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Table 1 outlines the list of Investigators, qualifications, and their role in the evaluation. Refer to 
Annexure 1 for the brief bio-sketches. CDC staff were not engaged with participants and did not have 
access to personal identifiable data.  
 
Table 1: List of Investigators, qualifications, and role in the evaluation 

Name Qualifications Role in the evaluation 
Dr. Saiqa Mullick PhD, MPH, Masters 

MBChB 
Principal Investigator (PI): Initiator of grant and responsible 
for overall accountability and oversight of the grant and 
agreed upon deliverables. As PI, she was responsible for 
the final approval of the evaluation protocol.  

Vusile Butler Master of 
Management: Public 
and Development 
Management 

Senior Program Manager: Led the overall implementation 
oversight of protocol activities and provided feedback on 
activity progress to the ADS managers.  

Nicolette Naidoo MPH Technical Head - Implementation Science / Research 
Monitoring and Evaluation Lead: Responsible for protocol 
conceptualization, development, and monitoring. Led the 
development and delivery of a prioritized evaluation agenda 
for the PAVING project, which focused on the 
documentation of 1) technical assistance approach, 2) 
adaptation of SASA! to the South African context, and 3) 
best practices and evidence related to the impact of SASA! 
within the prioritized districts in reducing gender-based 
violence through the delivery of the gender norms 
intervention. 

Zukiswa Fipaza BA in Social 
Sciences 

Monitoring and Evaluation Program Manager: Led the 
formulation and oversight of the data collection activities, 
monitoring data quality, and reporting. Oversaw data 
management and handling as outlined in the protocol.  

Alison Kutywayo MSc Disaster 
Management & 
Sustainable 
Development,  

AVIWE Evaluation Coordinator: Responsible for data 
collection, analysis, and write up. Documented best 
practices and developed relevant publications.  

Tapiwa Nyakabau Master’s in 
Development 
Studies 

DREAMS Program Manager: Responsible for data collection 
and reporting of evaluation activities. Analyzed qualitative 
data collected in response to measuring the impact of the 
gender norms intervention.  
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Executive Summary 
AVIWE, was a CDC-funded program, implemented by Wits Reproductive Health and HIV Institute 
(Wits RHI), to support the South African Government (SAG), non-governmental organizations 
(NGOs), and community based organizations (CBOs) to strengthen evidence-based programming to 
improve HIV prevention, care, and treatment outcomes for adolescent girls and young women (AGYW) 
through the provision of targeted technical assistance (TA). To measure the impact of this TA on 
improving AGYW programming at the national, provincial, and district levels, a program evaluation, 
comprising both process and outcome measurements was completed during program year 4, quarters 2-
4 (2018). Data collection methods were predominantly qualitative with some quantitative analysis.  

The evaluation of the AVIWE TA processes demonstrates that AVIWE was successful in improving 
AGYW programming. Landscape mapping among all institutional partners highlighted the gaps in 
technical expertise, policies, guidelines, and operational tools. The identification of these gaps allowed 
the SAG to prioritize their interventions focusing on those that yielded the highest impact in effective 
AGYW programming. The National Department of Health (NDoH), with AVIWE support, moved 
forward in the review, updating, and development of policies, guidelines, and tools to prevent HIV, 
provide family planning, allow early detection and management of sexually transmitted infections 
(STI’s), as well as provide youth friendly services to AGYW. 

Over the course of the program, AVIWE supported the DoH in the development or revision and 
dissemination of the Comprehensive Clinical Management Sexually Transmitted Infection (STI) 
Guidelines and National Sexually Transmitted Infections Strategy (2017-2022), the National 
Contraception and Fertility Clinical Guidelines (2018), the South African Handbook for Contraceptive 
Method Provision (2018), the Clinical Guidelines on Post-Exposure Prophylaxis (PEP) for 
Occupational and Non-Occupational Exposure (2018), and the Guidelines for Cervical Cancer Control 
and Management (2018). All of which improved the operationalization and implementation of higher 
quality services. With these policies in place at the national level AVIWE was then able to provide 
support to the operational level.  

In KwaZulu-Natal (KZN), the Provincial DoH requested support to develop more effective strategies 
to strengthen access and provision of long acting reversible contraceptives (LARCs). AVIWE provided 
a multipronged TA approach beginning with facility assessments, the development of quality 
improvement plans, and training of health care providers as master trainers to mentor facility nurses. 
Three months after the interventions there was a significant increase in LARC provision. The 
implementation of this TA approach: baseline assessments, managing and using data for decision 
making, and supporting quality improvement, training and mentoring, consistent follow up and 
monitoring, all played a pivotal role in improving the contraception uptake. 

The implementation of the innovative SASA! gender norms change model at the community level was 
shown to have a positive effect on gender based violence (GBV) knowledge and awareness, attitudes 
that reduce GBV, as well as improved skills to respond to GBV and take action against violence. A 
significant increase in acknowledging that violence is a challenge in communities was seen in both 
Ekurhuleni (60% to 84%) and uMgungundlovu (56.5% to 83%).  

Given the nature of TA interventions, and based on the findings from the evaluation, we recommend 
that TA provision should take a shotgun approach (many thematic areas) versus a missile approach 
(selected thematic areas for intervention) to enable multisectoral coordination for effective 
programming around STI, contraception, and violence. There were a few limitations in the design and 
analytic methods with some of the activities, which may affect the ability to generalize or interpret 
findings. Despite these limitations, the evaluation identified several areas where AVIWE support was 
found to have had impact on HIV programming for AGYW in South Africa. Over the four years of the 
program, activities have been responsive to donor and government needs and program data have been 
collected to demonstrate the effect of the targeted TA on programming. 
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Project Background 
The AVIWE program (cooperative agreement CDC-RFA-GH15-1574, total funding $3,931,191.12) 
was awarded to Wits Reproductive Health and HIV Institute (Wits RHI) on 1 April 2015 (Annexure 2). 
AVIWE is a Xhosa phrase meaning ‘They have been heard’. The goal of the AVIWE program was to 
provide technical assistance (TA) to the Department of Health (DoH) at the national and provincial 
levels to strengthen and standardize multi-sectoral programs for improved HIV prevention, care, and 
treatment outcomes for adolescent girls and young women (AGYW). Through this TA grant, Wits RHI, 
in support to the DoH, provided coordination and capacity building, facilitated the development of 
leadership capacity, developed and shared tools and resources to enable an effective and sustained 
response, supported policy and guidelines development and review and strategy development, and 
oversaw knowledge generation, synthesis, management, and dissemination.  
 
The AVIWE program had four strategic objectives focused in priority districts: 
 
(KwaZulu-Natal, Gauteng, Mpumalanga, Eastern Cape, and Limpopo) 

1. Support to policy and strategy development and national initiatives targeting adolescent girls 
and young women (AGYW) 

2. Technical support to the She Conquers Campaign 
3. Provincial Support 

(Ekurhuleni (Gauteng), uMgungundlovu and eThekwini (KZN)) 
4. Support to policy and strategy development and national initiatives targeting AGYW 

Cross cutting themes: Knowledge management/Communication and monitoring and evaluation (M&E) 
 
This program evaluation aims to leverage lessons learned from implementation of the various activities 
carried out between 2015 – 2019, thereby allowing Wits RHI to collate and share evidence-based 
approaches going beyond the health sector, addressing the social and structural drivers that directly and 
indirectly increase girls’ HIV risk, including poverty, gender inequality, sexual violence, and lack of 
education. Additionally, AVIWE sought to strengthen government capacity to address the social and 
structural drivers. To review the impact of these programs, a program evaluation measuring the impact 
of the targeted TA on improving AGYW programming at the National, Provincial, and District levels, 
was implemented. Details pertaining to the nature of the TA activities can be found on page 19 of the 
Year 1 - 4 Programmatic Performance Report (Annexure 3), under the Technical Approach. Therefore, 
this document only refers to the activities which are relevant to the evaluation objectives, outlined in 
the evaluation protocol approved by CDC (2017-533) in 2017. 
 
Evaluation Purpose and Objectives 
This evaluation was put forward as a means to contribute to a critical body of evidence pertaining to 
the evaluation of TA programs, to provide a framework to guide the delivery of TA, and also to 
contribute to the evidence base on evaluating TA programs. Additionally, a cross cutting programmatic 
activity for AVIWE was knowledge management, communication, and synthesis and dissemination, 
and as such, for effective and meaningful dissemination to take place, and evaluation of effectiveness 
of key strands of the program had to be undertaken. 
 
The program evaluation aimed to 1) assess and describe the program content, scope, or coverage, 
together with the quality and integrity of implementation, known as the process evaluation, and 2) 
determine the program’s immediate or short-term effects or outcomes, known as outcome evaluation. 
In order to answer these questions, we developed specific evaluation objectives to measure progress 
against AVIWE’s strategic objectives, in addition to determining the effect of such activities in 
supporting the DoH to scale AGYW prevention, treatment, and care programming. The evaluation 
objectives (EOs) are as follows:  
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1. Describe the technical assistance intervention, in addition to the design and delivery, for 
improving AGYW programming in South Africa as implemented through the AVIWE grant 
mechanism (EO1) 

2. Determine the best mechanism for strengthening SAG programs to coordinate, integrate, and 
implement effective AGYW interventions (process evaluation) (EO2) 

3. Determine the effect of Department of Basic Education (DBE) focused TA interventions to 
strengthen school health services (outcome evaluation) (EO3) 

4. Determine the effect of a gender norms interventions at the community level to reduce GBV in 
three priority districts (EO4) 

 
Results of where AVIWE has shown to have had an impact will be shared with key stakeholders such 
as departmental officials, funding/donor implementing partners, communities and activists within those 
communities, schools, health practitioners, and programming experts within the AGYW and HIV 
prevention space. Findings from the AVIWE program, such as the SASA! gender norms change 
intervention, which showed improvements in GBV knowledge and attitudes that reduce GBV, will 
certainly inform layering of the new DREAMS intervention cycle going forward. 
 
Dissemination to stakeholders through the AVIWE clearinghouse and monthly newsletter, as well as 
uploaded on the CDC website, ensure findings and recommendations can be shared. A manuscript will 
be published to share the evaluation findings from the SASA! gender norms intervention. 
 
Evaluation Design and Methods 
Evaluation Design   
This is a program evaluation comprising both process and outcome measurements to determine the 
effect of the AVIWE grant on improving AGYW programming at the National and Provincial levels in 
South Africa. It should be noted that the data collection methods adopted in this evaluation are 
predominantly qualitative (analysis of documents and artefacts, unstructured observation, review of 
community engagement, meetings, etc.) with some quantitative methods. Annexure 1 provides the 
description of the evaluation team, outlining their roles in the evaluation.  
 

 
 
Evaluation Location and Stakeholder Engagement 
The AVIWE grant was implemented at national and provincial levels across South Africa with a key 
focus on the DoH and DBE. EO1, 2, 3 are set in KwaZulu-Natal, Gauteng, Mpumalanga, Eastern Cape, 
and Limpopo. EO4 is set in three priority districts: Ekurhuleni (Gauteng), uMgungundlovu (KZN), and 
eThekwini (KZN). Embedded in Annexure 4, we identify the target audience engaged for each 
intervention, highlighting the mechanism of how they were engaged (description), communicated with, 
and involved during the lifecycle of AVIWE.  
 
Sampling Strategy and Data Collection Methods  
Table 2 provides a summary of the sample size, selection criteria, recruitment/selection method, and 
data collection method used for each evaluation objective.  
 

Note: From the time of approval of the evaluation protocol to the time of completion the needs and requests of the 
South African Government evolved. As such, we are including additional program information to supplement the 
evaluation.  
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Data Management Procedures  
Both primary and secondary data collected in line with the monitoring and evaluation (M&E) 
framework for AVIWE was routinely verified during data collection to identify and quicky resolve 
anomalies. Designated staff were capacitated and assigned responsibilities to ensure that data was 
appropriately managed throughout the program 
lifecycle and accessible to relevant stakeholders. 
The data teams were also trained on database 
design and development. Research Electronic Data 
Capture (REDCap), Microsoft excel, and typeform 
were used for managing AVIWE data. After data 
was entered and processed, it was downloaded 
through a secure password connection and stored in a dedicated server at Wits RHI. All data was 
restricted, backed up daily, and specific user rights were allocated to designated data teams.  
 
Data Security and Confidentiality 
With the growing rapid use of computer and related information technology and internet dependency, 
Wits RHI has developed stringent data security protocols to protect integrity and privacy of data. The 
protocols in place include password encryption, frequent data backups, anti-malware protection, 
secured wireless network, and keeping the operating systems and software updated. In cases where data 
is in hard copies, it is stored in lockable cabinets with restricted access. Data is archived for five years 
as stipulated by the University Ethics Committee. The landscape mapping database will be made public 
once this work has been published. Data in the original dataset was anonymized, reducing the chances 
of identifying organizations when data is shared.    
 
Data Analysis 
The evaluation was designed to answer the objectives using a mixed method approach (qualitative and 
quantitative data collection methods).  
 
For quantitative data analysis, responses from data collection tools were captured on REDCap, data was 
cleaned, data analysis validation conducted, and then the data was analyzed using STATA. To reliably 
compare findings from SASA! baseline and endline measurement tools, communities (wards) that did 
not complete an assessment at either baseline or endline were excluded from the analysis. In addition, 
analysis was aggregated, as it was not possible to assess whether the same participants were sampled at 
both baseline and endline points. Descriptive analysis, through frequency observations, were primarily 
used to measure baseline and endline differences, which informs most of the discussion of the results. 
For variables that measure the same characteristics at baseline and endline, differences were calculated 
to measure changes. A significance level of 0.05 was used to determine whether the results are 
statistically significant. The Pearson’s Chi-square (χ2) was used to determine the existence of a 
relationship between different variables. For qualitative data analysis, interview transcripts collected, 
transcribed, translated into English, and thematic analysis conducted.  
 
Review and analysis of the secondary data on contraceptives from DoH to assess trends in the uptake 
of long acting contraceptive methods (LARCs) and delivery rates by adolescent girls. This analysis 
provided us with immediate effects as surveillance studies are done by the DoH to determine the impact.  
 
Program reports were reviewed to identify potential outcomes (i.e. changes in individuals, groups, 
communities, organizations, or institutions) and what the intervention did to contribute to them. This 
was done through a consultative process to review, define, and refine outcomes directly related to the 
program in order to increase accuracy and credibility of the findings.   

REDCap is a safe and secured web-based software 
administered by the University of the Witwatersrand 
and created by the Vanderbilt University, USA for data 
collection. REDCap has advanced logic and scripting 
capacity as well as data security parameters.  



 

 4 

Table 2. Sampling strategy and data collection methods undertaken for each evaluation objective, by the AVIWE team (between program year 4, quarters 2-4 (2018). 

 
1 Adolescent girls and young women 
2 Technical assistance  
3 Monitoring, Reporting and Evaluation Plan 
4 Non-governmental organisations  
5 Community based organisations  
6 Determined, Resilient, Empowered, AIDS-free, Mentored, Safe Program  

Outcomes Activity and Sample Size Selection Criteria Sampling and Recruitment 
Method 

Data collection source(s) 

EO1: Describe the technical assistance intervention, including the design and delivery, for improving AGYW1 program in South Africa as implemented through the AVIWE grant mechanism 

- TA2 model described 
- Development of a Theory of 

Change for Delivery of TA MREP3 

None needed None Needed None Needed Program reports and meeting minutes were 
reviewed to identify potential outcomes (i.e., 
changes in individuals, groups, communities, 
organizations, or institutions) and what the 
intervention did to contribute to them. Done 
through consultative processes to review, define, 
and refine outcomes related to the program to 
increase accuracy and credibility of the findings. 

EO2: Determine the best mechanism for strengthening the South African Government (SAG) program to coordinate, integrate, and implement effective AGYW interventions. 
 
* This objective refers to the activities which lead to strengthened AGYW programming at the National and Provincial levels i.e. conducting landscape assessments to inform the TA model, development of 
knowledge management platform, and provision of targeted technical assistance (coordination, policy review and dissemination, development of implementation plans, etc.). As such the sample is based on the 
potential number reached per activity.  

- Identification and development of 
processes and best practices that 
increase coordination, integration, 
capacity building, knowledge 
management, resulting in improved 
AGYW programming at National, 
Provincial, and District levels.   

Landscape mapping - All NGOs4 
and SAG programs that are 
identified through the mapping 
exercises were included in the 
qualitative program evaluation. 
The baseline landscape mapping 
identified 90 such organizations. 
 

NGOs and CBOs5 working in 
AGYW HIV prevention, care, and 
treatment program across South 
Africa. They were identified from 
existing USAID, CDC, DREAMS6, 
and Wits RHI contact lists. 
- Inclusion Criteria - NGOs and 

CBOs working in the AGYW 
space. Can read and write. 

- Exclusion Criteria - 
Organizations working with 
age groups older than the age 
bracket (25 years and above), 
AGYW not in South Africa. 

Purposive Selection - 
Organizations across South 
Africa were identified from 
existing AGYW HIV prevention, 
care, and treatment lists and 
invited to participate in the 
survey. Key informants within 
these organizations verbally 
consented to participate. 

The AGYW landscape mapping tool (Annexure 5) 
 
She Conquers Mapping tool (this was not used for 
the landscape mapping). 
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7 Tuberculosis  
8 Sexually transmitted infections  
9 Information, education, and communication  

- Increased capacity of provinces to 
lead dissemination of policy. 

- Increased capacity to develop 
integrated work plans that reflect 
national and provincial strategies.  

- Prioritized strategies 
operationalized i.e. Contraception, 
STI Guidance, School Integrated 
Service Delivery for HIV, TB7, and 
STIs8. 

 

Coordination and Dissemination 
of Updated Policy and Guidelines 
across selected priority provinces 
with SAG program managers.  

Selection was based on managers 
involved in policy or guideline 
development. Departments and 
managers relevant to the policy or 
guideline were included. 

Initially purposively selected due 
to their role in policy and 
guideline development and then 
invited to participate.  

Monitoring tools to track participation in policy, 
guidelines review, mentorship, and meetings. 
Project documents - activity reports, quarterly and 
annual narratives, work plans. 

Clearing house and pop up 
survey: To assess who is 
accessing the clearing house, a 
pop-up survey was developed 
with the following variables:  
1. Type of organization the 

respondent is part of  
2. Respondents profession  
3. Does the respondents work 

contribute to the 90-90-90 
goals?  

4. Purpose of the visit to the 
website 

5. Recommendations to add 
new resources/ information 

Stakeholders working in AGYW 
HIV prevention, care, and 
treatment program across South 
Africa, anyone who accesses the 
AVIWE website and clearing house.  

Anyone who accesses the 
AVIWE website and clearing 
house. 

Number of downloads, unique page views, daily 
visitors. Pop up survey on the AVIWE clearing 
house.  

Development of She Conquers 
IEC9 materials and supportive 
tools.  

30 young people selected for the 
Brand Council (from Love Life 
groundBREAKERS, UNFPA Youth 
Advisory Panel members, Soul City 
Rise Young Women’s Club 
members, Activate! Activators, and 
members of the target groups who 
had not had previous exposure to 
health and behavior change 
communication work). The 
diversity of participants was 
intentional to ensure fair 
representation of the young 
people. Although young women are 
the target of She Conquers, one 

Purposive Selection - youth 
representatives were selected  
from the DoH coordination 
structures and partners within 
the 22 prioritized sub-districts.  

See Annexure 6 List of policies, guidelines and 
tools developed for AVIWE. 
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10 District Sexually Transmitted Infections Quality of Care Assessment tool  
11 Department of Health  
12 KwaZulu Natal  
13 Long acting reversible contraceptives 

male representative was included 
for every four female 
representatives. 

DISCA10 Assessments in 6 DoH11 
clinics in 2 provinces (Eastern 
Cape and Gauteng).  

Sites were chosen based on 
location within She Conquers 
priority districts, high HIV burden 
cluster.   
 
Clinics of different sizes and 
different geographic locations were 
needed to: 1) determine if 
assessments were being completed 
on a regular basis, 2) difficulty in 
collecting and using the data, 3) 
make recommendations for 
adaptations of tool that would 
assist with collection and reporting. 

These clinics were 
implementation sites for the Wits 
RHI Unitaid funded Project PrEP 
and thus the necessary approvals 
to be in the clinics were already 
in place. 

Project documents, DISCA results and clinic 
feedback, DISCA Tool (Annexure 7) 

Provincial support to KZN12 
SRHR-Family Planning 
Department to strengthen the 
uptake of LARCs13.  

Facilities had to be primary health 
care sites involved in the provision 
of contraceptive methods, including 
LARCs. 
 
 
 

Five facilities purposively selected 
by District Managers in KZN. 
Twenty-five (25) female files 
(aged 15-49) were randomly 
selected at each facility for 
specific data collection. 

DHIS data, monitoring data, and training 
assessments. 
 
Data assessing the quality of services, staffing 
patterns, and uptake of LARCs, were conducted. 
Discussions with facility operational managers 
were conducted. Results obtained were used to 
inform and develop quality improvement plans. 
Routine data was collected monthly to monitor 
improvements. 
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EO3: Determine the effect of Department of Basic Education (DBE) focused capacity building TA interventions to strengthen school health services. 

- National and Provinces supported 
to operationalize the DBE policy on 
HIV, TB, and STI in schools 
(integrated service delivery package) 

- HIV, STI, TB policy operationalized 
in schools (or plans developed to 
rollout out policy) 

- Increased capacity of DBE to 
respond to key priorities for 
adolescent learner’s i.e. teenage 
pregnancy, STIs, HIV, NCDs, lack of 
sanitary towels 

- Improved coordination and 
collaboration between services 
providers ensuring comprehensive 
SRHR response at schools *links to 
She Conquers model 

- Evidence based review of SRHR 
programs to develop future SRH 
activities 

- Strengthened collaboration between 
DBE and DoH to deliver on health 
programming for AGYW 

- Strengthened coordination between 
DBE and DoH to ensure effective 
response for AGYW programming 
during and after school 

In support of the DBE policy on 
HIV, TB, and STIs, AVIWE 
planned to support the 
coordination and delivery of 
parent dialogues at the provincial 
level. An estimated 1000 parents 
across 24 schools prioritized in 
the Northern Cape and Western 
Cape were planned (CDC 
priority districts were changed, 
and this activity did not take 
place).  
 
In order to determine how many 
learners received the integrated 
service delivery package and 
were linked to care, we planned 
to use DHIS data to determine 
the number of AGWY supported 
through programs that are 
provided technical assistance 
through AVIWE. An approximate 
estimate based on readily 
available data at the time of 
writing this protocol is 1200 
AGWY school-based learners 
received HIV testing; 60 linked to 
HIV care (based on HIV incidence 
estimate of 5%), and the 
remaining into SRH care. These 
estimates are based on other 
programs and might not be a true 
reflection, particularly as 
provinces and implementation 
approaches will differ. (this 
activity did not take place)  
 
 

Parent or guardian of learner in 
selected schools in Gauteng and 
KZN. 
 
Inclusion - parents and or guardians 
attending parent dialogues at 
selected schools and who agree to 
provide feedback. Exclusion criteria 
- those not meeting inclusion 
criteria.  
 
 
 
 
 
 
 

Convenience Sampling - those 
who attend dialogues and agree 
to provide feedback on process. 
Consent will be obtained from 
parents who agree to provide 
feedback on the process and 
content of the dialogue. (CDC 
priority districts were changed, 
and this activity did not take 
place). 
 
 
 
 
 
 
 
 
 

Work plans, Implementation Plans, Meetings 
Minutes, Concept notes written by DBE and 
supported by Wits RHI. 
 
Baseline assessments and follow up assessments on 
school safety (standardized framework used by the 
DBE) (this activity did not take place).  
 
Program Monitoring Tools which track routine 
program indicators (this activity did not take 
place). 
 
Interviews with program managers with consent 
and interview guide (this activity did not take 
place). 
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14 Gender based violence  
15 Evidence based gender norms intervention 

EO4: Determine the effect of a gender norms intervention at community level to reduce GBV14 in 3 priority districts. 

- Improved referrals for post violence 
care  

- Improved reporting and referral for 
GBV cases 

- Increased capacity of CBOs to plan 
and implement GBV programming 
and SASA!15 community-based 
model 

- Increased awareness of GBV issues 
in the community  

- Improved evidence based GBV 
policy, program development, and 
improved evidence-based practices 
implemented 

- Strengthened capacity of local 
multidisciplinary stakeholders 
(program managers and policy 
makers) to design and implement 
GBV prevention, treatment, and 
care programs for AGYW with 
increased capacity for mentorship 

- Improved sectoral response to 
ensure mainstreaming of GBV 
AGYW programming  

Targeted 7800 participants from 
the ages of 10 to 49.  
 
Baseline data was collected for 
3146 participants in Ekurhuleni, 
uMgungundlovu, and eThekwini.  
 
Endline data was collected for 
1032 participants in Ekurhuleni 
and uMgungundlovu. 
 
 
 
 
 

No one under the age of 18 could 
participate. Data was collected by 
the community activists from sub-
granted CBOs.  
 

Systematic selection through 
household randomization. Every 
10th house was selected within 
the 87 priority municipal wards, 
in eThekwini, uMgungundlovu, 
and Ekurhuleni.   
 
 
Everyone in the selected 
household completed a 
household sampling form, 
identifying everyone who was 
eligible to complete the pre/post 
outcome assessment. Where 
more than one eligible household 
member was identified, all eligible 
people were offered the 
opportunity to be a respondent. 
The Community Activists moved 
from one household to the next 
until the target was met.   

Data collection tools:  
- pre and post outcome assessment (Annexure 

8) 
- SASA! (10 and 15 hour) intake form 
- Meeting attendance register 
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Planning the Evaluation   
At the onset of the evaluation planning phase and protocol development, a planning committee was 
established to plan and execute the evaluation. The committee consisted of the Principal Investigator, 
Senior Program Manager, Technical Head for Research, and the M&E Manager who led the process. 
Following an evaluation mapping process in which the key evaluation objectives, timelines, data 
sources, and responsible persons were defined, the protocol was subsequently submitted for approval 
to CDC. The evaluation mapping workshop allowed the team to map each programmatic objective to 
key evaluation questions of interest that would contribute to the following: 

• Alignment to SAG priorities, in particular the National Strategic Plan (NSP) 2017-2022 

• Generation of information and data that would further the field of HIV prevention, technical 

assistance, and future program implementation 

 
Furthermore, the mapping process was a systematic activity in which the evaluation team was able to 
identify: 

• The indicators that would be used to evaluate progress against the 4 evaluation objectives and aim; 

• The frequency of monitoring progress; 

• The source of information/data (desk review, success stories, aggregated data, technical reports, 

discussions with key stakeholders), where it will be stored and who will support analysis of the 

information; 

• The data collection team and which objectives required a review of the primary data that would be 

collected, for example the PAVING data for objective 4.  

 
The above information was collated into a measurement matrix which then accompanied a data 
management framework to ensure data collation, validation, and analysis for inclusion in the evaluation 
report. Monthly meetings were convened to track progress, which allowed the team to identify 
bottlenecks with collecting evaluation data and propose solutions.  
 
Ethical Considerations 
The evaluation protocol was developed in 2016 and approved by CDC (CGH 2017-533) and the 
University of Witwatersrand Human Research Ethics Committee in 2017 (M170692). The evaluation 
covers four specific objectives, which were relevant at the time (included in the work plan of activities 
for that reporting period) of submission and approval by CDC. We have also included additional 
program data collected from supplemental funding (Bavikele activities) due to evolving needs of DoH 
and CDC. The rationale for the inclusion of these additional activities in the work plan are detailed on 
page 4 of the Year 1 - 4 Programmatic Performance Report, under section A (Annexure 3).  
 
Informed consent: For all routine data collection activities, informed consent from the participant was 
not required as all data collection and collation were conducted at an aggregated level (i.e. district, 
province, and national levels). No individual level data containing any form of identifiers was collected. 
Only data reported by organizations and government sectors, as is required by the DoH as routine data, 
was reviewed. Wits RHI has a data sharing agreement, a memorandum of agreement (MOU), with the 
DoH which allows access to health-related data housed in the District Health Information System 
(DHIS). Through this the evaluation team had access to and use of routine indicators such as couple 
year protection rate, number of women of reproductive age who are using a contraceptive method, and 
number of women of reproductive age who are using long acting reversible contraceptives. The 
evaluation team adhered to all data use principles as outlined in the signed MOU. Additionally, the 
evaluation team requested permission for the use of publicly available data from organizations involved 
in the landscape mapping.  
 
Where we sought to gather information from organizations i.e. the AGYW landscape mapping tool, all 
questions on the AGYW landscape mapping tool were strictly about the organizations AGYW 
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programming. None of the questions were sensitive or invasive nor involved any personal opinions or 
views and therefore no written consent was obtained. Furthermore, information reported did not identify 
partners16 and the overall landscape data was presented at the provincial level by categories of 
organizations (NGO, CBO, research, etc.).  
 
Confidentiality and privacy protections: With the growing rapid use of computer and related 
information technology and internet dependency, Wits RHI and collaborators ensured restricted access 
to data with a regular password protected information system. All of the data collected was stored safely 
and securely on a password protected computer in an office with restricted access. Additionally, a 
disaster recovery plan was in place, ensuring all data, reports, etc. were stored electronically on the Wits 
RHI server. There currently is only internal access to the data (intellectual property will reside with 
Wits RHI). The ownership of shared data, such as data from the DHIS, lies with the SAG. As such we 
requested permission and obtained written approval to access and use the data for analysis and analytic 
purposes. Data was archived according to the data storage guidelines as stipulated by the University 
Ethics Committee, usually 5-10 years. The landscape mapping database will be made available once 
this work has been published. Data in the original dataset has been anonymized, reducing the chances 
of identifying organizations when data is shared.   
 
Institutional Review Board (IRB) approval: The evaluation protocol was developed and approved 
by CDC (CGH 2017-533) and the University of Witwatersrand Human Research Ethics Committee in 
2017 (M170692) (Annexure 9). 
 
Deviations and Adjustments 
From the time of approval of the evaluation protocol to the time of completion, the needs and requests 
of the SAG evolved. As such, we are including additional programmatic information to supplement the 
evaluation.  
 
Results  
Here we will present the findings (both process and outcome) by evaluation objective. Through the 
review of case studies, baseline and endline surveys, program reports and data, the evaluation enabled 
us to assess change and illustrate change. As such, the below provides a list of the case studies relevant 
to each evaluation objective:   
 
- EO1: Describe the technical assistance intervention, design and delivery, for improving AGYW 

programming in South Africa as implemented through the AVIWE grant mechanism. 
o TA approach  
o Theory of change (Monitoring, Reporting, and Evaluation Plan; MREP) (Annexure 10) 

 
- EO2: Determine the best mechanism for strengthening the SAG programs to coordinate, integrate, 

and implement effective AGYW interventions (process evaluation). 
o AGYW Landscape Mapping 
o Development of an Online clearing house 
o Development of She Conquers IEC and supportive tools  
o Development of the SASA! IEC and supportive tools  
o Review of the National Contraception Clinical Guidelines and Provincial support to KZN 

SRHR-Family Planning (Strategic Health Programs) Department to strengthen the uptake 
of LARCs 

o Review, dissemination, and implementation of National STI Guidance  

 
16 We acknowledge that for some areas there were only a few organizations that participated in the landscape mapping and it therefore may 
be possible to identify them. Wits RHI made every effort to anonymize the results and minimize any identification.   



 

 11 

o Strengthening the District Sexually Transmitted Infections Quality of Care Assessment 
(DISCA) Tool 

 
- EO3: Determine the effect of DBE focused TA interventions to strengthen school health services 

(outcome evaluation). 
o Supporting the DBE to disseminate the protocol on Management and Reporting of Sexual 

Abuse and Harassment in Schools 
 
- EO4: Determine the effect of a gender norms interventions at the community level to reduce GBV 

in three priority districts. 
o SASA! gender norms intervention    

 
Evaluation Objective 1: Describe the technical assistance intervention, design and delivery, for 
improving AGYW programming in South Africa as implemented through the AVIWE grant mechanism 
 
The term ‘technical assistance’ has wide and varied definitions owing to the breadth and depth of 
assistance that can be offered. The five key TA approaches adopted by AVIWE, PAVING, and Bavikele 
for strengthening HIV prevention, treatment, and care programming for AGYW in South Africa were 
as follows: 

1. Coordination 
2. Policy, guideline and strategy development 
3. Knowledge generation 
4. Knowledge synthesis, management and dissemination 
5. Capacity building  

 
Annexure 11 provides a summary of AVIWE TA, outlining details of the policies, guidelines, tools, 
and trainings undertaken by the AVIWE program, highlighting the contribution to AGYW 
programming in SA as well as the 90-90-90 Strategy. Figure 1 in the Year 1 - 4 Programmatic 
Performance Report (page 19) (Annexure 3) is an infographic outlining the AVIWE, PAVING, and 
Bavikele TA Approach. 
 
Coordination  
AVIWE coordinated partners in the AGYW technical working group and the NSP working group, led 
the stakeholder mapping of AGYW organizations, convened the STI, Contraception, PEP and pre-
exposure prophylaxis (PrEP), and Maternal and Child Health think tanks, and brought together 
organizations involved in AGYW programming for stakeholder meetings (embedded in Annexure 4). 
These activities at the national level helped identify gaps in programming, which informed the TA 
approaches.  
 
Policy, Guidelines, and Strategy Development  
As Annexure 3 and 11 highlight, AVIWE has supported the NDoH in policy, guideline, and tool 
development primarily contributing to the first 90 of the 90-90-90 strategy, seeking to strengthen 
policies to prevent HIV sero-conversion, provide family planning, allow early detection and 
management of STI’s, as well as provide youth friendly services to AGYW. Table 3 provides a 
summary of this work.   
 

Table 3: Summary of policy, guideline, and tool technical assistance, by the AVIWE program, between 2015 - 2019 

Policies and Guidelines Development Review Layout and 
printing 

KZN Provincial Policy on HIV Testing in Schools  X   
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Knowledge Generation  
AVIWE has generated knowledge through supporting the piloting of the following initiatives (further 
details are outlined in Annexure 3 and 11):  

• Re-initiated the use of the DISCA Tool 
• Developed a tool to operationalize the Youth Zone (a dedicated time slot for youth-friendly 

services)  
• Adapted and implemented the SASA! gender norms intervention  

  
Knowledge Synthesis, Management, and Dissemination  
Evidence-informed practices in HIV prevention, care, and treatment statistics, particularly for AGYW 
was fragmented and scattered among various stakeholders due to lack of a central hub facilitating the 
collation and representation of program and research information. In response to an identified need for 
an easily accessible, central location for AGYW program resources, AVIWE developed an online 
clearing house online clearing house (aviwe.wrhi.ac.za/clearinghouse/), which provides evidence-
informed resources created to assist all partners to strengthen evidence-based programming to improve 
HIV prevention, care, and treatment outcomes for AGYW in South Africa. The website was developed 
in quarters 1 and 2 of Year 2 and then underwent a testing phase with various stakeholders including 
the AVIWE team, partners, and the technical specialist of the She Conquers Campaign before it was 
launched in August 2016. More information about the AVIWE Clearing House is in EO2.  
 
Capacity Building  
This TA domain included building the capacity of Government stakeholders, partners, and beneficiaries 
to strengthen and standardize programming for improved HIV prevention, care, and treatment outcomes 
for AGYW. AVIWE conducted trainings across the country (Annexure 3 and 11), building the 
knowledge and capacity of stakeholders on a variety of topics, including:  

• National Contraception and Fertility Planning Policy and Service Delivery Guidelines 
• Contraception and fertility planning counselling tool 
• AYFS strategy and Youth Zone concept 
• Youth programming - taught at the University Cape Town Adolescent Course  
• Protocol for management of sexual abuse and harassment in schools  
• She Conquers Implementation Fastrack tool  
• DISCA tool 
• Children’s Act 38 of 2005, amended 2007  
• Sexual Offences and Related Matters Act  

National Contraception and Fertility Clinical Guidelines (2018) X X  
South African Handbook for Contraceptive Method Provision (2018)  X X  
Guidelines for Cervical Cancer Control and Management (2018) X   
Supporting the National Strategic Plan (NSP) 2017-2022 STI Chapter 
Development   

X   

Clinical guidelines on post-exposure prophylaxis (PEP) for occupational 
and non-occupational exposure (2018) 

 X  

Comprehensive Clinical Management STI Guidelines and National 
Sexually Transmitted Infections Strategy (2017-2022) 

X X X 

Tools 
 

Contraception and fertility planning counselling tool X X  
Adolescent and Youth Friendly Services (AYFS) strategy and Youth 
Zone concept 

X X X 

She Conquers Implementation Fastrack tool X   
STI Training Curriculum package X X  
District Sexually Transmitted Infections Quality of Care Assessment 
(DISCA) tool 

 X  
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• SASA! intervention (GBV and child sexual abuse (CSA) prevention and awareness)  
 
Building the capacity of CBOs was also a critical element of TA in ensuring the implementation of the 
DREAMS intervention. As such, AVIWE conducted baseline assessments with CBO’s, provided 
strategic advice, developed training tools and materials, such as the She Conquers Implementation 
Fastrack tool, the AYFS strategy, and the Youth Zone concept, as well as GBV and Child Sexual 
Assault Prevention modules to enable the CBOs to effectively implement DREAMS. A detailed 
description of the TA activities and frequency are summarized in the Year 1 - 4 Programmatic 
Performance Report (page 19) and in Appendix 2.   
 
Evaluation Objective 2: Determine the best mechanism for strengthening the South African 
Government programs to coordinate, integrate and implement effective AGYW interventions  
 
The following activities were chosen as they were anticipated to yield the highest impact in 
strengthening the SAG to implement effective AGYW interventions and derive the highest return on 
investment.  
 
AGYW Landscape Mapping 
The landscape mapping sought to understand the scope and breadth of activities related to AGYW 
program implementation in SA, seeking to contribute to shaping the direction and developing 
mechanisms for better coordination and collaboration. The process of developing the landscape 
mapping was iterative, learning from the feedback from stakeholders. The initial tool, in the form of an 
Excel spreadsheet, had limited functionality and was difficult to administer, resulting in a low response 
rate (8%). Following this, we developed an online survey using Typeform using the same questions. 
Using the Typeform platform increased the response rate to 26%. This still was a low response rate and 
therefore AVIWE hosted a national stakeholder meeting for all AGYW organizations we were seeking 
to map. During this meeting we encouraged the onsite completion of the online questionnaire. 
Following these different methods, the overall response rate to the AGYW landscape mapping tool was 
73% (90/123). Of the 90 organizations across SA that responded, 50  (55.6%) were CBOs. International 
donors were the most common source of funding (40.7%, n=33), with only 25.9% (n=21) receiving 
funding through government mechanisms. Nine organizations reported activities at the national level, 
and most organizations reported activities focused in KZN and Gauteng provinces, targeting eThekwini, 
uMgungundlovu, and Ekurhuleni districts. The most frequently targeted location for program activities 
was within the community or through CBOs (62.2%, n=56) and schools (46.7%, n=42). Nearly half of 
the organizations solely targeted AGYW (47.8%, n=43). Most organizations (51.1%, n=45) provided 
both TA and direct service delivery, typically through supporting awareness raising and 
communications (77.8%, n=70), service delivery (68.9%, n=62), and capacity building/training (60%, 
n=54)).     
 
Findings showed that there was a wide range of organizational expertise. The 25 areas of expertise 
noted in the questionnaire were grouped into eight broad areas for analysis purposes. Organizations 
could select multiple areas of expertise from the 25 themes and these were then grouped into eight 
overall themes (Error! Reference source not found.1). Of these, HIV care, treatment, and adherence 
were cited most frequently (216 times). This was closely followed by SRHR (cited 182 times). 
Identifying these technical gaps guided the technical areas of TA in our discussion with DoH. 
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^ Includes disability, mental health, Female Genital Mutilation (FGM), traditional circumcision, substance abuse, and Lesbian, Gay, Bisexual, 
Transgender, Intersex, and Questioning (LGBTIQ) 
** Multiple response question, thus total percentage exceeds 100 

 
Knowledge Management and Dissemination 
Online clearinghouse 
The clearinghouse is an up-to-date hub of all information for AGYW programming, including a variety 
of best practices, publications, tools, and research. The aim of the clearing house was to ensure that 
program managers and researchers have improved access to the latest advancements and best practices 
through an innovative online portal and use the knowledge to inform programming for AGYW. An 
AVIWE staff member was designated to continuously identify sources of up-to-date and relevant 
information to populate the clearinghouse, which were then reviewed using a set of predefined criteria 
to ensure consistency and relevance. Relevant materials meeting the criteria were then uploaded onto 
the clearinghouse.   
 
Since its launch in 2017, there has been an average of 2400 downloads per month, approximately 500 
visitors and ~1500 page views per month (Figure 2). In March 2018, the team noticed an unusual peak 
in downloads, reaching 5520. This has been removed from Figure 2 as it was an outlier due to internet 
bots. Following an analysis, we identified the cause of this peak to be 4 - 6 internet bots17 (different IP 
addresses) running tasks automatically and performing them repeatedly. With that knowledge, the team 
has blocked the bots from the website, and downloads, visitors, and page views have since remained 
stable.   
 
When compared to another clearinghouse, covering all health issues for all populations, AVIWE on 
average has a similar number of downloads per month even though the AVIWE clearinghouse is 
focused on AGYW and HIV prevention, treatment and care in sub-Saharan Africa. This shows that the 
AVIWE clearing house, despite its specific focus, has a similar reach.  
 

 
17 Bots are common and make up over half of all web traffic  (LAFRANCE, A. The Internet Is Mostly Bots. 2017  [cited 2019; Available 
from: https://www.theatlantic.com/technology/archive/2017/01/bots-bots-bots/515043/ ) 
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Figure 1. Findings from the AGYW landscape mapping conducted between November 2015 - July 2016: Broad areas 
of organizational expertise targeting adolescents and youth in South Africa** 
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Figure 2. AVIWE website clearinghouse analytics from January 2017 - August 2019 

Google AdWords are used to boost the website, which has helped increase the reach of new policies 
such as the Adolescent and Youth Health Policy 2016-2020 and key materials on PrEP, GBV, and CSA 
prevention. Table 4 highlights the most viewed pages, downloaded materials, and website traffic trends 
on the AVIWE clearing house, reinforcing that this platform is a knowledge sharing platform for HIV 
programming in SA and beyond.  
 
Table 4. AVIWE Clearinghouse website trends between January 2017 - August 2019 

* Website traffic is driven through targeted email newsletters, Google AdWords, and social media 
 
To evaluate whether the clearinghouse was reaching the correct audience, a mini pop-up feedback form 
was implemented on the clearinghouse from 6 February - 29 April 2019. The aim was to assess the 
users’ recommendations and to validate if it was reaching its intended audience and contributing to the 
90-90-90 goal. The pop-up was designed to be compulsory for users to complete as a once off action in 
order to continue downloading the resource they had selected to retrieve. The results of the form were 
emailed to AVIWE’s administration, captured on a data spreadsheet, and analyzed in May 2019.  
 
A total of 324 respondents (14% of users) took part in the survey during this period: the majority of 
which were from NGOs (51%), followed by members of the health care sector (21%), others18 (15%), 
and government (13%). To confirm if respondents were in the HIV programming field, the intended 
targets of the AVIWE clearinghouse, respondents were asked if their work was linked to the UNAIDS 
90-90-90 targets with a simple ‘Yes / No’ response. A total of 270 (83%) of respondents  indicated that 
their work is, indeed, linked to achieving the 90-90-90 targets. The majority (47%) of respondents 
reported that they were visiting the AVIWE website to use resources for their work, 27% had a general 

 
18 ‘Other’ included students/academia (35%), research, unemployed, HIV educator, and consultants 

2408

326

1010 696

1976

1124

0

500

1000

1500

2000

2500

3000

3500

4000

Ja
n-

17 Fe
b

M
ar

A
pr

M
ay

Ju
ne Ju
ly

A
ug Se

p
O

ct
N

ov D
ec

Ja
n-

18 Fe
b

M
ar

A
pr

M
ay

Ju
ne Ju
ly

A
ug Se

p
O

ct
N

ov
Ja

n-
19 Fe

b
M

ar
A

pr
M

ay
Ju

ne Ju
ly

A
ug Se

p

Downloads Visitors Unique Page views

Page View Trends Download Trends Website Traffic Trends* 
1. AVIWE homepage 
2. Contact us page 
3. Clearinghouse:  

Ø Policy and guidelines 
Ø Fact sheets 
Ø Brochures 
Ø Training manuals (specifically 
in GBV, IPV, CSA) 

1. Adolescent and youth health 
policy 2016-2020 

2. PrEP articles 
3. Intimate partner violence and 

CSA resources 

1. Google AdWords drives an 
average of 500 visitors monthly 

2. Organic traffic drives an average 
of 300 visitors monthly 

3. Social medial drives and average 
of 78 visitors monthly 

Bots 
blocked 
from the 
website 



 

 16 

interest in the field of HIV programming, and 25% were using the website to download and read articles. 
Overall, the analysis of the pop-up survey showed that the AVIWE website is indeed reaching the target 
audience it is aiming to reach. It is encouraging that the majority of AVIWE website users are from 
NGOs (51%) and the healthcare sector (21%). While 80% of the users are from SA, the website and 
clearinghouse attract users from the USA (5%), France (1%), India (1%) as well as the UK, Philippines, 
Germany, and Namibia.  
 
Dissemination 
Social media platforms were another method adopted to disseminate and share knowledge. Social media 
(Facebook, Twitter, and the clearing house) have been used throughout the program as a dissemination 
tool to create awareness about HIV prevention, care, and treatment for AGYW in SA. They are 
innovative, digital, and easy to absorb so the reader (program staff, policy makers, implementing 
partners, and researchers) can review and share posts that are relevant to their line of work. The project 
has created engaging posts covering different themes with a variety of techniques: data and statistic 
infographics, animated infographics, viral videos, and information, education, and communication 
(IEC) materials. Figure 3 highlights a Facebook post about the NSP for HIV prevention, care, and 
treatment for sex workers, the number of people reached, links clicked, and reactions for this post.   
 
The social media strategy was 
implemented from mid-October 
2016 onward and aimed to build 
brand awareness, reputation, 
and increase audience 
engagement. The social media 
content plan was set up in 
accordance with a calendar of 
international and regional 
events that identifies important 
days, themes, and partners to 
support. Evidence-informed 
research articles and tools were 
shared weekly on Facebook and 
Twitter. 
 
Traditional dissemination 
platforms, printing, and physical distribution, have also been used to share the Comprehensive Clinical 
Management STI Guidelines and National Sexually Transmitted Infections Strategy (2017-2022) to all 
nine South African provinces, the STI Training Curriculum package in the Eastern Cape and Gauteng, 
the AYFS strategy and Youth Zone concept, and the She Conquers Implementation Fastrack tool in the 
Eastern Cape, KZN, and Gauteng. This has supported the DoH in accelerating the dissemination of their 
new policies and guideline documents, as funds were made available to do this in a timeous manner.  
 
Development of She Conquers IEC and Supportive Tools  
In support of the National She Conquers campaign, AVIWE supported the DoH in creating the logo 
and several visual tools: posters, bookmarks, and banners all featuring the logo: the queen in bold and 
bright colors (Annexure 12). These materials were specifically created to stimulate awareness among 
the target audience and communicate the vision of She Conquers. 
 
To ensure the widest reach, AVIWE focused on developing a She Conquers website. Concept 
development and visualization inspired by youth brought about a fully-fledged website covering all five 
objectives of the campaign as well as a partner support function. In collaboration, partners came together 

Figure 3: Screenshot from the AVIWE Facebook page highlighting reach and 
engagement online  
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to write, test, and vet the content with AVIWE overseeing the online platform. The website contains all 
of the program and implementation resources and tools for the She Conquers campaign. It has been a 
one-stop platform where we have been able to direct to all South African implementing partners and 
programming staff towards. This online repository of knowledge and tools has been vital in the running 
of a campaign such as She Conquers, especially in relation to bringing national implementing partners 
together and ensuring consistency in planning and implementation. It is however recommended that 
such an online platform makes a clear distinction between intended target audiences, containing clearly 
marked sections specifically for program staff and implementers; young people; their parents and 
caregivers; and other interested parties to ensure a user-friendly online experience and maximizing 
online reach. 
 
Social media has been a useful tool in creating awareness around the campaign and its objectives, 
especially in reaching young people but also other interested parties such as program staff and 
implementers. Facebook succeeded in sharing content related to the campaign objectives focusing on 
building knowledge around HIV prevention, care and treatment, teen pregnancy, economic and career 
building opportunities, GBV, and information related to staying in school. Facebook and twitter have 
also been helpful in linking young people back to resources on the She Conquers website, such as the 
roadmaps and the DoH mobi-site, BWise Health (http://bwisehealth.com/). These specific portals link 
young people to the appropriate services needed and their closest facilities and partner organizations 
offering support services. Social media is an absolute must in connecting with young people and linking 
them with services. It is recommended that social media channels is managed and maintained by no 
more than two partners who can commit to daily post updates and regular content sharing and 
connecting with other bodies on social media. Good practice on social media dictates that a page should 
share at least one post per day and be responsive to comments and questions within 24 hours. In order 
to facilitate such good practice, a social media strategy outlining content and responsibilities should be 
set up ahead of time and carefully followed. As government departments are often under immense 
pressure with tasks and responsibilities, it is suggested that a funded organization is selected to perform 
such duties and report back to the main campaign implementer, in this case, the DoH. 
 
The She Conquers Roadmap pocketbook serves are a patient-facing self-assessment tool which aim to 
develop the knowledge of youth in relation to the types of services they may require. The roadmaps aim 
to link youth to services via a contact list of organizations in the pocketbook or via the online platform 
of BWiseHealth.com which currently houses a national clinic and service finder. The roadmaps came 
to life from the very basic and integral notion of the campaign to link youth to the multiple partners and 
services in the country, no matter where youth find themselves geographically. The roadmaps were 
developed both in print format as well as digital responsive and adaptive designs, ensuring that youth 
who can’t connect with either a smart or feature phone, can be reached by partners with a print 
pocketbook. The roadmaps can be highlighted as one of the major successes of the She Conquers 
campaign, both in their online and print versions, it has been the most requested printed resource by 
implementing partners on the ground and feedback from these partners has indicated that young people 
engage with the resource and have fun while doing so. The roadmaps have even been adapted and 
adopted by partners working with young key populations in Brazil (Annexure 13). The online version 
has been highlighted on social media numerous times and facilitate linkage to not only services and 
helpline numbers but also directing young people to BWiseHealth.com for further engagement and 
linking to health facilities. Based on feedback from the DoH, this is a highly sought-after resource and 
it is recommended that it be used as is or replicated according to program needs to start a conversation 
with young people in an engaging manner and link them to existing resources based on their needs. (See 
Annexure 6 for all the IEC materials and tools developed by the AVIWE program). 
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Development of the SASA! IEC and supportive tools  
To support the SASA! gender norms change intervention, a variety of IEC materials were developed 
(IEC pamphlets, social mobilization tool, two anti-GBV promotional videos, helpline stickers, and sets 
of playing cards with empowering messages on the back) (Annexure 6). These communication materials 
were distributed during SASA! workshops and other awareness-raising events, such as those to mark 
the 16 Days of Activism Against GBV. The community activists (CAs) (who work for sub-granted 
CBOs) used the materials to trigger discussions and dialogues with community, rather than merely 
distributing them. Feedback from the CAs indicated that communities could relate to the different 
messaging and it was helpful in facilitating dialogue.  
 
CAs noted that these materials aided their mobilization efforts: for example, the helpline stickers served 
as community directory of services as they facilitated layering of services by giving contact details of 
other prevention and support services. The SASA! CAs were provided with a step-by-step guide of how 
to hand out the stickers and communicate to members of the community on the various available 
helplines for assistance on various aspects including HIV, GBV, Post Violence Care support services 
and alcohol or substance abuse. The stickers promoted toll free numbers to increase awareness among 
community members of available support services. 
 
A mural painting encouraging people to unite against GBV was done in Ekurhuleni North 2 
commemoration of World AIDS Day and the 16 Days of Activism Against GBV. The painting of the 
mural was a collaborative effort between project staff, Get Informed Youth Development Centre and 
members of the community. The site of the mural painting was decided upon in consultation with 
community members who felt that by positioning it next to a railway station the message would remind 
passers-by that it is within their hands to contribute to GBV prevention in their communities. The CAs 
also noted that the mural will outlast the duration of the program and therefore would be a long-lasting 
reminder of the SASA! messages.  
 
Feedback from the CAs noted that the playing cards were very popular with boys and men, particularly 
taxi drivers as they used them to pass the time. The CAs were encouraged to trigger discussions about 
gender norms change using the playing cards so that the target audience would realize that they were 
not only for leisure but also instruments of change. Developing IEC materials as a form of TA was a 
strategy that would be recommended for other programming and should always be done in close 
consultation and collaboration with representatives from the beneficiary group. The SASA! IEC 
materials were developed at the request of the CAs and in consultation with them. Their input was 
always accommodated in the final products which helped the tools be culturally and contextually 
relevant. The materials helped facilitate discussions face to face as well as online using various social 
media platforms, reaching a wide range of people.  
 
Review of the National Contraception Clinical Guidelines and Provincial support to KZN SRHR-Family 
Planning (Strategic Health Programs) Department to strengthen the uptake of long acting reversible 
contraceptives (LARCs)  
The newly revised and updated National Contraception Clinical Guidelines and the South African 
Handbook for Contraceptive Method Provision are enabling documents aimed at reprioritizing 
contraception and fertility planning in South Africa. The revision of the contraception policy was 
deemed necessary to ensure up to date practice in South Africa and to reflect changes over the last 
decade in the field of HIV, contraception technology, and related research. One of the most significant 

“The support for the She Conquers campaign from AVIWE has been invaluable. Whilst She Conquers is a collaborative initiative, 
AVIWE has contributed significantly towards increasing the visibility of the campaign.” 

Hasina Subedar Technical Advisor Department of Health 



 

 19 

changes were the expanded scope of policy to embrace the prevention of pregnancy (contraception) and 
the planning of healthy pregnancies (conception). Therefore, AVIWE drew the expertise of scientists, 
clinicians, health workers, and practitioners to develop the revised policy. The process involved the 
formation of an expert technical working group (TWG) led by AVIWE with broader consultations to 
make recommendations and to review the successive versions. The process took just under a year. The 
TWG comprised of experts in the field including academics, clinicians, health practitioners, and 
relevant NDoH representatives. There was a tight timeline and a limited budget, and this limited the 
role of key stakeholders such as civil society and organizations involved in HIV and SRHR in terms of 
consultation, input, and review. The process was stalled due to delays in National Health Council 
approval, critical research relating to the ECHO Study (on the link between the risk of HIV acquisition 
and contraceptives) and so there was a delay in DoH endorsement, and so the important work relating 
to dissemination and training has also been delayed. This proved to be an important aspect of the 
development and dissemination of the policy in 2012 and remains a strong recommendation once these 
policy and guidelines are launched.  
 
The deliberations and recommendations of the TWG were put together to form the main body of the 
revised policy. Based on AVIWE’s input, a few changes and new additions to the 2018 revision were 
incorporated. These are based on changes to the WHO Medical Eligibility Criteria (MEC), emerging 
global evidence, and recommendations from DoH, contraception managers, and healthcare providers. 
These changes include contraceptive counselling, post-partum contraception, and contraception 
guidelines for adolescents. The revised policy and guidelines have national influence as they are 
available for use by healthcare providers and program managers across the country, in addition to 
guiding any subsequent contraception and fertility programming by both public, private, and donor 
sectors. The documents have been disseminated nationally to a broad range of stakeholders through the 
AVIWE clearinghouse.  
 
Contraceptive services have been identified as one of the most important public health tools ensuring 
that women are able to access safe and effective contraceptive methods, enabling them to make 
informed choices with regards to fertility and birth spacing, and empowering them by offering better 
economic and social opportunities. Contraceptives are also an under implemented pillar of prevention 
of mother to child transmission.  
 

 
19 CYPR is the estimated protection provided by contraceptive methods during a one-year period, based upon the volume of all 
contraceptives sold or distributed free of charge to clients during that period. 

Case Study 
The Couple Year Protection Rate (CYPR)19 in KZN was 74.8% in 2016/17 [2]. Of great concern, the CYPR in 
certain districts was significantly lower than the provincial average - five facilities in Amajuba District (Nellie’s 
Farm Clinic, Osizweni, Madadeni 1, Newcastle, and Niemeyer Gateway clinic) had CYPRs averaging 18.5%, 
indicating that these facilities performing very poorly in the uptake of long acting reversible contraceptives 
(LARCs), with specific concerns about early removals and a sharp decline in the provision of LARCs, despite 
earlier training initiatives. The KZN DoH requested for help from AVIWE and UNFPA to develop more 
effective strategies to strengthen access and provision of contraception. A multipronged, innovative TA 
approach was developed, outlined in Annexure 4. 
 
Data collection: Baseline data assessing the quality of services, staffing patterns, and uptake of LARCs, were 
conducted. Twenty-five (25) female files (aged 15-49 years) were randomly selected at each facility for specific 
data collection. Discussions were had with facility operational managers and the results were used to inform 
and develop quality improvement plans. Routine program data was collected monthly to monitor 
improvements. 
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This success story has many implications for program recommendations. The implementation of a 
multi-pronged approach: baseline assessments, involving managing and using data for decision making 
and to support quality improvement, training and mentoring, consistent follow up and monitoring, all 
played a pivotal role in improving the CYPR. The combination of two processes (routine monitoring 
and quality improvement) allowed for interrogation of the underlying factors contributing to the poor 
performance in the district. The identification of master trainers and cascade training was complemented 
by onsite mentoring and support, contributing to improved confidence and competence and an increased 
uptake of LARCs, as indicated by improvements in district CYPR.   
 
Review, Dissemination, and Implementation of National STI Guidance  
AVIWE supported the NSP guidance, from supporting the development of the STI national guideline, 
the reassembly and supporting of the STI TWG, dissemination of the policy and guidelines, 
development of training materials to all provinces, and the reintroduction of the DISCA tool. Each is 
outlined below.  
 
Development of the STI Guidelines 
AVIWE in collaboration with the NDoH STI Sub-directorate, Human Sciences Research Council 
(HSRC), and the National Institute of Communicable Diseases (NICD) developed the Guidelines for 
the Comprehensive Clinical Management of STIs and the National Strategy for STIs (2017-2022). The 
purpose of these documents was to guide STI control and management in the country, as well as to 
contribute to the elimination of congenital syphilis. The development of these documents stemmed from 
the need to align the South African guidelines with global health standards, such as the WHO Global 
Health Sector Strategy on STIs (2016-2021), the Southern African Development Community (SADAC) 
Framework, and the current National Strategic Plan for HIV, TB and STIs 2017-2022.  
 

 
 
Development of the Technical Working Group and Dissemination  

Using data for decision making: A workshop was help for senior management from the district to receive 
feedback on the results of the baseline assessments, with discussion on ways to improve contraceptive services 
in the district. 
  
Training and Mentorship: Training of 35 healthcare providers was conducted and 20 master trainers 
were identified. Master trainers were provided with on-going mentorship and support to cascade the 
training to their allocated facilities in the district and to monitor the implementation of the program. A total 
of 104 nurses were employed across the five facilities, of these 67% (N=70) had previously received 
contraceptive training, however the operational managers reported that most of the providers were not 
confident or competent in LARC provision. This was confirmed by the pre- and post-test training results (47% 
vs 75%). The post assessment average scores were statistically higher than the pre assessment average score 
(t=8.8729 p= 0.000*) 
 
An analysis of LARC provision prior to the intervention reflected that there were, on average, 28 insertions 
of sub-dermal implants and intrauterine devices (IUD) provided per facility in the last three months/quarter 
(July-September) before the intervention. Three months after the intervention there were 156 
insertions (November-Jan 2018), indicating a significant increase (t= 3.3697 Pr=0.0140). Of these, 
there was a significant increase in Implanon NXT, (from 25.6/facility to 145/facility). IUD insertions also 
increased from 2.8 insertions/facility to 11 insertions/facility post training. As a result, the CYPR increased to 
an average of 29% post intervention (t = 2.4825 Pr= 0.0340). 

 “The HIV Prevention Strategies Directorate would like to thank the Wits RHI team on the TA and other support provided during 
the development and dissemination of the STI guidelines to all nine provinces. We have made it. The process was hectic though 
it was for a good cause - STI Prevention program. The finalisation process is ongoing, and we wish that the partnership and 
support continues beyond the development of the STI strategy.”   

- Ms Eva Marumo, Deputy Director, HIV Prevention Strategies, DoH 
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The development process was consultative. A TWG (that included academics, clinicians, health 
providers, and representatives from relevant NDoH directorates, including HIV and Women’s Health 
and Genetics) was established and met several times from March 2016 - June 2017. AVIWE conducted 
literature reviews on STIs in South Africa, developed the guidelines framework, and led the writing of 
some of the chapters. A validation consultation led by 
AVIWE to critically review the guideline and strategy 
and to ensure they were aligned with global guidance 
was completed in January 2017. Upon approval of the 
documents by the Director General, the AVIWE 
program supported the national dissemination (9 May - 
28 June 2017) to over 500 national, provincial, district 
managers, policy makers, researchers, program 
managers, and coordinators, including members of the 
DoH STI High Transmission Area program (HTA), 
HIV, AIDS, STIs, TB (HAST) clusters, the NGO 
sector, facility health care providers, and universities.  
 
The dissemination process highlighted new developments in the strategy and emphasized the need for 
intensified attention to combination prevention, sexual and reproductive health and rights (SRHR) 
integration, and addressing the needs of populations at greatest risk of acquiring HIV/STIs. AVIWE 
aimed to ensure that managers had an increased understanding of their role in driving the 
implementation of STI strategies in the country. Provincial dissemination meetings and attendance is 
outlined in Table 5.  
 
Reintroduction of the DISCA tool 
Following the dissemination of the STI guidelines, it was noted by the DoH that there was further 
support needed to operationalize the STI Guidelines. The DISCA tool, which is part of the STI 
Guidelines package, is designed for use at primary health care facilities to improve the overall provision 
of quality STI care through capacitating provinces to monitor quality of care. It is used to assess key 
factors that contribute to quality of care for clients with STIs. It is also used to evaluate the current 
quality of STI care at a facility, identify elements that contribute to providing a good service, identify 
challenges affecting the quality of  STI care, and on an ongoing basis, monitor the quality of STI care 
at both facility level and at district level. The DISCA tool gives information on indicators for 
accessibility, requirements for safe examination and treatment, antenatal screening, staff training, 
availability of drugs, and knowledge of correct drugs.  
 
Currently there is little monitoring of the implementation of the tool at the facility level. The DoH 
requested AVIWE to examine how STI services can be improved in the provinces using DISCA 
assessments. The following six clinics in Eastern Cape and Gauteng were either not utilizing the DISCA 
tool, or where they were using it, the information was not being consolidated and reported correctly at 
district and national level: 

• Port Elizabeth (Inkamvelihle PHC and Motherwell CHC) 18-21 February 2019 
• Umtata (Ngangelizwe and Stanford Terrace CHC) 25-28 February 2019 
• Tshwane (Pedisong 6 and Maria Rantho) 25-28 February 2019 

 
These clinics were selected as they are implementation sites for the Wits RHI Unitaid-funded Project 
PrEP and thus the necessary approvals to be in the clinics were already in place. A benefit of 
implementing the assessments in these clinics was the ability to leverage and enhance efforts and focus 
on the integration of services (PrEP into STI services). The goal of the DISCA assessments were to 1) 
ascertain if the assessments were being completed on a quarterly basis in each clinic, 2) establish how 
difficult it was to collect data with the DISCA tool and assess usability, and 3) make recommendations 

Table 5. STI Provincial Dissemination Meetings, 
between May - June 2017, led by AVIWE program  
 
Province Date Total 

Attendees 
Northern Cape 9 May 2017 45 
Limpopo 10 May 2017 47 
Free State 11 May 2017 62 
Eastern Cape 16 May 2017 66 
KZN 17 May 2017 72 
Gauteng 18 May 2017 44 
Mpumalanga 24 May 2017 62 
North West 30 May 2017 62 
Western Cape 28 June 2017 57 
Total  517 
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of adaptations to the DISCA collection tool that would assist with collection and reporting. The 
limitations section includes a few limitations of the DISCA tool as well as suggestions for how the tool 
could be improved. The DISCA tool is currently being implemented in an inconsistent manner across 
the country. Some facilities are undertaking the assessment but struggle with its use and do not submit 
it to their district and provincial counterparts. Other facilities do not even attempt to use the tool and as 
such, the status of STI’s and their management in those areas remains unknown. Further there is very 
little or no enforcement of the use of the tool.  
 
The findings of the DISCA assessments in the six clinics highlighted the following challenges: training 
is needed, there were drug and equipment shortages, and they were using outdated guidelines. These 
challenges were shared with HAST Directors, HAST Managers, and STI Coordinators and other 
provincial and NDoH officials from the National HIV Prevention Strategies Directorate in the HIV and 
AIDS and STIs Cluster at a workshop held on 17 - 18 September 2019.  
 
As the AVIWE program is in close out phase, it was not possible to take any actions forward. However, 
the DoH requested that the Unitaid-funded Project PrEP continue the work on the DISCA tool with the 
following actions: 

• Provision of STI training to health providers in each of the six facilities 
• Provision of additional training on how to complete the DISCA tool for each of the data 

collectors at each facility 
• Development of an electronic reporting template to assist with the consolidation of DISCA 

assessments at the district level, thus assisting with their reporting to the provincial level 
• Assessing the facilities implementation, the DISCA tool at each clinic at 6 months and 12 

months post training to assess the impact of the training 
• Development of IEC materials (wall charts, brochures, flip books) of STI management 

algorithms, client STI education, job aides for dildo and female condom demonstrators and 
examination lights 

 
To strengthen the provision of STI services at the facility level, AVIWE provided TA and support on 
the development of an STI training package for health providers to strengthen the capacity on the 
identification and clinical management of STI’s. The curriculum is fully aligned with the 
Comprehensive Clinical Management STI Guidelines and National Sexually Transmitted Infections 
Strategy (2017-2022). An online training curriculum was developed, through consultative meetings 
with the STI Directorate, with accompanying hard copy training manuals, both of which have been 
CPD20 accredited. Additionally, training presentations were developed and piloted through a training of 
Train the Trainers (ToT) on 18- 19 September 2019 including 35 HAST Directors, HAST Managers, 
STI Coordinators, and other provincial and NDoH officials, who will be expected to cascade the training 
down to facility based health care providers. See Annexure 6 for the list of all policies, guidelines and 
tools developed.  
 
During the DISCA implementation, health providers identified challenges with the tool. Specific 
challenges included:  
• There was a gap in the monitoring of STI indicators, with the tick register collecting only one 

indicator for male urethritis syndrome (MUS). This provides a recommendation on how the tool 
could be changed to record additional indicators to improve the monitoring of STIs.  

• The tool is paper based and is very long (13 pages). We recommend that the tool be automated, with 
an embedded skip logic to make completion quicker.  

• There is limited knowledge at facility level around STI’s and how to use the DISCA tool – parts of 
the tool are unclear and ambiguous. We recommend that the STI and DISCA tool training be more 

 
20 Continuing Professional Development helps ensure ongoing growth and learning  
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hands-on and provided to the relevant staff (data capturers and nurses). A short reference manual / 
job aid on how to use the DISCA tool would help staff after the training. 

• Unclear reporting channels (as well as channels for soliciting help completing the tool) once the tool 
is completed. We recommend that a reporting process flow forms part of the job aid, identifying 
timelines for submission and clarity on who and when to submit. 

• There is a lack of a feedback/corrective mechanism - once the tool is completed and challenges are 
identified on the ground, there seems to be little action taken to address these challenges. As AVIWE 
has ended, it was not possible to take any actions forward, however, the DoH requested that the 
Unitaid-funded Project PrEP continue the work on the DISCA tool by providing training on uptake 
and reporting as well as analysis of findings.   

 
Evaluation Objective 3: Determine the effect of DBE focused TA interventions to strengthen school 
health services  
 
Between the evaluation protocol approval and the time of the evaluation, one outcome under EO3 was 
completed. We were not able to complete the other activities due to the National DBE refocusing their 
TA needs and areas of support. As AVIWE needs to align itself to the needs of the SAG, the TA 
approach also changed, to address their new TA needs. See the Year 1 - 4 Programmatic Performance 
Report for other activities completed to support the DBE (Annexure 3).  
 
Through AVIWE, Wits RHI was able to support DBE to develop a provincial standard operating 
procedure (SOP) to guide the provision of HIV testing services (HTS) in schools. This piece of work 
was significant as South Africa is moving towards the provision of services in schools as per the 
Integrated School Health Program and through the SOP, Wits RHI was able to provide guidance on 
potential considerations and models for implementation where there currently is limited guidance. In 
the implementation of this activity, it is important to note that AVIWE was also able to facilitate 
coordination between the various departments within DBE (social cohesion, school safety, and health 
promotion), which traditionally work in silos to implement various programs. Wits RHI will continue 
to maintain this coordination and it will be important to continue to find common threads between 
portfolios of work that allow for multisectoral collaboration. 
 
Evaluation Objective 4: Determine the effect of a gender norms intervention at community level to 
reduce GBV in three priority districts 
 
SASA! is a community mobilization and gender norms change intervention seeking to address the 
primary prevention of GBV and HIV. The PAVING program implemented SASA! from April 2016 to 
September 2019, to develop and promote messages that would influence positive behavior change 
thereby creating opportunities for gender norms change.  
 
The baseline and endline surveys aimed to assess and illustrate change in knowledge and behavior, 
demonstrating the attainment or non-attainment of the expected outcomes for the SASA! project. What 
follows are the demographics and then the findings according to expected outcomes for the SASA! 
project: knowledge of GBV, attitudes perpetuating GBV, reporting and awareness of GBV, skills to 
respond to GBV and action against violence.  
 
Demographics: In total, across all CBO’s, we gathered SASA! survey data from 3146 participants from 
Ekurhuleni, uMgungundlovu, and eThekwini at baseline (1643 females, 1503 males) and 1041 at 
endline (633 females, 408 males) districts in South Africa (Table 6).  
 
Table 6: Demographics of all those who completed baseline and endline SASA! surveys, by district and sex. 

 Baseline Endline 
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Sex Ekurhuleni uMgungundlovu eThekwini Total Ekurhuleni uMgungundlovu eThekwini Total 
N % N % N % N % N % N % N % N % 

Female 636 48 226 60 781 54 1643 52 250 63 383 60 n/a n/a 633 61 
Male 679 52 151 40 673 46 1503 48 149 37 259 40 n/a n/a 408 39 
Total 1315 100 377 100 1454 100 3146 100 399 100 642 100 n/a n/a 1041 100 

 
Due to funding constraints, no endline data was collected in eThekwini. This reduced the number of 
participants at endline to 1,032 from Ekurhuleni and uMgungundlovu. Analysis was therefore limited 
to these two districts that completed both surveys to enable us to illustrate change before and after the 
intervention. Table 7 only includes those from CBO’s that completed both baseline and endline and 
therefore indicates those included in the analysis.  
 
Table 7: Demographics of those who were included in the baseline and endline SASA! analysis, by district and sex. 

Sex 

Ekurhuleni uMgungundlovu 

Baseline Endline Baseline Endline 

Female 627 250 55 383 

Male 240 149 37 259 

Total 867 399 92 642 

 
At baseline, the distribution of males and females was 51% vs 49%, compared to 64% vs 36% at endline. 
The high rates of male participation in the endline may be due to community awareness of the SASA! 
Project, which may have contributed in building trust and willingness to participate in the project. We 
have also noted the increased participation by 18-24 year-olds in uMgungundlovu, from 24% at baseline 
to 33% at endline. The project implemented youth driven demand creation activities, where youth were 
involved in the development and the delivery of awareness campaigns to the communities, which may 
explain this increase.  
 
Expected Outcome 1: Improvement in knowledge about GBV 
Participants knowledge of GBV was assessed at baseline and endline using previously validated GBV 
measures. Overall, GBV knowledge improved at endline, presented in Table 8 The most significant 
finding showed that across both sites, more participants at endline knew that a woman can refuse her 
partner sex if she does not want to have sex. This is important considering that more men took part in 
endline and males are most likely perpetrators of violence against women. In uMgungundlovu, this was 
the only statistically significant knowledge change. Low levels of knowledge related to intimate partner 
violence was noted and perhaps a reflection as to why high levels of intimate partner violence persist 
in the country.  
 
Table 8. SASA! findings: change in frequency distributions on correct GBV knowledge, baseline and endline comparison, by 
district 

GBV Knowledge 

Ekurhuleni % uMgungundlovu % 
Baseline 
(N=867) 

Endline 
(N=399) 

P value Baseline 
(N=92) 

Endline 
(N=642) 

P value 

Violence against women is not 
normal in intimate relationships 

72.3 85.9 P = 0.000 31.5 32.9 P = 0.617 

Woman can refuse her partner if she 
does not want to have sex 

72.2 79 P = 0.001 40.2 11.4 P = 0.000 

Men cannot punish/beat their 
partners, does not make their 
relationships or families stronger 

81.8 95.5 P = 0.000 78.3 84.6 P = 0.034 

A woman should not endure violence 
in order to keep her intimate 
relationship or family together 

81.7 89.4 P = 0.000 78.3 72.1 P = 0.167 

Women experiencing violence from 
a partner are at higher risk of HIV 

63.9 80.6 P = 0.000 58.7 64.2 P = 0.279 
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Expected Outcome 2: Improved attitudes that reduce GBV 
Overall, the results showed a change in the number of responses from negative attitudes at baseline to 
positive responses at end-line (Table 9). At baseline, between 20-30% of individuals indicated that “a 
man has a good reason to hit his female partner if she does not want to do the housework the way he 
prefers”. Encouragingly at endline, this number decreased to 5-15%, showing significant positive 
changes at both sites. Across both sites at baseline, approximately 25% agree that women are to blame 
for the violence against them; at end-line, this decreased to 14%, similar between both sites.   
 
Table 9. SASA! findings: change in frequency distributions on correct GBV attitude questions, baseline and endline 
comparison, by district 

GBV Attitude 

Ekurhuleni uMgungundlovu 
Baseline 
(N=867) 

Endline 
(N=399) 

P value Baseline 
(N=92) 

Endline 
(N=642) 

P value 

There is no good reason why a man 
should hit his female partner  

79.9 95.5 P = 0.000 70.7 84.3 P = 0.000 

Women are not to blame for the 
violence against them 

73.4 86.9 P = 0.000 76.1 84.7 P = 0.042 

Equal power in relationships will 
benefit both males and females 

58.2 88.4 P = 0.000 71.7 70.4 P = 0.001 

I would not laugh at a man doing 
housework 

79.7 93.4 P = 0.000 85.9 83.9 P = 0.634 

 
Expected Outcome 3: Improved awareness of the existence of violence against women 
Analysis showed significant increase in acknowledging that violence is a challenge in communities by 
participants at endline (Table 10). Findings showed that there was an increase at endline in reporting 
violence as a concern in both districts: Ekurhuleni increased from 60.1% to 84% whilst uMgungundlovu 
increased from 56.5% to 83%, showing that the program did increase the awareness of violence in the 
selected communities.  
 
Table 10. SASA! findings: responses to the question ‘Violence is a concern in the community’ at baseline and endline by 
district 

District Response 

Ekurhuleni uMgungundlovu 
Baseline (%) 
(N = 867) 

Endline (%) 
(N = 394) 

Baseline (%) 
(N = 92) 

Endline (%) 
(N = 642)  

Violence a concern 60.1 84 56.5% 83% 
P value Pearson chi2(2) = 74.9672 P = 0.000 Pearson chi2(2) = 36.8450 P = 0.000 

 
Expected Outcome 4: Improved skills to respond to GBV 
Overall, the proportion of people that reported they can respond to violence increased at endline 
compared to baseline (Table 11). The increases were noticeable at endline across all the questions that 
were asked. For example, at baseline across both districts, between 75 - 85% people were not able to 
reach out to a woman experiencing violence. Encouragingly, this decreased at endline to 18 - 27% for 
Ekurhuleni and uMgungundlovu, respectively. At baseline, 23 - 30% of participants across both districts 
felt unable to tell men using violence that it is not okay; this dropped to 17% at endline, with greater 
change noted in Ekurhuleni. No significant difference was observed in uMgungundlovu. 
 
Table 11. SASA! findings: responses to questions about skills for reporting GBV, baseline and endline, by district 

GBV Skills 

Ekurhuleni % uMgungundlovu % 

Baseline 
(N=867) 

Endline 
(N=399) 

P value Baseline 
(N=92) 

Endline 
(N=642) 

P value 
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I do not feel able to reach out to a 
woman experiencing violence 

75 18 P = 0.000 84.8 27.2 P = 0.000 

I am not able to tell men using 
violence that it is not okay 

30.2 17.7 P = 0.000 23.9 23.4 P = 0.000 

I am not able to talk to my friends 
or people around you about the 
benefits of non-violent (peaceful) 
relationships 

79.7 6.1 P = 0.000 84.8 15.6 P = 0.000 

I am not able to join a group or 
individuals promoting equal power 
between males and females in 
intimate relationships 

76.5 13.4 P = 0.000 78.3 20.2 P = 0.000 

I am not able to behave differently 
other than how the society 
expected you to behave because 
you are male or female  

76.2 21.3 P = 0.000 72.8 17.1 P = 0.000 

 
Expected Outcome 5: Action against violence  
To assess behavior change, participants were asked questions about their own behaviors regarding 
taking action against GBV. Overall, the results indicated an increase in number of people that took 
action against violence in the last 12 months (Table 12). Ekurhuleni saw positive changes at endline 
across all GBV behavior questions: at baseline, 57% of participants had talked to their partner about 
improving their relationship: this increased to 87% at endline. At baseline, 56% of participants had told 
someone that violence against women is not okay, increasing to 83% at endline. There was a negative 
change in GBV behavior in uMgungundlovu which could be due to the large difference in sample size. 
More women 341/684 (50%) at endline reported that they have talked with their partner or boyfriend 
about how to improve their relationship. In addition, participants reported participating in the promotion 
of non-violent peaceful relationships between males and females at community level: this improved 
among males from 14% (90/624) at baseline to 22% (182/824) at endline. Seeing community members 
taking action to prevent violence against women was more noticeable at endline for both males 220/820 
(27%) and females 384/820 (47%).  
 
Table 12. SASA! findings: responses to questions about taking action against GBV at baseline and endline, by district 

 

GBV Behavior 

Ekurhuleni % uMgungundlovu % 
Baseline 
(N=867) 

Endline 
(N=399) 

P value Baseline 
(N=92) 

Endline 
(N=642) 

P value 

In the last 12 months, I have talked 
with my partner/boyfriend about how 
to improve our relationship 

58.5 86.9 P = 0.000 88 55.3 P = 0.000 

In the last 12 months, I have provided 
support to someone experiencing 
violence 

40 61.9 P = 0.000 76.1 61.8 P = 0.000 

In the last 12 months, I have you told 
someone that violence against women 
is not okay 

56.3 83.6 P = 0.000 87 73.4 P = 0.006 

In the last 12 months, I have been part 
of a group of people or individuals 
promoting non-violent (peaceful) 
relationships between males and 
females 

30.9 55.1 P = 0.000 70.7 60.6 P = 0.034 

In the last 12 months, I have seen 
people in my community taking action 
to prevent violence against women 

31.1 66.2 P = 0.000 76.1 71.2 P = 0.052 
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Discussion and Recommendations  
The AVIWE grant enabled us to address gaps in AGYW HIV prevention, care, and treatment 
programming. The mapping exercise and discussions with government highlighted areas where there 
was a lack of technical expertise among partners, policies, guidelines and operational tools that needed 
to be developed and coordinated e.g. the STI program had been under resourced and neglected, no 
knowledge management portal and poor coordination amongst partners. 
 
We developed a TA approach that highlighted appropriate activities based on our discussions with 
stakeholders and DoH representatives. The TA approach outlined in EO1 can be adapted to better 
describe and guide TA activities in future. Through AVIWE, we have identified that TA can take many 
forms depending on the stakeholders needs and the context. The needs of stakeholders evolve and 
therefore TA is not easily time bound. Given the nature of TA interventions, programs should allow 
enough time to engage the stakeholders meaningfully and frequently to ensure accurate TA needs are 
understood and enacted. AVIWE’s stakeholders are multiple and have different needs, therefore a 
multi-pronged TA approach was critical to seek to address these different stakeholders needs. A shotgun 
approach (many thematic areas) vs missile approach (selected thematic areas for intervention) was 
adopted to enable multisectoral coordination for effective programming around STI, contraception and 
violence.   
 
Here we discuss and provide recommendations based on EO2 -4.  
 
Mechanisms for strengthening programs to implement effective AGYW interventions 
Activities were chosen as they were anticipated to yield the highest impact in strengthening the SAG to 
implement effective AGYW interventions and derive the highest return on investment. Outdated 
policies and guidelines can hinder implementation and often need multi-faceted catalytic TA support to 
operationalize policy such as coordination, technical input and review for policy development, 
assistance with dissemination and the development of tools and resources. The case study on STI 
guidance demonstrated how such support can be provided from national strategy level to operational 
level. Similarly, before AVIWE, the She Conquers campaign had been launched without digital, client, 
or material support. Following AVIWE’s TA support, we effectively increased the visibility of the 
campaign and provided support critical to implementation.  
 
STI’s - Policy Review, Capacity Building, and Implementation 
The STI case study documented on page 39 is a good example of what can happen when Government 
is supported, from policy review and revision, through training, mentoring, and implementation, to data 
collection and using data for decision making. This represents a complete cascade of support, which 
can be provided through TA. At the point of dissemination of the National STI guidelines, a champion 
should be identified and capacitated to ensure further dissemination, uptake, and use of the guidelines 
at district and sub-district level. We identified that STI training needs to be strengthened: one way to 
we suggested to address this was to integrate it into the core PrEP clinical training package currently 
being rolled out. In order to sustain the gains made through the facility level DISCA assessment, more 
investment is needed to strengthen the DISCA tool, facility staff need further mentorship on using and 
reporting the DISCA findings, and there needs to be support at the district level to monitor progress 
over time. Using the same model in other poor performing districts will contribute to improving STI 
management.  
 
Contraception  
Although AVIWE supported the revision process of the Contraception guidelines, expanding the choice 
of contraception options, and provided targeted support in one province, both the DoH and DBE are 
still grappling with the issue of teen pregnancy. There remains a need to provide operational support in 
the school, community, and health settings to improve contraceptive mix and uptake for adolescent girls 
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and young women. The replication of the LARC training and mentoring approach in other poor 
performing districts is needed to contribute to improved access to all contraceptive methods, the 
reduction of teenage pregnancy and unintended pregnancies, and ultimately impact on the reduction of 
maternal and child mortality. 
 
Mechanisms for supporting the DBE to implement effective AGYW interventions 
Whilst we were unable to evaluate the TA provided to DBE, this evaluation points to the need for 
interdepartmental collaboration and coordination by DBE to ensure effective implementation of 
protocol and policies, for example: closer collaboration between the School Safety Directorate around 
the NSSF and the Social Cohesion and Equity for the protocol on the management of sexual abuse and 
harassment. Based on our experiences, these processes have been run in parallel but AVIWE provided 
the first opportunity to integrate these two DBE initiatives. Therefore, this remains an area where 
considerable work is needed to be able to cohesively respond to issues such as safety and violence, 
along with addressing other approaches related to HIV prevention, care, and treatment.  
 
Community level gender norms interventions to reduce GBV  
The SASA! evaluation results show improvements in GBV knowledge, attitudes that reduce GBV, 
improved awareness of the existence of violence against women in communities, as well as improved 
skills to respond to GBV and take action against violence.  
 
The SASA! model works as a gender norms intervention, but efforts should be made to ensure it is 
culturally and contextually specific before implementing. Community members should be actively 
involved in this process. PAVING made evidence-based and needs-based adaptations to the original 
SASA! model, which meant that it had a few additional components (self-defense module, child sexual 
abuse prevention module). These worked well to compliment the original SASA! model. We found it 
beneficial and critical that the community activists facilitating the intervention were selected from the 
same community, as well as the same age group, as the beneficiaries. We suggest that there be regular 
and continued training of the community activists to ensure their continued capacity development. 
CBO’s would benefit from receiving more than one SASA! facilitators guide to ensure that everyone 
has the means to in-depth familiarity with the content.  
 
Limitations  
We have noted the following limitations of the design and analytic methods associated with some of 
the activities, which may affect our ability to generalize and or interpret findings: 
 
AGYW landscape mapping - While this process worked effectively, we acknowledge that the 
methodology used may have introduced bias, and our data may be skewed. We also likely missed some 
key players in the field, which further reinforces the need for ongoing mapping to achieve a holistic and 
updated view of HIV prevention, treatment, and care programming over time. One strength is that we 
used three different methods to reach the highest response rate possible. Others doing a landscape 
mapping may consider expanding their search for AGYW organizations to widen their results base.  
 
SASA! baseline and endline survey – Due to the lack of a control group it is possible that changes from 
baseline to endline could be due to factors outside the control of the SASA! project (such as other 
interventions in the communities or changes in political leadership). This limitation compromised the 
internal validity of the data and our ability to establish stronger correlations between the role played by 
the project and the baseline - endline changes observed. Due to the short duration of the SASA! project 
(two year), endline data was collected in year 2, limiting the ability to determine if the change was 
sustained in the participants lives. Similarly, as no unique identifiers were collected, we could not 
confirm that the same participants were sampled at both baseline and endline. The CAs facilitated the 
baseline and endline survey: social desirability bias could have played a role in influencing the response 
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of participants if they were involved in the SASA! intervention. However, it is important to note that 
we were able to conduct a real-world evaluation to help reduce desirability bias.  
 
National STI Guidance - AVIWE could only work at national and provincial level, therefore policies 
and guidelines were only disseminated at that level and not at district, sub-district, and facility level. 
The dissemination approach did not take on a ToT format therefore participants were not equipped to 
train others on the policy. This meant that it was poorly disseminated downwards. Adopting the ToT 
approach to dissemination would have been more efficient. The dissemination would have been 
enhanced if we could have returned after 6 months and completed an audit to identify which districts, 
sub-districts, and facilities had received and were implementing the new policy. When the DISCA 
assessments were undertaken at the end of 2018, it was found that some clinics were still utilizing the 
2015 guidelines and not the 2017. 
 
Conclusions 
The AVIWE evaluation has identified areas where AVIWE support was found to have had impact on 
HIV programming in South Africa. Over the four year program, activities have been responsive to donor 
and government needs and program data have been collected to demonstrate effect of the TA on 
programming. The AVIWE program has successfully supported seven policies, developed five tools, 
supported the STI and Family Planning programs, successfully developed and implemented tools to 
change community norms against violence, and provided a sustainable clearing house for HIV 
prevention, treatment, and care information. 
 
Dissemination  
The evaluation report will be disseminated to stakeholders through the AVIWE clearinghouse and 
monthly newsletter as well as uploaded on the CDC website once approved, to ensure findings and 
recommendations can be shared. A manuscript will be published to share the evaluation findings from 
the SASA gender norms intervention.  
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