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Introduction 
 

For more than thirty years the Southern African region has been one of the worst affected regions with regards 

to HIV and AIDS. Due to the enormous impact of HIV on health and wellbeing of individuals, families and 

communities and the recognition of the epidemic as a national and global emergency, the response to HIV was 

initially implemented through vertical programs parallel to other health sector efforts. This has led to the 

development of a large portion of health activists being trained on HIV and AIDS issues, and as a result there 

are many HIV civil society staff that bring decades of work experience as well as formal training to the health 

sector. These HIV experts in civil society have also managed to evolve and adapt over time to the changing 

needs within the HIV sector as the disease and its management have evolved. In recent years HIV has begun 

to be mainstreamed into the rest of the healthcare system, and under the umbrella of sexual and reproductive 

health and rights especially. Within this area of health, the same can be said of many of the sexual and 

reproductive health and rights activists in civil society: that their area of speciality does not overlap into HIV, 

and that their core skills and experience lies within the ambit of the area of health in which they specialise, but 

not beyond it. Integration of HIV and SRHR is thus forcing civil society to work in areas in which they have little 

or no formal training and experience, and this is potentially problematic. 

 

Thus, this project is based on the findings of AAI that civil society in the Southern African that work on these 

two health issues, SRHR and HIV and AIDS, require capacity building on each other’s area of work, especially 

given the context on integration. This capacity building needs to be done within a framework of rights, and 

address the gaps of both groups, as well as uncover and discuss new emerging issues. The following section 

aims to discuss the background of this project proposal as a means to contextualise the proposed work. 

 

Sexual and Reproductive Health and Rights 
 

Sexual and reproductive health and rights (SRHR) are usually understood as the rights of all people, regardless 

of their nationality, age, sex, gender, health or HIV status, to make informed and free choices with regard to 

their own sexuality and reproductive well-being, on condition these decisions do not infringe on the rights of 

others.  This includes the right to access education and information, services and healthcare.   

 

The World Health Organization’s working definition of sexual rights includes a right to achieve “the highest 

attainable standard of sexual health, including access to sexual and reproductive health care standards”.i 

 

Some of the specific areas that sexual and reproductive health and rights cover is adolescent and ageing sexual 

and reproductive health; family planning and access to contraceptive services and supplies; counselling and 

treatment related to sexual coercion and violence; female genital operation (FGO) and other harmful practices; 

infertility; reproductive tract infections; sexually transmitted infections including human immunodeficiency 

virus (HIV); safe, early and accessible abortion services without discrimination of fear of reprisal; pre, peri and 

post natal care and health,  and information and empowerment campaigns that debate and challenge 

ideologies that support male superiority. 

 



 
 

 
 

As much as SRHR are considered to be basic human rights and fundamental to development “conditions are 

devastating the African Continent: 25 million Africans infected with HIV, 12 million children orphaned due to 

deaths related to AIDS. 2 million deaths from AIDS each year, women increasingly affected with the 

feminization of the epidemic; 1 million maternal and new-born deaths annually, an African woman having a 1 

in 16 chance of dying while giving birth; high, unmet need for family planning with rapid population growth 

often outstripping economic growth and the growth of basic social services (education and health), thus 

contributing to the vicious cycle of poverty and ill-health. Today, by any measure, less than one third of Africans 

have access to reproductive health (RH)”.ii 

 

In many parts of Africa considerable gender inequalities remain which play a highly significant role in 

jeopardizing women’s access to SRHR. High levels of morbidity and mortality are attributable to a shortage 

both in breadth and quality of SRH information and services, and are easily preventable problems with cost-

effective and well-understood preventive and treatment interventions, in developed countries. Conservative 

and restrictive environments often prevent women from making informed personal choices thus impacting 

negatively on the family, community and society.  

 

Youth remain at risk and require both school and out-of school based family and sex education. Young women 

require access to sexually transmitted infections (STI) and HIV counselling and testing, psychological and 

medical treatment related to sexual coercion and violence, safe, accessible and early abortion services, as well 

as contraceptive services and supplies. It is only through special programs for adolescents that the continent 

will be able to ensure their secure future. It is thus obvious that universal access to accessible, affordable and 

acceptable, quality SRHR in Africa is a necessary priority for the African continent. 

 

Why Integration is Important 
 

HIV Exceptionalism is the idea that HIV and AIDS must be treated differently to other sexually transmitted 

infections both at a policy as well as at a programming level. Reasons provided for this are that the impact of 

HIV has been much greater than other STIs. This impact does not only refer to the numbers of people infected, 

but also the number of people affected by the disease, as well as how that impact plays out. Stigma and 

discrimination have played a huge role in how people with HIV and AIDS and their loved ones are perceived, 

and how their partners, family, colleagues, employers, healthcare providers and religious leaders treat them 

and respond to them on a daily basis. Thus in managing HIV and AIDS human rights have been paramount in 

the response. Additionally, confidentiality and counselling have been required like no other STI ever before. 

The psychological as well as physiological impact of the disease has been said to demand an exceptional 

response from all involved. Very often too, most people in the field were trying to play “catch up” as we 

constantly learned what could and should be done, unintended consequences of new policies, and how 

medical advancements in diagnosis and treatment constantly changed the realities of the work. 
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In the early nineties the first dialogue on the links between SRHR and HIV started out as both a rights and 

service issue. In 1994 at the ICPD in Cairo SRH was identified as a human right and there was a call for universal 

access; part of which was the prevention/treatment of STIs/HIV as an integral component of SRH services. In 

2000 these linkages continued as the MDGs created an environment for contextualizing all health outcomes 

and interventions. In the same year, the term “integration” arises, and hones in on how family planning can 

improve HIV/AIDS prevention efforts. In 2001, The UN created the “Four Prong” strategy for PMTCT; with 

family planning as prong two. The trend continues with the 2004 New York Call to Commitment: Linking 

HIV/AIDS and Sexual and Reproductive Health, which was the first international commitment to articulate 

fundamental elements of linkages; Then in 2004, we saw the Glion Call to Action on Family Planning and 

HIV/AIDS in Women and Children (WHO & UNFPA). More recently we have the 2006 Maputo Plan of Action 

and the 2012 FP2020 Commitments.1 

 

As medical interventions have begun to change the course of the disease and lowered the chances of it being 

transmitted, and it being a terminal illness, the paradigm has shifted once again.  Those that support HIV 

integration suggest that stigma and discrimination may be better managed if HIV is seen as just another STI, 

and not exceptional. HIV exceptionalism in healthcare settings creates more bureaucracy, unequally 

distributed resources among diseases, and actually reduces access to other health care. Moreover given that 

we know that HIV poses additional risks such as increased chances of cervical cancer in women, there is a need 

to manage the whole patient and not just the HIV. This requires an integrated approach to patient care and 

government staff, healthcare workers and civil society who only work on HIV become less useful. Moreover, 

some of the issues of stigma, status of women and women’s rights, issues of sex and sexuality are the same 

for HIV as they are for SRHR. For women and men as individuals these are not separate things, as humans we 

experience these events conjointly as for example sexual behaviors and the drivers of unsafe sex/lack of 

control or ability to make decisions about sex and reproduction occur together and are core to both HIV and 

other SRHR issues. 

 

The integration of HIV into SRHR in continental, regional and national health strategies, policies, laws and 

budgets is designed to strengthen health systems and improve the overall care of the patient. It is seen as a 

good, common sense approach, benefitting both patients as well as the healthcare providers, and improving 

health outcomes as well as making good economic sense. This is where CSOs also find their input necessary. 

Integration has both a health system or service aspect as well as a policy and programming aspect and from 

CSOs perspectives it is necessary to also work on creating a demand from the public for rights and services. 

There is a need to focus on people’s rights to information and services to promote their reproductive health 

and protect their rights to good health. Moreover it is the role of civil society to hold governments accountable 

to providing quality, accessible, affordable, and acceptable services and information for all people, and for 

protecting their population from illegal service providers and false information such as harmful traditional 

practices and unsafe and illegal abortions. 

 

Context is also important, especially where HIV is a big concern, e.g. South Africa: Domestic policies 

increasingly include integration, sometimes also linking TB to the discussion; and thus for some integration is 

now = HIV + TB. Also, as HIV services move back into PHC, the definition of integration is changing again – 

includes NCDs etc2.There needs to be clarity amongst CSO staff that these overlaps exist and that the correct 

terminology and usage of language needs to be a part of their work. The following tables demonstrate how 



 
 

 
 

these overlaps across HIV and SRHR play out and how much research has been done in each of these areas. 

This serves to demonstrate that there remain considerable gaps in knowledge, which in turn creates gaps in 

the knowledge of CSOs. Albeit limited, existing capacity should be made available to civil society so that they 

are better able to engage with the topic. 
 

   PMTCT Other 
reproductive 

cancers 

Promote positive 
gender norms 

 Infertility / assisted 
reproduction 

PNC MMC Prostate cancer 

Education and 
counseling on 

healthy behaviors 

Discourage 
harmful 
practices 

Safe abortion Safe delivery STIs Breast cancer 

Promote sexual 
health over 

lifecycle, include 
sexual orientation,  

gender identity 

Prevent & 
manage GBV 

Contraception ANC HIV/ AIDS Cervical cancer 

Counseling and support on all aspects of SRHR 

A Framework on HIV and SRHR Integration3 
 

 
Areas of focus of peer-reviewed studies and promising practices documents, neglected and covered areas. 4 
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The Maputo Plan of Action 
 

In late 2006 The African Union adopted the Maputo Plan of Action which focused on sexual and reproductive 

health and rights as a universal right. 

 

As a result of the state of SRHR in Africa, various governments, regional economic communities such as the 

Southern African Development Community (SADC) and the African Union Commission (AUC) responded to the 

call to act with the development of policy on SRHR, not least of which was the International Conference on 

Population and Development (ICPD) in 1994. In 2005 the African Union Conference of Ministers of Health 

adopted the Continental Policy Framework on Sexual Reproductive Health and Rights (SRHR) and in 2006 

adopted the Maputo Plan of Action for its implementation. The Maputo Plan of Action built on previous efforts 

to address SRHR globally and in Africa. Integration was viewed as one of the key priorities in the MPoA, and is 

both a key element as well as a cross-cutting issue on other elements. 

 

The Maputo Plan of Action for the Operationalisation of the Sexual and Reproductive Health and Rights 

Continental Policy Framework, commonly known as the Maputo Plan of Action (MPOA) or Maputo Plan, aims 

to achieve universal SRHR in Africa by 2015. It was a “short term plan for the period up to 2010 built on nine 

action areas: Integration of sexual and reproductive health (SRH) services in primary health care (PHC), 

repositioning family planning, youth-friendly services, unsafe abortion, quality safe motherhood, resource 

mobilization, commodity security and monitoring and evaluation.”5 

 

The key elements of the MPOA were:6 

 

1. Integrating STI/HIV/AIDS, and SRHR programmes and services,  

2. Repositioning family planning as an essential part of achieving the health Millennium Development 

Goals (MDGs); 

3. Addressing the sexual and reproductive health needs of adolescents and youth as a key SRHR 

component; 

4. Addressing the issue of unsafe abortion; 

5. Delivering quality and affordable services in order to promote Safe Motherhood, child survival, 

maternal, new-born and child health; and 

6. Strengthening African and south-south co-operation for the attainment of ICPD and MDG Goals in 

Africa. 

 

Similarly in 2010 the Southern African Development Community also acknowledged the need to strengthen 

SRHR and HIV linkages as a means to achieving the 50 per cent reduction of new HIV infections by 2015. 

Integration is also acknowledged as key to achieving the Millennium Development Goals, 4, 5 and 6 (Reducing 

child mortality; Improving maternal health; and Reducing new HIV infection.) 

 

The various African government structures are aware of these policy commitments and are working towards 

full implementation of the MPOA, and towards providing SRHR yet there are many areas which civil society 

should be working on as a means to ensure that governments are accountable and deliver accessible, 



 
 

 
 

affordable, acceptable, quality SRHR. Many HIV activists in the region are either not aware of the MPoA or not 

truly familiar with it, nor do they use it in their work. The experience of HIV activists in holding governments 

accountable can be applied to the MPoA and increase the profile and impact of this commitment and give it 

more teeth. 

 

The five year review of the Maputo PoA by the African Union Commission (in 2011) gathered both qualitative 

and quantitative data for analysis. Progress reports written by relevant partners assessing the Plan’s 

implementation were also used to enrich the report.7 

 

Findings revealed that there was effective integration of: 

 Efforts to reduce HIV/STI 

 Malaria and SRH services into Primary Health Care (PHC) 

 Community-based STI/HIV/AIDS and SRHR services 

 Family planning into key strategy for attainment of MDGs 

 Youth-friendly SRHR services into key strategy for youth empowerment 

 SRHR commodity security strategies for all SRHR components 

 

Other positive results include: 

 Reduction of the incidence of unsafe abortion 

 Increased access to safe motherhood and child survival services 

 Increased resources for SRHR 

 Monitoring, evaluation and coordination mechanisms 

 

Challenges encountered included inadequate human resources, weak health systems, inadequate health 

financing, poor coordination of interventions, unfavourable legislation, traditional harmful practices and lack 

of communication towards behavioural change. Lessons learnt encompassed factors that could enhance 

implementation and identified the impeding factors that should be avoided. Recommendations in the review 

call for improvements on the aforementioned challenges. 

 

In the AIDS Accountability International MPoA Scorecard Report, The Performance Element analyses 13 

percentile coverage indicators that reflect performance or implementation. This is necessary to measure what 

governments have done since creating their national policy. It is designed to be an overall and general score 

of how well a country is performing on implementation. 8 

 

The 13 indicators used were: 

1. Proportion of SDPs providing PAC Services %  

2. Proportion of EmONC sites with access to adequate supply of safe blood % 

3. Proportion of HIV positive mothers who have delivered and are receiving ARVs % 

4. No. of midwives per population % 
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5. Proportion of births attended by skilled health personnel  

6. Antenatal care coverage (one visit) 

7. Antenatal care coverage (four visits  

8. Contraceptive prevalence rate (any method)  

9. Contraceptive prevalence rate (modern method) 

10. Immunization Rate 

11. Insecticide Treated bed-Nets(ITN) coverage (under five) 

12. Insecticide Treated bed-Nets(ITN) coverage (pregnant women)  

13. Intermittent Presumptive Treatment (IPT) of malaria in pregnancy coverage 

 

All of the 13 indicators were equally weighed and only those data points that had values reported were 

included for each country. A percentage was then generated thus hoping to reflect a countries performance 

in one quick snap shot. It is only one measure of a country’s performance yet seems to accurately reflect many 

of the other findings of this report in other more detailed elements. 

 

Mauritius comes out the clear winner at 77 per cent, although still only in the B category, reflecting that the 

best that countries are actually achieving overall is 77% of what is needed. DRC ranks lowest at 29 per cent 

which is not an unexpected finding considering the discussions and numbers reflected in earlier elements of 

this report. What is however interesting is that Lesotho, which ranks in the lowest group of the policy element, 

ranks in the highest group in the performance element. Moreover Botswana, who ranks highly in the policy 

environment, ranks at only 55 per cent in the performance group. 

 

However if the statistics relating to malaria are removed, Botswana reaches a performance of 63 per cent, 

which may reflect the contradictory evidence around malaria in Botswana (14 000 cases with the Ministry of 

Health reporting only 2 deaths from malaria in recent years.) This needs to be further examined local experts 

in their use of this tool. 

 

Lesotho on the other hand gains from this methodology as a country where abortion remains illegal, yet 

performs in the highest performing group, it may reflect that efforts at policy may be better spent at 

implementing basic training and commodities supply rather than working and re-working documents that take 

time to implement. This too needs further investigation. 

 

What is however apparent, across all countries is that these performance indicators should all be in the upper 

nineties, all data should be available and not just a few of the indicators and that governments should have 

more information on which to base their decisions if they hope at all to respond accurately.  

 

Civil society in these countries needs to be aware of why these figures are so low, and what can be done to 

most efficiently and effectively improve the performance of governments in their countries. There would seem 

to be enormous political will to improve SRHR in the region, with massive strides already being taken, but it 

remains obvious that much work has still to be done.9 

 



 
 

 
 

Problem Statement 
 

As HIV-SRHR integration occurs in Africa, AAI has identified that civil society from the HIV sector is also having 

to move into the SRHR sector. As a natural evolution into the SRHR sector this is an incredible opportunity for 

SRHR as more civil society experts are able to apply their many skills to this area of health. It should ensure 

that SRHR secures more resources over the coming years, both financial and human. Bringing strong advocacy, 

research and development skills to this area of health will bolster and support SRHR for years to come. 

 

However, there is one area of work in which HIV civil society is lacking: SRHR itself. Due to their backgrounds 

in HIV and AIDS, and the pressure to continue work, albeit in the SRHR sector, few HIV civil society staff have 

had the opportunity to have formal SRHR training. Those that have are much better able to analyse, interrogate 

and work in this area for obvious reasons. Many others that have not had either self-training, or formal training 

are showing the following gaps in knowledge: 

1. confusing family planning with SRHR; 

2. using inaccurate language for example for types of unintended pregnancies or types of access to 

abortion; 

3. conflating sexual and reproductive rights; 

4. being seconded into contraception led approaches by others with conservative agendas; 

5. confusing female centred approaches with placing burden of responsibility on women alone; 

6. lack of understanding of the history of the SRHR movement; 

7. focused only on limiting reproduction and not on fertility and safe and healthy sexuality; 

8. working only on a narrow age window; 

9. lack of technical info about contraceptive methods/abortion technology/CaCx screening etc. so they 

can accurately advice/advocate for programs and policies 

10. lack of understanding/knowledge of regional and national frameworks, policies and priorities for 

integration and key responses taking place.  

 

Similarly SRHR civil society staff struggle with some of the following issues, comparatively to HIV activists: 

 

 “There has been resistance from traditional SRHR activists to HIV activists entering the arena. SRHR 

never had so much money, and lost some to HIV over the years.” 

 “HIV often operates in a ‘silo’, driven by a bio-medical approach. HIV is a safer conversation than 

SRHR.”  

 “Sexual and reproductive rights are sometimes not easy to discuss at a Catholic institution.”  

 “Working on sexuality and LGBT opens up a conversation about sexual identity. Traditionally, the HIV 

world focused on sexual practice.”10 

 “The HIV community is worried they will lose their platform in the SRHR discourse.” 11 
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These comments from SRHR activists reveal that they too have challenges as they begin to work with more 

and more HIV staff, and that there perceptions and experience of the HIV world may pose a barrier to 

effectively working with each other. The extensive funding that was allocated to HIV in the past is also seen by 

many SRHR activists as money that was taken from their area of work and so this poses a barrier to effective 

cooperation that still needs to be surmounted.  It is true that HIV has managed to raise the large amounts of 

funds since the 1990s and most of this has to do with “the squeaky wheel gets the grease” fundraising issues; 

the extensive use of champions for the HIV cause and the new and innovative approaches that many HIV 

organisations used to raise funds. However within the traditional SRHR activists there remain challenges to 

working with HIV activists in some cases.12 

 

These are just some examples of the ways in which this project will contribute to the better understanding of 

history, technology, policy, language, rights and other knowledge of both SRHR and HIV civil society staff. This 

lack of capacity works to undermine the quality of the work being done to date in this sector. It also will result 

in erroneous, inaccurate and inadequate policy, programming and implementation if it continues. The impact 

of civil society working in an arena where they are unsure of even the basics is obviously problematic and 

potentially catastrophic. Better knowledge will also allow for CSOs to better identify opportunities for using 

skills and bridging HIV-SRHR gaps in policies and programmes, amongst other work prospects. 

 

Ford grantees, when interviewed by Ms. Bangser for Ford research on how their grantees are integrating also 

had many positive comments to make about integration and the opportunities that it provides: 

 

“Linking SRHR and HIV opens discourse and action: There was strong 

agreement across OSA grantees that linking SRHR and HIV is a positive development. In 

particular, that it opens up the discourse around sexuality and provides new avenues for 

effective action. … Several partners commented on the “silo” driven approach to HIV 

programming, in which HIV is treated as a bio-medical issue, making HIV a “safer 

conversation than SRHR”.  

Linkages can strengthen personal agency: Opening the discourse to embrace 

sexual identity (SRHR) – over and above sexual practice (HIV)–including in the ways that 

identity can strengthen personal agency is a way that integration strengthens rights 

around both HIV and SRHR.. Partners talked about how SRHR and HIV programs based in 

a rights framework can reduce stigma, discrimination and “othering”. Several Ford 

grantees are exploring strategic “wedges” to advance human agency and dignity, 

including through strategic litigation, accountability mechanisms, re-aligning health 

systems, and linking SRHR and HIV to people’s economic security. 

Building partnerships is key to success: Potential drawbacks of integration 

notwithstanding, there was universal agreement that building partnerships across SRHR 

and HIV is a positive benefit.”13 

 
 

  



 
 

 
 

Proposed Project in Brief 
 

AAI thus proposes an 18 month programme which will develop a curriculum for both SRHR and HIV civil society 

in Southern Africa on HIV-SRHR integration. This curriculum will then form part of a training workshop over 5 

days to be held in Johannesburg, one with participants from national CSOs and one with participants from 

regional CSOs. This will also have the added effect of creating networking/partnership among CSOs from the 

two areas of work.  

 

Project goals and indicators of success 
 

Long term goal 

Provide universal access to accessible, affordable and acceptable, quality SRHR in Africa. 

 

Medium term outcomes 

1. Improved research and advocacy work being done by HIV and SRHR civil society organisations in the 

Southern African region. 

2. Reduction in negative consequences of lack of capacity. 

3. Stronger links between the two health issues at CSO level. 

4. Stronger links between civil society organisations from the two areas of work. 

 

Short term indicators 

1. 40 HIV and SRHR civil society activists have been trained in the curriculum (20 from national 
CSOs and 20 from regional CSOs).  

2. Self-reported knowledge gain and improved understanding of integration as per Training 
Workshop feedback form. 

3. Training curriculum assessment which will examine improved capacity of participants, probably 
at intervals during the week not only at the end of the training, so that gaps can be rectified 
before end of workshop. 

4. Six months post training self-assessment form to be completed by participants which measures 
whether training has had an impact on how they work, and whether they are incorporating and 
mainstreaming integration in their work.  
 

Deliverables 

1. 1x Curriculum on HIV and SRHR Integration targeted at Southern African CSOs. 
2. 1x Workshop on curriculum development (8 participants), 2 days. 
3. 1x Workshop on finalising curriculum (15-20 participants), 1 day.  
4. 2x 5 day training workshops. 40 Participants in total, 20 each, first consisting of national NGOs 

and a second of regional NGOs to take their specific contexts and challenges into account.  
5. 1 x mid-term project report and 1 x End of project report to funder. 
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Proposed Target Audience 
 

Participants in the training will be staff from civil society organisations that fulfil the following criteria: 

 Based in Southern Africa 

 Work is focussed on Southern Africa 

 Already working on HIV AND SRHR 

 

Priority will be given to organisations that are funded by the funding partners of this proposal and are identified 

as requiring training. CSOs that are heavily funded by funding partners that do not focus on human rights in 

their work will also be prioritised as this is a gap in their work, for example PEPFAR and USAID grantees. Priority 

will also be given to CSOs working on women, girls, sexual orientation and gender identity.  Regional 

organizations with a strong engagement/ focus on southern Africa will also be considered. 

Other suggested organisations identified as requiring training (may be self-identified as wanting to have more 

capacity building such as Positive Vibes has expressed an interest already) 

 International HIV/AIDS Alliance  African Sexworkers Alliance (ASWA) 

 Global Network of People Living with HIV  Sex worker organisations 

 Positive Vibes  National AIDS Networks 

 African Men for Sexual Health and Rights  International Community of Women Living 

with HIV/AIDS (ICW)  Young women and girls CSOs 

 

 
 

Women, girls and SOGI

Working on SRHR and HIV

Working in SADC

Regional 
fund 

grantees

Self 
identified 

CSOs

Non-HR 
focused 
grantees

Identified in 
Workshop 1



 
 

 
 

Proposed Activities 
 

1. Develop curriculum  

a. AAI will host a 2 day workshop with the primary to determine the 10 Steps, with a focus on 

steps 4, 5 and 6. Day one will focus on presenting, discussing and finding gaps in Steps 1, 2 and 

3. Day 2 will create content for Steps 4, 5 and 6. Day 2 will also briefly outline Steps 7, 8, 9 and 

10. Partners and select secondary partners will be invited to attend, (1 x AAI, 1x UNFPA, 1X 

UNAIDS, 1x HEARD, 1x SALC, 1x AGI, 1x IBIS, and 1 additional) totaling 8 people.  

b. The curriculum is expected to have a rights lens and to cover the following topics (incomplete 

and full curriculum to be determined in consultation with partners): definition of SRHR; HIV 

prevention; taking a rights based approach to HIV and AIDS work; care and treatment including 

microbicides; contraception, abortion, unintended pregnancy including teen pregnancy; 

reproductive cancers (screening and treatment) and gender differences in cancer; safe 

motherhood; fertility and population dynamics and what it means and why it is a limited 

section of SRHR women’s rights; gender based violence; gender equality and equity; body 

politics;, monitoring and evaluation; national and regional commitments on SRHR and HIV; the 

history of the SRHR and HIV movements; litigating around SRHR and HIV, cultural and religious 

fundamentalism and its effect on SRHR and HIV; sexuality within a lens of healthy and safe 

sexuality; language and conceptual constraints thereof and a variety of other SRHR and HIV 

issues. The curriculum will have both an assessment as well as evaluation component. The 

former will gauge (probably on a section by section basis) participants progress and be of a 

practical and applied format. i.e. it will require them to not only answer questions exam style, 

but to apply their new knowledge to their work, perhaps in couples or teams, and present back 

to the group or some such format. The assessment component will be a means to determine 

from self-reporting as to whether they have learned the necessary knowledge and skills and 

done also on a daily basis so as to address any gaps that are identified during the week. 

c. AAI will host a 2 day Curriculum completion workshop to make final changes and final decisions 

on Steps 8, 9 and 10. Partners and secondary partners will be invited to attend or provide 

feedback by email if unable to attend. One person from non-SA offices, and 1 or 2 participants 

from South Africa based offices, totalling 15-20 people. 

2. Teach this curriculum in a training workshop to HIV and SRHR CSOs from the SADC region. The 

workshop will cater for a total of 2 x 20 participants, the first focussed on CSOs that work nationally, 

and the second for CSOs that work regionally. Both trainings will take place in Johannesburg, over 5 

days. Southern African candidates will be used. Possible candidates/presenters include: 

 Tshego Bessenaar (Ibis Reproductive Health, South Africa),  

 Barbara Boswell (AGI, South Africa),  

 Tian Johnson (Sonke Gender Justice),  

 Naomi Lince (WITS University, South Africa),  

 Sibongile Ndashe (ISLA, South Africa) 
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 Mzikazi Nduna (WITS University, South Africa),  

 Phillipa Tucker (AAI, South Africa),  

 Samantha Willan, (HEARD, UKZN) 

 

Proposed Methodology  
 

The proposed methodology for developing the curriculum is partially based on the David E. Kern Six Point 

Approach, developed and copyrighted by Kern in 1998. AAI has added additional steps as determined by our 

needs. 

 

Step 1 Problem Identification and General Needs Assessment: Identification and critical analysis of the 

problem that will be addressed by the curriculum. Requires substantial research to analyze what is currently 

being done by practitioners and educators, i.e., the current approach, and ideally what should be done by 

practitioners and educators to address the problem, i.e., the ideal approach. The general needs assessment is 

usually stated as the knowledge, attitude, and performance deficits that the curriculum will address. (AAI 

Proposal and Ford Grantee Research by Ms. M Bangser can be used in this step. This step will also evaluate the 

work done by primary and secondary partners, civil society in the region and any best practice integration 

training curriculums which we find.)  

Step 2: Evaluate existing curriculums: Existing curriculum which can be drawn on will be discussed and 

evaluated for value added quality. (Save the Children and All in One (Population Council) for example. 

Step 3 Needs Assessment for Targeted Learners: The general needs assessment is applied to targeted learners, 

i.e. the general needs assessment is applied to SRHR and HIV civil society in Southern Africa. 

Step 4 Goals and Objectives: Define the objective of the curriculum. Overall goals and aims for the curriculum 

are written. Specific measurable knowledge, skill/performance, attitude, and process objectives are written 

for the curriculum. 

Step 5 Educational Strategies: A plan to maximize the impact of the curriculum, including content and 

educational methods congruent with the objectives, is prepared. 

Step 6 Determine the teaching approach: Depending on the topic and objective, information might best be 

conveyed in a lecture format. In other cases, providing written materials, holding discussion sessions and 

offering hands-on practice might be the most appropriate teaching methods. National or regional 

development limitations and available teaching staff and graduate fields of opportunities are considered.  

 Include discussion questions. In a curriculum that serves more as a script for teachers, detailed 

discussion questions provide greater direction. In a human rights curriculum, for example, students 

might be asked to share their understanding of what constitutes fundamental human rights. 

 Allow room for flexibility to meet learners' needs. Curriculum development must prioritize the needs 

of learners. Sometimes needs are indiscernible until a teacher has worked closely with a group of 

students across a period of time. In some cases, it is better to provide general directions and allow 

teachers to fill in the details and revise the curriculum as needed. 

Step 7 Create a scope and sequence. This is an outline of key skills and information that needs to be in the 

curriculum and are required to achieve the main curriculum objective.  

Step 8 Implementation: A plan for implementation, including timelines and resources required, is created. A 

plan for faculty development is made to assure consistent implementation. 



 
 

 
 

Step 9 Evaluation and Assessment component: Build in an assessment component. Determining how to assess 

the knowledge of learners is dependent on the main curriculum objective. If students are preparing for a 

standardized exam, implementing practice tests is an effective way to simultaneously prepare students for the 

testing process and identify weaker skills and knowledge areas. If the learning objective is enrichment or life 

skills development, assessments may be more informal, consisting of class discussions, essays or one-on-one 

meetings. Learner and program evaluation plans are created.  

Step 10 Feedback: A system to determine whether the curriculum and teaching thereof was useful and met 

the desired aim and objectives is created, and data collected of this feedback from participant/students and 

evaluated. Adjustments to curriculum and teaching approach are made as per feedback. 

Step 11 Dissemination: A plan for dissemination of the curriculum is made. 

 

This section is indebted to the structure, language and ideas of Kern DE, et al: Curriculum Development for 

Medical Education – A Six-Step Approach. 

 

Proposed Partners 
 

Key partners for the duration of the project will be: 

 

Ibis Reproductive Health, South Africa 

Ibis Reproductive Health is an international non-profit organization with a mission to improve women’s 

reproductive autonomy, choices, and health worldwide. The core activity is clinical and social science research, 

focused on issues receiving inadequate attention in other research settings and where gaps in the evidence 

exist. Their agenda is driven by women’s needs and prioritizes increasing access to safe abortion, expanding 

contraceptive access and choices, and integrating HIV and comprehensive sexual and reproductive health 

services. They partner with advocates and other stakeholders who use their research to improve policies and 

delivery of services in countries around the world. 

 

UNFPA  

The United Nations Population Fund, is an international development agency that promotes the right of every 

woman, man and child to enjoy a life of health and equal opportunity. UNFPA supports countries in using 

population data for policies and programmes to reduce poverty and to ensure that every pregnancy is wanted, 

every birth is safe, and that every young person's potential is fulfilled. They have been working on the following 

key areas: Supported the review of the Contraception Policy Guidelines; Building capacity on comprehensive 

SRH services provision, with particular emphasis on repositioning the FP agenda; Supporting re-introduction 

of IUCDs to the contraceptive method mix, providing theoretical and practical training support; participated in 

the development of the Community Mobilisation strategy to increase community awareness and demand for 

FP services; Improving access to contraception services and a commitment to increase the percentage of 

health facilities providing contraceptive services to 90 per cent by 2013. 
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UNAIDS 

UNAIDS or The Joint United Nations Programme on HIV and AIDS brings to this project years of experience on 

HIV and AIDS. This covers Establishing and strengthening mechanisms that involve civil society at all levels; 

Encouraging and supporting local and national organizations to expand and strengthen regional partnerships, 

coalitions and networks; Full participation of people living with HIV/AIDS (PLWHA), those in vulnerable groups 

and people mostly at risk, particularly young people; Addressing issue of stigma and discrimination; Fosters 

and supports global, regional and country level partnerships which include linkages between and among civil 

society, private sector, philanthropy, media, and with particular attention to organizations of people living with 

HIV/AIDS; Supports governments and UN agencies in developing partnerships with non-state entities. This 

includes support for approaches intended to increase participation, improve connectedness of efforts and 

strengthen the various participants' capacity for action.14 

 

Additional secondary partners 

Other organisations which will be secondary partners for implementation and as resources for the curriculum 

on the project: 

 African Gender Institute, University of Cape Town, South Africa 

 The Health Economics and Epidemiology Research Office (HE²RO), WITS University, South 

Africa 

 Psychology Unit, WITS University, South Africa 

 Netherlands School of Public & Occupational Health (NSPOH), Netherlands  

 Health Economic and HIV/AIDS Research Division (HEARD), University of Kwa-Zulu Natal 

 Southern African Litigation Centre (SALC), Southern Africa 

 Women’s Global Network on Reproductive Rights 

 
Beyond the Ambit of this Project 
 

The following areas of work were considered for this project and have been determined to be possible second 

phases but not applicable in Phase 1:  

 The curriculum will be translated into Portuguese and French and disseminated to all African countries. 

Creative Commons will apply in that there will be no copyright but free use of the whole of the 

curriculum.  

 Training of government staff not just civil society, and other regional and continental organisations 

such as SADC and the AUC. 

 
Time Frame 
 

The activities will occur between 1 April 2014 and 30 September 2015. 12 months for curriculum development, 

and 6 months for the two training workshops.  

 

http://en.wikipedia.org/wiki/Social_stigma
http://en.wikipedia.org/wiki/Discrimination


 
 

 
 

Geographic location 
 

The curriculum will be developed for Southern Africa, with a view for further dissemination into the rest of 

Africa in a possible Stage 2. The capacity building workshop will take place in Johannesburg with participants 

from SADC countries. 

 

Budget 
 

The project will require a total of 150 000 USD. See Attached Excel file. 

 

An Overview of AAI 
 

AIDS Accountability International (AAI) was established in 2005 with the mission to follow up on commitments 

to the AIDS epidemic that were made by governments. Our work has since expanded to sexual and 

reproductive health and rights, malaria, tuberculosis, and non-communicable diseases, and we work on 

holding all leaders accountable, such as business, civil society, funders and bi and multi-lateral development 

organizations.  

 

AAI uses research to develop various tools for stakeholders for them to use in their campaigns to advocate for 

better health. We conduct only needs-driven, evidence-based research and advocacy that measures 

performance against the commitments that have been made by governments. We also conduct our own 

advocacy, capacity building and monitoring and evaluation interventions to encourage those who are 

delivering on their commitments, identify and put pressure on those who are under-performing and stimulate 

constructive debate about what can be learned from different approaches and how best practices should be 

shared. AAI focuses on inclusion of the most marginalized in much of our work and has global reach with an 

African focus.  

 
 

Increasing accountability 
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AAI believes that strong and accountable leadership is necessary to ensure effective responses to HIV and 

related health challenges. We do this by increasing transparency, promoting dialogue and supporting action 

to improve the response.  

 
1. Transparency  

Data, full, relevant, correct, accurate and unbiased data that is methodologically sound, periodically collected 

and collectively reported, discussed and reported as well as transparent about its failings and limitations is a 

vital starting point for any discussion on developing a response to health problems. 

2. Dialogue 

Dialogue should mean all relevant stakeholders can meaningfully and freely participate, without fear, in the 

discussions and de- bates on the delivery and performance of health by public servants, especially in relation 

to the commitments that they as governments and leaders have made.   

3. Action  

Action is necessary for public servants to improve their delivery of health, share their successes and learn from 

their failures making for quality, improved, sustainable and human rights based health access for all a reality. 

All leaders, not just governments, need to act to ensure transparency and dialogue are part of the health 

development process.   

 

Contact 
 
Phillipa Tucker, Executive Director, phillipa@aidsaccountability.org,  

 

 

 
 
 
 

AIDS Accountability International 
E-mail: info@aidsaccountability.org  
Web: www.aidsaccountability.org 
 

Sweden Secretariat 
Eriksbergsgatan 46 
SE- 114 30 Stockholm 
Sweden 
 

South Africa Rating Centre 
54 Shortmarket Street 
Cape Town 
South Africa  8000 
 Tel no +27 21 424 2057; 

mailto:phillipa@aidsaccountability.org
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