in line with the Declaration of Helsinki 

(188). Further ethical approval for the secondary analysis was obtained from the Human 

Sciences Research Council (HSRC) in line with the National Health Research Ethics Council 

guidelines (188). Ethics certificate number: M170338. 
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4 Results 

 

This chapter presents the results of the descriptive and logistic regression analyses of the 

secondary data.  

With regard to the descriptive analysis: socio demographic, sexual health variables, access to 

support and club related characteristics of the study participants are presented. The descriptive 

analysis highlights the total sample and factors potentially associated with inconsistent 

participation preceding the logistic regression component. The results of the logistic regression 

models examining the socio demographic, access to support and club related factors are 

presented after the descriptive analysis.  

4.1 Socio-demographic characteristics of the analytic sample  

 

The full analytic sample consisted of 2635 participants. Table 2 presents the distribution of the 

sample for each variable. As mentioned in the methods section of the research report, the 

variable age was not normally distributed so median and inter quartile range (IQR) have been 

presented. The median age of the sample was 17 years with an IQR of between 16 - 17 years. 

The majority (n=2300, 87.3%) of the full sample of participants were between the ages of 15 and 

19. Most of the full sample’s study participants resided in rural areas of the Kwa Zulu Natal 

(n=912, 34.6%) and Eastern Cape (n=892 (33.9%)) provinces. Eleven (n=11, 0.4%) of the full 

sample were married and the majority (n=2405, 91.3%) were unmarried. The highest level of 

education for the majority (n=1508, 57.2%) was between grade 8 – grade 10. Approximately, 

seventy-eight percent (n=2051, 77.8%) were still in school with 8.4% (n=222) of the full sample 

being employed either full time or part time. 
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Table 2 Socio-demographic characteristics 

Variable options 
Total (n= 2635) 

 n (%) 

Age in years  

median : IQR 17 : 16-18 

15-19 2300 (87.3) 

20-24 337 (12.7) 

Province  

North West 264 (10.0) 

Kwa-Zulu Natal 912 (34.6) 

Eastern Cape 892 (33.9) 

Free State 197 (7.5) 

Mpumalanga 370 (14.0) 

Location  

Urban 718 (27.3) 

Rural area  1777 (67.4) 

Missing 140 (5.3) 

Marital Status  

Married 11 (0.4) 

Unmarried 2405 (91.3) 

Cohabiting 55 (2.1) 

Missing 164 (6.2) 

Level of Education  

Lower than Grade 8 112 (4.3) 

Grade 8 - Grade 10 1508 (57.2) 

Grade 11 - Grade 12 648 (25) 

Tertiary 46 (1.8) 

Missing 321 (12.2) 

In school  

Yes 2051 (77.8) 

No 218 (8.3) 

Missing 366(13.9) 

Employment Status  

Employed 222 (8.4) 

Unemployed 1441 (54.7) 

Missing 972 (36.9) 

 

Table 3 presents the socio-demographic characteristics of the overall sample stratified by the 

outcome variable, “inconsistent participation”. Seventy-eight percent (n=2054) of the full sample 

were in the consistent participation category and 22.0% (n=581) were in the inconsistent 

participation category. The median age of participants was 17 years with the majority being 

between the ages of 15-19 years for both the consistent participation and inconsistent 

participation categories.  
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Free State province had the lowest percentage of participants reporting in-consistent participation 

while North West and the Eastern Cape had the highest percentage of in-consistent participants. 

The cohabiting group of participants had the highest percentage (23.6%) of inconsistent 

participants followed by the unmarrieds (22.7%). The married group had no inconsistent 

participant. 
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Table 3: Socio demographic characteristics stratified by Inconsistent participation categories 

Variable options 

Outcome variable: Inconsistent Participation 

Inconsistent Participation 

n=581 (22.0%) 

Consistent 

Participation n=2054 

(78.0%) 

n (%) n (%) 

Age in years   

median: IQR 17: 16-18 17: 16-18 

15-19 502 (21.8) 1797 (78.2) 

20-24 79 (23.5) 257 (76.5) 

Province   

North West 68 (25.7) 196 (74.2) 

Kwa-Zulu Natal 195 (21.4) 717 (78.6) 

Eastern Cape 223 (25.0) 669 (75.0) 

Free State 30 (15.2) 167 (84.8) 

Mpumalanga 65 (17.6) 305 (82.4) 

Location   

Urban 154 (21.5) 564 (78.5) 

Rural area  391 (22.0) 1386 (78.0) 

Missing 36 (25.7) 104 (74.3) 

Marital Status   

Married 0 (0.0) 11 (100.0) 

Unmarried 546 (22.7) 1859 (77.3) 

Cohabiting 13 (23.6) 42 (76.4) 

Missing 22 (13.4) 142 (86.6) 

Level of Education   

Lower than Grade 8 23 (20.5) 89 (79.5) 

Grade 8 - Grade 10 349 (23.1) 1159 (76.9) 

Grade 11 - Grade 12 135 (20.8) 513 (79.2) 

Tertiary 5 (10.9) 41 (89.1) 

Missing 69 (21.5) 252 (78.5) 

In school   

Yes 455 (22.2) 1596 (77.8) 

No 47 (21.6) 171 (78.4) 

Missing 79 (21.6) 287 (78.4) 

Employment Status   

Employed 42 (18.9) 180 (81.1) 

Unemployed 348 (24.1) 1,093 (75.9) 

Missing 191 (19.7) 781 (80.3) 
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4.2 Sexual risk behaviour information of the study participants 

 

Table 4 presents sexual risk behavioural information of the study sample including being tested 

for HIV and STI, use of contraception and condoms use, use of alcohol and knowledge of sexual 

reproductive health.  

Approximately 56.4% (n=1485) of the full sample reported that they had never tested for HIV. A 

total of 547 (20.8%) of the full sample preferred not to disclose whether they had been tested for 

HIV. Three hundred and eighty-eight (n=388, 14.7%) participants of the full sample reported that 

they had tested for HIV. Forty-four (n=44, 1.7%) participants of the full sample reported having 

had a HIV positive test result. A total of 488 (18.5%) participants of the full sample had used 

contraception and 263 (10%) had children. Approximately 19.9% (n=525) had used condoms at 

their last sexual encounter and 6.1% (n=160) reported that they did not use condoms.  

On cross tabulating “Ever tested HIV positive” and “Condom use at last sexual encounter”, 

approximately 29.6% (n=13) of those who tested HIV positive reported that they had not used 

condoms during their last sexual encounter. The cross tabulation also showed that twenty five 

percent (25%, n=11) of participants who reported they were HIV positive had reported that they 

were not sexually active. Majority of the participants had sexual reproductive knowledge scores 

of between 50% - 70% with 411 (15.6%) scoring less than 50%. 
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Table 4: Sexual risk behavioural characteristics 

Variable options 
Total (n= 2635) 

n (%) 

Ever had an HIV test 
 

No 1485 (56.4) 

Yes 388 (14.7) 

Prefer not to say 547 (20.8) 

Missing 215 (8.2) 

Ever tested HIV positive  

I prefer not to answer  754 (28.6) 

I have never had an HIV test 538 (20.4) 

Yes, the test was positive 44 (1.7) 

Missing 1299 (49.3) 

STI Test  

No 1423 (54.0) 

Yes 403 (15.3) 

Prefer not to say 616 (23.4) 

Missing 193 (7.3) 

Ever used contraception  

No 1849 (70.2) 

Yes 488 (18.5) 

Missing 298 (11.3) 

With children  

Yes 263 (10.0) 

No 2326 (88.3) 

Missing 46 (1.8) 

Condom Use at last sexual encounter 

I would prefer not to answer  349 (13.2) 

I am not sexually active 1313 (49.8) 

Yes 525 (19.9) 

No 160 (6.1) 

Missing 288 (10.9) 

Alcohol consumption at last sexual 

encounter 

I am not yet sexually active 1477 (56.1) 

Yes, had some social drinks 50 (1.9) 

No, I had nothing to drink 679 (24.8) 

Missing 429 (16.3) 

Knowledge of SRH  

less than 50% 411 (15.6) 

50%-70% 1730 (65.7) 

71%-100% 494 (18.8) 
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Table 5: Sexual risk behavioural characteristics stratified by level of participation 

Variable options 

Outcome variable: Inconsistent Participation 

Inconsistent Participation  

(n=581, 22.0%) 

Consistent 

Participation (n=2054, 

78.0%) 

n (%) n (%) 

Ever had an HIV test 
  

No 338 (22.8) 1147 (77.2) 

Yes 88 (22.7) 300 (77.3) 

Prefer not to say 120 (21.9) 427 (78.1) 

Missing 35 (16.3) 180 (83.7) 

Ever tested HIV positive   

I prefer not to answer  175 (23.2) 579 (76.8) 

I have never had an HIV test 107 (19.9) 431 (80.1) 

Yes, the test was positive 9 (20.5) 35 (79.5) 

Missing 290 (22.3) 1009 (77.7) 

STI Test   

No 319 (22.4) 1104 (77.6) 

Yes 77 (19.1) 326 (80.9) 

Prefer not to say 134 (21.8) 482 (78.2) 

Missing 51 (26.4) 142 (73.6) 

Ever used contraception   

No 398 (21.5) 1451 (78.5) 

Yes 113 (23.2) 375 (76.8) 

Missing 70 (23.5) 228 (76.5) 

With children   

Yes 72 (27.4) 191 (72.6) 

No 499 (21.5) 1827 (78.5) 

Missing 10 (21.7) 36 (78.3) 

Condom Use at last sexual encounter  

I would prefer not to answer  74 (21.2) 275 (78.8) 

I am not sexually active 289 (22.0) 1024 (78.0) 

Yes 108 (20.6) 417 (79.4) 

No 43 (26.9) 117 (73.1) 

Missing 67 (23.3) 221 (76.7) 

Alcohol consumption at last sexual encounter  

I am not yet sexually active 316 (21.4) 1161 (78.6) 

Yes, had some social drinks 11 (22.0) 39 (78.0) 

No, I had nothing to drink 147 (21.7) 532 (78.4) 

Missing 107 (24.9) 322 (75.1) 

Knowledge of SRH   

less than 50% 83 (20.2) 328 (79.8) 

50%-70% 396 (22.9) 1334 (77.1) 

71%-100% 102 (20.7) 392 (79.3) 
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4.3 Access to Support for the study participants 

 

Table 6 presents the participant reports of their access to support in relation to sexuality and HIV 

prevention. Approximately 80% (n=2112) of the participants reported they had a club peer to 

talk to about contraception, pregnancy and other serious problems. A total of 1534 (58.2%) 

participants had a peer to talk to about sex and 1360 (57.6%) reported to have a peer to talk to 

about HIV. 

Table 6: Access to Support 

Variable options 

 

Total (n= 2635) 

n (%) 

Someone to share serious problems   

Yes 2112 (80.2) 

No 426 (16.2) 

Missing 97 (3.7) 

Someone to talk to about contraception   

Yes 2112 (80.2) 

No 257 (9.8) 

Missing 266 (10.1) 

Someone to talk to about sex   

Yes 1534 (58.2) 

No 1009 (38.3) 

Missing 92 (3.5) 

Someone to talk to about pregnancy   

Yes 2182 (82.8) 

No 362 (13.7) 

Missing 91 (3.5) 

Someone to talk to about HIV   

Yes 1360 (51.6) 

No 1184 (44.9) 

Missing 91 (3.5) 

 

Table 7 presents the participant reports of their access to support in relation to sexuality and HIV 

prevention stratified by level of participation. Those who did not have a peer to talk to about HIV 

(26.2%) and those who did not have anyone to share problems (24.9%) with having higher 

percentage of inconsistent participants.  
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Table 7: Access to Support stratified by level of inconsistent participation 

Variable options 

Outcome variable: Inconsistent Participation 

Inconsistent 

Participation (n=581, 

22.0%) 

Consistent 

Participation n=2054 

(78.0%) 

n (%) n (%) 

Someone to share serious problems     

Yes 458 (21.7) 1654 (78.3) 

No 107 (24.9) 322 (75.1) 

Missing 16 (17.0) 78 (83.0) 

Someone to talk to about contraception     

Yes 330 (20.9) 1,247 (79.1) 

No 233 (24.1) 733 (75.9) 

Missing 18 (19.6) 74 (80.4) 

Someone to talk to about sex     

Yes 328 (21.4) 1206 (78.6) 

No 236 (23.4) 773 (76.6) 

Missing 17 (18.5) 75 (81.5) 

Someone to talk to about pregnancy     

Yes 498 (22.8) 1684 (77.2) 

No 66 (18.2) 296 (81.8) 

Missing 17 (18.7) 74 (81.3) 

Someone to talk to about HIV     

Yes 254 (18.7) 1106 (81.3) 

No 310 (26.2) 874 (73.8) 

Missing 17 (18.7) 74 (81.3) 
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4.4 Perceptions of Rise Young Women’s Club related characteristics of the study 

participants 

 

Table 8 presents the Rise Young Women’s Club related characteristics of the study participants.  

The majority (n=1473, 55.9%) of the total sample participants belonged to Rise Young Women’s 

Clubs they perceived as being managed well. Twenty-one percent (n=553 (21.0%)) perceived 

that although they belonged to well managed groups, they believed there was room for 

improvement. Approximately 10.0% (n=271) of the total sample participants belonged to Rise 

Young Women’s clubs that were perceived as not being managed well. Close to 70% (n=1820) 

of the total sample participants perceived communication in the Rise Young Women’s clubs to 

be good. Only 5.0% (n = 132) of the participants perceived communication within the club as 

being poor. Approximately 75.7% (n=1995) of the total sample participants perceived they had 

none of their club members having the RISE app. 
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Table 8: Rise Young Women’s Club related characteristics 

Variable options  
Total (n= 2635)  

n (%) 

Club Management 
 

Not being managed well at all 271 (10.3) 

Being managed okay, but we could improve 553 (21.0) 

Being managed well 1473 (55.9) 

Missing 338 (12.8) 

Club Communication  

Communication in the club is poor 132 (5.0) 

Communication in the club is okay, but not great 413 (15.7) 

Communication in the club is good 1820 (69.1) 

Missing 270 (10.3) 

Number of monthly meetings  

One 109 (4.1) 

Two 966 (36.7) 

Three 494 (18.8) 

More than three 950 (36.1) 

Missing 116 (4.4) 

Use of Rise club magazine   

No 196 (7.4) 

Yes 2340 (88.8) 

Missing 99 (3.8) 

Watch Rise talk  

No 627 (23.8) 

Yes, but I have watched only a few episodes so far 301 (11.4) 

Yes, most episodes 1,459 (55.4) 

Missing 248 (9.4) 

Use Rise App  

Club members have the RISE app 324 (12.3) 

Club members do not have the RISE app 1,995 (75.7) 

Missing 316 (12.0) 

 

Table 9 presents the Rise Young Women’s Club related characteristic stratified by level of 

participation. Those in the clubs that were not managed well had a larger (31.0%) percentage of 

inconsistent participants. The distribution of participation was relatively similar with in all the 

other variables. 
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Table 9: Club related characteristics stratified by level of inconsistent participation 

Variable options 

Outcome variable: Inconsistent Participation 

Inconsistent 

Participation  

(n=581, 22.0%) 

Consistent Participation 

(n=2054, 78.0%) 

n (%) n (%) 

Club Management 
  

Not being managed well at all 84 (31.0) 187 (69.0) 

Being managed okay, but we could improve 98 (17.7) 455 (82.3) 

Being managed well 338 (23.0) 1135 (77.0) 

Missing 61 (18.1) 277 (81.9) 

Club Communication   

Communication in the club is poor 24 (18.2) 108 (81.8) 

Communication in the club is okay, but not great 85 (20.6) 328 (79.4) 

Communication in the club is good 406 (22.3) 1414 (77.7) 

Missing 66 (24.4) 204 (75.6) 

Use of Rise club magazine    

No 46 (23.5) 150 (76.5) 

Yes 502 (21.5) 1838 (78.5) 

Missing 33 (33.3) 66 (66.7) 

Watch Rise talk   

No 140 (22.3) 487 (77.7) 

Yes, but I have watched only a few episodes so far 42 (14.0) 259 (86.0) 

Yes, most episodes 347 (23.8) 1,112 (76.2) 

Missing 52 (21.0) 196 (79.0) 

Use Rise App   

Club members have the RISE app 57 (17.6) 267 (82.4) 

Club members do not have the RISE app 454 (22.8) 1541 (77.2) 

Missing 70 (22.2) 246 (77.8) 
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4.5  Factors associated with participation 

4.5.1 Univariate analysis 

Socio-demographic factors associated with inconsistent participation 

 

Results of the socio-demographic factors univariate analysis are presented in Table 10. Factors 

individually associated with the outcome variable “inconsistent participation” were age, province 

and employment status as they had p-values < 0.05 and were included in the multivariate 

analysis. The results showed that the older the participants were, the more likely they were to 

participate inconsistently. Participants from other provinces were less likely to participate 

inconsistently compared to those from North West province. Employed participants were less 

likely to participate inconsistently.  

However, level of education was selected for the multivariate analysis as stated in the methods 

section (p-value < 0.2).  
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Table 10 Socio-demographic factors associated with inconsistent participation 

Explanatory variables 
Univariate analysis 

Unadjusted Odds Ratio 

P-value (95% 

Confidence Interval) LR P-value 

Age in years  1.045 0.051 (1.000 - 1.092)  0.053 

Age Category 

15-19           1.0 (ref)   

 

 

 

20-24 1.1 0.489 (0.839 - 1.443)              0.492 

Province     

0.0019* 

North West 1.0 (ref)   

Kwa-Zulu Natal 0.784 0.134 (0.570 - 1.077) 

Eastern Cape 0.961 0.803 (0.701 - 1.316) 

Free State 0.518 0.007 (0.321 - 0.834) * 

Mpumalanga 0.614 0.013 (0.418 - 0.902) * 

Location     

0.761  Urban 1.0 (ref)  

Rural area  1.033 0.761 (0.837 – 1.275) 

Level of Education    

0.129 

Lower than Grade 8 1.0 (ref)   

Grade 8 – 10 1.165 0.527 (0.725 - 1.871) 

Grade 11 – 12 1.018 0.943 (0.620 - 1.672) 

Tertiary 0.472 0.155 (0.168 - 1.329) 

In School    

No 1.0 (ref)   

Yes 1.037 0.833(0.739 - 1.456) 0.832 

Employment Status    

Unemployed 1.0 (ref)   

Employed 0.733 0.088(0.955-1.9450) 0.080 

*Significant at p –value< 0.05 

Sexual risk behaviour information associated with inconsistent participation 

Results of the sexual risk behaviour information univariate analysis are presented in Table 11. 

The factor individually associated with the outcome variable “inconsistent participation” was 

having children, with those with children more likely to participate inconsistently. This variable 

was included in the multivariate analysis.  

 



 

42 
 

 

Table 11: Sexual risk behaviour information 

Explanatory variables 
Univariate analysis 

Unadjusted Odds Ratio 

P-value (95% 

Confidence Interval) LR P-value 

Ever Had an HIV test 

No           1.0 (ref)   

 

 

 

Yes 0.995 0.973 (0.762 - 1.300) 0.923 

Prefer not to say 0.954 0.694 (0.753 - 1.208)  

Ever tested HIV positive     

0.351 
I prefer not to answer 1.0 (ref)   

I have never had an HIV test 0.821 0.155 (0.626 - 1.077) 

Yes, the test was positive 0.851 0.674 (0.401 – 1.804) 

STI Test     

0.355 No 1.0 (ref)  

Yes 0.817 0.155 (0.619 - 1.079) 

Prefer not to say 0.962 0.740 (0.766 - 1.209)  

Ever used contraception   

0.440 No 1.0 (ref)   

Yes 1.099 0.438 (0.866 - 1.393) 

With children    

0.032* No 1.0 (ref)   

Yes 1.380 0.029 (1.034 – 1.842) * 

Condom Use at last sexual encounter   

No  1.0 (ref)   

I am not sexually active 0.768 0.165 (0.529 - 1.115) 0.413 

I would prefer not to answer 0.732 0.159 (0.475 – 1.130)  

Yes 0.705 0.093 (0.468 – 1.060)  

Alcohol consumption at last sexual encounter   

I am not yet sexually active 1.0 (ref)   

Yes, had some social drinks 1.036 0.918 (0.525 – 2.047) 0.987 

No, I had nothing to drink 1.015 0.894 (0.814 - 1.266)  

Knowledge of SRH    

less than 50% 1.0 (ref)  0.347 

50%-70% 1.173 0.239 (0.899 - 1.530)  

71%-100% 1.028 0.866 (0.743 - 1.423)  
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 Access to Support factors associated with inconsistent participation 

Results for the access to support factors in univariate models are presented in Table 12. Factors 

individually associated with inconsistent participation in univariate models were having someone 

to talk to about HIV and someone to talk to about pregnancy as they had p-values < 0.05. 

Participants who had a peer to talk to about HIV were less likely to participate inconsistently and 

those who had a peer to talk to about pregnancy were more likely to participate inconsistently.  

Having someone to share serious problems and having someone to talk to about contraception 

were included in the multivariate analysis as stated in the methods section (p-value < 0.2). 

Table 12 Access to support factors associated with inconsistent participation 

Variable options 

Univariate analysis 

Unadjusted Odds 

Ratio 

P Value (95% Confidence 

Interval) LR P-value 

Someone to share serious problems     

0.144 No 1.0 (ref)   

Yes 0.833 0.140 (0.654 -1.061) 

Someone to talk to about contraception     

0.061 No 1.0 (ref)   

Yes 0.832 0.060 (0.688 - 1.007) 

Someone to talk to about sex     

0.234 No 1.0 (ref)   

Yes 0.891 0.233 (0.737 -1.077) 

Someone to talk to about pregnancy     

0.047* No 1.0 (ref)   

Yes 1.326 0.052 (0.997 – 1.763) 

Someone to talk to about HIV     

< 0.001* No 1.0 (ref)   

Yes 0.647 0.0001 (0.536 – 0.781) * 

*: Significant at p –value< 0.05 

 

Club related factors associated with inconsistent participation 

Results for the club related factors in univariate models are presented in table 13. Factors 

individually associated with inconsistent participation in univariate models were club 

management, Rise talk show and Rise app.   Participants from clubs that were well managed 

were less likely to participate inconsistently. Those who had never watched or watch a few 

episodes of the Rise talk show were less likely to participate inconsistently compared to those 



 

44 
 

who have watched most episodes. Those who used the Rise app were less likely to participate 

inconsistently compared to those who did not use the Rise app. 

Table 13 Club related factors associated with inconsistent participation 

Covariates 

Univariate analysis 

Unadjusted 

Odds Ratio 

P Value  

(95% Confidence Interval) LR P-value 

Club Management     

< 0.001* 
Not being managed well at all 1.0 (ref)   

Being managed okay, but we could improve 0.479 0.00 (0.291 - 0.710) * 

Being managed well 0.663 0.005 (0.319 - 0.721) * 

Club Communication     

0.428 
Communication in the club is poor 1.0 (ref)   

Communication in the club is okay, but not great 1.166 0.549 (0.706 - 1.928) 

Communication in the club is good 1.292 0.271 (0.819 - 2.038) 

RISE Magazine     

0.514 No 1.0 (ref)   

Yes 0.891 0.510 (0.631 - 1.257) 

Rise talk     

0.005* 
Yes, most episodes 1.0 (ref)   

No 0.921 0.471 (0.737 – 1.151) 

Yes, but I have watched only a few episodes so far 0.520 0.000 (0.367- 0.735) 

Rise App     

0.034* Club members do not have the RISE app 1.0 (ref)   

Club member have the RISE app 0. 725 0.038 (0.534 - 0.983) 

*: Significant at p –value< 0.05 

 

4.5.2 Multivariate Analysis 

 Final Model  

Variables included in the multivariate analysis were age, province, employment status, level of 

education, having children, having a peer to talk to about serious problems, having a peer to talk 

to about HIV, having a peer to talk to about contraception, having a peer to talk to about 

pregnancy, the Rise talk show, the Rise app and how clubs are managed. Models with interaction 

terms between age and employment status, in school and employment status were not plausible.  

The table 14 presents the final model with having children, club management and having 

someone to talk to about HIV as the factors that were significantly associated with inconsistent 

participation.  
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Table 14: Final Inconsistent participation Model 

Covariates 

Univariate Analysis Multivariate Analysis 

Unadjusted 

Odds Ratio 

P Value 

(95% Confidence 

Interval 

Adjusted 

Odds Ratio 

P Value 

(95% Confidence 

Interval) 

Age in years  1.045 0.051 (1.000 - 1.092) * 1.057 0.141 (0.982 - 1.137) 

Province     

 

North West 1.0 (ref)   

Kwa-Zulu Natal 0.784 0.134 (0.570 - 1.077) 

Eastern Cape 0.961 0.803 (0.701 - 1.316) 

Free State 0.518 0.007 (0.321 - 0.834) * 

Mpumalanga 0.614 0.013 (0.418 - 0.902) * 

Level of Education     

Lower than Grade 8 1.0 (ref)   

Grade 8 – 10 1.165 0.527 (0.725 - 1.871) 

Grade 11 – 12 1.018 0.943 (0.620 - 1.672) 

Tertiary 0.472 0.155 (0.168 - 1.329) 

Employment Status   

Unemployed 1.0 (ref)  

Employed 0.733 0.088(0.955-1.9450) 

Have Children     

No 1.0 (ref)   1.0 (ref)  

Yes 1.380 0.029 (1.034 – 1.842) * 1.312 0.232 (0.840 – 2.049) 

Club Management     

Not being managed well at all 1.0 (ref)   1.0 (ref)  

Being managed okay, but we 

could improve 0.479 0.00 (0.291 - 0.710) * 
0.345 

0.000 (0.194 – 0.614) * 

Being managed well 0.663 0.005 (0.319 - 0.721) * 0.711 0.047 (0.507 – 0.996) * 

Rise Talk     

Yes, most episodes 1.0 (ref)   1.0 (ref)  

No 0.921 0.471 (0.737 – 1.151) 0.865 0.427 (0.607 – 1.235) 

Yes, but I have watched only a 

few episodes so far 0.520 0.000 (0.367- 0.735) * 0.836 
0.576 (0.447 - 1.565) 

Rise App     

 

Club members do not have the 

RISE app 1.0 (ref)   

Club member have the RISE 

app 0. 725 0.038 (0.534 - 0.983) 

Someone to share serious 

problems     

No 1.0 (ref)   

Yes 0.833 0.140 (0.654 -1.061) 

Someone to talk to about 

contraception     

No 1.0 (ref)   
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Yes 0.832 0.060 (0.688 - 1.007) 

Someone to talk to about 

pregnancy     

No 1.0 (ref)   

Yes 1.326 0.052 (0.997 – 1.763) 

Someone to talk to about 

HIV 

  
 

 

No 1.0 (ref)   1.0 (ref)   

Yes 0.647 0.0001 (0.536 – 0.781)  0.599 0.000 (0.449 – 0.7984) * 

*: Significant at p –value< 0.05 

There was no evidence to suggest that age or having children was associated with inconsistent 

participation in club activities, (Age: adjusted odd ratio (aOR) 1.057, 95% confidence interval 

[0.982 - 1.137] , p-value = 0.141), (Having children: adjusted odds ratio (aOR = 1.312, 95% 

confidence interval [0.840 – 2.049] , p-value = 0.232). 

 Compared to those who had watched most of the Rise Talk Show episodes (the reference), 

participants who did not know about the programme or had watched a few episodes, had lower 

odds of participating inconsistently. However, there is no evidence to support association with 

inconsistent participation as the p-values are greater than 0.05.   

Participants reporting that their clubs were managed satisfactory had lower odds of participating 

inconsistently than those reporting that their clubs were managed badly, i.e. participants were 

likely to report consistent participation in club activities if they perceived that their club was run 

well. There was a 10% change in comparing the unadjusted to the adjusted odds ratio of this 

variable. The change of +/- 10% from the unadjusted odds to the adjusted odds determines the 

presence of a confounder.  

Participants who had a peer to talk to about HIV had lower odds of participating inconsistently in 

club activities compared to those who did not have any one to talk to (aOR = 0.599, 95% 

confidence interval [0.449 – 0.798] , p-value < 0.001), i.e. those who had peers to talk to about 

HIV were likely to participate consistently in club activities.  
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5 Discussion and Conclusion 

 

This chapter gives an overview of salient findings from the study with possible explanations for 

these findings. The chapter also compares these findings with those of previous similar studies 

that may have yielded similar or dissimilar results. This is an attempt to give meaning to the 

main findings. Limitations of the study are acknowledged at the end of the chapter.  

5.1 Overview of findings 

 

Limited literature has examined factors associated with inconsistent participation  . The 

multivariate model suggested  that the factors associated with inconsistent participation are age 

of the participant, having children, how the clubs are managed and being able to watch the Rise 

Talk show. Club management and having a peer to talk to about HIV were the only significant 

factors in the model.  

For the clubs to be sustainable, the perceptions of how clubs are managed and communication 

within the clubs are important to the club participants, for them to participate. Results from this 

study suggest that participants from clubs that were not well managed were more likely to 

participate inconsistently compared to those from well-managed clubs. A possible explanation 

for this could be that poor communication and management facilitates incoherence of the club 

and everyone is unaware of club activities and are not able to contribute to activities or 

discussions to be implemented in the clubs.  

Participants with a peer to talk to about HIV were less likely to participate inconsistently. This 

could be due to the acceptance of issues of HIV with in the communities and also the 

intervention being centred on HIV prevention. On the other hand, pregnancy in this age group is 

less acceptable by the community hence AGYW with peers to discuss pregnancy issues were less 

likely to participate inconsistently. 

Age and having children were factors in the multivariate model although not significant. The 

older the participant was, the more likely they were to participate inconsistently. This could be 

attributed to increase in responsibilities such as household chore and taking care of younger 
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siblings, competing interests such as need to look income generating commitments. Not having 

children or parenting commitments was associated with being less inconsistent in participation 

and the possible explanation is the opportunity it presents to engage in extra activities compared 

to those with parental commitments. 

Participants who were able to watch only a few episodes of the Rise talk were less likely to 

participate inconsistently. On the other hand, those who watch most episodes more likely to 

participate inconsistently. These results are not clear as one would think watching the Rise talk 

as a club will facilitate consistent participation and well those who have watched a few episodes 

would want to catch up on what has been happening on the show causing them to participate 

more consistently. 

Factors individually associated with inconsistent participation included use of the Rise App, 

having a peer to talk to about pregnancy, province the participant is in and employment status. 

Each of these findings will be further interrogated below.  

Participants from other provinces were less likely to participate inconsistently than those from 

North West. This might be due to early introduction of the programme and acceptance in the 

other province. The difference could also be attributed to the levels of community sensitisation 

and acceptability on HIV prevention programmes targeting AGYW.  

Employed participants were less likely to participate inconsistently and this could be due to them 

being financially independent and requiring less or no parental permission to engage in the 

programme. 

Participants who used the Rise App were less likely to participate inconsistently. Very few 

members used the Rise App and this could be due to most participants not having access to 

mobile gadgets that are able to house the application and the airtime to be online. With the 

increasing access to mobile technology, the field of mobile health in improving preventive 

behaviour or diseases among adolescents has been shown to be feasible and acceptable (206-

208). A systematic review study by Badawy and colleagues evaluated evidence for the efficacy 

of text message service and mobile phone app interventions to improve adherence to preventive 

behaviour among adolescents, showed feasibility and acceptability of text messaging and mobile 

phone apps, with modest findings in terms of efficacy (206).  
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This study also provided descriptive statistics of the participants as well as factors associated 

with inconsistent participation of members in the Soul City Rise Young Women’s Clubs. The 

factors included socio demographic characteristics, access to support, sexual risk behaviour and 

perceptions of club related issues including communication and how the clubs are managed.  

This study has also revealed several important and interesting findings. The most insightful 

descriptive statistics include ever having tested for HIV/AIDS, use of condoms during last sexual 

encounter and nearly a quarter of those who reported that they are HIV positive had never been 

sexually active. Although these descriptive statistics are not for the outcome variable, it is of 

importance to bring attention to these results. 

The finding that half of the full sample had never tested for HIV/AIDS is not surprising. Studies 

of adolescents on the African continent in relation to HIV testing have yielded varying results, 

some of them comparable to my findings. For example, a study conducted in Kwazulu Natal by 

Chimbindi and colleagues, made a comparison on the uptake of HIV testing by adolescent girls 

and young women in 2011 and 2015. No increase in testing uptake were  noted between the two 

time points (66.7% HIV testing uptake) (105). Ziraba and colleagues who work in Nairobi, 

Kenya and analysed surveillance data found that 50% of females aged 12-23 years had 

undergone a HIV test and the proportion increased by age (189). However, a study by Kabiru 

and colleagues done on the same population, investigated the correlates of HIV testing and 

impact on sexual behaviour revealed that the decision to test was greatly motivated by perceived 

risk of HIV infection. Testing for HIV was associated with engaging in unprotected sex (190). 

Factors that drive or motivates adolescents to test for HIV are important in the development of 

future projects or initiatives targeting adolescents. Other studies conducted among adolescents on 

the African continent suggests that HIV testing might be associated with support and 

encouragement. This study which was conducted in Nairobi, Kenya examined how support from 

peers, partners or parents influence adolescents and young adults to test for HIV. The study 

suggested greater influence from partners and peers with young adults (20 -24 years old) more 

likely to be influenced by their partners (107). A study by Reif and colleagues showed a 98% 

HIV testing uptake by youths aged 10 – 24 years who had been recruited by community health 

workers (108). Another study suggested that peer navigators were successful by promoting a 

88.8% uptake of HIV testing (109). Provision of HIV testing services also facilitate the ease of 

testing for adolescents and young adults. In this study, no services were provided although the 
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curriculum encouraged participants to test and know their HIV status. The non-provision of 

services might have been a barrier to testing since the two participation categories had similar 

proportions of those who had not tested (53).  

Previous studies also suggest that there are several reasons as to why participants may not test for 

HIV. Testing services may not be accessible for adolescents and the laws that require consent of 

the guardian for a child under 18 years (53, 191). A study by Eda and colleagues, which 

investigated the barriers to access HIV services for adolescents in sub Saharan Africa, suggested 

that there were discrepancies in HIV laws and national policy documents to facilitate adolescent 

access to HIV services (53, 54). Another study conducted in Soweto, South Africa by Mulaudzi, 

Dlamini and colleagues highlighted the need to build capacity among healthcare workers to 

provide adolescent friendly services. It was reported that inadequate training for healthcare 

workers to deal with adolescent sexuality and health care providers’ attitudes towards 

adolescents were perceived as barriers to adolescents accessing the testing services (191). It is 

possible that girls who have not tested for HIV may attend a peer education initiative to learn 

about HIV testing services (192, 193). A study by Scott and colleagues which investigated the 

association of HIV testing among young black men who have sex with men and peer social 

support suggested a positive association between social support and HIV testing (192).  

Nearly a third of those who were sexually active had not used a condom in their last sexual 

encounter. Again, some previous studies of adolescent girls and young women corroborate this 

finding while others yield dissimilar findings. There are studies on the African continent that 

reported an increase in the use of condoms but lack of consistent use especially in long-term 

relationships (36, 100). A study by Ziraba and colleagues that examined HIV risks among 

adolescent girls in informal settlements of Nairobi ,Kenya, suggested only a quarter of the 

sexually active participants had used condoms at their last sexual encounter (189). For the two 

thirds of the sample that use condoms, it cannot be entirely determined whether there is a 

relationship between participation in the clubs and condom usage. A recent systematic review 

examining studies of college students however suggests that peer education can influence sexual 

health and behaviour change including condom use (194). This is also supported by a study 

which investigated condom use, peer norms and self-efficacy in facilitating community 

engagement and condom use (195). 
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It is entirely not surprising that several participants who are HIV positive reported that they had 

never been sexually active as they might have acquired the infection at birth. Research suggests 

that the increased availability of antiretroviral drugs, increases longevity for perinatally infected 

adolescents (196-198). A study by Ferrand and colleagues investigating presentation of HIV 

infection in older children and adolescents suggests that majority of these children had acquired 

the infections through mother to child transmission (199). Another study by Fattie and colleagues 

provides evidence that pediatric ART programmes are effective at improving immunological 

treatment outcomes if treatment is accessed early (197). There is a possibility that adolescent 

girls and young women who were perinatally infected with HIV may seek peer support for social 

cohesion. A study assessing the effects of peer support group therapy on HIV infected 

adolescents suggests improvement in their emotional wellbeing as a result of a peer group 

intervention (200). 

The majority of participants reported that they felt supported within the club for advice about 

contraception and pregnancy. However, close to 40% reported limited to no support to discuss 

HIV prevention and sexual activity. Adolescent girls tend to report varying factors for discussing 

sexuality and HIV. Stigma could be one factor that inhibits these sorts of discussions (163, 201, 

202). Stigma in this instance is defined as social process through which individuals are held in 

low esteem based on particular negatively perceived characteristics or status (203). There is a 

possibility that some participants might be receiving sufficient advice at home. However, it is 

also possible that parents are not well equipped to have these sorts of discussions with their 

adolescent or adult children (204, 205). A study by Mudhovozi and colleagues explored mother’s 

perspective on adolescent sexuality and showed mothers not effectively imparting information 

due to fear of sensitizing girls to sexuality issues (204). Another qualitative study indicated that 

parents lacked confidence and felt embarrassed to discuss HIV and sex related issues with their 

adolescent children. They also felt the adolescents were still too young and discussing the issues 

might facilitate the adolescent to have negative judgement (205).  

5.2 Strengths of the study 

The study highlights some of the factors that are associated with AGYW not participating 

consistently in HIV programmes. The Rise Young Women’s club as an intervention under study 

gives an insight on how programmes that do not offer financial incentives and have minimal 

supervision from funding organisations can be sustainable and motive participation of the target 
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group. Investigating factors associated with inconsistent participation will assist in designing 

HIV prevention programmes that motive AGYW to participate facilitating the programmes to 

make positive impact on HIV prevention. 

5.3 Study limitations 

The study had several limitations.  

The cross-sectional nature of the study limited the ability to establish causal relationships 

between factors such as having someone to talk to about HIV and inconsistent participation. It 

could be that a participant had someone to talk to before participating or, participating in the 

clubs lead to identifying someone to talk to about HIV.  

The use of endline data posed a limitation in that the data could not be used to analyse changes in 

participation over a period of time. 

There was no sense of whether the questions were well understood by the participants due the 

tool being self-administered and no response on some questions lead to missing data and affected 

the precision of the sample. Self-administration of the tool without guidance from the field 

workers compromised the quality of the responses and of the data set as quality assurance was 

also not conducted at the receipt of the envelops with the tools. 

The wording or misinterpretation of questions may have been a barrier to accurate responses. 

There could have been misclassification caused by recall bias and social desirability bias 

especially when responding to health and behavioural questions. The structuring of some of the 

questions in the tool were not specific to a group for example questions targeting only those who 

are sexually active or those who have tested for HIV. 

Psychosocial factors such as anxiety, depression and social integration were not captured in the 

primary study questionnaire. Research suggest mental health conditions are related to HIV risks 

particularly in adolescents (206, 207) and issues of depression affecting not only those who are 

infected (201, 208, 209). Investigating the mental state of adolescents is of importance and may 

be related to participation. 

Information on whether the clubs were part of a school-based intervention or community-based 

clubs was not captured. This information would have aided in determining whether the high 

numbers of participants in the consistent participation group was due to school-based 
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interventions which are compulsory to attend compared to community-based clubs. Previous 

studies evaluating school-based HIV/AIDS risk reduction programmes highlight that a greater 

proportion of the youth can be reached through schools and schools provide an established, more 

convenient venue (2-6).  

5.4 Conclusion  

This study has yielded interesting and important findings. It is clear that there are several 

challenges to the sexual and reproductive health of girls and young women in South Africa in 

regards to HIV testing and consistency in condom use. However, there is need to provide 

complementary services to support the initiative such as provision of accessible voluntary testing 

and counselling services for adolescents and child care to cater for those with children. Factors 

that individually facilitate inconsistent participation were being older in age, being a participant 

from North West, having children, being unemployed, not having a peer to talk to about HIV and 

belonging to a club perceives not well managed. A fundamental issue to participating less 

inconsistently in such initiatives as Rise young women clubs is optimal and supportive 

management. Attention should be given to managing clubs efficiently so that adolescent girls and 

young women will be encouraged to participate. In conclusion this study provides a guide to HIV 

programme designers and researchers to consider factors that are bound to facilitate inconsistent 

participation by the target group. 

5.5 Recommendations 

With the viable platform peer support groups present in terms of influencing desirable 

behaviours and attitudes in HIV related issues affecting adolescents. It is recommended that 

further studies be conducted in order to understand what influences AGYW to participate 

consistently in HIV prevention programmes. Cohort studies will potentially elucidate the 

behaviour change brought about by the programme  (210, 211). 

Further investigations and conducting studies that address complex factors e.g. childhood 

adversity and sexual abuse and HIV risk will need to be done on the Rise Women’s Clubs 

participants. Previous studies have shown that childhood adversity influences the current health 

of adolescents and youth, and puts their sexual partners at risk for HIV infection (24, 212).  

Designing and structuring of the data collection tools need to be precise in order to obtain 

consistent responses. Quality control measures in the tool and also in data collection need to be 

implemented. 



 

54 
 

 



 

55 
 

References 

1. Fathalla MF, Fathalla MMF. Sexual and Reproductive Health: Overview. In: Quah SR, 

editor. International Encyclopedia of Public Health (Second Edition). Oxford: Academic Press; 

2017. p. 481-90. 

2. Kangudie DM, Guidigbi H, Mensah S, Bala AA, Delate R. Effective integration of sexual 

reproductive health and HIV prevention, treatment, and care services across sub-Saharan Africa: 

where is the evidence for program implementation? Reproductive Health. 2019;16(1):56. 

3. Baryamutuma R, Baingana F. Sexual, reproductive health needs and rights of young 

people with perinatally acquired HIV in Uganda. Afr Health Sci. 2011;11(2):211-8. 

4. Morris JL, Rushwan H. Adolescent sexual and reproductive health: The global 

challenges. International Journal of Gynecology & Obstetrics. 2015;131:S40-S2. 

5. Viner RM, Ozer EM, Denny S, Marmot M, Resnick M, Fatusi A, et al. Adolescence and 

the social determinants of health. The lancet. 2012;379(9826):1641-52. 

6. Abdool Karim Q, Sibeko S, Baxter C. Preventing HIV infection in women: a global 

health imperative. Clinical Infectious Diseases. 2010;50(Supplement_3):S122-S9. 

7. Leclerc-Madlala S. Age-disparate and intergenerational sex in southern Africa: the 

dynamics of hypervulnerability. Aids. 2008;22:S17-S25. 

8. Shannon K, Leiter K, Phaladze N, Hlanze Z, Tsai AC, Heisler M, et al. Gender inequity 

norms are associated with increased male-perpetrated rape and sexual risks for HIV infection in 

Botswana and Swaziland. PloS one. 2012;7(1):e28739. 

9. Pulerwitz J, Michaelis A, Verma R, Weiss E. Addressing gender dynamics and engaging 

men in HIV programs: lessons learned from Horizons research. Public health reports. 

2010;125(2):282-92. 

10. Feucht UD, Kinzer M, Kruger M. Reasons for delay in initiation of antiretroviral therapy 

in a population of HIV-infected South African children. Journal of tropical pediatrics. 

2007;53(6):398-402. 

11. Animasahun Victor J, Sholeye Oluwafolahan O, Oduwole Adebisi D. Promoting the 

sexual and reproductive health of adolescent females in Ijebu-Ode, southwest, Nigeria: a study of 

sexual risk-taking. International journal of adolescent medicine and health2017. 

12. Brittain K, Myer L, Phillips N, Cluver LD, Zar HJ, Stein DJ, et al. Behavioural health 

risks during early adolescence among perinatally HIV-infected South African adolescents and 

same-age, HIV-uninfected peers. AIDS care. 2018:1-10. 

13. Johnson LF, May MT, Dorrington RE, Cornell M, Boulle A, Egger M, et al. Estimating 

the impact of antiretroviral treatment on adult mortality trends in South Africa: A mathematical 

modelling study. PLoS medicine. 2017;14(12):e1002468. 



 

56 
 

14. Cluver L, Pantelic M, Toska E, Orkin M, Casale M, Bungane N, et al. STACK ing the 

odds for adolescent survival: health service factors associated with full retention in care and 

adherence amongst adolescents living with HIV in South Africa. Journal of the International 

AIDS Society. 2018;21(9):e25176. 

15. Luk JW, Gilman SE, Haynie DL, Simons-Morton BG. Sexual Orientation Differences in 

Adolescent Health Care Access and Health-Promoting Physician Advice. Journal of Adolescent 

Health. 2017;61(5):555-61. 

16. Sepúlveda‐Crespo D, Ceña‐Díez R, Jiménez JL, Ángeles Muñoz‐Fernández M. 

Mechanistic Studies of Viral Entry: An Overview of Dendrimer‐Based Microbicides As Entry 

Inhibitors Against Both HIV and HSV‐2 Overlapped Infections. Medicinal research reviews. 

2017;37(1):149-79. 

17. Alexandre KB, Mufhandu HT, London GM, Chakauya E, Khati M. Progress and 

Perspectives on HIV-1 microbicide development. Virology. 2016;497:69-80. 

18. Killian S, Suliman S, Fakier N, Seedat S. Rape survivors and the provision of HIV post-

exposure prophylaxis. South African medical journal = Suid-Afrikaanse tydskrif vir 

geneeskunde. 2007;97(8):585-6. 

19. Rudy BJ, Kapogiannis BG, Lally MA, Gray GE, Bekker LG, Krogstad P, et al. Youth-

specific considerations in the development of preexposure prophylaxis, microbicide, and vaccine 

research trials. Journal of acquired immune deficiency syndromes. 2010;54 Suppl 1:S31-42. 

20. Global AIDS update 2016  [cited 2017 10 January]. Available from: 

http://www.unaids.org/en/resources/documents/2016/Global-AIDS-update-2016. 

21. UNAIDS (Joint United Nations Programme on HIV/AIDS). Global AIDS Update. 2016. 

22. Collaborators GH, Wang H, Wolock TM, Carter A, Nguyen G, Kyu HH, et al. Estimates 

of global, regional, and national incidence, prevalence, and mortality of HIV, 1980-2015: the 

Global Burden of Disease Study 2015. The lancet HIV. 2016;3(8):e361-87. 

23. Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner violence, relationship power 

inequity, and incidence of HIV infection in young women in South Africa: a cohort study. The 

Lancet. 2010;376(9734):41-8. 

24. Kidman R, Violari A. Dating violence against HIV-infected youth in South Africa: 

associations with sexual risk behavior, medication adherence, and mental health. JAIDS Journal 

of Acquired Immune Deficiency Syndromes. 2018;77(1):64-71. 

25. Mason-Jones AJ, De Koker P, Eggers SM, Mathews C, Temmerman M, Leye E, et al. 

Intimate partner violence in early adolescence: The role of gender, socioeconomic factors and the 

school. South African medical journal = Suid-Afrikaanse tydskrif vir geneeskunde. 

2016;106(5):60. 

26. Woldeyohannes D, Asmamaw Y, Sisay S, Hailesselassie W, Birmeta K, Tekeste Z. Risky 

HIV sexual behavior and utilization of voluntary counseling and HIV testing and associated 

http://www.unaids.org/en/resources/documents/2016/Global-AIDS-update-2016


 

57 
 

factors among undergraduate students in Addis Ababa, Ethiopia. BMC Public Health. 

2017;17(1):121. 

27. Rehm J, Shield KD, Joharchi N, Shuper PA. Alcohol consumption and the intention to 

engage in unprotected sex: Systematic review and meta‐analysis of experimental studies. 

Addiction. 2012;107(1):51-9. 

28. Timol F, Vawda MY, Bhana A, Moolman B, Makoae M, Swartz S. Addressing 

adolescents’ risk and protective factors related to risky behaviours: Findings from a school-based 

peer-education evaluation in the Western Cape. SAHARA J : Journal of Social Aspects of 

HIV/AIDS Research Alliance. 2016;13(1):197-207. 

29. Stöckl H, Kalra N, Jacobi J, Watts C. Is early sexual debut a risk factor for HIV infection 

among women in sub‐saharan Africa? A systematic review. American Journal of Reproductive 

Immunology. 2013;69:27-40. 

30. Naswa S, Marfatia YS. Adolescent HIV/AIDS: Issues and challenges. Indian Journal of 

Sexually Transmitted Diseases. 2010;31(1):1-10. 

31. South Africa National HIV Prevalence, HIV incidence, Behaviour and communication 

survey 2012. In: Health Do, editor. 2013. 

32. Health NDo. The National Antenatal Sentinel HIV prevalence Survey: National 

Department of Health, South Africa; 2015 [cited 2019 17 June]. Available from: 

http://www.health.gov.za/index.php/shortcodes/2015-03-29-10-42-47/2015-04-30-08-18-

10/2015-04-30-08-21-56?download=2584:2015-national-antenatal-hiv-prevalence-survey-final-

23oct17. 

33. Council HSR. The fifth South African national HIV prevalence, incidence, behaviour and 

communication survey, 2017: HIV impact assessment summary report. HSRC Press Cape Town; 

2018. 

34. Kanabus A. HIV statistics for South Africa - Prevalence, incidence, ARVs: 

TBFACTS.org; 2019 [cited 2019 16 June]. Available from: https://www.tbfacts.org/hiv-

statistics-south-africa/. 

35. Africa SS. Mid-year population estimates 2018: Statistics South Africa; 2018 [16 June 

2019]. Available from: https://www.statssa.gov.za/publications/P0302/P03022018.pdf. 

36. Abdool Karim Q, Baxter C, Birx D. Prevention of HIV in Adolescent Girls and Young 

Women: Key to an AIDS-Free Generation. JAIDS Journal of Acquired Immune Deficiency 

Syndromes. 2017;75:S17-S26. 

37. Stern E, Cooper D. Experiences and conceptualizations of sexual debut from the 

narratives of South African men and women in the context of HIV/AIDS. African journal of 

AIDS research : AJAR. 2014;13(2):121-31. 

38. Naicker N, Kharsany AB, Werner L, van Loggerenberg F, Mlisana K, Garrett N, et al. 

Risk Factors for HIV Acquisition in High Risk Women in a Generalised Epidemic Setting. AIDS 

and behavior. 2015;19(7):1305-16. 

http://www.health.gov.za/index.php/shortcodes/2015-03-29-10-42-47/2015-04-30-08-18-10/2015-04-30-08-21-56?download=2584:2015-national-antenatal-hiv-prevalence-survey-final-23oct17
http://www.health.gov.za/index.php/shortcodes/2015-03-29-10-42-47/2015-04-30-08-18-10/2015-04-30-08-21-56?download=2584:2015-national-antenatal-hiv-prevalence-survey-final-23oct17
http://www.health.gov.za/index.php/shortcodes/2015-03-29-10-42-47/2015-04-30-08-18-10/2015-04-30-08-21-56?download=2584:2015-national-antenatal-hiv-prevalence-survey-final-23oct17
https://www.tbfacts.org/hiv-statistics-south-africa/
https://www.tbfacts.org/hiv-statistics-south-africa/
https://www.statssa.gov.za/publications/P0302/P03022018.pdf


 

58 
 

39. Mlisana K, Naicker N, Werner L, Roberts L, van Loggerenberg F, Baxter C, et al. 

Symptomatic Vaginal Discharge Is a Poor Predictor of Sexually Transmitted Infections and 

Genital Tract Inflammation in High-Risk Women in South Africa. The Journal of infectious 

diseases. 2012;206(1):6-14. 

40. Bell J. Why embarrassment inhibits the acquisition and use of condoms: A qualitative 

approach to understanding risky sexual behaviour. Journal of adolescence. 2009;32(2):379-91. 

41. Chandran TM, Berkvens D, Chikobvu P, Nöstlinger C, Colebunders R, Williams BG, et 

al. Predictors of condom use and refusal among the population of Free State province in South 

Africa. BMC Public Health. 2012;12:381. 

42. Wilson D, Lavelle S. Psychosocial predictors of intended condom use among 

Zimbabwean adolescents. Health Education Research. 1992;7(1):55-68. 

43. Hardee K, Gay J, Croce-Galis M, Peltz A. Strengthening the enabling environment for 

women and girls: what is the evidence in social and structural approaches in the HIV response? 

Journal of the International AIDS Society. 2014;17(1):18619. 

44. Gibbs A, Jacobson J, Kerr Wilson A. A global comprehensive review of economic 

interventions to prevent intimate partner violence and HIV risk behaviours. Global health action. 

2017;10(sup2):1290427. 

45. Pascoe SJS, Langhaug LF, Mavhu W, Hargreaves J, Jaffar S, Hayes R, et al. Poverty, 

Food Insufficiency and HIV Infection and Sexual Behaviour among Young Rural Zimbabwean 

Women. PloS one. 2015;10(1):e0115290. 

46. Lowry R, Dunville R, Robin L, Kann L. Early Sexual Debut and Associated Risk 

Behaviors Among Sexual Minority Youth. American journal of preventive medicine. 

2017;52(3):379-84. 

47. Brown JL, Vanable PA. Alcohol use, partner type, and risky sexual behavior among 

college students: Findings from an event-level study. Addictive behaviors. 2007;32(12):2940-52. 

48. Mola R, Pitangui ACR, Barbosa SAM, Almeida LS, Sousa MRMd, Pio WPdL, et al. 

Condom use and alcohol consumption in adolescents and youth. Einstein (São Paulo). 

2016;14(2):143-51. 

49. Nankinga O, Misinde C, Kwagala B. Gender relations, sexual behaviour, and risk of 

contracting sexually transmitted infections among women in union in Uganda. BMC Public 

Health. 2016;16(1):440. 

50. MacPhail C, Williams BG, Campbell C. Relative risk of HIV infection among young 

men and women in a South African township. International journal of STD & AIDS. 

2002;13(5):331-42. 

51. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntryre JA, Harlow SD. Gender-based 

violence, relationship power, and risk of HIV infection in women attending antenatal clinics in 

South Africa. The lancet. 2004;363(9419):1415-21. 



 

59 
 

52. Delany‐Moretlwe S, Cowan FM, Busza J, Bolton‐Moore C, Kelley K, Fairlie L. 

Providing comprehensive health services for young key populations: needs, barriers and gaps. 

Journal of the International AIDS Society. 2015;18:19833. 

53. Eba PM, Lim H. Reviewing independent access to HIV testing, counselling and treatment 

for adolescents in HIV‐specific laws in sub‐Saharan Africa: implications for the HIV response. 

Journal of the International AIDS Society. 2017;20(1):21456. 

54. Sam-Agudu NA, Folayan MO, Ezeanolue EE. Seeking wider access to HIV testing for 

adolescents in sub-Saharan Africa. Pediatric Research. 2016;79:838. 

55. Lesedi C, Hoque ME, Ngcobo BN. Youth’s Perception towards Sexual and Reproductive 

Health Services at Family Welfare Association Centres in Botswana. Journal of Social Sciences. 

2011;28(2):137-43. 

56. Coates TJ, Richter L, Caceres C. Behavioural strategies to reduce HIV transmission: how 

to make them work better. The Lancet. 2008;372(9639):669-84. 

57. Pinchoff J, Chowdhuri RN, Taruberekera N, Ngo TD. Impact of communication 

strategies to increase knowledge, acceptability, and uptake of a new Woman’s Condom in urban 

Lusaka, Zambia: study protocol for a randomized controlled trial. Trials. 2016;17:596. 

58. Dellar RC, Dlamini S, Karim QA. Adolescent girls and young women: key populations 

for HIV epidemic control. Journal of the International AIDS Society. 2015;18(2 Suppl 1):19408. 

59. Kuchenbecker R. What is the benefit of the biomedical and behavioral interventions in 

preventing HIV transmission? Revista Brasileira de Epidemiologia. 2015;18:26-42. 

60. Rausch DM, Grossman CI, Erbelding EJ. Integrating behavioral and biomedical research 

in HIV interventions: challenges and opportunities. JAIDS Journal of Acquired Immune 

Deficiency Syndromes. 2013;63:S6-S11. 

61. Underwood C, Skinner J, Osman N, Schwandt H. Structural determinants of adolescent 

girls' vulnerability to HIV: views from community members in Botswana, Malawi, and 

Mozambique. Soc Sci Med. 2011;73(2):343-50. 

62. Kaida A, Laher F, Strathdee SA, Money D, Janssen PA, Hogg RS, et al. Contraceptive 

use and method preference among women in Soweto, South Africa: the influence of expanding 

access to HIV care and treatment services. PLoS One. 2010;5(11):e13868. 

63. HIV/AIDS JUNPo. Combination HIV prevention: tailoring and coordinating biomedical, 

behavioural and structural strategies to reduce new HIV infections. Aids. 2010. 

64. Padian NS, Buvé A, Balkus J, Serwadda D, Cates W, Jr. Biomedical interventions to 

prevent HIV infection: evidence, challenges, and way forward. The Lancet. 2008;372(9638):585-

99. 

65. Glasier A, Gülmezoglu AM, Schmid GP, Moreno CG, Van Look PFA. Sexual and 

reproductive health: a matter of life and death. The Lancet. 2006;368(9547):1595-607. 



 

60 
 

66. Berger CT, Alter G. Natural killer cells in spontaneous control of HIV infection. Current 

opinion in HIV and AIDS. 2011;6(3):208-13. 

67. Berger RE. Re.: Effectiveness and safety of tenofovir gel, an antiretroviral microbicide, 

for the prevention of HIV infection in women. The Journal of urology. 2011;185(5):1729. 

68. HIV Prevention Programmes Overview: AVERTing HIV and AIDS;  [updated 28 July 

2017; cited 2017 9 August]. Available from: https://www.avert.org/professionals/hiv-

programming/prevention/overview#footnote33_i4fuqfj. 

69. Kalichman SC, Cherry C, Kalichman MO, Amaral CM, White D, Pope H, et al. 

Integrated Behavioral Intervention to Improve HIV/AIDS Treatment Adherence and Reduce 

HIV Transmission. American journal of public health. 2011;101(3):531-8. 

70. Jemmott JB, Jemmott LS. HIV Behavioral Interventions for Adolescents in Community 

Settings. In: Peterson JL, DiClemente RJ, editors. Handbook of HIV Prevention. Boston, MA: 

Springer US; 2000. p. 103-27. 

71. Robin L, Dittus P, Whitaker D, Crosby R, Ethier K, Mezoff J, et al. Behavioral 

interventions to reduce incidence of HIV, STD, and pregnancy among adolescents: a decade in 

review. Journal of Adolescent Health. 2004;34(1):3-26. 

72. Bonell C, Imrie J. Behavioural interventions to prevent HIV infection: rapid evolution, 

increasing rigour, moderate success. British Medical Bulletin. 2001;58(1):155-70. 

73. Ehlers VJ, Tshisuyi ET. Adherence to antiretroviral treatment by adults in a rural area of 

Botswana. curationis. 2015;38(1):1-8. 

74. Des Jarlais DC. Structural interventions to reduce HIV transmission among injecting drug 

users. Aids. 2000;14:S41-S6. 

75. Taussig JA, Weinstein B, Burris S, Jones TS. Syringe laws and pharmacy regulations are 

structural constraints on HIV prevention in the US. Aids. 2000;14:S47-S51. 

76. Gruskin S, Safreed-Harmon K, Moore CL, Steiner RJ, Dworkin SL. HIV and gender-

based violence: welcome policies and programmes, but is the research keeping up? Reproductive 

Health Matters. 2014;22(44):174-84. 

77. AVERT. Global information and education on HIV and AIDS: HIV and AIDS IN South 

Africa  [Available from: https://www.avert.org/professionals/hiv-around-world/sub-saharan-

africa/south-africa. 

78. Maughan-Brown B, Venkataramani AS. Incorrect beliefs about male circumcision and 

male-to-female HIV transmission risk in South Africa: implications for prevention. JAIDS 

Journal of Acquired Immune Deficiency Syndromes. 2013;62(4):e121-e3. 

79. Saul J, Bachman G, Allen S, Toiv NF, Cooney C, Beamon TA. The DREAMS core 

package of interventions: A comprehensive approach to preventing HIV among adolescent girls 

and young women. PloS one. 2018;13(12):e0208167. 

https://www.avert.org/professionals/hiv-programming/prevention/overview#footnote33_i4fuqfj
https://www.avert.org/professionals/hiv-programming/prevention/overview#footnote33_i4fuqfj
https://www.avert.org/professionals/hiv-around-world/sub-saharan-africa/south-africa
https://www.avert.org/professionals/hiv-around-world/sub-saharan-africa/south-africa


 

61 
 

80. USAID. DREAMS: Partnership to reduce HIV/AIDS in adolescent girls and young 

women.  [Available from: https://www.usaid.gov/what-we-do/global-health/hiv-and-

aids/technical-areas/dreams. 

81. PEPFAR. https://www.pepfar.gov/documents/organization/287807.pdf: United States of 

America Department of State; 2018 [cited 2019 26 June]. Available from: 

https://www.pepfar.gov/documents/organization/287807.pdf. 

82. LoveLife. groundBREAKERs: LovelifeZA; 2018 [cited 2018 29 November]. Available 

from: https://lovelife.org.za/en/groundbreakers/. 

83. LoveLife. Overview of loveLife 2018 [cited 2018 29 November]. Available from: 

https://lovelife.org.za/en/overview-of-lovelife/. 

84. Africa BS. Loving life, fighting Aids 2009 [cited 2018. Available from: 

https://www.brandsouthafrica.com/governance/developmentnews/loving-life-fighting-aids. 

85. Goldstein S, Usdin S, Scheepers E, Japhet G. Communicating HIV and AIDS, what 

works? A report on the impact evaluation of Soul City's fourth series. Journal of health 

communication. 2005;10(5):465-83. 

86. Institute SC. Annual Report 2016: Soul City Institute; 2016 [cited 2019 18 October 

]. Available from: https://www.soulcity.org.za/about-us/annual-reports/annual-report-2016-

final.pdf. 

87. RISE young wome's clubs  [cited 2017 10 January]. Available from: 

http://www.soulcity.org.za/projects/rise. 

88. Maughan-Brown B, Evans M, George G. Sexual Behaviour of Men and Women within 

Age-Disparate Partnerships in South Africa: Implications for Young Women's HIV Risk. PloS 

one. 2016;11(8):e0159162-e. 

89. Gandhi AD, Pettifor A, Barrington C, Marshall SW, Behets F, Guardado ME, et al. 

Migration, Multiple Sexual Partnerships, and Sexual Concurrency in the Garífuna Population of 

Honduras. AIDS and behavior. 2015;19(9):1559-70. 

90. Ndase P, Celum C, Thomas K, Donnell D, Fife KH, Bukusi E, et al. Outside sexual 

partnerships and risk of HIV acquisition for HIV uninfected partners in African HIV 

serodiscordant partnerships. Journal of acquired immune deficiency syndromes (1999). 

2012;59(1):65-71. 

91. Cleland J, Ali MM. Sexual abstinence, contraception, and condom use by young African 

women: a secondary analysis of survey data. The Lancet. 2006;368(9549):1788-93. 

92. Gouws E. HIV incidence rates in South Africa: Cape Town: Cambridge University Press; 

2005. 

https://www.usaid.gov/what-we-do/global-health/hiv-and-aids/technical-areas/dreams
https://www.usaid.gov/what-we-do/global-health/hiv-and-aids/technical-areas/dreams
https://www.pepfar.gov/documents/organization/287807.pdf:
https://www.pepfar.gov/documents/organization/287807.pdf
https://lovelife.org.za/en/groundbreakers/
https://lovelife.org.za/en/overview-of-lovelife/
https://www.brandsouthafrica.com/governance/developmentnews/loving-life-fighting-aids
https://www.soulcity.org.za/about-us/annual-reports/annual-report-2016-final.pdf
https://www.soulcity.org.za/about-us/annual-reports/annual-report-2016-final.pdf
http://www.soulcity.org.za/projects/rise


 

62 
 

93. Pettifor AE, Rees HV, Kleinschmidt I, Steffenson AE, MacPhail C, Hlongwa-Madikizela 

L, et al. Young people's sexual health in South Africa: HIV prevalence and sexual behaviors 

from a nationally representative household survey. Aids. 2005;19(14):1525-34. 

94. Santelli JS, Speizer IS, Edelstein ZR. Abstinence promotion under PEPFAR: The shifting 

focus of HIV prevention for youth. Global public health. 2013;8(1):1-12. 

95. Wellings K, Collumbien M, Slaymaker E, Singh S, Hodges Z, Patel D, et al. Sexual 

behaviour in context: a global perspective. The Lancet. 2006;368(9548):1706-28. 

96. Gregson S, Nyamukapa CA, Garnett GP, Mason PR, Zhuwau T, Caraël M, et al. Sexual 

mixing patterns and sex-differentials in teenage exposure to HIV infection in rural Zimbabwe. 

The Lancet. 2002;359(9321):1896-903. 

97. Abdool Karim Q, Abdool Karim S. The evolving HIV epidemic in South Africa. 

International journal of epidemiology. 2002;31(1):37-40. 

98. Rosengard C, Adler NE, Gurvey JE, Dunlop MB, Tschann JM, Millstein SG, et al. 

Protective role of health values in adolescents’ future intentions to use condoms. Journal of 

Adolescent Health. 2001;29(3):200-7. 

99. Pettifor AE, Rees HV, Kleinschmidt I, Steffenson AE, MacPhail C, Hlongwa-Madikizela 

L, et al. Young people's sexual health in South Africa: HIV prevalence and sexual behaviors 

from a nationally representative household survey. Aids. 2005;19(14):1525-34. 

100. Morojele NK, Brook JS, Kachieng'A MA. Perceptions of sexual risk behaviours and 

substance abuse among adolescents in South Africa: a qualitative investigation. AIDS care. 

2006;18(3):215-9. 

101. Reddy P, Meyer-Weitz A, Borne BVD, Kok G. Determinants of condom-use behaviour 

among STD clinic attenders in South Africa. International journal of STD & AIDS. 

2000;11(8):521-30. 

102. Boer H, Mashamba MT. Psychosocial correlates of HIV protection motivation among 

black adolescents in Venda, South Africa. AIDS Education & Prevention. 2005;17(6):590-602. 

103. Harrison A, Xaba N, Kunene P. Understanding safe sex: gender narratives of HIV and 

pregnancy prevention by rural South African school-going youth. Reproductive health matters. 

2001;9(17):63-71. 

104. HIV TV, Counseling, Group TES. Efficacy of voluntary HIV-1 counselling and testing in 

individuals and couples in Kenya, Tanzania, and Trinidad: a randomised trial. The Lancet. 

2000;356(9224):103-12. 

105. Chimbindi N, Mthiyane N, Birdthistle I, Floyd S, McGrath N, Pillay D, et al. Persistently 

high incidence of HIV and poor service uptake in adolescent girls and young women in rural 

KwaZulu-Natal, South Africa prior to DREAMS. PloS one. 2018;13(10):e0203193. 



 

63 
 

106. Niama RF, Bongolo NCL, Kombo ESB, Yengo R, Mayengue PI, Kosso E-BM, et al. 

Syphilis and HIV infections among pregnant women attending antenatal clinics in Republic of 

Congo. Pan African Medical Journal. 2017;28(1). 

107. Neary J, Wagner AD, Mugo C, Mutiti PM, Bukusi D, John-Stewart GC, et al. Influence 

and involvement of support people in adolescent and young adult HIV testing. AIDS care. 

2018:1-8. 

108. Reif LK, Rivera V, Louis B, Bertrand R, Peck M, Anglade B, et al. Community-based 

HIV and health testing for high-risk adolescents and youth. AIDS patient care and STDs. 

2016;30(8):371-8. 

109. Shah P, Kibel M, Ayuku D, Lobun R, Ayieko J, Keter A, et al. A Pilot Study of “Peer 

Navigators” to Promote Uptake of HIV Testing, Care and Treatment Among Street-Connected 

Children and Youth in Eldoret, Kenya. AIDS and behavior. 2019;23(4):908 - 19. 

110. Stoebenau K, Heise L, Wamoyi J, Bobrova N. Revisiting the understanding of 

“transactional sex” in sub-Saharan Africa: A review and synthesis of the literature. Social 

Science & Medicine. 2016;168:186-97. 

111. Lurie M. Migration and AIDS in southern Africa: a review. South African Journal of 

Science. 2000;96(6):343-7. 

112. Richter M, Chersich MF, Vearey J, Sartorius B, Temmerman M, Luchters S. Migration 

Status, Work Conditions and Health Utilization of Female Sex Workers in Three South African 

Cities. Journal of Immigrant and Minority Health. 2014;16(1):7-17. 

113. Dobra A, Bärnighausen T, Vandormael A, Tanser F. Space-time migration patterns and 

risk of HIV acquisition in rural South Africa. AIDS (London, England). 2017;31(1):137-45. 

114. Laurence P, Blower S. Mobility and circular migration in Lesotho: implications for 

transmission, treatment and control of a severe HIV epidemic. Journal of acquired immune 

deficiency syndromes (1999). 2015;68(5):604. 

115. Jewkes RK, Levin JB, Penn-Kekana LA. Gender inequalities, intimate partner violence 

and HIV preventive practices: findings of a South African cross-sectional study. Social science 

& medicine. 2003;56(1):125-34. 

116. Abdool Karim S, Abdool Karim Q. HIV/Aids in South Africa: Cambridge University 

Press; 2010. 

117. Jewkes R, Morrell R. Gender and sexuality: emerging perspectives from the heterosexual 

epidemic in South Africa and implications for HIV risk and prevention. Journal of the 

International AIDS Society. 2010;13(1):6. 

118. Gallant M, Maticka-Tyndale E. School-based HIV prevention programmes for African 

youth. Social science & medicine. 2004;58(7):1337-51. 

119. Adeomi AA, Adeoye OA, Asekun-Olarinmoye EO, Abodunrin OL, Olugbenga-Bello AI, 

Sabageh AO. Evaluation of the effectiveness of peer education in improving HIV knowledge, 



 

64 
 

attitude, and sexual behaviours among in-school adolescents in Osun State, Nigeria. AIDS 

research and treatment. 2014;2014. 

120. Michielsen K, Beauclair R, Delva W, Roelens K, Van Rossem R, Temmerman M. 

Effectiveness of a peer-led HIV prevention intervention in secondary schools in Rwanda: results 

from a non-randomized controlled trial. BMC Public Health. 2012;12:729. 

121. Santelli J, Ott MA, Lyon M, Rogers J, Summers D. Abstinence-only education policies 

and programs: a position paper of the Society for Adolescent Medicine. Journal of Adolescent 

Health. 2006;38(1):83-7. 

122. Fonner VA, Armstrong KS, Kennedy CE, O'Reilly KR, Sweat MD. School Based Sex 

Education and HIV Prevention in Low- and Middle-Income Countries: A Systematic Review and 

Meta-Analysis. PloS one. 2014;9(3). 

123. Taggart T, Taboada A, Stein JA, Milburn NG, Gere D, Lightfoot AF. AMP!: A Cross-site 

Analysis of the Effects of a Theater-based Intervention on Adolescent Awareness, Attitudes, and 

Knowledge about HIV. Prevention Science. 2016;17(5):544-53. 

124. Yang X, Xia G. Effectiveness of a Peer-Assisted Multicomponent Behavioral 

Intervention in HIV Risk Reduction Among Female Entertainment Workers in China. AIDS 

Education and Prevention. 2015;27(5):446-64. 

125. Walsh K, Zwi K, Woolfenden S, Shlonsky A. School‐based education programmes for 

the prevention of child sexual abuse. The Cochrane Library. 2015. 

126. Swartz S, Deutsch C, Makoae M, Michel B, Harding JH, Garzouzie G, et al. Measuring 

change in vulnerable adolescents: Findings from a peer education evaluation in South Africa. 

SAHARA-J: Journal of Social Aspects of HIV/AIDS. 2012;9(4):242-54. 

127. Sawyer RG, Pinciaro P, Bedwell D. How peer education changed peer sexuality 

educators' self-esteem, personal development, and sexual behavior. Journal of American College 

Health. 1997;45(5):211-7. 

128. Sloan NM, Myers JE. Evaluation of an HIV/AIDS peer education programme in a South 

African workplace. South African medical journal = Suid-Afrikaanse tydskrif vir geneeskunde. 

2005;95(4):261-4. 

129. Medley A, Kennedy C, O'Reilly K, Sweat M. Effectiveness of Peer Education 

Interventions for HIV Prevention in Developing Countries: A Systematic Review and Meta-

Analysis. AIDS Education and Prevention. 2009;21(3):181-206. 

130. Werner EE. Protective factors and individual resilience. 2000. 

131. Ali MM, Dwyer DS. Estimating peer effects in sexual behavior among adolescents. 

Journal of adolescence. 2011;34(1):183-90. 

132. Campbell C, MacPhail C. Peer education, gender and the development of critical 

consciousness: participatory HIV prevention by South African youth. Social science & medicine. 

2002;55(2):331-45. 



 

65 
 

133. Warwick I, Aggleton P. Building on experience: a formative evaluation of a peer 

education sexual health project in South Africa. London Review of Education. 2004;2(2):137-53. 

134. Swartz S, Van der Heijden I, Runciman T, Makoae M, Rozani A, Dube N, et al. 'Think 

for yourself-Think for tomorrow': Exploring the impact of peer-led HIV intervention and 

psychosocial support groups for vulnerable youth in South Africa. 2010. 

135. Menna T, Ali A, Worku A. Effects of peer education intervention on HIV/AIDS related 

sexual behaviors of secondary school students in Addis Ababa, Ethiopia: a quasi-experimental 

study. Reproductive Health. 2015;12:84. 

136. Adam MB. Effectiveness Trial of Community-Based I Choose Life-Africa Human 

Immunodeficiency Virus Prevention Program in Kenya. The American journal of tropical 

medicine and hygiene. 2014;91(3):645-8. 

137. Visser MJ. HIV/AIDS prevention through peer education and support in secondary 

schools in South Africa. SAHARA-J: Journal of Social Aspects of HIV/AIDS. 2007;4(3):678-94. 

138. Paul-Ebhohimhen VA, Poobalan A, Van Teijlingen ER. A systematic review of school-

based sexual health interventions to prevent STI/HIV in sub-Saharan Africa. BMC Public 

Health. 2008;8(1):4. 

139. Campbell C, Scott K, Mupambireyi Z, Nhamo M, Nyamukapa C, Skovdal M, et al. 

Community resistance to a peer education programme in Zimbabwe. BMC Health Services 

Research. 2014;14(1):574. 

140. Campbell C, Cornish F. Towards a “fourth generation” of approaches to HIV/AIDS 

management: creating contexts for effective community mobilisation. AIDS care. 

2010;22(sup2):1569-79. 

141. Simon Gregsona, Nicola Terceira, Phyllis Mushati, Constance Nyamukapa, Campbell. C. 

Social. Community group participation: Can it help young women to avoid HIV? An exploratory 

study of social capital and school education in rural Zimbabwe. Science & Medicine 2004. 

142. Lester RT, Ritvo P, Mills EJ, Kariri A, Karanja S, Chung MH, et al. Effects of a mobile 

phone short message service on antiretroviral treatment adherence in Kenya (WelTel Kenya1): a 

randomised trial. The Lancet. 2010;376(9755):1838-45. 

143. Kurth AE, Spielberg F, Cleland CM, Lambdin B, Bangsberg DR, Frick PA, et al. 

Computerized counseling reduces HIV-1 viral load and sexual transmission risk: findings from a 

randomized controlled trial. Journal of acquired immune deficiency syndromes (1999). 

2014;65(5):611. 

144. Jongbloed K, Parmar S, van der Kop M, Spittal PM, Lester RT. Recent Evidence for 

Emerging Digital Technologies to Support Global HIV Engagement in Care. Current HIV/AIDS 

Reports. 2015;12(4):451-61. 

145. Dayer L, Heldenbrand S, Anderson P, Gubbins PO, Martin BC. Smartphone medication 

adherence apps: potential benefits to patients and providers. Journal of the American Pharmacists 

Association. 2013;53(2):172-81. 



 

66 
 

146. Smith C, Gold J, Ngo TD, Sumpter C, Free C. Mobile phone-based interventions for 

improving contraception use. Cochrane Database of Systematic Reviews. 2015(6). 

147. Welch V, Petkovic J, Pardo JP, Rader T, Tugwell P. Interactive social media 

interventions to promote health equity: an overview of reviews. Health Promotion and Chronic 

Disease Prevention in Canada : Research, Policy and Practice. 2016;36(4):63-75. 

148. Maher CA, Lewis LK, Ferrar K, Marshall S, De Bourdeaudhuij I, Vandelanotte C. Are 

health behavior change interventions that use online social networks effective? A systematic 

review. Journal of medical Internet research. 2014;16(2). 

149. Laranjo L, Arguel A, Neves AL, Gallagher AM, Kaplan R, Mortimer N, et al. The 

influence of social networking sites on health behavior change: a systematic review and meta-

analysis. Journal of the American Medical Informatics Association. 2014;22(1):243-56. 

150. Dworkin SL, Blankenship K. Microfinance and HIV/AIDS prevention: assessing its 

promise and limitations. AIDS and behavior. 2009;13(3):462-9. 

151. Fenton L. Preventing HIV/AIDS through poverty reduction: the only sustainable 

solution? The Lancet. 2004;364(9440):1186-7. 

152. Caldas A, Arteaga F, Muñoz M, Zeladita J, Albujar M, Bayona J, et al. Microfinance: a 

general overview and implications for impoverished individuals living with HIV/AIDS. Journal 

of Health Care for the Poor and Underserved. 2010;21(3):986-1005. 

153. Pandit JA, Sirotin N, Tittle R, Onjolo E, Bukusi EA, Cohen CR. Shamba Maisha: a pilot 

study assessing impacts of a micro-irrigation intervention on the health and economic wellbeing 

of HIV patients. BMC Public Health. 2010;10(1):245. 

154. Mutenje MJ, Nyakudya IW, Katsinde C, Chikuvire TJ. Sustainable income-generating 

projects for HIV-affected households in Zimbabwe: evidence from two high-density suburbs. 

African journal of AIDS research. 2007;6(1):9-15. 

155. Baird SJ, Garfein RS, McIntosh CT, Özler B. Effect of a cash transfer programme for 

schooling on prevalence of HIV and herpes simplex type 2 in Malawi: a cluster randomised trial. 

The Lancet. 2012;379(9823):1320-9. 

156. De Walque D, Dow WH, Nathan R, Abdul R, Abilahi F, Gong E, et al. Incentivising safe 

sex: a randomised trial of conditional cash transfers for HIV and sexually transmitted infection 

prevention in rural Tanzania. BMJ open. 2012;2(1):e000747. 

157. Pettifor A, MacPhail C, Nguyen N, Rosenberg M. Can money prevent the spread of HIV? 

A review of cash payments for HIV prevention. AIDS and behavior. 2012;16(7):1729-38. 

158. Dunbar MS, Maternowska MC, Kang M-SJ, Laver SM, Mudekunye-Mahaka I, Padian 

NS. Findings from SHAZ!: a feasibility study of a microcredit and life-skills HIV prevention 

intervention to reduce risk among adolescent female orphans in Zimbabwe. Journal of prevention 

& intervention in the community. 2010;38(2):147-61. 



 

67 
 

159. Jewkes R. Intimate partner violence: causes and prevention. The lancet. 

2002;359(9315):1423-9. 

160. Burman CJ, Aphane M, Delobelle P. Reducing the overall HIV-burden in South Africa: 

is ‘reviving ABC’ an appropriate fit for a complex, adaptive epidemiological HIV landscape? 

African Journal of AIDS Research. 2015;14(1):13-28. 

161. HIV/AIDS JUNPo. Prevention gap report 2016. Geneva, Switzerland: WHO. 2016. 

162. Hutchinson PL, Mahlalela X. Utilization of voluntary counseling and testing services in 

the Eastern Cape, South Africa. AIDS care. 2006;18(5):446-55. 

163. Mall S, Middelkoop K, Mark D, Wood R, Bekker L-G. Changing patterns in HIV/AIDS 

stigma and uptake of voluntary counselling and testing services: The results of two consecutive 

community surveys conducted in the Western Cape, South Africa. AIDS care. 2013;25(2):194-

201. 

164. Marita E, Keraka M, Mwanzo I. Determinants OF HIV-vct utilization among secondary 

schools teachers in Thika District, Kenya. East African journal of public health. 2011;8(4):264-8. 

165. Bond V, Nyblade L. The importance of addressing the unfolding TB‐HIV stigma in high 

HIV prevalence settings. Journal of Community & Applied Social Psychology. 2006;16(6):452-

61. 

166. Gittens B. AIDS in Zimbabwe: Disrupting the community’s social fabric. United 

Methodist Committee on Relief. Health and Welfare Ministries. 2008. 

167. Nhamo-Murire M, Campbell C, Gregson S. Community Group Membership and 

Stigmatising Attitudes Towards People Living with HIV in Eastern Zimbabwe. Journal of 

Community Health. 2014;39(1):72-82. 

168. Campbell C, Foulis CA, Maimane S, Sibiya Z. The impact of social environments on the 

effectiveness of youth HIV prevention: A South African case study. AIDS care. 2005;17(4):471-

8. 

169. Campbell T, Beer H, Wilkins R, Sherlock E, Merrett A, Griffiths J. “I look forward. I feel 

insecure but I am ok with it”. The experience of young HIV+ people attending transition 

preparation events: a qualitative investigation. AIDS care. 2010;22(2):263-9. 

170. Pronyk. PM, Harpham. T, Morison. LA, Hargreaves. JR, Kim. JC, Phetla. G, et al. Is 

social capital associated with HIV risk in rural South Africa. . Social Science & Medicine. 

2008;66. 

171. Campbell C, MacPhail C. Peer education, gender and the development of critical 

consciousness: participatory HIV prevention by South African youth. . Social Science & 

Medicine. 2002;55: 331–45. 

172. Gibbs A, Jewkes R, Sikweyiya Y, Willan S. Reconstructing masculinity? A qualitative 

evaluation of the Stepping Stones and Creating Futures interventions in urban informal 

settlements in South Africa. Culture, Health & Sexuality. 2015;17(2):208-22. 



 

68 
 

173. Singh JA, Karim SSA, Karim QA, Mlisana K, Williamson C, Gray C, et al. Enrolling 

adolescents in research on HIV and other sensitive issues: lessons from South Africa. PLoS 

medicine. 2006;3(7). 

174. Essack Z, Koen J, Barsdorf N, Slack C, Quayle M, Milford C, et al. Stakeholder 

perspectives on ethical challenges in HIV vaccine trials in South Africa. Developing world 

bioethics. 2010;10(1):11-21. 

175. Institute SC. PROMISING PRACTICE South Africa: Soul City [cited 2019 17 October]. 

Available from: 

https://www.malecircumcision.org/sites/default/files/document_library/South_Africa_Soul_City.

pdf. 

176. Institute SC. Our Impact 2019 [updated 2019; cited 2019 18 October]. Available from: 

https://www.soulcity.org.za/. 

177. RISE Young women's Clubs  [cited 2017 10 January]. Available from: 

http://www.soulcity.org.za/projects/rise/about. 

178. Institute SC. Rise Concept Note. 2016. 

179. Institute SC. Programme quality standards of Rise clubs. 2017. 

180. Institute SC. Standard operating procedures: Rise Young women's Club data collection. 

2017. 

181. Hosmer Jr DW, Lemeshow S, Sturdivant RX. Applied logistic regression: John Wiley & 

Sons; 2013. 

182. McCoy HV, Shehadeh N, Rubens M. Alcohol Use and Sexual Risk Behaviors in a 

Migrant Worker Community. Journal of Immigrant and Minority Health. 2016;18(3):561-7. 

183. Cooper ML. Alcohol use and risky sexual behavior among college students and youth: 

evaluating the evidence. Journal of Studies on Alcohol, supplement. 2002(14):101-17. 

184. Organista KC, Kubo A. Pilot survey of HIV risk and contextual problems and issues in 

Mexican/Latino migrant day laborers. Journal of Immigrant and Minority Health. 2005;7(4):269-

81. 

185. Shiferaw Y, Alemu A, Assefa A, Tesfaye B, Gibermedhin E, Amare M. Perception of 

risk of HIV and sexual risk behaviors among University students: implication for planning 

interventions. BMC Research Notes. 2014;7(1):162. 

186. Vetter TR. Fundamentals of research data and variables: the devil is in the details. 

Anesthesia & Analgesia. 2017;125(4):1375-80. 

187. Ghasemi A, Zahediasl S. Normality tests for statistical analysis: a guide for non-

statisticians. International journal of endocrinology and metabolism. 2012;10(2):486. 

https://www.malecircumcision.org/sites/default/files/document_library/South_Africa_Soul_City.pdf
https://www.malecircumcision.org/sites/default/files/document_library/South_Africa_Soul_City.pdf
https://www.soulcity.org.za/
http://www.soulcity.org.za/projects/rise/about


 

69 
 

188. Africa DoHRoS. National Health Research Ethics Council Guidelines: Department of 

Health; 2019 [cited 2019 25 September]. Available from: 

http://nhrec.health.gov.za/index.php/grids-preview. 

189. Ziraba A, Orindi B, Muuo S, Floyd S, Birdthistle IJ, Mumah J, et al. Understanding HIV 

risks among adolescent girls and young women in informal settlements of Nairobi, Kenya: 

Lessons for DREAMS. PloS one. 2018;13(5):e0197479. 

190. Kabiru CW, Luke N, Izugbara CO, Zulu EM. The correlates of HIV testing and impacts 

on sexual behavior: evidence from a life history study of young people in Kisumu, Kenya. BMC 

Public Health. 2010;10(1):412. 

191. Mulaudzi M, Dlamini BN, Coetzee J, Sikkema K, Gray G, Dietrich JJ. Perceptions of 

counsellors and youth-serving professionals about sexual and reproductive health services for 

adolescents in Soweto, South Africa. Reproductive Health. 2018;15(1):21. 

192. Scott HM, Pollack L, Rebchook GM, Huebner DM, Peterson J, Kegeles SM. Peer social 

support is associated with recent HIV testing among young black men who have sex with men. 

AIDS and behavior. 2014;18(5):913-20. 

193. Senn TE, Braksmajer A, Coury-Doniger P, Urban MA, Rossi A, Carey MP. Development 

and preliminary pilot testing of a peer support text messaging intervention for HIV-infected 

black men who have sex with men. Journal of acquired immune deficiency syndromes (1999). 

2017;74(Suppl 2):S121. 

194. Wong T, Pharr JR, Bungum T, Coughenour C, Lough NL. Effects of Peer Sexual Health 

Education on College Campuses: A Systematic Review. Health promotion practice. 

2018;20(5):1524839918794632. 

195. Li H, Xue L, Tucker JD, Wei C, Durvasula M, Hu W, et al. Condom use peer norms and 

self-efficacy as mediators between community engagement and condom use among Chinese men 

who have sex with men. BMC Public Health. 2017;17(1):641. 

196. Newell M-L, Coovadia H, Cortina-Borja M, Rollins N, Gaillard P, Dabis F. Mortality of 

infected and uninfected infants born to HIV-infected mothers in Africa: a pooled analysis. The 

Lancet. 2004;364(9441):1236-43. 

197. Fatti G, Bock P, Eley B, Mothibi E, Grimwood A. Temporal trends in baseline 

characteristics and treatment outcomes of children starting antiretroviral treatment: an analysis in 

four provinces in South Africa, 2004–2009. Jaids Journal of Acquired Immune Deficiency 

Syndromes. 2011;58(3):e60-e7. 

198. van Dijk JH, Sutcliffe CG, Munsanje B, Sinywimaanzi P, Hamangaba F, Thuma PE, et 

al. HIV-Infected Children in Rural Zambia Achieve Good Immunologic and Virologic Outcomes 

Two Years after Initiating Antiretroviral Therapy. PloS one. 2011;6(4):e19006. 

199. Ferrand RA, Corbett EL, Wood R, Hargrove J, Ndhlovu CE, Cowan FM, et al. AIDS 

among older children and adolescents in Southern Africa: projecting the time course and 

magnitude of the epidemic. Aids. 2009;23(15):2039-46. 

http://nhrec.health.gov.za/index.php/grids-preview


 

70 
 

200. Funck-Brentano I, Dalban C, Veber F, Quartier P, Hefez S, Costagliola D, et al. 

Evaluation of a peer support group therapy for HIV-infected adolescents. Aids. 

2005;19(14):1501-8. 

201. Boyes ME, Mason SJ, Cluver LD. Validation of a brief stigma-by-association scale for 

use with HIV/AIDS-affected youth in South Africa. AIDS care. 2013;25(2):215-22. 

202. Pitpitan EV, Kalichman SC, Eaton LA, Cain D, Sikkema KJ, Skinner D, et al. AIDS-

Related Stigma, HIV Testing, and Transmission Risk Among Patrons of Informal Drinking 

Places in Cape Town, South Africa. Annals of Behavioral Medicine. 2012;43(3):362-71. 

203. Maughan-Brown B. Stigma rises despite antiretroviral roll-out: A longitudinal analysis in 

South Africa. Social Science & Medicine. 2010;70(3):368-74. 

204. Mudhovozi P, Ramarumo M, Sodi T. Adolescent sexuality and culture: South African 

mothersperspective. African Sociological Review/Revue Africaine de Sociologie. 

2012;16(2):119-38. 

205. Meechamnan C, Fongkaew W, Chotibang J, McGrath BB. Do T hai parents discuss sex 

and AIDS with young adolescents? A qualitative study. Nursing & health sciences. 

2014;16(1):97-102. 

206. Puffer ES, Drabkin AS, Stashko AL, Broverman SA, Ogwang-Odhiambo RA, Sikkema 

KJ. Orphan Status, HIV Risk Behavior, and Mental Health Among Adolescents in Rural Kenya. 

Journal of pediatric psychology. 2012;37(8):868-78. 

207. Puffer ES, Meade CS, Drabkin AS, Broverman SA, Ogwang-Odhiambo RA, Sikkema 

KJ. Individual- and Family-Level Psychosocial Correlates of HIV Risk Behavior Among Youth 

in Rural Kenya. AIDS and behavior. 2011;15(6):1264-74. 

208. Kikuchi K, Poudel KC, Rwibasira JM, Majyambere A, Mutabazi V, Nyonsenga SP, et al. 

Caring for perinatally HIV-infected children: call for mental care for the children and the 

caregivers. AIDS care. 2017;29(10):1280-6. 

209. Beardslee WR, Brent DA, Weersing V, et al. Prevention of depression in at-risk 

adolescents: Longer-term effects. JAMA Psychiatry. 2013;70(11):1161-70. 

210. Guay S, Tremblay N, Goncalves J, Bilodeau H, Geoffrion S. Effects of a peer support 

programme for youth social services employees experiencing potentially traumatic events: a 

protocol for a prospective cohort study. BMJ open. 2017;7(6):e014405-e. 

211. Weyns T, Colpin H, De Laet S, Engels M, Verschueren K. Teacher Support, Peer 

Acceptance, and Engagement in the Classroom: A Three-Wave Longitudinal Study in Late 

Childhood. Journal of Youth and Adolescence. 2018;47(6):1139-50. 

212. Kidman R, Nachman S, Dietrich J, Liberty A, Violari A. Childhood adversity increases 

the risk of onward transmission from perinatal HIV-infected adolescents and youth in South 

Africa. Child Abuse & Neglect. 2018;79:98-106. 



 

71 
 

Appendices 

 

Appendix 1: Plagiarism Declaration Form 

PLAGIARISM DECLARATION TO BE SIGNED BY ALL HIGHER DEGREE STUDENTS  

SENATE PLAGIARISM POLICY: APPENDIX ONE  

 

I __ CAROLINE MUDARA __ (Student number: _710854_) am a student  

registered for the degree of Master of Science in Epidemiology and Biostatistics in the 

academic year 2017.  

 

I hereby declare the following:  

❖ I am aware that plagiarism (the use of someone else’s work without their permission  

and/or without acknowledging the original source) is wrong.  

 

❖ I confirm that the work submitted for assessment for the above degree is my own unaided  

work except where I have explicitly indicated otherwise.  

 

❖ I have followed the required conventions in referencing the thoughts and ideas of others.  

❖ I understand that the University of the Witwatersrand may take disciplinary action against  

me if there is a belief that this is not my own unaided work or that I have failed to  

acknowledge the source of the ideas or words in my writing. 

 

 

Signature:             Date: 01/02/2019



 

72 
 

 

Appendix 2: Ethics Clearance Certificate 

 



 

73 
 

 



 

74 
 

Appendix 3: Primary Study Endline Questionnaire 

 

Endline, March 2016 

 

Dear Soul City RISE Club Members 

 

Soul City has been evaluating the RISE programme in order to find out if the programme is helping young women 

that are club members, and what we could do to make out programme work better for you. This means that we 

have been doing some research to help us understand this. As part of this research, we would like to ask all club 

members to do the following: 

 

-Please can all members of the club fill in the questionnaire below 

-Each member of the club needs to fill out a SEPARATE questionnaire 

-You will see that the questionnaire does NOT ask for your name or the name of the club, so your answers will 

remain confidential 

-Your answers are private, so please don’t share them with other club members 

-When you have all completed the questionnaire, please put these in the envelope provided and seal the 

envelope. Soul City will then make a plan to collect these 

 

NOTE: you will each also receive: 

-An information sheet, which explains the research in more detail. You can keep this 

-If you are 18 and older and you agree to participate, you will need to sign a consent form (also attached) which 

you must also include in the envelope 

-If you are under 18, you need to ask your mother, father or guardian if you can participate in this research. There 

is an information sheet for them and for you, and both you and your parent/guardian also has to sign a consent 

form. You also have to sign another consent from.  

 

These are all in the pack provided to your club.  

 

NOTE THAT YOU MAY HAVE COMPLETED THIS QUESTIONNAIRE BEFORE. EVEN IF YOU HAVE, WE WOULD VERY 

MUCH LIKE YOU TO FILL IT IN AGAIN SO THAT WE CAN SEE IF ANYTHING HAS CHANGED SINCE THE LAST TIME. IF 
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YOU HAVE NEVER COMPLETED THIS QUESTIONNAIRE BEFORE IT WOULD BE GREAT IF YOU COULD DO SO THIS 

TIME.  

 

We thank you very much for participating in this research. It is very important research, and we value the time that 

you will be putting into this. 

 

This form should take you about half an hour (30 minutes) to complete.  

 

Kind regards 

Soul City 
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 Biographical Information 

1 Today’s Date Day Month Year 

 
 

  

2 Province in which you live 
(tick one) 

Eastern Cape  

Free State  

Gauteng  

Kwa-Zulu Natal  

Mpumalanga  

North West  

3 Name of town/community in 
which you live 

 

4 Is this a big city, a town or a 
rural area? (tick one) 

Big City (here we mean a really big one, like Jozi, Cape 
Town and Durban)  

 

Town (not a big city like Jozi, but still an urban town)   

Rural area (villages, farms and so on outside of a town 
or city) 

 

5 Your age at last birthday 
 

 

6 Your race (tick one) I prefer not to answer this  

Black  

Coloured/mixed race  

Indian  

Asian  

White  

7 What kind of household do 
you currently live in? 

Brick house  

Apartment/flat  

Townhouse in a cluster or a complex  

In a brick room/cottage in a back yard  

Shack in a back yard  

Shack in an informal settlement  

In a hostel  

Traditional dwelling or hut  

8 Do you have running water in 
your household i.e. taps in 
the house or a tap in the yard 
(tick one)? 

Yes 
 

 

No  

9 If you don’t have running 
water in your household, 
how long does it take to walk 
to where you get water and 
back home? 

A few minutes  

Between fifteen minutes and half an hour  

About half and hour  

About an hour  

More than an hour  

10 How many adults (18 years or older) live in your household? 
 

 

How many of these adults are employed or self employed (have own business 
or an income generating activity)? 

 

11 Do you have children (tick 
one)? 

Yes, I have children (Please insert the number of 
children you have in the space below) 
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No, I don’t have children  
 

12 Are you married (tick one)? Yes, I am married  

No, I used to be married but I am not anymore  

No, I have never been married  

No, but I am living with my partner  

13 Are you still in school? Yes (please insert your current grade below)  

 
 

 

No  

14 If you are not in school, are 
you studying elsewhere at 
the moment? 

Yes 
 

 

No  

15 What is your highest 
educational qualification (i.e. 
what is the highest level of 
schooling or post schooling 
that you have successfully 
completed so far)? 

Lower than Grade 7  

Grade 7  

Grade 8  

Grade 9  

Grade 10  

Grade 11  

Grade 12   

National Certificate Vocational (NCV) (tick which level 
below) 

 

NCV 2 NCV 3 NCV 4 

NATED course (N course) (tick which level below)  

N1 N2 N3 N4 N5 N6  

Post-school diploma  

Undergraduate university degree   

Post graduate university degree  

16 What Is your current 
employment status? 

Unemployed and not looking for work at the moment  

Unemployed and looking for work  

Employed full time with permanent/open contract 
(fixed hours with a contract) 

 

Employed part time with permanent/open contract 
(fixed hours with a contract) 

 

Fixed contract work (work for a short period with a 
clear time frame) 

 

Occasional/piece work  

On an internship  

On a learnership  

Self-employed (I have my own business)  

Other (please specify below)  

  

  

  

17 Do you have a CV? Yes 
 

 

No  

18 If you were asked to go for a 
job interview, do you think 
you know what will be 

I have no idea what would be expected of me   

I have very little sense of what would be expected of 
me 
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expected of you? I have some sense of what would be expected of me  

I have a good sense of what would be expected of me  

 

 

19 Do you plan to study further? Yes 
 

 

No  

20 If you do plan to study 
further, tick one option that 
describes you best 

I have a career plan and I need to study further to 
proceed with this career 

 

I can’t find a job, so I think I need to study further  

I want to study further, but I have not decided what I 
want to study yet  

 

I am studying at the moment  

Other (please specify below)  

  

21 If you do not plan to study 
further, tick one option that 
describes you best 

I have done all the studying that I need to do for now in 
terms of my career plan 

 

I cannot afford to study  

I am not interested in studying  

I am working right now and can’t study  

Other (please specify below)  

  

 About your RISE club 

22 How did you hear about the 
RISE Clubs? (tick all the 
options that apply) 

I used to belong to a Soul Buddyz Club and was 
contacted by Soul City to see if I was interested 

 

I was directly approached by someone from Soul City 
who told me about the Club 

 

I heard about it at my school  

I heard about it from a friend  

I heard about it on the radio  

I heard about it from the newspaper  

I heard about it at a community meeting  

I heard about it from a youth group I am involved in  

Other (please specify below)  

  

23 Why did you join the club 
(tick all the options that 
apply)? 

I loved the Soul Buddyz Club I was in, and so I joined 
this one hoping it would also be good 

 

I thought it would be fun and interesting  

I wanted to make more friends in my community  

I joined because my friend/s joined  

I joined because I want to learn more about sexual 
health and choices 

 

I joined because I want to learn more about how to get 
a job  

 

I joined because I want to learn more about starting a 
business 

 

I joined because I want to learn more about studying 
further 

 

I joined because I want to feel more empowered as a 
woman 
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I was bored and so I decided to join  

Other (please specify below)  

  

24 When did you join the RISE 
Club? 

Month Year 

  

25 Please describe the one thing 
that you think all of the 
members in your club have in 
common (if anything)? 

 

26 Please tick which of the 
following you have at your 
Club? 

A chairperson  

A treasurer  

A secretary  

A timekeeper  

I don’t know  

27 To what extent would you 
say that you Club is being 
managed/run well do date? 

It is not being managed well at all  

It Is being managed okay, but we could improve  

It is being managed well  

It is being managed very well  

28 In terms of communication, 
does the Club inform all 
members in good time about 
when and where meeting will 
be, what Club events are 
taking place and so on? 

Communication in the Club is poor  

Communication in the club is okay, but not great  

Communication in the club is good  

Communication in the club is excellent  

29 Does Soul City communicate 
well with your Club about 
events and other 
interventions from their 
side? 

Poor communication  

Okay communication  

Good communication  

Excellent communication  

30 How many meetings does 
your club have per month? 

One Two Three More than 
three 

31 How many meetings have 
you attended since you 
joined? 

None A few Most All 

32 How many meetings have 
you missed since you joined 

None A few Most All 

33 If you have missed most or all 
of the Club meetings to date, 
what is the reason for this? 

They are boring  

I have too many responsibilities and so I have not been 
able to attend all 

 

I have problems with transport  

The times of the meetings are not good for me  

I don’t feel welcome there  

Other (please specify below)  

  

34 Of the meetings you have 
attended so far, what have 
you liked the most (tick all 
the options that apply)? 

Just being with other women/girls that I can relate to  

Getting out of the house and doing something 
interesting 

 

Learning about love, and relationships   

Catching up with each others’ news  

Learning about sexual health   

Talking about what’s hot in fashion  

Learning about sexual and health rights and how to 
make choices 
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Learning about how culture has influenced the way 
others see me and the way I see myself  

 

Discussing celebrities  

Learning about study and/or careers that are open to 
me 

 

Learning about how I can use my money carefully  

Getting advice about my boyfriend  

Learning about how to start a business  

Learning about loving myself, growing my confidence 
and how I can become the woman I want to be 

 

Talking about my friend l  

Feeling that I am not alone and that others feel like I do  

Doing projects that will hopefully change my life  

Doing projects that will hopefully change the lives of 
other people in my community 

 

Other (please specify below)  

  

35 Of the meetings you have 
attended so far, what have 
you liked the least (tick as 
many options as you like)? 

I struggle to get along with the other club members  

I don’t like the stuff about love and relationships  

I don’t like all the stuff about sex and sexual health   

I don’t like the stuff about culture and gender  

I don’t like the stuff about jobs and careers  

I don’t like the stuff about loving yourself and self-
confidence. It’s boring 

 

I don’t like the projects that we do  

I feel like we just sit around and talk  

I feel like this is a waste of my time  

Other (please specify below)  

  

36 Has your club organised any 
events yet (i.e. activities that 
you organize as a club)? 

Yes 
 

 

No  

37 If yes, how many events have 
you organised/been involved 
in since you joined the club? 

 

38 What were these events 
about?  

Project Focus Number of projects you have 
organised/been involved in of 

this type 

Fundraising for club  

Fundraising for charity  

Event for club  

Event for club and other 
people we invited 

 

Club visit to …(specify in the 
space below) 

 

 
 

 

Invited person/organisation 
to club to speak to us 
about…(specify in the space 
below) 
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Club small business project 
(specify type of small business 
in the line below) 

 

 
 

 

Educating others in our 
community about …(specify in 
the space below) 

 

 
 

 

Drama presentation in the 
community about …(specify in 
the line below) 

 

 
 

 

Volunteering/helping others 
in community 

 

Organised a march in the 
community 

 

Participated in a march in the 
community 

 

Other (specify in the space 
below) 

 

 
 

 

39 So far, how would you rate 
your overall experience of 
your club? 

It’s not great  

It’s okay  

It’s good  

It’s great and I love it  

Other (please specify below)  

  

40 If you keep coming to the 
meetings, do you think the 
club will make any difference 
to your life? 

I don’t think it’s really make any positive difference to 
my life  

 

I think it could make a positive difference, but I’m not 
sure yet 

 

I am sure it will make a positive difference to my life   

I am sure it will make a positive difference to my life 
and It already has 

 

Other (please specify below)  

  

41 When you have club 
meetings, do you use the 
RISE Young Women’s Clubs 
magazine? 

Yes  

No  

42 What do you think of the 
magazines? 

The content is not very relevant to want we want to do 
with out club 

 

The content is okay. We have used/discuss a few of the 
articles in club meetings 

 

The content is good. We use/discuss a lot of the 
articles for our club meetings 

 

The content is fantastic. We use/discuss most of the  



 

82 
 

articles at our club meetings  

43 Have you watched any 
episodes of RISE Talk on 
SABC TV 1? 

No, I don’t have a TV  

No, I didn’t know about it  

No, I haven’t had the time  

Yes, I have watched most episodes so far  

Yes, but I have watched only a few episodes so far  

Yes, but I have only watched one episode so far  

Yes, we watch it together as a club   

44 What do you think of the 
RISE Talk TV show? 

I haven’t watched it, so I can’t say  

It’s not great. I found it not really relevant to me and 
my life 

 

It’s okay. Some parts were relevant to me and my life  

Its good. I think most of it is relevant to me and my life  

It’s brilliant. It is very relevant to me and my life  

45 Have you recommended the 
RISE Talk TV show to anyone 
of your friends? 

No  

Yes  

46 Have you liked/followed the 
RISE Talk Show Facebook 
page?? 

No  

Yes  

47 Please share your views 
about the RISE Talk Show 
Facebook page (tick all the 
relevant options) 

I don’t use Facebook because it uses a lot of data  

I don’t use Facebook because I don’t have a smart 
phone and/or access to a computer 

 

I don’t use Facebook even though I have a smart phone 
and/or access to a computer 

 

I have liked/followed the RISE Talk Show Facebook 
page, but I don’t look at it often 

 

I have liked/followed the RISE Talk Show Facebook 
page, and I check it every now and then 

 

I have liked/followed the RISE Talk Show Facebook 
page, and I check it often 

 

I have shared a RISE Talk Show post on Facebook at 
least once 

 

I have liked a post on the RISE Talk Show Facebook 
page at least once 

 

I have commented on a RISE Talk Show Facebook post 
at least once 

 

I think the RISE Talk Show Facebook page is boring  

I think the RISE Talk Show Facebook page is really 
interesting 

 

48 Have you signed up for the 
RISE Young Women’s 
Movement MXit app? 

No, I didn’t know about it  

No, I don’t have a cell phone  

No, my cell phone can’t use that app  

No, I have a phone, but I don’t have airtime to use for 
the MXit app 

 

Yes, I have signed up and I use it every day  

Yes, I have signed up and I use it often  

Yes, I have signed up and I use it occasionally  

Yes, I have signed up, but I hardly ever use it  

49 If you have used the MXit 
app, what do you mainly use 
it for?  

Club chats  

Chats with other people not in my club  

Reading the articles  

Checking for new events  
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Doing the polls  

50 Have you recommended the 
RISE MXit app to anyone of 
your friends? 

No  

Yes  

51 Have you downloaded the 
RISE app on your phone? 
(tick one) 

No, I didn’t know about it  

No, I don’t have a cell phone  

No, my cell phone can’t use that app  

No, I have a phone, but I don’t have data to use for the 
app 

 

Yes, I have downloaded it  

52 Has anyone else in your club 
got the RISE app? (tick one) 

All our club members have the RISE app  

Most of our club members have the RISE app  

A few of our club members have the RISE app  

Only one club member has the RISE app  

None of the club members has the RISE app  

53 What do you use the RISE 
app for? 

I don’t use the RISE app  

For chatting to other members of my club  

For chatting to people in other clubs  

For organising club meetings  

For organising club events  

For reporting to Soul City  

54 Does your club have a Club 
Group on WhatsApp? 

No  

Yes  

55 What do you use the 
WhatsApp Club Group for? 
(tick one or more) 

We don’t have one  

We use it for chatting to each other  

We use it for organising club meetings  

We use it for organising club events  

 Content 

 We’d like to ask you some questions that will help Soul City to understand who you are and 
what your life is about so that our support to the RISE clubs can focus on ways to help you 
with positive life and health choices. This information will remain completely confidential and 
we will never identify you as an individual. 
 
These questions are very personal, and we appreciate your honesty and that you are trusting 
us with this information. 

56 Have you ever had an 
HIV test?  

I prefer not to answer this question  

I am not sexually active, so I have never had one  

I am not sexually active, but I went for a HIV test anyway  

I am sexually active, but I have never been for an HIV test  

I am sexually active and have been for one or more HIV tests   

If you have tested, when last did you go for an HIV test?  

More then two 
years ago 

More than 
a year ago 

Between 6 
months 

and a year 
ago 

Within the 
last six 

months 

 

57 Have your HIV test/s 
been positive? 

I prefer not to answer this question  

I have never had an HIV test  

No, the test was negative  
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Yes, the test was positive  

58 If you are HIV positive, 
have you been to a 
clinic/doctor for 
treatment? 

I would prefer not to answer this question  

No, I have not gone to a clinic yet  

Yes, I went to a clinic and I am on treatment  

Yes, I went to a clinic and was put on treatment, but I have 
stopped the treatment  

 

Please explain why you have stopped the treatment by ticking 
one option below 

 

Because of 
side effects 

Because I 
don’t want 

people to find 
out that I am 

positive 

Because it is 
difficult to get 

to the clinic 

Because my 
partner is also 
HIV positive 

Because the clinic 
ran out of my 

medicine/treatment 

Other (please 
specify) 

 

59 If you have visited a 
clinic for HIV 
treatment, when was 
your last clinic visit? 

More then two 
years ago 

More than a 
year ago 

Between 6 
months and a 

year ago 

Within the last 
six months 

60 Have you ever been 
tested for another 
sexually transmitted 
disease?  

I prefer not to answer this question  

I am not sexually active, so I have never had this check-up  

I am not sexually active, but I went for a check up  

I am sexually active, but I have never been for an STI check up  

I am sexually active and have been for one or more STI check 
up 

 

61  Have you ever used 
contraception? 

Yes    

No  

62 Did you use a condom 
the last time you had 
sex? 

I would prefer not to answer this question  

I am not yet sexually active  

Yes, my partner used a male condom  

Yes, I used a female condom  

No, I did not use a condom  

If you did not use a condom the last time you had sex, can you 

indicate why by ticking one box below 

 

I am in a 

trusting 

relationship 

Oops, I forgot We didn’t 

have condoms 

with us 

I prefer sex 
without a 
condom 

My partner 

prefers sex 

without a 

condom 

I was raped Other (please 

specify) 

 

63 Had you drunk alcohol I am not yet sexually active  
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when you last had sex? Yes, I had one or two social drinks  

Yes, I had had quite a lot to drink  

Yes, I was totally drunk  

No, I had nothing to drink  

64 How long had you 
known the person you 
last had sex with? 

I am not yet sexually active  

I met the person that same day/night  

A few days  

A few weeks  

A few months  

A year or more  

65 How many people have 
you had sex with in the 
last month? 

 

66 Please indicate whether the following questions are true or false True False 

 You can’t fall pregnant while you are menstruating   

 It is legal to have an abortion in South Africa   

 You can fall pregnant the first time you ever have sex   

 If you have sex with someone more than five years older than you, you 

are more at risk of getting HIV 

  

 If you boyfriend withdraws his penis before he ejaculates, you can’t fall 

pregnant 

  

 You can’t get HIV from anal sex   

 You can get a sexually transmitted infection from oral sex   

 The contraception implant will protect you from HIV   

 You should get tested for HIV before you get pregnant   

 Using a condom cannot protect you from most sexually transmitted 

infections 

  

 Women can catch HIV more easily than men   

 You are more infectious for the first few weeks right after you have 

gotten HIV 
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 The contraceptive pill prevents HIV infection   

 If you are HIV positive and pregnant, your baby can be born with HIV   

 A baby cannot get HIV from breast milk   

67 Tick which of the following apply to you and your life 

I have friends who have sex with men for gifts or money  

I sometimes think about having sex with men for gifts or money.    

I have had sex for gifts or money  

I really needed something so I had sex to get it   

I would never have sex for gifts or money  

I have friends who have a sugar daddy who is much older than them  

I would like to have a sugar daddy  

I once had a sugar daddy but it was gross, so I stopped  

I have a sugar daddy and it is working for me for now  

I have no option but to have a sugar daddy  

68 Tick whether the following statements are true or not true for 
you 

True Not 
true 

 I know which kinds of grants government provides and how to access 
these 

  

 I know what to do and where to go for help if I get raped or if someone 
close to me gets raped 

  

 I know what to do and where to go for help if one of my friends/family 
get assaulted by their boyfriend or husband 

  

 I know where the nearest clinic to my house is   

 I know where I can go for an HIV test   

 I know where I can get free condoms if I needed them   

 There is someone in my RISE club I can talk to and go to for help if I 
have a serious problem 

  

 There is someone in my RISE club that I can trust to talk to about 
contraception 

  

 There is someone in my RISE club that I can trust to talk to about sex   

 There is someone in my RISE club that I can trust to talk to about 
pregnancy 

  

 There is someone in my RISE club that I can trust to talk to about HIV 
and other STIs 

  

 I have someone outside of the RISE club that I can talk to and go to for 
help if I have a serious problem 

  

 I have someone outside of the RISE club I can trust to ask about 
contraception  

  

 I have someone outside of the RISE club I can trust to ask questions 

about sex 

  

 I have someone outside of the RISE club I can trust to ask questions 
about pregnancy 
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 I have someone outside the RISE club I can trust to ask questions about 
HIV and other STIs 

  

 In my culture, it is a man’s right to discipline his wife and children by 

sometimes beating them 

  

 Most people in my community believe that it is a man’s right to 
discipline his wife and children by sometimes beating them 

  

 My friends think it is okay to get drunk very often   

 I think it is okay to get drunk very often   

 Drinking only one or two drinks a day is impossible   

 Boys or men have the right to have sex with their girlfriends if they buy 
them gifts 

  

 Most of my friends believe that boys or men have the right to have sex 
with their girlfriends if they buy them gifts 

  

 If a person really loves their boyfriend or girlfriend, they will have sex 
with them 

  

 Most of my friends believe that if a person really loves their boyfriend 
or girlfriend, they will have sex with them 

  

 If you do not have a child you are of no value   

 My family believes that if you do not have a child you are of no value   
 How would you rate yourself in terms of the following: 
69 My self-confidence  

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

70 My leadership skills  

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

71 My ability to resolve conflicts  

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

72 My ability to help others by talking to them about their problems  

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 
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73 My ability to firmly say “no” when people ask me to do thinks I don’t want to do 

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

74 My courage to stand up for myself 

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

75 My courage to stand up for others 

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

76 My ability to avoid going into debt 

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

77 My ability to budget  

 1 

 

2 

 

3 

 

4 

 

5 

 

Very poor Poor Okay Good Really good 

 


