
Understanding Gender 

Policy and Gender- Based 

Violence in South Africa 

 

  

2015 

A LITERATURE REVIEW 

FOR SOUL CITY: INSTITUTE for HEALTH & DEVELOPMENT COMMUNICATION 

TSHWARANANG LEGAL ADVOCACY CENTRE        



1 | P a g e  

 

Understanding Gender

Patience Mpani and Nondumiso Nsibande

(For Soul City: Institute for Health & Development Communication

 

 

 

 

 

 

Understanding Gender Policy and Gender- Based Violence in South 

Africa 

A Literature Review 

Patience Mpani and Nondumiso Nsibande

 

 

: Institute for Health & Development Communication

 

 

 

 

 

 

 

 

 

 

 

Based Violence in South 

Patience Mpani and Nondumiso Nsibande 

: Institute for Health & Development Communication) 

 



2 | P a g e  

 

Table of Contents 
Acronyms ...................................................................................................................................................... 3 

1 Introduction .......................................................................................................................................... 4 

1.1 Background ................................................................................................................................... 4 

1.2 Objectives...................................................................................................................................... 4 

1.3 Structure of the literature review ................................................................................................. 5 

2 Gender based Violence in South Africa ................................................................................................ 6 

3 Key terms .............................................................................................................................................. 9 

4 Violence Against women..................................................................................................................... 15 

4.1 The Life cycle approach to understanding GBV targeted at women .......................................... 15 

4.2 Drivers of Gender Based Violence .............................................................................................. 16 

4.3 Violence experienced by women and girls in South Africa ......................................................... 21 

4.4 Initiatives to prevent violence .................................................................................................... 23 

5 Context of Sexual and Reproductive health ....................................................................................... 24 

5.1 Sexual and Reproductive Health for young women in South Africa ........................................... 25 

5.2 Gender based violence and Sexual and Reproductive Health .................................................... 29 

6 State Response to Gender Based Violence ......................................................................................... 30 

6.1 Legislation and Policies ............................................................................................................... 31 

5.1.2 Domestic Legislative Framework ............................................................................................... 33 

6.2 Mandated Government Departments: Programmes and Campaigns ........................................ 37 

6.2.1 Department of Social Development (DSD) ......................................................................... 37 

6.2.2 Department of Justice and Constitutional Development (DoJ&CD) ................................... 39 

6.2.3 Department of Health ......................................................................................................... 40 

6.2.4 Department of Police .......................................................................................................... 41 

6.2.5 Department of Basic Education .......................................................................................... 42 

6.2.6 Department of Higher Education and Training ................................................................... 43 

7 Assessment of State Response to GBV ............................................................................................... 43 

8 Advocacy Opportunities & Recommendations ................................................................................... 45 

9 Threats and Blockages ........................................................................................................................ 46 

10 Stakeholders involved in the Gender and Gender Based Violence Sectors ....................................... 47 

11 References .......................................................................................................................................... 49 

 

 

 

  



3 | P a g e  

 

 

Acronyms 
  

CEDAW  Convention on the Elimination of all Forms of Discrimination Against Women 

CGE  Commission for Gender Equality 

CRC Convention on the Rights of the Child 

CSVR Centre for the Study of Violence and reconciliation 

CSW  Commission on the Status of Women 

CTOP Choice of Termination of Pregnancy 

DEVAW  Declaration to End Violence Against Women 

DoH Department of Health 

DoJ &CD  Department of Justice and Constitutional Development 

DSD  Department of Social Development 

DV Domestic Violence 

DVA Domestic Violence Act 

DWCPD Department of Women, Children and Persons with Disabilities 

EEA Employment Equity Act (EEA) 

FCS Family Violence Child Protection and Sexual Offences 

FGM Female genital mutilation 

GBV Gender Based Violence 

IDMT Inter-Departmental Management Team  

IPV Intimate partner violence 

JCPS Justice Crime Prevention Strategy 

LGBTI Lesbian, Gay, Bisexual, Transgender and Intersex 

NCGBV National Council on Gender Based Violence 

NCPS  National Crime Prevention Strategy 

NGO Non-Governmental Organisation 

NICRO National Institute for Crime Prevention and Rehabilitation  

NITT National Intervention Task Team 

NPA  National Prosecuting Authority 

PEP Post Exposure Prophylaxis 

PEPUDA Promotion of Equality and Prevention of Unfair Discrimination Act 

SAHRC South African Human Rights Commission 

SAPS  South African Police Service 

SOA Sexual Offences Act 

SOCA  Sexual Offences and Community Affairs 

SRHR Sexual and reproductive health rights 

STI Sexually Transmitted Infection 

TCC Thuthuzela Care Centres 

TOP Termination of Pregnancy 

UDHR Universal Declaration of Human Rights 

UN United Nations 

UNHCR United Nations High Commissioner for Refugees 

UNICEF United Nations International Children's Emergency Fund 

VAW Violence Against Women 

VEP  Victim Empowerment Programme 

WCPD Women Children and Persons with Disabilities 

WEGE Women Empowerment and Gender Equality 

WHO World Health Organization 

  

  



4 | P a g e  

 

  

  

  

 

 

1 Introduction 

1.1 Background  

Soul City: Institute for Health & Development Communication (Soul City Institute) is a South African Non-

Governmental Organisation (NGO), internationally recognised for excellence in the field of health 

communication. The Soul City Institute was established in 1992 and uses the power of media through 

television, radio print and social media, to communicate key issues relating to health and development in 

communities.  

Soul City is currently implementing the RISE young women’s programme through social mobilization, 

advocacy and mass media. The Rise Young Women’s programme is a response to the feminization of the 

HIV epidemic in South Africa.  In South Africa, of the 469 000 new infections in 2012, almost a quarter were 

amongst young women aged 15-24 years, a figure 4 times that of their male counterparts
1
. RISE seeks to 

understand gender specific risk factors at a local level and through appropriate peer support – help young 

women mitigate this vulnerability. RISE promotes social cohesion and helps build self-efficacy, resilience 

and agency amongst young women – encouraging them to defy socio-economic and cultural factors that 

heighten their vulnerability. The HIV prevention efforts of the programme will focus on structural drivers of 

the epidemic such as alcohol misuse, gender based violence and lack of access to sustainable livelihoods as 

well as increase linkage to services. 

In order to understand the drivers of gender inequality and the policy landscape, Soul City commissioned a 

literature review of gender and gender-based violence (GBV) policy in the country. The focus of the review 

is on the health rights of adolescents and young people in relation to gender and gender-based violence.  

The review also identifies policy gaps and makes recommendations for policy including best practice from 

local, regional and international experience.  

1.2 Objectives 

 The objectives of the literature review are as follows: 

• To understand the drivers of gender based violence 

• To establish the landscape of gender and sexual reproductive health rights (SRHR) policy 

• To identify policy gaps and its poor implementation 

 

                                                           
1
 Simbayi et al 2014 
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1.3 Structure of the literature review 

The first part of the review provides a general introduction of the context of gender based violence in 

South Africa as it relates to the vulnerability of young women between the ages of 16-24. This is followed 

by a defining of key terms such as Gender Based Violence; violence against women, adolescent, Sexual 

health and Reproductive health and rights.  The relationship between GBV and sexual violence as well as 

the key GBV and Sexual and Reproductive health issues relating to young women will be highlighted. The 

review then provides an outline of the dimensions of the state response to GBV and Sexual and 

reproductive health rights (SRHR), looking at the Legislative and Policy Framework including regional and 

International Instruments ratified by the South African government; its programmes and campaigns to 

eradicate GBV. In addition to this gaps, strength, weaknesses in the implementation of legislation; 

identification of regional and international best practice and list of stakeholders involved in the sector is 

provided. This will culminate in recommendations on possible advocacy interventions, key stakeholders 

who should be involved and provides an outline of some of the threats and blockages to the suggested 

advocacy interventions. 
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2 Gender based Violence in South Africa 

Violence against women is widespread, globally studies suggest that overall Africa has some of the highest 

rates of physical and sexual intimate partner violence (IPV) and non-partner sexual violence in the world, 

with 45.6% of women experiencing one or more episodes of any of this violence in their lifetime; compared 

to a global average of 35%
2
.  Similarly, gender and sexual based violence in South Africa is a widespread 

and common problem which is increasingly normalised and underreported
3
. A study conducted by the 

Medical Research Council (MRC) in 3 Provinces of South Africa showed that 1 in 4 women in the general 

population have experienced physical violence at some point in their life
4
.  Similarly, a 2013 study 

conducted by Gender Links in four provinces of South Africa reported that all the participants had 

experienced some form of violence (emotional, economic, physical or sexual) at least once in their life time 

both within and outside their intimate relationships
5
. The same report suggests that a large proportion of 

men (Gauteng 78%; Limpopo 48%; Western Cape 35%; and Kwa-Zulu Natal 41%) admitted to   committing 

some form of violence against women in their lifetime
6
. Additionally a national study on female homicide 

concluded that a woman is killed every six hours by their intimate partner.
7
 

According to the WHO, South Africa has one of the highest rates of Violence against Women in the world
8
. 

In addition, South Africa has recently been named as having the highest level of adult per capita alcohol 

consumption in Africa.
9
 This contributes to increased levels of both Gender Based Violence and HIV 

infection, alcohol abuse often leads to violence against women, risky sexual behaviours such as 

inconsistent condom use, coercive sex or rape and multiple sexual partners
10

.  The most recent UNAIDS 

country data show that South Africa has an estimated 6,800,000 people living with HIV and an adult (15 to 

49) prevalence rate of 18.9% making it one of the countries with the highest rates of infection in the 

world
11

 

Victims of Gender Based Violence include men, women, and children, however there is general consensus 

that women and children are disproportionately affected and hence bear the greater burden of such 

assaults
12

 
13

.  Taking rape as an example, estimates suggest that up to half of all women in South Africa will 

                                                           
2
  WHO 2013 

3
 Machisa 2012 

4
 Jewkes et al 2001 

5
 Machisa, et al 2011. 

6
 Ibid 

7
 Mathews et al 2002 

8
 http://www.unicef.org/southafrica/hiv_aids_729.html 

9
 WHO 2014 Global status report on alcohol and health 2014 

10
 Townsend et al, 2011 

11
 UNAIDS 2014 

12
 WHO 2014 

13
 Watts and Zimmerman 2002 
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be raped in their lifetime; over 41% of rapes reported in South Africa involve children under age 18 and it is 

suggested that 25% of girls are likely to be raped before age 16
14

. Rape victims in the country were more 

likely to be young women aged between 16 and 25 years
15

. Studies in the general adult male population 

estimate rape perpetration rates of between 28-37%, while 7-9% has engaged in multiple perpetrator 

rape
16

. In 2013/2014, 62 649 sexual offence cases were reported to the South African Police Services 

(SAPS). Relatives of victims or intimates committed 34, 6% of all rapes, casual acquaintances 26,1% while 

24,4% of all victims did not know their attackers. 64% of rapes occurred either at or near home.
17

 The 

statistics reported by SAPS for the past three financial years have remained consistently high with very little 

sign of the numbers decreasing significantly
18

.   

Human rights organisations  estimate that only 1 in 9 cases of sexual violence are reported to SAPS
19

, the 

while National Institute for Crime Prevention and Rehabilitation (NICRO) suggests that only one in twenty 

rape cases are reported to the SAPS
20

. Another study by the Medical Research Council and Gender links 

argued that only 1 in 25 women reported rape to the police and 0.3% reported domestic violence
21

, 

suggesting that SAPS statistics are a gross-underestimation of the actual burden of sexual violence in South 

Africa. This problem of under reporting is exacerbated when the perpetrator is known to the victim, as 

intimate partner, family member, friend or neighbour, teacher or other community leader.  Underreporting 

is also common to vulnerable groups of people such as illegal immigrants, orphan and other vulnerable 

children, refugees, sexual minorities (LGBTI) and people living with disabilities. Barriers to reporting GBV 

include a lack of faith in the criminal justice system and secondary trauma sometimes suffered by survivors 

at the hands of the SAPS and health services. In addition, the sensitive and stigmatised nature of sexual 

crimes and the privatisation of domestic violence as a family matter contribute to this. Low conviction rates 

contribute to a culture of impunity for the perpetrators of violence and this often deters many survivors 

from reporting
22

 
23

. In the 2012/2013 financial year out of 66387 sexual offences cases reported only 4669 

resulted in a conviction.
24

 This equates to only 7% of cases resulting in conviction. There remain significant 

challenges, therefore, in apprehending perpetrators and effectively prosecuting sexual offence cases.  

However, The exact prevalence of sexual violence in South Africa is unknown.  As noted above, acts of 

sexual violence go unreported, not only to state institutions, but often even to the victim’s family and 

                                                           
14

 Cox S, Andrade G, Lungelow D, et al. 2007 
15

 http://www.unicef.org/southafrica/hiv_aids_729.html 

16
 Naidoo 2013 

17
 http://www.unicef.org/southafrica/hiv_aids_729.html 

18
  SAPS Report 2014 

19
 Middleton 2011 

20
 Naidoo 2013 

21
 Medical Research Council 2010 

22
 Ibid 

23
 Vetton 2014 

24
 SAPS Report 2014 
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friends.  Many survivor of violence do not tell anyone about their experience. Many scholars and women’s 

rights organisation have called to attention the need for accurate and comparable data on the extent and 

effect of gender violence.  Having a complete picture of the nature or extent of sexual violence in South 

Africa would be useful in strengthening advocacy efforts and designing targeted and effective 

interventions. Crime statistics currently provided by the SAPs reflect only those sexual crimes that are 

reported to the police, the unreported crimes are not included. SAPs statistics also simple report on the 

broad category of sexual violence without disaggregating the information based on the different types of 

sexual violence as defined in the Sexual offences Act (SOA). Population based research such as those 

conducted by formal research institutions such as the HSRC and MRC are more accurate. However, the 

scope of the studies conducted so far, and the definitions of the violence used by the different institutions 

make comparative analysis difficult
25

 
2627

 

Gender based violence is both a human rights and public health issue which not only affects the individual 

but has an impact on families and communities both in the short term and long term.  The consequences of 

violence on the individual include physical effects such as bruising, broken bones, chronic pain, headaches, 

death, miscarriage or early labour and foetal injury in pregnant women. Psychological consequences 

include depression, anxiety, suicide, hypertension, substance abuse, post-traumatic stress disorders and 

difficulties sleeping.  Violence also drains women’s energies and confidence and thereby undermining their 

full economic and social development and participation
28

 
29

 
30

. KPMG, Human and Social Services 

conducted a study to map the economic cost of GBV in South Africa. The study estimate, gender-based 

violence costs South Africa between R28.4 billion and R42.4 billion per year – or between 0.9% and 1.3% of 

GDP annually. The study also showed that individuals and families continue to bear the greatest proportion 

of costs due to GBV
31

. 

 

 

  

                                                           
25

 Sigsworth  2009 
26

 Medical Research Council 2010 
27

 WHO 1997 
28

 Msira 2001 
29

 Dean et al 2013 
30

 Dunkle 2004 
31

 KPMG, 2014 
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3 Key terms 

Gender based violence (GBV The term GBV specifically refers to any harm that is perpetrated against a 

person’s will that has a negative impact on their physical or psychological health, development, and 

identity of the person, because of their gender. This violence has its roots in the gendered power inequities 

that exploit distinctions between males and females, among males, and among females is
32

 
33

 
34

. These 

gendered power inequities which are usually tipped in favour of males.  GBV is extremely complex and it 

manifests in many form including physical, sexual and psychosocial abuse.
35

 Because of the multifaceted 

nature of GBV, it is not usual for a person to experience different types of GBV concurrently
36

.  

Acts of GBV include, but are not limited to physical or psychological harm, humiliation, mental or sexual   

harm   or   suffering,   threats   of   such   acts,   coercion   and   other arbitrary deprivations of liberty
37

. The 

definition above, suggests that men and boys are also victims of GBV, however, women and girls are the 

main victims
38

. Notwithstanding this, some forms of violence disproportionately affect men for example; 

war, ethnic cleansing, and gang and street violence are significant causes of male morbidity and mortality
39

  

It is important to note that many discussion of violence targeted at women tend to conflate GBV and 

Violence against women (VAW); it is not uncommon for the terms to be used interchangeably and 

regarded as synonymous. However, VAW is in fact a form of GBV that isolates violence that is targeted 

specifically at women. The UN Declaration on the Elimination of Violence against Women (1993) (DEVAW) 

defines VAW, as:  “any act of gender-based violence that results in, or is likely to result in, physical, sexual 

or psychological harm or suffering to women and girls, including threats of such acts, coercion or arbitrary 

deprivation of liberty, whether occurring in public or in private life”
40

. VAW is therefore a specific sub 

category of gender based violence. This review will focus on VAW because of the interest in GBV that is 

targeted at young women. 

Violence against women (VAW): The term violence against women encompasses an array of abuses 

targeted at women and girls throughout their lives; this violence has its roots in sex inequality
41

. The UN 

Declaration on the Elimination of Violence against Women (1993) (DEVAW) defines VAW, as:  “any act of 

gender-based violence that results in, or is likely to result in, physical, sexual or psychological harm or 

suffering to women and girls, including threats of such acts, coercion or arbitrary deprivation of liberty, 

                                                           
32

 Bloom (2008) 
33

 Watts and Zimmerman 
34

 WHO 2014 
35

 Dunkle et al 2004 
36

 Ibid 
37

 Heise,  Pitanguy, & Germain, A. (1994). 
38

 UNFPA 2012 
39

  Watts and Zimmerman 2002 
40

 UN Declaration on the Elimination of Violence against Women 1993  
41

 Watts and Zimmerman 2002 
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whether occurring in public or in private life”
42

. While most of the VAW against women is common globally 

for example domestic violence some geographic or culturally specific forms of can be identified for 

example female genital mutilation common in some African Societies
43

  

 

VAW includes the following acts of violence:  

(a) Physical, sexual and psychological violence occurring in the family, including battering, sexual abuse of 

female children in the household, dowry-related violence, marital rape, female genital mutilation and other 

traditional practices harmful to women, non-spousal violence and violence related to exploitation;  

(b) Physical, sexual and psychological violence occurring within the general community, including rape, 

sexual abuse, sexual harassment and intimidation at work, in educational institutions and elsewhere, 

trafficking in women and forced prostitution;  

(c) Physical, sexual and psychological violence perpetrated or condoned by the State, wherever it occurs.
44

  

It is important to note that many discussion of violence targeted at women tend to conflate GBV and 

Violence against women (VAW); it is not uncommon for the terms to be used interchangeably and 

regarded as synonymous. However, VAW is in fact a form of GBV that isolates violence that is targeted 

specifically at women.  It is therefore a specific sub category of gender based violence. This review will 

focus on VAW because of the interest in GBV that is targeted at young women. 

The Domestic Violence (DV) The Domestic Violence Act (DVA) provides a broad definition of domestic 

violence as any physical, sexual, emotional, verbal, psychological and economic abuse. It also includes 

intimidation; harassment; stalking; damage to property; entry into the complainants residence without 

consent, or any other controlling or abusive behaviour towards the complainant; where such conduct 

harms, or may cause imminent harm to, the safety, health or wellbeing of the complainant
45

. 

Intimate Partner Violence (IPV) is defined as behaviour within an intimate relationship that causes 

physical, psychological or sexual harm to those in the relationship. Such behaviour includes: acts of physical 

aggression – such as slapping, hitting, kicking and beating; Psychological abuse – such as intimidation, 

constant belittling and humiliating; Forced intercourse and other forms of sexual coercion; various 

controlling behaviours – such as isolating a person from their family and friends, monitoring their 

movements, and restricting their access to information or assistance
46

, withholding resources, preventing 

                                                           
42

 UN Declaration on the Elimination of Violence against Women 1993  
43

 Ibid 
44

 UN Declaration on the Elimination of Violence against Women 1993 
45

  Domestic Violence Act 116 of 1998 
46

 Krug et al 2002 
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partner from working or confiscating their earnings
47

. An intimate partner includes a companion in a formal 

partnerships, such as marriage, as well as informal partnerships, including dating relationships and 

unmarried sexual relationships in both heterosexual and same sex relationships
48

 

Sexual violence is broadly defined as any sexual act; attempt to obtain a sexual act, or other act directed 

against a person’s sexuality using coercion, by any person regardless of their relationship to the victim, in 

any setting. It includes intimate partner violence, sexual assault, forced prostitution, exploitation, human 

trafficking, bondage, infanticide, and neglect
49

 
50

.  Coercion is a central element of sexual violence, and it 

refers ‘a whole spectrum of degrees of force. Apart from physical force, it may involve psychological 

intimidation, blackmail or other threats – for instance, the threat of physical harm, of being dismissed from 

a job or of not obtaining a job that is sought’
51

 

Sexual assault  the  South African Criminal Law (Sexual Offences and Related Matters) Amendment Act, 

2007 provides a broad and expansive definition of the term ‘sexual assault’ to include all non-consenting 

sexual activity from fondling to penetration  and includes attempts at penetration to any extent 

whatsoever by the genital organs of one person into the anus, mouth or genital organs of another person, 

or by any object, including any part of the body of an animal, or part of the body of a person, into the anus, 

mouth or genital organs of another person
52

. 

Sexual abuse is defined in the DVA as “any conduct that abuses, humiliates, degrades or otherwise violates 

the sexual integrity of the complainant”
53

.  The term also covers any sexually stimulating behaviour by any 

adult towards a child victim who is younger than the age of consent; this becomes statutory rape or child 

sexual abuse
54

 
55

 

Physical abuse can defined as any act or threatened act intended to cause feelings of physical pain, injury, 

or other physical suffering or bodily harm towards a another person. Children and women are the most 

affected by this kind of violence
56

  

Emotional, verbal and psychological abuse are any pattern of degrading or humiliating conduct towards a 

another, including repeated insults, ridicule or name calling; repeated threats to cause emotional pain; or 

                                                           
47

 WHO 2004 
48

 WHO 2013 
49

 Domestic Violence Act 116 of 1988 
50

 Krolikowski and Koyfman (2012) 
51

 Sigsworth 2009 
52

 Sexual Offences Act 2007 
53

 Domestic Violence Act 116 of 1988 
54

 Sexual Offences Act 2007 
55

 Domestic Violence Act 116 of 1988 
56

 ibid 
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the repeated exhibition of obsessive possessiveness or jealousy, such that it constitute a serious invasion of 

privacy, liberty, integrity or security
57

.  

Economic abuse is the unreasonable deprivation of economic or financial resources that a person is 

entitled under law or which the complainant requires out of necessity, including household necessities for 

the complainant, and mortgage bond repayments or payment of rent in respect of the shared residence; 

the unreasonable disposal of household effects or other property
58

. 

Adolescent: The World Health Organization (WHO) defines an adolescent as any person between ages 10 

and 19.  This age encompasses the period in human growth and development that occurs after childhood 

and before adulthood
59

. UNICEF further explain that 10-19 age range should be considered, with an 

acknowledgement that the age of adolescence varies social and culturally, and that in a developmental 

sense, the adolescent age range is closely linked to younger age brackets as well as the 19-24 age category 

following adolescence
60

. 

For both males and females this age group experiences one of the critical transitions in their life span and 

this is characterized by a tremendous pace in growth and change in preparation for adulthood. Together 

with physical and sexual maturation, it is also at this stage that the adolescent moves toward social and 

economic independence, and development of identity, the acquisition of skills needed to carry out adult 

relationships and roles, and the capacity for abstract reasoning.
61

  

These changes are usually accompanied by self-exploration, experimentation and discovery, consequently 

adolescents engage in, and experience pressures to use alcohol, cigarettes, and other drugs and to initiate 

sexual relationships at early ages. This puts them at high risk for both intentional and unintentional injuries, 

pregnancies, and sexually transmitted infections (STIs), including the human immunodeficiency virus (HIV).  

The WHO explains that adolescents are striding the transition between childhood and adulthood. They are 

therefore not fully capable of understanding complex concepts, or the relationship between behaviour and 

consequences, or the degree of control they have or can have over health decision making including that 

related to sexual behaviour
62

. This inability may make them particularly vulnerable to sexual exploitation 

and high-risk behaviours. Laws, customs, and practices may also affect adolescents differently than adults 

Young women (16-24):  This age group falls within the United Nations definition of youth, “as those 

persons between the ages of 15 and 24 years”
63

, For this literature review the terms  adolescent girls, 

                                                           
57

 Domestic Violence Act 116 of 1998 
58

 ibid 
59

 WHO 2004 
60

 UNICEF 2002  
61

 WHO 2004 
62

 UNICEF 2002 
63

 http://www.un.org/esa/socdev/documents/youth/fact-sheets/youth-definition.pdf 
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youth and young women will refer to girls who fall with the 16-24 age group. This group is above the age of 

sexual consent.  This is in line with Soul City’s definition of adolescent girls in their programmes. The review 

acknowledges that this is not a homogenous group, that while the majority of young girls are in schools and 

higher education institutions, some of these girls are married, working or unemployed. Like all other social 

groups they can also be differentiated on the basis of their educational status, class, geographic location, 

marital status, sexual orientation and religion as examples. 

Reproductive Health Rights   

These rights are contained in various human rights documents. These rights recognise that the basic rights 

of persons to decide freely and responsibly the number and spacing and timing of their children and to 

have the necessary information needed to inform their choices and the right to attain the highest standard 

of sexual and reproductive health. 

Reproductive Health –It is a state of complete physical, mental and social well-being and not merely the 

absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and 

process 
64

 It implies that people are able to have a responsible, satisfying and safe sex life and have the 

capability to reproduce, how often and when to do so
65

 
66

. 

Gender Equality   refers to the equal rights, responsibilities and opportunities of women and men and girls 

and boys. Gender equality implies that the interests, needs and priorities of both, women and men are 

taken into consideration fairly, recognizing the diversity of these different groups
67

. 

Sexual health is a state of physical, emotional, mental, and social wellbeing in relation to sexuality; it is not 

merely the absence of disease, dysfunction, or infirmity. Sexual health needs a positive and respectful 

approach to sexuality and sexual relationships, and the possibility of having pleasurable and safe sexual 

experiences that are free of coercion, discrimination, and violence. For sexual health to be attained and 

maintained, the sexual rights of all individuals must be respected, protected, and satisfied
68

 
69

.  

Sexuality is a central aspect of humanity and encompasses sex, gender identities and roles, sexual 

orientation, eroticism, pleasure, intimacy, and reproduction. Sexuality is experienced and expressed in 

thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, practices, roles, and relationships. 

                                                           
64

 Mundigo 1999 
65

 WHO 2002 
66

 Glasier et al 2006 
67

 Abu-Ghaida, D., and S. Klasen. 2002 
68

 Wakely 2005 
69

 Butler 2004 
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Sexuality is affected by the interaction of biological, psychological, social, economic, political, cultural, 

ethical, legal, historical, religious, and spiritual factors
70

 
71

.  

Sexual rights can be understood as the right for all whether young or old, women, men or transgender, 

straight, gay, lesbian or bisexual, HIV positive or negative to make choices regarding their own sexuality 

providing that these respect the right of other to bodily integrity
72

. The definition also includes the right to 

access information and services. Sexual rights embrace equal relationships between women and men in 

matters of sexual relations and, include full respect for the integrity of the person, require mutual respect, 

consent and shared responsibility for sexual behaviour and its consequences." 
73

 

  

                                                           
70

 Green 2001 
71

 Thomlinson 1999 
72

 Jolly et al 2006 
73

http://www.ippf.org  
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4 Violence Against women 
 

4.1 The Life cycle approach to understanding GBV targeted at women  

The occurrence of Violence against women (VAW) is best understood from a life cycle approach. This 

approach acknowledges that VAW manifests itself in many forms throughout their lifespan of a woman 

beginning from before birth right into old age. The lifecycle approach also helps to explain the cumulative 

impact of the violence experienced by women 
74

 

Phase Type of Violence 

Prenatal Sex-selective abortion, effects of battering during pregnancy on birth 

outcomes 

Infancy Female infanticide, neglect, emotional and physical abuse, differential access 

to food and medical care 

Childhood Child marriage, female genital mutilation, physical, sexual and psychological 

abuse, incest, child prostitution and pornography 

Adolescence Female genital mutilation (FGM), prostitution and pornography, 

including trafficking, sexual harassment at school and in the street, 

femicide, forced marriage, crimes in the name of honour, intimate 

partner violence, rape and sexual assault by relatives, known and 

unknown men, dating and courtship violence (e.g. acid throwing and 

date rape); economically coerced sex (e.g. school girls having sex with 

“sugar daddies” in return for school fees), psychological abuse 

Adulthood Dating and courtship violence (e.g. acid throwing and date rape), sexual abuse 

in the workplace, rape, sexual harassment, forced prostitution and 

pornography, trafficking in women, intimate partner violence, marital rape, 

dowry abuse and murders, partner homicide, economic abuse, psychological 

abuse, abuse of women with disabilities, forced pregnancy 

Old age Abuse of widows, elder abuse (which affects mostly women), differential 

access to food and medical care, intimate partner violence, rape, abuse of 

widows, sexual harassment in public space, institutional abuse 

Source: Adapted from Heise et al., 1994  
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4.2 Drivers of Gender Based Violence

A number of disciplinary explanations have been given to understand violence, the wide variety of 

explanations show that violence is a complex and 

each explanation will lead to a unique method of addressing the violence.  Consequently to fully address 

the problem of violence a multidisciplinary approach to tackling the violence maybe the best solution

 Source: Lau 2009 Fact sheet on Intimate Partner viol

Despite the different disciplinary approaches to violence, t

attributed to a single factor and t

model for understanding the drivers of 

a complex interaction between individual, relationship, social, cultural and environment

therefore shows that successful interventions should target each of these levels to ensu

                                                          
75

 Lau 2009 

Social learning: 
Violence or aggresion 

is learned from, or 
modelled by others 

such as family, peers 
and community, as 

appropriate means of 
dealing with problems

Biological and 
Psychobiological: 

Intra- individual 
factors such as 
structural brain 
damage, genetic 

abnormalities and 
hormone levels are 
understood to playa 

role in violent 
behaviour

Drivers of Gender Based Violence 

A number of disciplinary explanations have been given to understand violence, the wide variety of 

explanations show that violence is a complex and multifaceted, multi- layered issue. This also suggests that 

planation will lead to a unique method of addressing the violence.  Consequently to fully address 

the problem of violence a multidisciplinary approach to tackling the violence maybe the best solution

Source: Lau 2009 Fact sheet on Intimate Partner violence 

Despite the different disciplinary approaches to violence, the causes of violence are complex and cannot be

attributed to a single factor and to represent this complexity, the WHO (2012), 

model for understanding the drivers of violence against women. The model shows that VAW

a complex interaction between individual, relationship, social, cultural and environment

therefore shows that successful interventions should target each of these levels to ensu

                   

Mutiple  ways of 
understanding 

Violence

Feminist and 
Socio-political:

Male violence is 
understood as power , 

control and 
domination of women

Sytems Theory: 
Violence is regarded as  

a system where 
patterns relating 
within the family 

interact with 
contextual factors 

(social, cultural familial 
and indiviual)

Psychoanalytic: 
Violence is regarded as 

internal to the 
individual, or as a 

response to external 
factors (eg. threatened 

abandonment)Sociogical Theory: 
Violence is considered 

as an outcome of 
social inequaities and 
class disparities (social 
structures that reflect 
conditions in society)

A number of disciplinary explanations have been given to understand violence, the wide variety of 

layered issue. This also suggests that 

planation will lead to a unique method of addressing the violence.  Consequently to fully address 

the problem of violence a multidisciplinary approach to tackling the violence maybe the best solution
75

 

 

he causes of violence are complex and cannot be 

he WHO (2012), proposes an ecological 

. The model shows that VAW is the result of 

a complex interaction between individual, relationship, social, cultural and environmental factors and 

therefore shows that successful interventions should target each of these levels to ensure sustained 

Sytems Theory: 
Violence is regarded as  

a system where 
patterns relating 
within the family 

interact with 
contextual factors 

(social, cultural familial 
and indiviual)

Psychoanalytic: 
Violence is regarded as 

internal to the 
individual, or as a 

response to external 
factors (eg. threatened 

abandonment)
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change
76

 
77

 
78

. As noted by Vetton (2013) for example, social norms around masculinity encourage ideals of 

manhood defined by heavy drinking and as a result man’s alcohol abuse at an individual level is likely to be 

driven by ideals of manhood at a societal level as much as by other factors such as pricing and advertising
79

. 

 

Below is a summary of some of the drivers of VAW (Ecological Model)  

 

The ecological model emphasises the relationship of individual, relational, community and societal factors 

in ways that encourage vulnerability in some people and predispose others to become perpetrators; this 

interaction is shown in the diagram below . 
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Individual Factors 

The individual or intrapersonal drivers are the biological and personal factors that influence how individuals 

behave and increase their likelihood of becoming a victim or perpetrator of violence For example, 

demographic characteristics (age, education, and income), personality disorders, substance abuse, and a 

history of experiencing, witnessing, or engaging in violent behaviour
80

. These individual experiences are 

also related to gender norms and values that predispose women to abuse and men to be perpetrators of 

abuse. For example, men who witnessed and experienced violence in childhood were more likely to be 

violent towards their partner. Experiences of violence in the home in childhood teach children that violence 

is normal in certain settings. In this way, men learn to use violence and women learn to tolerate it or at 

least tolerate aggressive behaviour
81

 
82

 

Another individual factor would be alcohol consumption; this is associated with increased risk of all forms 

of interpersonal violence
83

. A study of abused women, who had consecutively received a protection order 
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in the Vhembe district in Limpopo, showed that substance use was significantly associated with the 

violence perpetrated against them. Specifically, women reported greater instances of physical intimate 

partner violence and psychological abuse when the perpetrators grappled with a drinking problem or drug 

use
84

. 

Gender equitable attitudes at a personal level are also a risk factor to violence. Vetton 2013 suggests that 

an attitude of sexual entitlement was a common driver of rape and influenced perceptions that women or 

girls are responsible for their own rape. A strong relationship also exists between rape perpetration and 

psychopathy and lower empathy and an individual level
85

. In explaining the complex trends in violence in 

South Africa today, insufficient attention has been given to the psychological motivations of many of the 

perpetrators.  For example some studies posit that a primary characteristic of perpetrators of violence is 

that they feel powerless. For them violence is a means of reasserting control. In reasserting power through 

violence, a male perpetrator also reaffirms his manhood
86

 when desirable masculine behaviour is 

dominance and control. 

 

Relationship Factors 

The relationship or interpersonal level refers to the interactions in proximal social relationships, such as 

those between intimate partners and within families, friends and other small groups. In youth violence, for 

example, having friends who engage in or encourage violence can increase a young person’s risk of being a 

victim or perpetrator of violence
87

.  Association with gangs becomes a risk factor for young people. While 

within the family, VAW manifests in conflicts around male control over family wealth, decision-making, 

autonomy, age and education disparities between spouses. Having multiple partners is also another 

relationship factor that creates risk for women of experiencing IPV and rape.
88

 
89

 
90

The practise of having 

multiple partners by men, needs to be understood from a societal perspective where such behaviour 

represents the ideals of the hegemonic masculinity where control of women and multiple partners are 

revered and sanctioned through violence against women. 

 

Community Factors 

This explores the community context such as schools, workplaces, and neighbourhoods. Risk at this level 

may be affected by factors such as the absence of social networks, and poverty
91

. The Centre to end VAW 

(2013) explains that institutional norms exists which promote or perpetuate beliefs that sanction the 
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occurrence of particular violence.  An example can be seen in the ways in which state actors perpetuate 

violence. Violence can be entrenched and normalised in their operations. For instance the police and 

armed personnel as examples are placed above the law and this discourages dissent or questioning of their 

authority. Therefore violence against women who are disobedient or disrespectful to the police is justified 

as an appropriate response
92

. Another example is seen in institutional practices which promote aggression 

and male dominance, particularly during recruitment or induction activities. Bullying in schools, hazing 

activities by different social groups and gang membership are examples of such practice. These are fertile 

ground for the expression of dangerous ideals of masculinity that will shape men and boys’ into aggressive 

beings. Gang induction has been known to include acts of VAW such as rape
93

. 

 

Societal Factors 

Focus is on the broad societal factors that help to create a climate in which violence is encouraged or 

inhibited. This includes the responsiveness of the criminal justice system, social and cultural norms 

regarding gender roles or parent-child relationships, income inequality, the strength of the social welfare 

system, the social acceptability of violence, the availability of firearms, and the exposure to violence in 

mass media, and political instability
94

.  For example, the preservation and perpetuation of patriarchal 

values and behaviours in communities is a major cause of GBV. Jewkes, et.al, (1999), reported that one in 

five women in Eastern Cape find violence against women to be acceptable. They believe women must be 

subservient to her man, must be punished by him, man have ownership of women are entitled to sex and 

they interpret beating as a sign of love
95

.   

Another study in rural Kwa-Zulu Natal exposed pervasive patriarchal behaviours. Adolescents boys aged 

between 12-17 years were reportedly socialized from an early age into traditional patriarchal notions of 

masculinity. There was a strong belief that boys and men are unable to control their sexual urges and that 

responsibility of control of sexual urges lies with women and girls. Sexual violence was further understood 

as a strategy used by boys and men to put girls and women in their place if they became too independent 

and assertive
96

. Controlling behaviour by intimate partners which in itself may be an individual as well as 

relationship level factor has been shown to be a driver of IPV, heightens the  susceptibility of women to 

VAW in male-dominated family structures and social order. It is therefore not surprising that women can 
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be accepting of such control and may even justify it. Women's acceptance of such acts of violence is a 

result of the deeply rooted socio-cultural norms and practice within the society. 

The legacy of apartheid has also been discussed as a driver of violence in South Africa. It has been argued 

that the legacy of apartheid has left South Africa with a "culture of violence" that makes violence a 

normative rather than deviant behaviour regarded as an appropriate means of resolving social, political 

and even domestic conflict. The apartheid society resulted in the marginalisation of the non-white 

communities denying them a political voice and ensuring systematic economic disempowerment.  Violence 

was used to control and subjugate these communities. The resultant dehumanisation has fundamental 

implications for the capacity of individuals to engage in acts of violence and brutality. Violence was 

normalised and internalised as a tool of control and managing any form of dissent and also as a defence 

mechanism. The means that some of the violence that is perpetrated is rationalised as being defensive in 

nature, by people who experience violence themselves as disempowered and under attack or necessary to 

bring order in some situations
97

. 

4.3 Violence experienced by women and girls in South Africa 

Violence against women is an important contributor to ill-health of women; it affects their physical and 

emotional well-being and has particular consequence for their sexual and reproductive health. Women 

living in violent relationships are often constrained in making sexual and reproductive choices. This puts 

them at great risk of early and unwanted pregnancy and sexually transmitted infections, including HIV and 

further violence. This absence of choice is either through direct exposure to forced or coerced sex or 

because they are unable to control or negotiate regular use of contraception and condoms
98

. Some of the 

forms of VAW experienced by young women in the 16-24 age group in South Africa are discussed below. 

 

Intimate partner violence 

For young women, the problem of VAW is acute and often involves intimate partners or family members. 

The violence experienced in these relationships includes physical, emotional, economic and sexual abuse. 

Jewkes et al (2002) reported that among adolescent girls living in urban and peri-urban areas of Cape 

Town, two thirds had experienced abuse by a partner. Forced sex and physical violence were reported
99

 . 

Another study among school-going adolescents in Cape Town found that 41.7% of the young women 

surveyed reported being victims of a violent dating relationship
100

  

 

Forced Sex 
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Young women are consistently vulnerable to forced sexual intercourse and coercion in sexual encounters. 

This sexual coercion and force is usually perpetuated by intimate partners and not likely to be reported as 

rape. Coerced sex violates individual rights and undermines agency to determine whether, when or how 

sex occurs. Girls under 20 are more likely to have experienced recent physical violence by a partner in 

comparison to women who are older.  

A study of black teenagers attending antenatal clinics in Cape Town found that 72% of girls reported having 

been forced to have sex at some stage and 11% reported having been raped
101

. The South African national 

survey also found that 39% of sexually experienced girls had been, forced to have sex and 33% reported 

being afraid of refusing a partner sex
102

.  Similarly, sexually experienced girls surveyed in the former 

Transkei also reported their first sexual encounter as forced in 28% of cases
103

. Another study of women 

attending antenatal clinic in Soweto also reported 8.0 % child sexual assault and forced first intercourse 

(7.3%)
104

.  Despite sexual violence being criminalized through both the Domestic Violence Act and the 

Sexual Offences Act, sexual violence directed towards young women remains high. 

Rape 

The 2005 South African National Youth victimisation Survey revealed that adolescents faced high rates of 

violence
105

, Taking rape as an example, over 41% of rapes reported in South Africa involve children under 

age 18. 
106

.  Young females experience exceptionally high rates of rape and sexual assault 
107

  
108

. Studies 

suggest that 25% of girls are likely to be raped before age 16
109

. Rape victims in the country were more 

likely to be young women aged between 16 and 25 years
110

 A study in Eastern Cape, found that payment of 

compensation for rape or for forcing victims into marriage had occurred in a number of cases where 

victims were young girls
111

. The Abduction of girls with a view to enforcing marriage through ukuthwala 

falls is a major human rights challenge of young women and girls in some rural communities. Ukuthwala, is 

defined by the Ministry of Justice and Constitutional Development as: A form of abduction that involves 

kidnapping a girl or a young woman by a man and his peers with the intention of compelling the girl or 

young woman’s family to endorse marriage negotiations. Ukuthwala described above is a very different 

version of ukuthwala as practised in the past. Previously it was a legitimate practice that did not involve 

children under the age of 16 and was a staged abduction between two consenting adults who either lacked 
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the bride price to get married, or whose parents were disapproving of the proposed marriage
112

. The 

current form of Ukuthwala does not require consent from the young women involved and therefore 

involves repeated rape of the young women involved. 

 

Sexual Violence in Schools 

Even within schools underreporting of sexual violence is prevalent. A report by the Human Rights Watch 

“Scared at School” showed that girls in south African schools were confronted with high levels of violence  

from male learners and educators but few of them reported because they learn that not only is sexual 

violence inescapable but submission is an important survival skill
113

.   The National Schools Violence Study 

of 2012 showed that learners are at high risk of violence and young girls disproportionately fall victim of 

sexual and gender based violence
114

.    This study showed that they were high rate of unwanted touching in 

schools, 4.7% of learners reported experiencing sexual violence on school premises.
115

 The report also 

noted an increase in cyber sexual harassment of learners, sexting, sending of nude or sexually explicit 

images were major problems
116

. 

In schools acts of gender based violence such as sexual harassment, sexual assault, coercion and rape are 

experienced at far higher levels by females that males
117

. The perpetrators on the other hand tend to be 

overwhelmingly male. A study conducted with schoolgirls in Gauteng by the Centre for the Study of 

Violence and Reconciliation (CSVR) highlighted the  normalisation of gender based violence in schools  and 

argued that this is greatly influenced by the way in which gender violence is managed in the home and 

communities
118

. When communities normalise gender-based violence then girls and boys accept it as 

normal. Jefthas and Artz (2007) posit that the gendered nature of school-based violence is indicative of the 

unequal relationship of power in male-female relationships
119

. 

4.4 Initiatives to prevent violence  

INDIVIDUAL   • Programmes to reduce antisocial and aggressive behaviour in children 

and adolescents.  

• Individual counselling, psychotherapy and social-casework with 

victims and perpetrators of violence.  

• Treatment and rehabilitation of individuals to prevent victimisation 

(e.g. shelters for victims, anger management for perpetrators).  

 

PSYCHOLOGICAL AND • Parent and family-based programmes to prevent child maltreatment 
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RELATIONAL  and to develop positive parenting skills.  

• Home visitation programmes.  

• School-based programmes to change gender norms and attitudes and 

to prevent dating violence.  

• Life-skills and mentoring programmes.  

 

SOCIO-CULTURAL  • Community-based programmes that use participatory methods to 

change gender norms, participatory training on HIV risk and 

prevention, self-reliance skills, rape prevention programmes for 

women (e.g. self-protection skills), targeting of boys and men as 

vulnerable groups, and utilising men to facilitate change in 

communities. 

• Public awareness campaigns to dispel myths about intimate partner 

violence, influence public opinion, and encourage political will.  

• Human rights advocacy to foster gender equality and empowerment 

of women, promote legal reform, strengthen criminal justice 

responses and improve safety of physical environments 

Source: Lau 2009 Fact sheet on Intimate Partner violence 

5 Context of Sexual and Reproductive health 
Despite the different understandings of meanings and emphasis placed of certain aspects of sexual and 

reproductive health it remain key to the total well-being of a person.
 120

The World Health Organisation also 

comments that reproductive and sexual health is fundamental to individuals, couples and families, and the 

social and economic development of communities and nations. Reproductive and sexual ill health account 

for 20% of the global burden of ill- health for women and 14% for men 
121

 Sexual health is therefore 

important at all stages of our lives yet millions of women and men the world over, lack access to 

contraception and to sexual and reproductive health information and the services they need to choose 

their family size and improve their homes and their children’s chances of survival. Millions more are living 

with HIV and other sexually transmitted infections that could have been prevented or treated. Everyday a 

woman dies from a complication of pregnancy or childbirth and many women each year have unintended 

or unwanted pregnancies. For too many of these women their only option is abortion in unsafe conditions. 

Women, especially, need more choice and control over their sexual and reproductive lives.  

Family planning and modern contraception offer choice and opportunity for women to make informed 

decisions and have more control over their lives. Enabling young women to avoid pregnancy early in life, 

when they are at much greater risk of complications, reduces maternal and child deaths. Better spacing of 

birth reduces child mortality and improves maternal health.
122

. People have the right to make their own 

choices and decisions based on sound information. Improving sexual reproductive health is among the 

most cost effective of all development investments, reaping personal, social and economic benefits. It will 

                                                           
120

 Benn 2004. 
121

 World Health Organisation 2004. 
122

 Population Council 2001 



25 | P a g e  

 

save and improve lives, slow the spread of HIV and AIDS and encourage gender equality. It will also help to 

stabilize population growth and reduce poverty.
123

 

5.1 Sexual and Reproductive Health for young women in South Africa 

 Access to SRHR services for young women and girls remains a huge challenge in South Africa despite the 

presence of enabling laws and policy environment. Young people still remain in vulnerable positions 

because societal attitudes discourage open access to services and information.  Parents and guardians are 

often unprepared, ill equipped or unwilling to provide information on sexuality to young people, or to 

discuss sexual matters with them.  Yet in majority of young people become sexually active during their 

adolescent years, between the ages of 10 and 20 both in and outside of marriage
124

.  

In a household survey conducted in KwaZulu-Natal, 30% of sexually active unmarried 14–15-year-old girls 

had been pregnant and half of these had given birth. Among unmarried 16–19 year olds; 48% had been 

pregnant and nine-tenths had given birth; almost three-quarters of all pregnancies were unplanned 
125

 

Without access to accurate, accessible and age-appropriate information and education about their 

sexuality and their sexual health young women and girls are vulnerable to a plethora of sexual and 

reproductive ill health issues and some of them are outlined below. 

  

Vulnerability to HIV 

Young women in heterosexual relationships are the group with the highest HIV prevalence in South Africa. 

The graph below, show the disproportionate burden of HIV among females and males between the ages of 

9 to 49 years. It shows that the highest differences in prevalence are between young men and women 

between the ages of 14-24. Of the 469 000 new infections in 2012, almost a quarter were amongst young 

women aged 15-24 years
126

. Studies have shown that among adolescents, HIV infection rates are on 

average four times to eight times higher among girls than among boys
127

 
128

. This is a result of women’s 

biological and social and economic vulnerability.  Young women’s vulnerability to HIV infection is 

particularly heightened by their economic dependence on men, age disparate relationships, lack of access 

to education, poverty, sexual exploitation, coercion and rape, as well as by their engagement in informal 

and commercial sex work
129

.  

Disproportionate burden of HIV in young women in South Africa 
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Source: adapted from Karim et al

escalate the public health response

Lack of Access to contraceptives

Despite the high uptake of contraception nationally, and

continually fail to access contraceptives and when they do access them, the choice

limited. The resultant problems inclu

and poor spacing of children.  This point to a lack of easy access, lack of knowledge, 

value of contraception and the need for youth friendly services particularly for ad

women. Previous studies from South Africa have reported a variety of barriers to contraceptive use among 

young women including lack of access, fear of adults’ and providers’ negative attitudes about young 

women’s sexuality, perceived la

seeking health care services
130

 

negotiate contraceptive or use them consistently

facilities that largely operate during office hours and are therefore not user friendly for school going 

youths
132

. Gender based violence (GBV), and the associated power imbalances in relationships, is an 

additional barrier to contraceptive use

Data from a 2003 Demographic and Health Survey 

and 20-24 year olds (89.3%) have used a modern contraceptive method, predomin

and male condoms. However, consi

active in the previous year, roughly half used a condom at last sex, and less than 50% of women age 15

reported using a condom at first sex

structural inequalities and discriminatory cultural norms
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adapted from Karim et al (2009) : HIV infection and tuberculosis in South Africa: An urgent need to 

escalate the public health response 

contraceptives 

Despite the high uptake of contraception nationally, and the enabling policy framework, 

continually fail to access contraceptives and when they do access them, the choice

The resultant problems included pregnancy too early in life, unplanned and unwanted pregnancies 

This point to a lack of easy access, lack of knowledge, 

the need for youth friendly services particularly for ad

Previous studies from South Africa have reported a variety of barriers to contraceptive use among 

young women including lack of access, fear of adults’ and providers’ negative attitudes about young 

women’s sexuality, perceived lack of pregnancy risk, peer norms, and concern for confidentiality wh

 
131

. Where contraceptive are accessible, adolescents often 

or use them consistently. Nationally, contraception services

facilities that largely operate during office hours and are therefore not user friendly for school going 

Gender based violence (GBV), and the associated power imbalances in relationships, is an 

eptive use
133

 . 

3 Demographic and Health Survey indicate that a large majority of 15

24 year olds (89.3%) have used a modern contraceptive method, predomin

. However, consistent use is less common. Among 15-24 year olds who were sexually 

active in the previous year, roughly half used a condom at last sex, and less than 50% of women age 15

ted using a condom at first sex. GBV is extremely common in South Africa, in 

structural inequalities and discriminatory cultural norms
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the enabling policy framework, young women 

continually fail to access contraceptives and when they do access them, the choices of contraceptive is 

unplanned and unwanted pregnancies 

This point to a lack of easy access, lack of knowledge,  awareness on the 

the need for youth friendly services particularly for adolescents and young 

Previous studies from South Africa have reported a variety of barriers to contraceptive use among 

young women including lack of access, fear of adults’ and providers’ negative attitudes about young 

ck of pregnancy risk, peer norms, and concern for confidentiality when 

dolescents often are unable to 

. Nationally, contraception services are provided in health 

facilities that largely operate during office hours and are therefore not user friendly for school going 

Gender based violence (GBV), and the associated power imbalances in relationships, is an 

indicate that a large majority of 15-19 year olds (84.2%) 

24 year olds (89.3%) have used a modern contraceptive method, predominantly the pill, injectables 

24 year olds who were sexually 

active in the previous year, roughly half used a condom at last sex, and less than 50% of women age 15-24 

. GBV is extremely common in South Africa, in part due to historical 
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Pregnancy 

 Teenage pregnancy and unplanned pregnancies are major reproductive health challenge facing many 

young women. Teenage motherhood has social and economic consequences for young women that have 

far reaching effects for both mother and child. For some young women it means single motherhood, 

disrupted education, social isolation, and repeat cycles of unintended pregnancy
136

. Added to that teenage 

pregnancy points to unprotected sex and this is a risk factor for HIV. Young women are also less likely to 

receive antenatal care and are more likely to undergo unsafe abortion, due to limited knowledge, choice 

and social conditions that make legal abortion possible. Even if abortion is legal young women can face an 

increased risk of complications if they delay seeking abortion. A nationally representative, household 

survey conducted in 2003 of young South Africans aged 15–24 showed that pregnancy among sexually 

experienced young women is high; close to one-third of 15–19 year olds and nearly two-thirds of 20–24 

year olds reported having been pregnant
137

.Data from Statistics South Africa’s general household survey – 

which identifies pregnancy among teenage household members in the past year, also showed that 

between 2010 and 2013, teenage pregnancy increased among 15-18 year old girls
138

. See graph below. 

 

Teenage pregnancy in South Africa, 2010-2013 

 

Source: SANAC 2014 Preventing HIV among Girls and Young Women Implementation Strategy 2015-2019 

 

 

Unsafe abortions 

A major concern related to unintended pregnancy is unsafe abortion.  On a global scale more than half the 

deaths sue to unsafe and usually illegal abortion are in Africa, where one in four unsafe abortions are done 
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by teenagers. Such deaths are preventable. The frequency of unsafe abortion is indicative of failure of 

effectiveness of its family planning programmes for and poor implementation of abortion legislation and 

access to legal abortion services. Growing evidence also suggests that, especially in adolescent girls, 

unintended pregnancy and unsafe abortion are associated with violence and sexual coercion
139

. A study 

conducted in Soweto, out of a total of 90 young women, 16-24 years of age surveyed, over half the survey 

respondents (57.3%) reported at least one prior pregnancy, and around ten percent (10.7%) reported ever 

having an abortion, or TOP. The majority of the young women knew where to get an abortion (77.8%), and 

many knew someone who had had one (65.6%) 
140
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5.2 Gender based violence and Sexual and Reproductive Health 

Violence against women is an important contributor to ill-health of women, especially to their sexual and 

reproductive health. Such violence an abuse of human rights and is both a consequence and a cause of 

gender inequality
141

. Numerous studies point to the political and social contestation of sexual and 

reproductive health issues. Individual choice about sexual and reproductive health issues is constrained by 

and exercised through a range of sociocultural, religious, legal, political and economic factors some of 

which are out of the control of the individual.
142

 
143

 
144

 These constraints sometimes led to violence against 

women. In order to suppress women’s rights to sexual freedom, violence has been used as a means of 

coercion or punishment as well as a means of sexual surveillance
145

 
146

 

Sexual violence, such as coerced or forced sexual encounters has the potential to increase the occurrence 

of adverse reproductive health outcomes such as unplanned pregnancy, and risk of HIV and other sexually 

transmitted diseases. 
147

 
148

 Non consensual sex is linked genital trauma and coital injury which facilitate 

HIV transmission.
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 Sexual violence in both childhood and adolescents is associated with increased 

risky sexual behaviours that lead to poor sexual and reproductive health outcomes. These risky behaviours 

include early sexual debut, multiple concurrent partnerships, and unprotected sex
152
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6 State Response to Gender Based Violence 

The states response to gender based violence is assessed in the laws, policies, programs and services that 

state institutions provide as well as the manner in which they are provided and prioritised. It has been 

widely acknowledged that the absence of laws and policies, delays and or neglect to enforce and 

implement the laws and policies, inadequate resourcing of programs and services by the state have a 

negative  effect on victims  of gender based violence particularly in obtaining redress/seeking justice .  

However, South Africa has some of the most progressive laws and policies in the world but the problem lies 

in implementation of these laws and policies, to protect women and to provide comprehensive services to 

victims.
153

 Survivors of violence should be offered comprehensive care upon arrival at service centres. The 

core components of a comprehensive response to sexual violence at a health care facility should include 

treatment of injuries, a forensic examination and documentation of the trauma, pregnancy and HIV 

diagnostic testing, provision of post exposure prophylaxis for sexually transmitted infections, emergency 

contraceptives and counselling referrals to the police and social services
154

 
155

 
156

.  

Moosa (2012) further adds that at police station, which is usually the first point of contact for a victim, 

police offers should assist survivors to apply for protection orders as provided for in law
157

. It is further 

expected that forensic detectives should take and document a detailed statement of the crime and collect 

forensic evidence and maintain the chain of evidence ensuring non-contamination. The police have also a 

duty to safeguard the survivor, remove weapons and arrest perpetrators were needed.
158

 
159

 While the 

National Prosecuting Authority has the role of witness preparation, prosecution of the offender and court 

support referrals to health and social support services. 

Social support Services should be able to a needs assessment and provide psychosocial support services 

such as shelter if required, counselling and rehabilitation as well as referrals to the police and health 

services. Part of their work also include greater community awareness-raising services to prevent sexual 

violence
160
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and educate survivors of violence on the procedures they should take in the event of an 
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assault in order to increase the chances of successful prosecution and reduce the harmful effects of the 

assault. 

6.1 Legislation and Policies 

South Africa has a variety of policies, laws and national strategies to ensure gender equality and curb 

gender based violence and promote Sexual and reproductive health rights. These laws and policies are 

highly comprehensive and are aimed at fostering women’s full participation in all spheres of life.  The 

Constitution of South Africa is the central guiding document that articulates the rights to equality for all 

persons.  It recognises that gender equality can only be achieved through dismantling patriarchal ideologies 

that perpetuate women’s oppression under the guise of culture and religion.  

South Africa’s legislative and policy framework is aligned to international conventions that the country is a 

signatory too.  The Domestic Violence Act No 116 of 1998 (DVA) and the Criminal Law (Sexual Offenses and 

Related Matters Act No 32 of 2007 (SOA) are two prominent laws relating to the Violence against women. 

While the National Gender Policy Framework, the Employment Equity Act (EEA), Promotion of Equality and 

Prevention of Unfair Discrimination Act (PEPUDA), concern gender equality. The legal and policy framework 

is detailed below: 

 

Treaties ,Legislation ,Policies and Guidelines  

Treaties  Universal Declaration on Human Rights  

Convention on the Elimination of All forms of Discrimination Against Women 

(CEDAW)1979 

Protocol to the African Charter on Human and Peoples Rights on the rights of 

Women in Africa 

SADC  Declaration and Gender Protocol 

Beijing Declaration and  Platform of Action 

Convention on the Rights of the Child  

International Conference on Population and Development Programme  

Convention on the Rights of People with disabilities 2006 

Laws Constitution of the Republic of South Africa,1996 

Domestic Violence Act 116 of 1998 

Choice on the Termination of Pregnancy Act 92(1996);Amendment 

Acts(2004,2008) 

Sterilisation Act 44(1998);Amendment Act 3(2005) 

Promotion of Equality and Unfair Discrimination Act  4(2000)as amended by the 
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Judicial Matters Amendment Act 22 of 2005 

National Health Act 61  of 2003 

Alteration of Sex Description and Status 49 of 2003 

Criminal Law( Sexual Amendment and other related Matters ) Amendment Act 

32 of 2007 

National Directives and Instructions on conducting forensic examination on 

survivors of sexual Offences cases in terms of the Criminal Law (Sexual Offences 

Amendment Act ) 

Children’s Act ,2005 

 

Policies  National Development Plan(NDP) Vision 2030 

National Gender Policy Framework 

White Paper on Population Policy 1998 

A comprehensive Primary Health Care Package  for South Africa (2001) 

National Contraception  Policy ;Guidelines within a Reproductive Health 

Framework Strategy(2001) 

National Youth Policy  

National Strategic Plan for HIV,STIs and TB for South Africa(2012-2016) 

National Sexual Assault Policy (Department of Health ) 

Guidelines  Policy Guidelines for Cervical Cancer Screening Programme (2000) 

Policy Guidelines for Youth and Adolescent Health 

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

Pregnancy Act (2004) 

Guidelines for the Management of HIV in children 

National Contraception Clinical Guidelines  

 

 

Summation of the Legislative   and Policy Framework  

International   Human Rights Framework: South Africa is a signatory to a number of international and 

regional frameworks aimed at promoting and protecting the rights of women and girls. As a signatory, the 

South African government is obliged to domesticate, implement and ensure compliance with these 

international obligations, and attainment of their targets and principles. Overarching is the Universal 

Declaration of Human Rights (UDHR) and the International Bill of Rights, which uphold the principle of non-

discrimination on the based on sex.  
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Universal Declaration on Human Rights: This instrument is often referred to as the international human 

Bill of Rights and is one of the first international instruments that laid the basis for the recognition of 

human rights .Though it does not have specific provisions relating to women, it makes a more gender 

neutral approach to promoting and protecting human rights. 

Protocol to the African Charter on Human and Peoples Rights on the Rights of Women in Africa: This 

instrument is hailed as one of the most progressive home grown instruments relating to the promotion of 

the rights of women in Africa. It encompasses the provisions of CEDAW and further expands on various 

women’s human rights such as those relating to sexual and reproductive health rights and violence against 

women. Article 14 of the Protocol expands on women’s sexual and reproductive health rights to include 

the right to control fertility and spacing of children, authorising medical abortion in cases of sexual assault, 

rape and incest.  

SADC Protocol on Gender and Development:  This instrument came into force in 2008 and it seeks to 

promote the gender equality in the SADC region. This protocol is unique in that it provides time frames for 

the realisation of the Articles ,this instrument is due to be reviewed in the 2015.Similarly this instrument is 

harmonised with CEDAW, the Maputo protocol and other related  women’s human rights instruments.   

United Nations Convention on the Rights of the Child (CRC): This instrument seeks to promote and protect 

the rights of children and serves as a yard stick in which member states   are to be guided by in the 

development of laws and any other efforts in promoting the rights of children. The CRC defines children as 

persons in the age of 18 years and below. The CRC has hugely influenced South African law in the 

promotion of children rights as will be noted in the section. 

 

5.1.2 Domestic Legislative Framework 

 

The Domestic Violence Act No 116 of 1998. The main purpose of the Act is to provide the highest form of 

protection from domestic violence. The law places responsibility on state organs and in particular the 

police to ensure that survivors of domestic violence are able to apply for protection orders to prevent 

abusers from entering a mutual home or the survivors home or place of work.  The order can also allow for 

the seizure of weapons The DVA has an expansive definition of domestic violence that include physical, 

sexual, emotional, verbal, psychological and economic abuse as well as intimidation, harassment, stalking 

and controlling behaviours. It also recognises a range of familiar and domestic relationships, including same 

sex relationships
162
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Gaps and Challenges: One of the major challenges hindering the effective implementation of this Act is that 

when it was developed, it was not costed .Further whilst it is acknowledged that addressing gender based 

violence requires a multi-disciplinary approach the Act does not place obligations on the Department of 

Social Development in the provision of care and support services and neither the Department of Health or 

National prosecution authority. In a 2012 Tshwaranang Study focused on reviewing the implementation of 

the Domestic Violence Act; found that a substantial percentage of police officers had limited knowledge of 

the provisions of this Act more specifically relating to their responsibilities
164

. In  addition to this the study 

found that both lack of  human and financial resources  impacted on the ineffective implementation of this 

Act coupled with the notion that most officers  did not view domestic violence as a crime but more of 

private family matter. According to Vetten (2012), domestic violence matters are classified as social crimes 

in the SAPS and the lack of clarity on what social crimes are compounds the problem of not viewing this act 

as serious matter
165

.  

The Criminal Law: Sexual Offences and Related Matters Act No 32 of 2007.  This is a framework to ensure 

the provision of adequate and effective protection to all persons who become victims of sexual offences 

and, especially, vulnerable groups, such as women, children and people who are mentally disabled. The Act 

provides a broad and expansive definition of the term ‘sexual assault’ to encompass a range of acts 

involving unlawful sexual penetration or attempts at penetration to any extent whatsoever by the genital 

organs of one person into the anus, mouth or genital organs of another person, or by any object, including 

any part of the body of an animal, or part of the body of a person, into the anus, mouth or genital organs of 

another person. The Act places legal obligation to act on the South African Police Services, The National 

Prosecuting Authority, Correctional Services, Justice and Constitutional Development, Social Development; 

and the Department of Health. 

 

 Gaps and Challenges: One of the major challenges to the effective implementation of this Act is that the 

limited understanding of its provisions amongst various role-players. Whilst this law is hailed for its 

progressive definition of rape, there still lies a huge gap between community perceptions of what 

constitutes rape vis a vis that provided in law. Duty Bearers in some cases do not fully understand the 

provisions of the law; this has been largely observed in the police and medico-legal service. A recent 2015 

study by Tshwaranang shows that there is a lack of coordination amongst duty bearers given the role that 

each plays in chain of justice
166

. This contributes to some of the sexual offences cases falling within the 

cracks of the justice system. The shortage of specialised personnel  in the justice system to address sexual 

offences was also noted as a contributing factor to implementation failures of these law, for example in 

areas where there are no specialised sexual offences courts overworked prosecutors already handling 
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other areas of criminal law are more likely to invest little time towards preparing for rape cases
167

.    In 

2013 , the Department of Justice and Constitutional Development announced its intentions to roll out 57 

sexual offences courts   in various parts of the country and whilst this efforts have been welcomed it is still 

be seen whether these courts are appropriately resourced both from a human and financial aspect. 

 

Promotion of Equality and Prevention of Unfair Discrimination Act (PEPUDA): This Act comprehensively 

deals with issues of discrimination and addresses residual factors of the promotion of equality in the 

workplace. It covers employees and issues not dealt with in the Employment Equity Act, 1998 (Act 55 of 

1998). Its scope covers all areas of life, including the family. The Act also prohibits “harassment” on the 

grounds of sex and other grounds or a combination of grounds. It also prohibits “hate speech” and 

discrimination on the basis of gender and HIV status. 

 

Choice on Termination of Pregnancy Act (1996) this law seeks to ensure that the reproductive choice are 

practiced under safe conditions in South Africa. The foundation of the Act is women’s reproductive choice, 

a woman can obtain the termination of a pregnancy (TOP) upon request in the first twelve (12) weeks of 

pregnancy, and through to twenty (20) weeks on medical and socio-economic grounds. After twenty (20) 

weeks, induced abortion is allowed if the pregnancy threatens the woman’s life or when there is physical or 

mental abnormality in the foetus. The CTOP Act has its foundation in the rights of freedom and equality 

enshrined in South Africa’s Bill of Rights and Constitution.  

 

The National Policy for Conscientious Objection in the Implementation of the CTOP Act of 1996 (draft, 

August 2007) 

This policy sets out uniform policy guidelines deal with the rights of patients, health care providers and 

health professionals in a manner that ensures that constitutional rights of conscience, belief, thought and 

opinion and reproductive autonomy are balanced in a manner which upholds the values of the 

Constitution. 

Gaps and Challenges :Whilst this Act was recognised as a breakthrough for women’s health research shows 

that that many women still opt to use unsafe medical practices due to  personal, societal and health system  

thus exposing them to injury ,disability and even death. Factors include the stigmatised nature of 

termination in the country; negative attitudes including reluctance by practitioners to perform medical 

abortions and the lack of knowledge on specific benefits of the Act and where services are provided. 

 

National Health Act, 1996: This law sets out the national rights and duties of the following: healthcare 

providers, Health care establishments, and users; and the objectives of protecting, respecting, promoting, 
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and fulfilling the rights of the people of South Africa to the progressive realisation of the constitutional 

right of access to healthcare services, including reproductive healthcare. It also provides the right to 

primary healthcare for children and further makes provisions for specific services to vulnerable groups such 

as women, persons living with disabilities. Specific rights in this law include the Emergency medical 

treatment; full knowledge of his or her health status, diagnostic and treatment options, the implications 

associated with each option, and refusal of health services; consent to all medical procedures; participate 

in all decisions affecting his or her personal health or treatment; confidentiality and protection of health 

records; and to lay a complaint against a health establishment or healthcare provider. 

 

Gaps and Challenges:  Whilst the development of legislation relating to health was largely welcomed by   

the health sector the implementation of this was rigged with challenges. To be specific, the inequitable 

spending patterns between public and private sector and insufficient health care staff in the public sector 

were raised as major concerns. Weaknesses in   the management   of health systems were identified such 

as persistent low healthcare morale, operational inefficiencies and the poor quality of key in key 

programmes.  

 

Gaps in policies, guidelines and services on SRHR: One of the major gaps noted in policies addressing SRHR 

is the lack of information in relation to different age and populations about sexual cultures and practices; 

sexual pleasure; health service capacity in addressing sexuality, sexual health and wellbeing. In addition the 

following gaps were identified: 

o There is lack of healthcare provider training using a life cycle approach  to sexuality which includes 

the evolving capacities of young people to understand and make sexual and reproductive 

decisions; how to communicate effectively  with clients about their sexual developments and how 

to address sexual problems  

o Counselling clients about sexuality is not part of the health service package e.g LGBTI issues  

o There is lack of sexuality information that discusses sexual desires, pleasure and function. 

Literature points to anecdotal conversations which indicate that healthcare providers are 

embarrassed in dealing with questions of sexuality. They may not welcome people whose sexual 

cultures or practices may not ‘fit’ with their own; for example, young people, transgender people, 

sex workers, and people who engage in same-sex practices
168

.Similarly  complaints from disabled 

people are that others treat them as if they are asexual 
169

 

 

                                                           
168

 Stadler and Delaney, 2006 
169

 (Basson, 1998). 



37 | P a g e  

 

6.2 Mandated Government Departments: Programmes and Campaigns 

 

The state response to gender based violence and gender equity is frequently analysed through the lens of 

the programmes and services directly provided by state institutions. In South Africa this is the responsibility 

of several government departments, including social development, health, justice, education, correctional 

services, police services and others, operating at both national and provincial spheres. 

6.2.1 Department of Social Development (DSD) 

Tackling violence against women is part of the mandate of the Department of Social Development. To be 

specific the DSD   the mandate of the DSD is to prevent violence against women and children; to respond to 

violence in an integrated and coordinated manner; to monitor prevalence and incidence of gender-based 

violence against women and children; and to ensure follow-up and support the reintegration of victims of 

VAW. 
170

  

While the DVA and does not place any legal obligation on the DSD but their policies and programmes are 

aimed at responding to violence in a coordinated manner.   

Some of the most recent guiding policies and program documents informing the DSD’s response to GBV 

and gender inequality: 

� Department of Social Development, Policy on funding Non-Governmental Organisations for the 

provision of Welfare and Community Development Services (2013)  

� Integrated Social Crime Prevention Policy (2011)  

� White Paper on Families in South Africa (2012)  

� Social Development Guidelines on Services for Victims of Domestic Violence 2010 

� Guidelines on Services for Victims of Sexual Offences (2010) 

� Strategy for the Engagement of Men and Boys In Prevention of Gender- Based violence (2009) 

� National Policy Guidelines for Victim Empowerment (2009) 

� National Action Plan on addressing GBV 

  Adapted from Shukumisa Report 2014 and DSD Report 2012 

 

Programmes and Campaigns: The DSD has employed a number of campaigns aimed at addressing gender 

based violence in the country. Programmes run by the DSD include the following: 

o Victim empowerment programme which is coordinated within the Justice Crime Prevention 

Strategy (JCPS).The strategy aims to guide the development of implementation plans relating to 

Domestic Violence and Sexual Offences. Some of the specific programmes under this include the 

provision of shelter services, providing psycho-social support  ,establishing one stoop centres and 
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victims support models ,the green door programme where in some of the communities  certain 

houses are identified as places of safety for survivors of gender based violence. 

o Coordinating the Inter ministerial Committee on the root causes of violence against women and 

children. This committee was set up to amongst other issues, commission research aimed at 

understanding the prevalence of GBV in the country the country including its root causes. The 

Committee developed a National Action Plan to address VAW and it guides the DSD and other 

government departments on tackling VAW .In addition this committee has commissioned a 

diagnostic study which seeks to evaluate all government interventions aimed at addressing GBV 

including determining the impact these have had in addressing the problem. This study is expected 

to be completed by the end of 2015. 

o Draft White Paper on Families in South Africa seeks to address disintegration and vulnerability of 

families in South Africa. Under the lead of the DSD this policy will guide a number of government 

departments on proposed services to families.
171

 

  

 

                5.2.2. Department of Women  

 

The Department of Women is responsible for the coordination, promotion, facilitation and monitoring the 

realisation of the socio –economic rights and empowerment of women. Co-ordinate and collaborate with 

all government departments, publicly funded bodies,  civil society organisation and the private sector to 

ensure that considerations of gender, disability and children are integrated into all government 

programmes. Similarly the Ministry of women is expected to play an oversight function in all matters 

relating to mainstreaming gender in government. The Department of Women was initially set up in 2009 as 

the Department of Women, children and persons with disabilities (DWCPD) with a specific mandate to 

empower these groups. One of the key accomplishments of this department at the time was the 

establishment of the National Council on Gender Based Violence (NCGBV) which brought multiple 

stakeholders to provide leadership, strategic guidance and coherence of efforts to tackle Gender Based 

Violence in South Africa. It is sought to serve a central place for the collation of any research relating to 

GBV understanding that one of the major challenges to addressing GBV was the lack of centralised data on 

the prevalence of this scourge in the country. During this period, the DWCPD commissioned a desktop 

study aimed at explore the prospects of developing a National Action Plan aimed at addressing GBV in the 

country. However with the change in government administration in 2014, the President of the country 

announced that the DWCPD will no longer be referred to as such and the mandate relating to the children 

and Persons with Disabilities will onwards be held by DSD. It was during this that the efforts made by the 
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NCGBV were placed on hold and the Minister appointed to this portfolio announced that the operation of 

the NCGBV   would be put on hold. It was also during this period that it became unclear who the mandate 

holder of GBV in the country would be. 

Programmes and Campaigns:  The following were implemented: 

o The 365 National Action Plan was coordinated under the DWCPD whilst it was acknowledged that 

this plan needed to be revised to ensure its relevance to addressing current challenges, the then 

DWCPD commenced with this process, however this was not finalised. 

o Establishing the National Council on GBV : this has been referred to above  

o Providing guidance on governments theme for the 16 days of Activism and Women’s Months: The 

Ministry of Women given its mandate on mainstreaming gender and ensuring the empowerment 

of women in the country also provides guidance on the theme of such key dates including 

proposing areas of focus during this period. 

  

6.2.2 Department of Justice and Constitutional Development (DoJ&CD) 

The Department of Justice is largely responsible for the administration of justice including developing 

initiatives for the implementation and monitoring of the Domestic Violence and Sexual Offences Act.  In 

relation to this study, this Department is responsible for the managements of courts; collecting statistics 

around protection orders; criminal prosecutions of domestic and sexual violence. The National 

Prosecutions Authority on the other hand is responsible for the effective prosecution of these cases 

including maintaining data relating to the operation of the Thuthuzela Care Centre model. 

� Some of the most recent guiding policies and program documents informing the DoJ’CDs response to 

GBV and gender inequality: 

� Uniform Protocol for the Management of Victims, Survivors and Witnesses of Domestic Violence and 

Sexual Offences (2005)  

� Draft National Policy Frameworks for the Management of Sexual Offences Matters (2008) Draft Policy: 

Specialisation of Services for Victims of Sexual Offences (2008)  

� National Policy Framework Management of Sexual Offences Matters (2012)  

� Report on the Re-establishment of Sexual Offences Courts: Ministerial Advisory Task Team on the 

Adjudication of Sexual Offences Matters (2013)  

� Directives Issues in terms of section 66(2)(a) and (c) of the Criminal Law (Sexual Offences and related 

matters) Amendment Act, 2007 (Act 32 of 2007) 

� Minimum Standards of Service for Victims of Crime 

� Constitutional Obligations with regards to Courts and the Administration of Justice  

� National Guidelines for Prosecutors in Sexual Offences cases  
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� Project on Investigating Expenditure relating to Gender Based Violence: Questions to the Department 

of Justice and Constitutional Development  

� The New Sexual Offences Act Protecting our Children from Sexual Predators  

� Thuthuzela Care Centres: Turnings Victims into Survivors (Brochure outlining Blue Print Protocol for 

TCCs)  

� Service Charter for Victims of Crime in South Africa 

� The National Policy Framework on the Management of Sexual Offences (NPF) 

Adapted from Shukumisa Report 2014 and DSD Report 2012 

Programmes and Campaigns in place: Some of the programmes in places include the following: 

o The Director General inter-sectoral Committee monitoring the implementation of the Sexual 

Offences Act: This committee comprises of a number of departments such as the DSD and the DSD. 

It is focused on identifying implementation challenges relating to the SOA and the Domestic 

Violence Act. 

o National Intervention Task team to address violence targeted against LGBTI groups in South Africa: 

This task team   brings together civil society partners  and government departments  such as SAPS 

and the National Prosecutions Authority to develop strategies aimed at addressing violence 

perpetrated against LGBTI groups .This task team is coordinated  by the DOJ&CD    and the 

Foundation for Human Rights  and one of the key strategies that have developed is the 

establishment of a rapid response team which seeks to monitor the attrition of cases  of violence 

against LGBTI in the criminal justice system. 

o Re-establishment of Sexual Offences Courts: The Department of Justice announced its intentions to 

re-establish  57 sexual offences courts in designated areas in the country with the intention of  

increasing conviction rates and  minimising secondary victimisation of  rape survivors  in the 

country. 

 

6.2.3 Department of Health 

Mandate: The mandate of the Department of Health  

While the DVA does not place any legal obligations for the DoH, in its implementation, but it plays a role in 

the implementation of the SOA through the provision of medico-legal services. DoH  is expected provide 

immediate care of a survivor of violence through attending to injury and trauma, collection of forensic 

evidence, prevention of pregnancy, providing Post Exposure Prophylaxis (PEP) to victims and HIV testing to 

people accused of rape, developing training courses on the SOA, participating in the ISC, and annual 

reporting. The Primary Health Care Package sets out the standards of procedure for providing services to 

survivors of SV and IPV.  
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Some of the most recent guiding policies and program documents informing the DoH’s response to GBV 

and gender inequality: 

Sexual Offence cases in terms of the Criminal Law (Sexual Offences and Related Matters) Amendment Act, 

2007 (2009) 

 

� National Management Guidelines for Sexual Assault (2005) 

� The Management of Survivors of Rape and Sexual Assault (Adults): Policy and Standard      

Management Guidelines (2006)  

� National Directives and Instructions on conducting a Forensic Examination on survivors of  

� Directives to be followed by all medical practitioners when dealing with sexual offences cases 

Obligations of Health Care Providers in terms of Sexual Offences Act   

� Uniform National Health Guidelines for dealing with Survivors of Rape and other Sexual Offences  

� A guide for survivors of  Rape and Sexual assault 

� National Instructions to Forensic Care Professionals 

� National Policy Guidelines for Health Care Providers 

               Adapted from Shukumisa Report 2014 and DSD Report 2012 

 

Programmes and Campaigns in place: Some of the programmes in places include the following: 

Emulating the TCC model, the DoH has developed designated health centres for victims of sexual assault 

and related offences (rape). Similarly, they provide integrated and comprehensive support to victims of 

rape. Dedicated staff from various departments is on call 24 hours per day and available when a victim 

needs assistance and a forensic trained nurse is in the centre at all times.  

 

6.2.4 Department of Police 

The SAPs has specific mandate with regards to the implementation of both the DVA and SOA. They have 

the specific role of evidence gathering and protection of survivors and witness. The DVA places 

responsibility the police to ensure that survivors of domestic violence are able to apply for protection 

orders to prevent abusers from entering a mutual home or the survivors home or place of work.  The order 

can also allow for the seizure of weapons 

 Some of the most recent guiding policies and program documents informing the SAPS’s response to GBV 

and gender inequality:  

� National Instruction 3/2008 Sexual Offences (2008) 

� SAPS Support Services to Victims of Sexual Offences  
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� National Instructions and Standing Orders for Police  

� National Policy Guidelines for Police Regarding Sexual Offences  

� Victim Empowerment Service in the South African Police Service 

Adapted from Shukumisa Report 2014 and DSD Report 2012 

 

Programmes and Campaigns in place: Some of the programmes in places include the following 

Participation in the Inter-Departmental Management Team (IDMT) was established as the SA’s Integrated 

Response to violence against women its aim was to provide a coordinated multidisciplinary expert team 

focused on design and implementation of strategies and programmes to end GBV.  The Police’s 

involvement includes the improvement of quality service including victim support, providing programmes 

for offender rehabilitation and reintegration 

The National crime Prevention Strategy (NCPS) gave birth to the Justice Crime Prevention strategy to 

address the following: which includes an anti –Rape Strategy (prevention, reaction and support) as an 

integrated response on GBV 

Partnerships that are driven to involve community in the fight of gender based violence (CPF’s) through 

communication, education and awareness programmes. They also provide national support by facilitating 

workshops, lectures and presentations at schools, churches and relevant forums. 

Re-introduction of the Family Violence and Child Protection Units (FCS) in 176 Police Stations in 2010. 

These work to ensure effectiveness and efficiency in combating and investigating crimes against women 

and children. The training programme on First Responders to Sexual Offences continues to handle victims, 

manage the scene of crime and record sexual offences.. 

 

6.2.5 Department of Basic Education 

Mandate: Ensure the education of children and their protection and safety. Part of the Department of 

Education’s mandate is to promote gender equality and uphold the rights of the child as provided for the 

Children’s Act, 2005   and the Convention on the Rights of the Child including upholding the constitutional 

values of human dignity and equality in education. 

 Some of the most recent guiding policies and program documents informing the DoE’s response to GBV 

and gender inequality: 

� Guidelines for the Prevention and Management of Sexual Violence & Harassment in Public Schools 

(2008)  

Adapted from Shukumisa Report 2014 and DSD Report 2012 
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6.2.6 Department of Higher Education and Training  

This Department is responsible for the provision of an inclusive post school system that allows South 

African to access post school education and training in order to fulfil the economic and social goals of 

participation in a fully inclusive economy. This Department derives its mandate from the constitution more 

specifically section 29 which lists education at all levels, including tertiary education as a functional area of 

concurrent national and provincial legislative competence. It is governed by the Higher Education Act and 

in terms of the Programme of Action provision is made for it to strengthen partnerships in the provision of 

intervention services in response to Violence against Women. 

 

7 Assessment of State Response to GBV 

In analysing the mandates of the above referred departments some key issues relating to the functioning of 

this role players emerged and this included the following: 

Duplication of mandates and confusion on roles: The Department of Women’s mandate is still left unclear 

particularly with the change in administration in 2014.This Department has had an overlapping function to 

the Commission  of Gender Equality(CGE)  particularly in relation to providing oversight and monitoring the 

implementation of policies and programmes aimed at promoting gender equality .Whilst the CGE’s 

mandate is specifically provided  for in the CGE Act ,1996   there are continuous power struggles with the 

Department on mandates due to  lack of clarity on the actual mandate of the Ministry of Women . 

 

 Insufficient human and financial resources: One of the major challenges faced by the country the 

insufficient resourcing of the implementation of laws. The DVA when enacted was not costed and this 

caused challenges in its implementation. Added to this, some of the personnel responsible for 

implementation have little skill and training needed to provide the services and understanding of their 

obligations relating to the various laws and this contributes to poor implementation. A study conducted in 

2005 found that no specific budget was dedicated to the implementation of the DV Act
172

, and allocations 

were only for ad-hoc, once off projects for training and publicity around the Act. The study also showed 

that most of these funds were provided by international donors rather than the State.  

 

Weak Criminal Justice System: there are challenges in the attrition of cases through the Criminal Justice 

System resulting in fewer convictions. Whilst the Annual Police Statistics indicate that high number of 

reported cases the conviction rates remain at a constant low of just under 8 percent. Contributing factors 
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to this include the above mentioned factors relating to under resourcing and the DVA Act which was not 

costed.  

 

Lack of public awareness on the relevant  laws: Legal literacy is important for the public to understand and 

exercise their rights .However the public has little knowledge on the various laws and what they provide in 

relation to  their rights and therefore are unable to use these for their protection and development. 

 

Failure by the state to address implementation problems: the challenges relating to the implementation of 

laws are not new and the state’s failure to address these negatively impacts on the gains made in the 

development of progressive legislation.  

 

Civil society fragmented as a result of funding shortages: Civil Society organisations have difficulty in 

networking and advocating for issues together as result of funding shortages. Loss of sector funding has 

resulted in donor driven agendas and competing for resources amongst organisations. There is also a 

general view that prevention programmes should be largely centred on engaging men and boys, this has 

caused a lot of tension in the sector as it has led to the perception that a lot of funding has been invested in 

this area, thereby weakening women rights specific programs.  

 

Reprioritising of GBV Programmes weakening the sector: Internationally the focus has shifted from 

response to investing in prevention interventions and whilst many organisations had focused on  this  they 

are now faced with the challenge of incorporating prevention programmes   or face funding challenges. 

 

Lack of evidence and evaluation of the impact of GBV work: this includes interventions and programmes 

targeted at engaging men and boys, response and care and support programmes .This is not only a 

problem unique to the state but civil society too. 

 

Lack of coordinated efforts to addressing GBV: As mentioned the NCGBV was established as a multi-

sectoral approach to addressing GBV in the country. However with the lack of clarity around its existence 

and the status of the 365 National Action Plan there space for civil society to engage with government on 

tackling GBV are slowly shrinking.  

 

Stigma and Discrimination:  Stigma and discrimination remains persistent in our communities including in 

the public system. Various research studies show that young people are often judged by healthcare 

professionals when seeking medical treatment on sexual health issues. Similarly the reluctance by medical 

professionals to perform medical procedures on young people with intentions terminate pregnancies is 
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concerning. The absence of educational information relating to the sexual health of certain groups such as 

sex workers; LGBTI groups are a key concern for the realisation of Sexual and Reproductive Health Rights. 

 

8 Advocacy Opportunities & Recommendations  

The above stated challenges highlight not only the gravity of the problems in the public system but also in 

civil society particularly in promoting the rights of survivors of sexual and gender based violence as 

provided for in legislative and policy frameworks. However these also pose an opportunity for 

organisations working in the SRHR and Gender Based Violence to work together in holding the state 

accountable for the delivery of quality services including advocating for the implementation of laws: 

Opportunities for advocacy are proposed as follows: 

o Post 2015 Development Goals Agenda: In September 2015, member states will be meeting in New 

York to finalise and adopt the Post 2015 Development Goals. Goal 5 which is focused on Women 

Empowerment and Gender equality   makes provision for the realisation of sexual and reproductive 

health rights. It is expected that following the adoption of these goals that member states will be 

expected to in developing their policies incorporate these goals. An opportunity for civil society 

organisations lies in engaging the South African following this process on how some of these goals 

can be realised.  

o Review of the Domestic Violence Act, 1998: The last review of the Domestic Violence Act took 

place ten years into the implementation of the Act .There is an opportunity for civil society 

organisations engage the Department of Justice on the need for such a review. This will provide a 

platform for raising some of the challenges relating to implementation of the Act including 

monitoring commitments to addressing these. This platform will serve as an opportunity to call for 

the amendment of the Act to place specific obligations on other relevant governments to ensure 

the effective implementation of the Act. 

o Joint civil society campaigns on SRHR: There is lack of collaboration between SRHR efforts by CSOs 

and those working in the Gender Based Violence sector. What is established is that GBV is a barrier 

to the realisation of SRHR and it is important for organisations to start working together in 

campaigning efforts. This should also include sharing of research in the sector  

o Re-establishment of the Sexual Offences Courts: With the re-establishment of the sexual offences 

courts there is an opportunity for CSO’s to monitor in their respective communities the delivery of 

services. This is also an opportunity to collaborate with government in conducting public education 

initiatives linking SRHR to sexual violence.  
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o Engaging with Portfolio Committees of Police and Justice: This play an oversight function over the 

various government departments, the SAPS is mandated by the Domestic Violence Act to submit 

annual reports detailing progress made in implementing the Act.  

o Promote engagement with IDP processes at local government level: It is important to encourage 

communities to engage with local government participatory processes which are crucial in the 

development of their communities. This is an opportunity for organisations to input into the local 

government development plans recommending structures and interventions to address GBV.  

o Collaboration with Government on training of Duty Bearers:  It is clear that there is a gap in training 

of duty bearers on gender sensitisation. These are crucial in minimising secondary victimisation and 

CSO have expertise in this area. A proposal to government departments particularly Health, SAPS 

and DOJ &CD   would need to   be presented. 

o Supporting CSO Initiatives in the call for a National Strategic Plan and initiatives such as the 

National Intervention Task Team (NITT) .One major concern raised by civil society organisations 

working in the GBV sector is the lack of a clear strategy on addressing GBV in the country; whilst 

there are opportunities with the National strategic Plan on HIV/AIDS especially recognising the 

intersections between HIV and GBV, there is still need for a comprehensive strategy on GBV. There 

is an opportunity for organisations to support efforts in this regard including engaging with the 

NITT on LGBTI issues. 

o Call for Government to account on the NCGBV – It is unclear what the status of the National 

Council on GBV is in the country nor is the mandate holder on GBV. CSO should call for government 

to clarify the status of the council and demand that it either be reinstated or direction be provided  

on how government intends on collaborating with civil society in intensifying efforts to address 

GBV. 

 

9 Threats and Blockages  
 

 Threats and Blockages to consider in conducting advocacy initiatives include the following: 

 

o Lack of ideological coherence: Advocacy is a collective effort and with civil society fragmented, the 

possibility of in a unified voice is weakened as  a result of competing interest/priorities which make 

it hard to find a common goal. A specific example is that whilst it is acknowledged that women are 

not a homogenous group there is lack of consensus on what specific should be advocated for .e.g. 

decriminalising sex work, lesbian and bisexual issues, rural women, urban women, HIV positive 

women/ should the focus be on prevention /response. 
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o  Reluctance by government to engage with civil society: Whilst the status of the NCGBV is unclear 

and similarly the Department of Women in the Presidency has not publicly stated its position on 

addressing GBV, there is a general reluctance to work with civil society on GBV issues.  A specific 

example is that in December 2014, the Department of Women launched the 365 Days National 

Action Plan whilst   many civil organisations were still expecting that the findings of the review of 

the 365 National Action Plan were yet to be shared. 

o Absence of a National Strategic Plan: There is a general agreement in both international and 

regional frameworks that in order for legislation to be effective, it must be followed by a National 

Action Plan. In this case various civil society organisations led by Sonke Gender Justice and the 

Treatment Action Campaign sought to pick up from the work commissioned by the then 

Department of Women, Children and Persons with Disabilities  by calling for a National Action Plan. 

The Minister  has been reluctant to recognise the need for such a plan and in attempting to deviate 

from this call indicated that she will conduct provincial consultation to ascertain  what the key 

drivers of GBV were various communities. This would form the basis for initiatives to address GBV 

moving forward. So far no consultations of this nature have taken place.  

o Competition and Lack of Funding in the Sector:  As mentioned earlier funding is generally dwindling 

for GBV as a result of many donors considering South Africa a first world country. This has resulted 

in competition in the sector, hence many organisations work in silos and with such a difficult 

funding environment working together in advocacy efforts has proven difficult. 

 

    

  

 

 

10 Stakeholders involved in the Gender and Gender Based Violence 

Sectors 

• Government Departments 

• Provincial Offices on Status of Women 

• Portfolio Committees National Assembly and Provincial Legislatures 

• National Council of Provinces and Women’s caucus in Parliament 

• Political parties in Parliament (Women’s branches) 

• Civil society organisations with a focus on gender equality and gender based violence 

• Gender networks and structures,  
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• Trade unions 

• Private sector stakeholders 

• Development donor agencies 

• Academic stakeholders and research institutions 

• Chapter Nine institutions 

• Media 

• Faith-based organisations 

• Traditional leadership structures 

• Embassies 
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