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Abstract

Relatively little is known about the relationship between sexual health and religion as
it is experienced by youth transitioning to adulthood in contexts of uncertainty and socio-
economic deprivation. This thesis considers this issue in three parts. Part A, the research
protocol, presents a protocol for a study exploring the experiences and perceptions of the
relationship between sexual health and religion among young women living in Khayelitsha.
Part B is a structured literature review that provides an overview of literature pertaining to the
conceptualisation of sexual health, factors influencing sexual health, different perspectives on
sex and sexuality, the relationship between sexual health and religion, the transition to
adulthood and the gaps identified in the literature. Part C is a journal “ready” manuscript that
makes the argument that young people navigating uncertainty and dealing with the
complexities of transitioning to adulthood may perceive religion and the church to play the
role of a custodian in sexual health issues, however, expectations of the church are difficult to
live up to and sit in tension with socio-economic realities. The findings explore how this
tension is experienced and how sexual health decision-making unfolds in this context. The
exploration of perceptions regarding the partnership between religious organisations and
public health facilities offering sexual health services reveals a need for religious
organisations to provide support to youth as they transition to adulthood and for public health
to be embedded in every aspect of youth life: neighbourhoods, schools and recreational
spaces. It is hoped that the findings in this study contribute to the improvement of sexual

health interventions being provided in South Africa.

111



Acknowledgements

To begin with, I would like to acknowledge my supervisor, Dr. Alison Swartz, for her
guidance and personal, academic and financial support. Without her encouragement or
mentorship, I would not have made it through these two very long years. I would also like to
thank all the young women that I was privileged to have worked with this year. Your
determination and courage have been inspiring. Finally, I would like to thank my family,
without whom none of this would have been possible, and Aurélien Pradier, for all his love,

support and encouragement.

v



TABLE OF CONTENTS

D X od B 1 2 U (o) o i

D T 0 Lot 1 0 L ii
20 1] 0 o U iii
ACKNOWIEAZEMENLS ....eececeemsmssssssssssssssssssssssss s sasas s s asasasaes iv
PART A: RESEARCH PROTOUCOL ....osvuveeererissssssssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssassns 1

Section One: INtrodUCHiON ... s snsssass
1. Background and CONEXL. ... s s
2. PUIPOSE Of the STUAY ..o irriererrrrereressere st
Rationale and significance
Aims, objectives and reSearch QUESTIONS ... ssssssssssssssans 6
(000} o To1=] o1 G4 =V i [or= 0 (0 ) o FF00 DR 7

v w

Section Two: Literature REVIEW ....iiinisinmisississsssssssss s s ssssssssssssssssssssssssssns snssssssseas
ON SEXUAL NEAITN ..ot b bbb bbb AR AR e R s
Sexual health issues in South Africa
Factors that influence sexual health
The relationship between sexual health and religion ... ———————— 11

The transition t0 AdUITNOOd ... bbb bbb s sbans 13

(o]

vk N

Section Three: Methodology ...

1. Research desigh......onnnnns

2. Population and sampling

3. Data collection approach

4. Data management: Use and protection of research data
5. Data analysiS....sessssssss s
6
7
8

Data VT ICATION c.ucuetectetcrectcte et s bbb s s s bbb s R AR bbb e
Ethical CONSIAETATIONS ...ucveeeeereetetetce ettt s s ss s s s ss s ssss s s sass s ssssass s s s s s st s s s b b b ene

. Study period and time-frame
9. Write-up and diSSEMINATION ... ereerrrereessrersesss s ss e s e s s e s e p e
REFEIEIICES ..t s s bbb bbb bbb bbb bR E AR AR AR AR AR AR p e

PART B: STRUCTURED LITERATURE REVIEW .....oeevsctvsevssvsssssesssssssssesssssssssssssssssessssssssssssssssnes
PSR (oYt o 6 10 (o o) o 000
ON ‘SEXUAL NEAILI ... s
Factors influencing sexual health........coiinnsrirenen.
The different perspectives on sex and sexuality
The relationship between religion and sexual health ... —————— 31
The transition to adulthood
Gaps in the literature
Conclusion .......ceereerneenne
2] 2] Q=) Lo PP

PART C: JOURNAL “READY” MANUSCRIPT
Abstract

PN WN

Methodology
0 016 33 4PN
L)) Yo 11 (o) PP
Limitations
Conclusion
References

PART D: APPENDICES .......oosusussvssissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 64

Appendix A: Semi-structured Interview SChEAUIE.........oc e ssesens 64



Appendix B: Focus Group Discussion Schedule .......ccoocnneenrernreeennnnens
Appendix C : Informed Consent Form for Individual Interviews
Appendix D: Informed Consent Forms: Focus Group Discussions
Appendix E: Participant General Information Sheet........eeeeeeesseessssssesssssesssssssssesans
Appendix F: Contact details of mental health organisations
Appendix G: Confirmation of formal ethics apPIroVal ... sessssssssssssesans

Appendix H: Journal of Religion & Health- Instructions to AUthors ... 73

Instructions to CONEribULOrS ... ——————— 73
MANUSCIIPE SUDIMISSION ovvvuvrerusreseerssesssssserssesss s ssssesses s sssssesss s ss bbb bbb R s 73
L000) 0728 =4 o | 0P
Manuscript Style
(000 o1 (o 123310 t=1 1530 BT o - 1 OO
IITUSEIATIONIS o tvuveeseesseesseessseessessseesssssssesssss s s s ssse s RS ns b bas
References.....eesnsersesssseeens
FoOtnotes ...
No Page Charges ......nssssnnnnns
English language editing .........ccouuuues
Springer open choice .......cooueeenrrernenns
Ethical responsibilities of authors
AULNOTSNIP PIANCIPLES ivvereeeeeeeret st
Compliance with ethical StANAAIAS ... ss s
Disclosure of potential conflicts of interest
Research involving human participants and/or animals ... 79
L0100 9 00T ol 0) o T =3 o N PP 80

Vi



PART A: RESEARCH PROTOCOL

Section One: Introduction

In this section, the background and context for the study titled ‘Sexual health in relation to
religious beliefs: perceptions of young women living in Khayelitsha’ will be presented. The
purpose of the study, its rationale and significance as well aims, objectives and research

questions will also be detailed.

1. Background and context
Sexual health is defined by the World Health Organisation (WHO) (1975 as cited in Edwards

and Coleman, 2004, p.190) as the “integration of somatic, emotional, intellectual and social
aspects of sexual being, in ways that are positively enriching and that enhance personality,
communication and love”. Sexual health issues such as sexual violence, rape and sexual
coercion, unintended pregnancies, STIs and HIV/AIDS greatly diminish the sexual health of
young people both male and female. In fact, according to the United Nations AIDS report
published in 2018, HIV/AIDS alone affects nearly 45% of those living in eastern and
southern Africa. In South Africa, it has been estimated that 20.6% of adults aged between 15-
49 are HIV-positive (Human Sciences Research Council (HSRC), 2018). This accounts for
nearly one-fifth of all women of reproductive age (15-49 years) and 5.5% among women
between 15- 24 years (HSRC, 2018). Especially within the latter age group, HIV is rapidly
spreading, particularly because of this population’s increased likelihood to HIV-transmission
(Moodley, 2017). Various factors lend themselves to the prominence of sexual health-related
issues. Researchers have found that among young people between the ages of 15 and 24, the
use of substances, socio-economic deprivation and gender inequalities increase their
susceptibility to HIV-infection and other sexual health problems (Moodley, 2017). One study

found that among university students, campus culture instigated risky sexual behaviour and in



another study, religious affiliation with Pentecostalism was found to significantly reduce

extra- and pre-marital sex among members (Mutinta & Govender, 2012; Garner, 2000).

While religion, and sexual health may not be obvious partners, a number of studies around
the world have investigated various aspects of religiosity, faith, and spirituality in relation to
HIV (Takyi, 2003), maternal and child health (Ha et al., 2014), adolescent sexual behaviours
(Osafo et al., 2014), and sexual initiation and condom use (Agha et al., 2006) - among others.
Within the South African context, various scholars have contributed to local literature in the
field. These include aspects related to religion and sexual practices (Burchardt, 2011;
Moodley, 2017); sexuality, reproduction, and HIV/AIDS (Mantell et al., 2011); the influence
of faith-based organisations (FBOs) on different aspects of HIV-prevention and treatment
(Keikelame et al., 2010) and young people’s sexuality and sexual partnerships (Eriksson et
al., 2014; Harrison et al., 2008). However, a number of gaps and limitations that exist in the
available literature call for further research to be undertaken to fully understand how religion,

faith, and spirituality influence sexual and reproductive health.

The first issue is the lack of research investigating the impact of contemporary youth culture
on the sexual culture of young people. Burchardt (2011, p.671) recognizes that many studies
fail to depict the sexual culture that shapes young people’s sexual lives and perceptions and
tend to emphasize instead, the notion that religious communities are “totalities whose
believers have no social existence outside of them." The socio-cultural context and economic
circumstances governing young people’s decision-making and contemporary youth culture
consisting of nightlife characterised by “parties, music, dance, alcohol consumption, the
collective smoking of marihuana” and material consumption, dating and the different ways in

which youth transition into adulthood, is therefore crucial to examine as a backdrop amidst



the more nuanced sexual interactions and sexual health issues that take place (Burchardt,

2011, p. 679).

Secondly, there is a dearth of literature looking at romantic relationships, sexual partnerships,
marriage, fertility desires and motherhood as integral areas of sexual health and their
relationship to religious and/or faith beliefs. Within many types of African societies, fertility
“was and still is valued above all other human endowments, in all strata” (Fortes, 1978 as
cited in Nattabi et al., 2012, p. 2). The importance of pro-natalist attitudes in sub-Saharan
Africa contributes to a great deal of pressure for women to have children regardless of HIV-
status or other sexual health issues. Men are just as pressured to have children as fatherhood,
like motherhood, are often associated with social status within African communities (Mantell
et al., 2011; Nattabi et al., 2012). Parenthood, is itself, considered an important social and
cultural marker in sub-Saharan Africa, and some authors argue that in the context of socio-
economic deprivation, sexual relationships can be used to build social capital and "in the
absence of other accepted markers of transition to adulthood...early fertility, though clearly a
public health problem, can become a solution to social circumstances" as parenthood may
build self-esteem and develop a sense of responsibility for others (Hollows & Larsen as cited
in Nattabi et al., 2012; Mantell et al., 2011; Swartz et al., 2018: 152). Thus, further research
could explore how motherhood, fertility desires and sexual partnerships are shaped by

religious and/or faith beliefs held by at-risk populations.

Lastly, there is a gap in the literature of research exploring the perceptions of young people
themselves on the topic of how they perceive their sexual health, its relationship to their
religious and/or faith beliefs and how they themselves experience the partnership between
public health and FBOs in promoting sexual health. It would be worthwhile to examine

whether young people perceive the incorporation of religion in sexual health programmes to



be useful in improving their sexual health outcomes and explore why they hold these beliefs

and how they think sexual health interventions can be improved.

2. Purpose of the study
In light of the above-mentioned gaps found in the literature, the purpose of this study is to

explore the perceptions of young women living in Khayelitsha about sexual health and its
relationship to individual religious beliefs and the role that religious organisations play in

their lives.

3. Rationale and significance
The rationale behind the purpose of this study is three-fold. Firstly, the study’s focus on

women is due to the higher prevalence of HIV among women (23%) in comparison to men
(13%) in South Africa (National Department of Health (NDoH), 2016). Furthermore, while
men are less likely to engage in help-seeking behaviours, women face additional sexual
health issues such as domestic violence and further, have lower earnings and rates of
employment (NDoH, 2016). Given that HIV-prevalence increases with lower household
wealth among young people, young women in the lowest wealth quintile are at high-risk of
becoming HIV-infected (NDoH, 2016). Therefore, more research investigating the forces
that influence young women’s sexual health and behavior is required to improve sexual
health outcomes (Harrison et al., 2015). As 80% of the country identifies as being affiliated
with some religion, it is considered to be an important influencing factor to incorporate when
investigating how sexual behaviours are shaped and had thus been incorporated into the study

(StatsSA, 2011).

Secondly, the study intends to shed light on how contemporary youth culture influences the
sexual culture of young people living in a township setting where risk of HIV-infection and
STIs is found to be high (Ngixa, 2012). By understanding the intricacies of the interplay

between youth culture and sexual health, risky sexual behaviours will be illuminated, making



public health specialists more aware of the types of factors that young people deal with in
terms of their sexual lives. It is crucial that sexual health clinicians and other health-workers
are knowledgeable about how religion may have an impact on sexual health (Spadt et al.,
2014; StatsSA, 2011). According to Spadt and colleagues (2014), religious awareness can
improve the therapeutic alliance between patients and clinicians and can positively impact
treatment-compliance - both of which are necessary for improving the quality of the South
African health system (Coovadia et al., 2009). In Khayelitsha, where many public health
facilities offering sexual health services exist to serve the community, having guidelines and
policies that enhance religious awareness is therefore, an important component of health-
service delivery. These guidelines/policies can only be produced once there is enough
information on how sexual health is related to religion and is therefore, a significant reason

for conducting this study.

Thirdly, by understanding fertility intentions, parenthood desires and how young people form
sexual relationships, more knowledge about what safe-sex strategies are used and required
will be identified to best assist and facilitate the reproductive and sexual rights of young
South African women. It can be argued that religion, as well as sexual health services, both
cater to individual well-being and self-care (Gaydos et al., 2010). More so, religion and
sexual-health affect people on an individual, couple, community and national level and each
domain can be intervened at to improve health and well-being. Gaydos and colleagues (2010)
also note that faith communities are a space in which intergenerational groups of community
members can meet on a regular basis, which means that there is a possibility of shifting social
norms that are transgenerational. In the context of South Africa, where stigma and gender
inequality are the main drivers of the HIV-epidemic, and where nearly 80% of the population
identify as Christian, harmful gender norms and stigmatisation must be tackled in religious

spaces by providing tailored sexual health information to young people who can then



disseminate these in their communities (UNAIDS, 2008 as cited in Keikelame et al., 2010;
Coovadia et al., 2009; StatsSA, 2011). Enhancing the well-being of each individual translates
to more productive, resilient communities. In the emerging field of religion and sexual health
therefore, there are “both synergistic and antagonistic” features of the relationship, that can
be examined to improve the lives of young people from various levels of intervention

(Gaydos et al., 2010: 475).

4. Aims, objectives and research questions

4.1 Aim
The aim of the study is to explore the perceptions of young women living in Khayelitsha on

how their religious and/or faith beliefs shape their sexual lives and influence their decisions

related to sexual health.

4.2 Objectives
The objectives of the study are:

1. To understand how young women experience the relationship between sexual health
and religion within the context of uncertainty and socio-economic deprivation

2. To examine how the transition to adulthood and navigating uncertainty influences the
relationship between sexual health and religion

3. To examine how contemporary youth culture plays a role in influencing the relationship
between sexual health and religion

4. To gain insight into how young women perceive the partnership between religious
organisations and sexual health services offered by public health facilities in

promoting sexual health

4.3 Research questions
The primary research question is: How is the relationship between sexual health and religion

experienced by young women living in Khayelitsha?

The secondary research questions are:



1. How is the relationship between sexual health and religion influenced by the transition
to adulthood in contexts of uncertainty and socio-economic deprivation?

2. How does contemporary youth culture and poverty in Khayelitsha influence young
women’s sexual lives and their commitments to their religious and/or faith beliefs?

3. How does sexual health decision-making unfold within the context of uncertainty,
socio-economic deprivation and contemporary youth culture?

4. How do young women perceive the partnership between health facilities offering sexual
health services and religious organisations in promoting sexual health, and how do they

think it can be improved?

5. Concept Clarification

5.1 Sexual health
Sexual health is the “integration of somatic, emotional, intellectual and social aspects of

sexual being, in ways that are positively enriching and that enhance personality,
communication and love” (World Health Organisation [WHO], 1975 as cited in Edwards and
Coleman, 2004, p. 190). In this study, sexual health will be examined as: 1) the capacity to
enjoy and control sexual behaviour; 2) freedom from fear, shame, guilt and other
psychological factors inhibiting sexual fulfillment and 3) freedom from any organic diseases
that interfere with sexual functioning (Mace, Bannerman and Burton, 1974 as cited in

Edwards & Coleman, 2004, p.189).

5.2 Religion
Religion is understood to be “about transcending worldly desires, material attachment, and

bodily urges, focusing on ‘higher things’, principally the divine that is incorruptible and
sacred” (Yip, 2010: 667). The concept of religion will be explored in this study in two ways:
1) with regards to individual religious beliefs and 2) the role that religious organisations play

in young womens’ lives.



Section Two: Literature Review

In this section, a brief literature review for the study titled ‘Sexual health in relation to
religious beliefs: perceptions of young women living in Khayelitsha’ will be presented.
During the review, five key themes emerged from the literature: 1) the concept of sexual
health; 2) sexual health issues in South Africa; 3) factors influence sexual health; 4) the

relationship between sexual health and religion and 5) the transition to adulthood period.

1. On ‘sexual health’
The definition of sexual health, since its earliest conception in 1975 by the WHO, has

continuously evolved, adapting to the political and social landscapes in which it is embedded
(Edwards and Coleman, 2004). It states: “Sexual health is the integration of the somatic,
emotional, intellectual and social aspects of sexual being, in ways that are positively
enriching and that enhance personality, communication and love’ (WHO, 1975 as cited in
Edwards and Coleman, 2004: 190). The new millennium began to see a shift in the
conceptual understanding of sexual health as being fluid to becoming a measurable outcome.
In 2000, reproductive health was made a distinctive component falling under the broader term
of sexual health and is defined by the WHO (2010) as health concerning ‘the reproductive
processes, functions and systems at all stages of life’ (Edwards & Coleman, 2004; Chou et
al., 2015). Measurable indicators of sexual health, sexual rights, the role of the community in
influencing sexual health and the dissemination of information and services have become
more tangible since 2001, informing much of the recent understandings around sexual health

(Edwards & Coleman, 2004; Chou et al., 2015; Southern, 2018).

2. Sexual health issues in South Africa
The HIV-epidemic is one of South Africa's major public health problems (Coovadia et al.,

2009; Harrison et al., 2015). According to the most recent HIV-related statistics, 20.6 % of



the entire population and one-fifth of all women of reproductive age (15-49 years) are HIV-
positive (HSRC, 2018). While the Western Cape has the lowest provincial infection rate of
5.3%, the number of people with HIV/AIDS has doubled between 2005 and 2008 due to the
low rate of condom use (StatsSA, 2011). The rate of sexual violence in South Africa is also
among the highest in the world - in 2016, nearly 52,000 sexual crimes were reported to the
South African Police Service (SAPS) 2016). Similarly, Abrahams and colleagues (2013, p.3)
found that although intimate partner violence had declined in 2009 in comparison to 1999,
the 2009 rate was still "five times higher than the global prevalence of this crime". In another
study, 46 253 rapes were reported to the police in 2014 - although it is estimated that this is
only a fraction of the actual number of rapes that occurred (Institute of Security Studies,
2014; Vetten, 2014 as cited in Cooper et al., 2015). Rape and violence increase the risk of
HIV-transmission among women as they are unable to time and control their sexual and

reproductive behaviour (Coovadia et al., 2009).

3. Factors that influence sexual health
In South Africa, the legacy of apartheid and its interaction with other social factors

exacerbate the prominence of sexual health-related issues (Mmari & Sabherwal, 2013;
Coovadia et al., 2009). There are various factors that have been found to influence sexual
health. Gender is one of the most prominent factors (Harrison et al., 2015; Marston & King,
2006). Age-disparate relationships (Harrison et al., 2015; Harling et al., 2015), the “sugar
daddy” phenomenon (Toska et al., 2015), gender-based violence and womens’ social and
economic vulnerability in relation to sexual health have been well-documented in existing
literature (Harrison et al., 2015; Jewkes, Levin & Penn-Kekana, 2002).

Age-disparate relationships are said to contribute to HIV-infection because young
women lack power in these types of relationships to negotiate with partners when making

decisions about their sexual health (Harrison et al., 2015). However, some studies have found



that age-disparate relationships may not predict HIV-acquisition as women have control over
the formation and dissolution of relationships (Luke, 2005 as cited in Harling et al., 2015).
Nevertheless age-disparate relationships can be problematic because they may involve a
transactional sex-aspect which places women at greater risk of infection (Harrison et al.,
2015).

Condom-use is influenced by the stigmatisation of using condoms in long-term
committed relationships and may incite accusals of infidelity which can lead to domestic
abuse or other forms of sexual violence (Harrison et al., 2015). Condom-use is also
influenced by the consumption of alcohol. Increased alcohol consumption has been seen to
lead to a decrease in condom-use (Pitpitan et al., 2012 as cited in Harrison et al., 2015). In
addition to this, young people between the ages of 18 and 25 are more at-risk of HIV-
infection because of their engagement in sexual risk-taking behaviours and experimentation
with substances (Myer et al., 2009 as cited in Harrison et al., 2015). Sexual assault and rape
are also more common among women that are under the age of 18 years old (Harrison et al.,
2015).

With regards to HIV-testing and counselling, studies show that there is a universal
awareness of sexual health service facilities in South Africa but few individuals get tested due
to issues of stigmatisation, accessibility, affordability and the lack of social support systems
(Denison et al., 2009 as cited in Harrison et al., 2015).

Other factors that influence susceptibility to sexual ill-health include culture and
religion (Moodley, 2017). For example, Mutinta and Govender’s (2012) study found that
among university students, campus culture promoted risky sexual behaviour and in another
study, Garner (2000) found that religious affiliation with Pentecostalism was found to
significantly reduce extra- and pre-marital sex among members. The relationship between

religion and sexual health will be explored in more detail in the following section.
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4. The relationship between sexual health and religion

4.1 Around the world
Various studies conducted in other parts of the world have examined the role of religion,

spirituality, and faith in relation to sexual or reproductive health. In the United States,
research suggests that women are more likely to report higher levels of religiousness than
men and there is a high level of agreement that religiousness and faith are related to sexual
health (Holt et al., 2006; McCree et al., 2003). One study exploring the perceptions of the
religion-health connection among African Americans in the Southeast, found that the ‘divine
healing typology’ is ascribed to the role of a higher power (i.e. God) which, when
incorporated with social support, mental health and other factors can contribute to overall
well-being (Holt et al., 2006). In other studies, marital status and family size were found to be
important factors that women considered in sexual health decision-making (Romo et al.,
2004). Among Hispanic and Mexican-American women, higher levels of religiosity were
associated with less contraceptive use (Amaro, 1988; Hine & Graves, 1998 as cited in Romo
et al., 2004). In contrast to the United States’ high levels of religiosity, Western European
women are much less likely to declare affiliation to any religion (Frejka & Westoff, 2008 as
cited in Moreau et al., 2013). However, even in secular States such as France, religiosity and
religious affiliation have been found to shape sexual behaviour and contraceptive use

(Moreau et al., 2013).

In Africa, most countries above the Saharan desert are Islamic, while below the Sahara,
Christianity is the predominant religion (Encyclopaedia, 2003). Studies have investigated the
association between religious affiliation and knowledge of HIV and protective behaviours in
Ghana (Takyi, 2003) and parents’ perceptions on how religion influences adolescents’ sexual
behaviours (Osafo et al., 2014). Takyi’s (2003) study found that religious affiliation had a
significant effect on the knowledge of HIV but did not find any association with changes in

specific protective behaviours, such as the use of condoms. Among parents, Osafo and

11



colleagues (2014) found that existing moral mechanisms were found to regulate sexual
behaviour, with religion being viewed as providing an alternative moral system when parents
perceived lapses within the traditional methods of moral regulation. In Zambia, Agha and
colleagues’ (2006) study on the effects of religious affiliation on sexual initiation and
condom use, found that young women affiliated with religions that excommunicate members
on the basis of engaging in premarital sex were less likely to use condoms during first sex,
but more likely to delay sexual intercourse. In much of the sub-Saharan literature, the theme
of sexual socialisation in African communities is made salient, with some scholars arguing
that religion exerts more influence on sexual socialisation than the State or society (Ha et al.,

2014; Takyi, 2003; Anarfi & Owusu, 2011 as cited in Osafo et al., 2014).

4.2 In South Africa
Studies on religion and sexual health in South Africa have been conducted in relation to

pentecostal moralism (Burchardt, 2011), sexual practices, sexual partnerships and sexuality
(Harrison et al., 2008; Eriksson et al., 2014; Moodley, 2017), conservatism vs. secularism
(Mantell et al., 2011), FBOs (Keikelame et al., 2010) and social determinants of risk
behaviour (Mutinta & Govender, 2012)- among others. Coovadia and colleagues (2009) trace
current public health challenges to South Africa’s historical roots, identifying some of the
main causes to be racial segregation, migrant labour and the failure to provide equal
resources to every racial group. Consequently, violence, gangsterism and hyper-sexualised
masculinities increase the vulnerability of young women to HIV-infection and gender-based
violence (Morell, 1998 as cited in Coovadia et al., 2009). It is therefore, a well-established
fact that young women are more likely than men to be infected with HIV, primarily because
of the ‘dynamic of hypervulnerability’ which refer to gender inequalities and socio-economic
vulnerabilities that put women at greater risk (Leclerc-Madlala, 2009 as cited in Harrison et

al., 2015; Jewkes et al., 2010; Dunkle et al., 2004 as cited in Coovadia et al., 2009).

12



According to Coovadia and colleagues (2009: 822), South African perspectives on sex
can be linked back to two competing discourses: one, that sex is solely for procreation and
not a matter to be discussed with young people, and second, the ‘traditional... idea that sex is
a normal, healthy, and essential feature of life for all ages, and something about which there
should be openness and communication’. The socialisation of young people occurring within
this dichotomy opens itself up to much potential research. In one study, Moodley (2017)
found that young people felt as though religion was once an important factor shaping their
sexual lives, but has since, become less important. An emergent theme was the notion that
‘religious institutions have given up’ and that religious leaders often ‘conveyed negative and
confusing messages concerning condom use’ and therefore, students felt they could
compartmentalise religion from sex (Moodley, 2017: 1528). In other studies, sex with non-
spouses or non-cohabiting partners was an increasingly common trend, which brought to light
the dilemma of ‘showing respect’ in religious settings versus faithfulness and multiple
concurrent relationships (Mantell et al., 2011; Burchardt, 2011: 680). In fact, studies have
shown a great deal of interest in the perspectives and influence of FBOs/leaders on HIV,
stigma, and the dissemination of sexual health information concerning condom and
contraceptive use, abortion, premarital sex and adultery (Keikelame et al., 2010; Eriksson et
al., 2014). There is agreement within the literature that faith communities “fail to fully
address the needs of young people” and thus, these needs should be explored in more depth

(Eriksson et al., 2014: 1673).

5. The transition to adulthood
The developmental period between the ages of 18 and 25 are referred to as the transition to

adulthood period (Harrison et al., 2015). This period is characterised by the sequence of first
acquiring educational qualifications, then gaining employment and finally, getting married
and having children (Honwana, 2014). However, for many youths living in contexts where

there are a lack of socioeconomic opportunities, uncertainty and poverty the transition to
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adulthood is severely inhibited (Harrison et al., 2015; Swartz et al., 2018). Instead, these
youth go through a period of ‘waithood’ which refers to the period between childhood and
adulthood that is lengthened by their circumstances (Honwana, 2014). While waithood can
be challenging, young people have found creative ways in which to express their sense of
adultness, independence and empowered agency (Graham, 2016; Swartz et al., 2018). In
Khayelitsha, early fertility, parenthood and gaining respectability have been found to be
alternative markers in the transition to adulthood (Swartz et al., 2018; Sennott & Mojola,

2017).

Section Three: Methodology

1. Research design
This study will employ a qualitative, exploratory study design. Exploratory study designs are

generally used to ascertain the nature of a problem rather than generate conclusive evidence
or answers (De Vos et al., 2011). Instead, exploratory research typically investigates issues
that have been little studied before. While there have been a few studies looking at various
aspects of sexuality in Khayelitsha, evidence suggests that no studies have explored sexual
health and its relationship to religious and/or faith beliefs among young women in the
transition to adulthood period. This study design has the potential to bridge the gap in
knowledge of how the relationship between sexual health and religion is experienced, what
tensions exist and how these are expressed and what young women think of the partnership
between religion and public health. While one study has looked at the erotic geographies and
sexual practices of Pentecostal youth in Khayelitsha (Burchardt, 2011), no evidence suggests
that a similar study exploring sexual health, a bifaceted conceptualisation of religion, the
transition to adulthood and contemporary youth culture has been conducted before, with this

specific population, in this chosen setting. The use of this study design will facilitate SP in
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gathering novel insights about young women’s perspectives about how their sexual health

and sexual lives are influenced by religion.

2. Population and sampling

2.1 Population
In this study, the research population will be composed of young women living in

Khayelitsha township, Cape Town. Inclusion criteria will include being female, residing in
Khayelitsha and being between the ages of 18 and 25 years. This age range falls within the
period of transitioning to adulthood, which is considered to increase the risk of HIV-infection
(Myer et al., 2009 as cited in Harrison et al., 2015). Furthermore, this study will focus
exclusively on young women rather than men because the greater burden of sexual health
issues is carried by women (HSRC, 2018; Harrison et al., 2015). Exclusion criteria will

include not being from Khayelitsha and being under the age of 18 or above the age of 25.

2.2 Sampling
The sampling method used in this study will be purposive sampling and snowballing

sampling, if necessary. These methods will be used to isolate for the specific characteristics
required to fulfil the study’s aim and research questions (De Vos et al., 2011). The sample
number of the study is intended to be between 10 and 12 participants for semi-structured

interviews and 5-6 participants in each of the 2-3 focus groups.

2.3 Recruitment
Study participants will be recruited from two different networks. The first, is Dr. Alison

Swartz’s (study supervisor) existing network of young people living in Town Two. Dr.
Swartz has conducted extensive ethnographic research within Town Two and has created
strong personal and professional ties with many of the community members.

The second network from which participants will be recruited is a Khayelitsha-based

psycho-social programme teaching business, self-development and IT skills to young women.
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One of Dr. Alison Swartz’s Master of Public Health students is the programme manager of
the programme and both she and her employment supervisors granted SP and AS permission
to present the study’s information to the women in the programme and obtain their consent if
willing to participate.

Potential participants will explicitly have to give their permission to participate either
verbally or through written consent. This will be obtained through visits made to both Town
Two and the programme. We will then explain the study’s objectives to potential participants
and let them know that we would like to conduct some research about religion, sexual health
and youth culture in the coming months. We will then hand out the participant information
sheet (Appendix E) and informed consent forms (Appendices C and D). Individuals will then
be asked to take their time to read through the information sheet and consent form and to
think about whether they would like to be involved. During the next visit, individuals will be
asked whether they have any questions they would like answered and after clarifying all
points, can sign the consent forms. Matters of consent will also be explained before the start

of each individual interview. Participation will thus be kept strictly on a voluntary basis.

2.4 Study setting: Khayelitsha
Khayelitsha means ‘Our New Home’ in the language of isiXhosa and is an informal

settlement in Cape Town, South Africa (Ngixa, 2012). According to StatsSA (2011),
Khayelitsha has a population of approximately 400 000 and is considered to be the fastest-
growing township in South Africa. It was established in 1985 due to the implementation of
the Group Areas Act 1950 which sought to racially segregate the South African population
(Ngixa, 2012). There are a number of health clinics that offer youth-friendly services to
address the health needs of young people aged between 12 and 25 years (Patten et al., 2013).
Services include: “HIV testing and counselling, enrolment on ART, diagnosis and treatment
of sexually transmitted infections, family planning services, termination of pregnancy

services and general care” (Patten et al., 2013: 2).
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3. Data collection approach
Data for this study will be collected using ethnographic field notes, focus group discussions

and semi-structured, one-on-one interviews. Semi-structured interviews are typically
conducted to capture a nuanced picture of the participants’ beliefs, perspectives and opinions,
and in this study, will be related to the questions of sexual health, its relationship to religion
and the expression of the relationship in the context of uncertainty and socio-economic
deprivation (De Vos et al., 2011). Gaydos and colleagues (2010) comment that qualitative
methods of data collection such as interviews and ethnography are the most appropriate
methods of data collection for religion-related studies. Thus, ethnographic field notes will
also be kept during the entire period of data collection.

Individual interviews will be conducted with 10-12 participants on religious beliefs,
sexual relationships, fertility desires, motherhood, sexual health and contemporary youth
culture. The interview schedule provided in Appendix A will be conducted in English. All
interviews will be audio-recorded with the consent of participants, transcribed, and uploaded
onto DEDOOSE 8.2.14 software- a web-based application for analysing qualitative and
mixed-methods data. The data collection period is intended to end in mid/end of July 2019.

Two to three focus group discussions based on the ‘River of Life’ activity will be
conducted with 5-6 participants in each focus group. The ‘River of Life’ activity seeks to
explore life histories from birth into the future (Pienaar et al., 2011). The activity will be used
to gain insight into experiences of transitioning to adulthood as a young person living in
Khayelitsha and how participants position themselves in relation to different social systems
such as religious organisations, schools, their families, youth culture and the health care

system in their community. The focus group schedule is provided in Appendix B.
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4. Data management: Use and protection of research data
Field notes will be written after each field visit to the research community and these as well

as transcribed interviews and audio-recordings will be uploaded onto password protected
computers. All files will be appropriately labelled in order to make retrieval manageable
(dates, interviewee information etc.). SP will transcribe and anonymise the data before
transcribing into Microsoft Word format for analysis and uploading onto DEDOOSE
software on a password protected-computer. Back-up copies of all the files will be made and
a master copy will be safely secured on a password protected computer (De Vos et al., 2011).
Signed consent forms will be kept securely in a locked cupboard which only AS and SP will
have access to. On completion of the proposed research study, the data will not be destroyed.
Data will be stored on a password-protected computer for 5 years. Data will be used for
research purposes and for public dissemination at the end of the study. A knowledge
dissemination event will take place with the participants after the study’s write-up.
Participant permission for further use of their data will be obtained using informed consent

forms if necessary.

5. Data analysis
The data collected for this study will first be transcribed and then uploaded onto the

DEDOOSE web-based qualitative and mixed-methods analysis application. Braun and
Clarke’s (2006 as cited in Maguire and Delahunt, 2017) six-step framework for thematic
analysis will then be used to systematically analyse the data.
The six steps are as follows:
1. Familiarise with the data: SP will read and re-read the transcripts. Notes will be taken
during this reading process to form the initial preliminary analysis.
2. Generate initial codes: The data will be organised in a meaningful and systematic

way. Theoretical thematic analysis will be employed, rather than an inductive
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approach as specific research questions are sought to be addressed through this
research (Maguire and Delahunt, 2017).
3. Search for themes: Patterns in the data will then be identified
4. Review themes: These emergent themes will then be reviewed by both SP and Dr.
Alison Swartz which will ensure rigour at this stage of the research
5. Define and name themes: The themes will then be defined and organised in a coherent
and meaningful way
6. Produce the report: A report will then be written in the form of a journal “ready”
manuscript and submitted as part of the Master of Public Health thesis component.
Thematic analysis is “the process of identifying patterns of themes within qualitative data”
(Maguire and Delahunt, 2017: 3352). The primary aim of thematic analysis is to identify
emergent themes and patterns in the data and then to use them to answer a question or to
generate meaningful insights about an issue (Maguire and Delahunt, 2017). Rather than
merely organising and summarising the data, thematic analysis goes further to analyse the
key themes and make sense of them. There are two levels of themes that have been identified
by Braun and Clarke (2006 as cited in Maguire and Delahunt). The first, is the semantic level
at which meanings of the data remain on the surface and no further meaning is extracted. The
second, is the latent level where deeper meanings and “underlying ideas, assumption, and
conceptualisations- and ideologies” are formed (Braun and Clarke, 2006: 6 as cited in

Maguire and Delahunt, 2017: 3353).

6. Data verification
Data verification will be conducted with reference to the four following criteria proposed by

Lincoln and Guba (1999 as cited in De Vos et al., 2011):
1. Credibility/authenticity- the identification and accurate description of the subject

2. Transferability- transferability of the research findings to another context or case

19



3. Dependability- the logical, accurate documentation and auditing of the data collected;

4. Confirmability- the potential of the findings to be confirmed by future research

Reflexivity
Reflexivity is the process of “introspection on the role of subjectivity in the research process”

(Palagnas et al., 2017: 427). The primary researcher is a young female, aged 25, who is not
South African and from a Sri Lankan culture. The researcher does not speak fluent isiXhosa,
which is the primary language spoken in the study setting. This could impact the quality of
the data collected as all interviews will be conducted in English. The researcher is also of a
similar age to the participants which could facilitate discussions about sexual and
reproductive health, dating and sexuality. SP is not affiliated with any religion or faith group
and will be mindful of this fact when discussing religious and/or faith beliefs with the
participants to not let her own views or opinions obstruct data collection. SP will try to
ensure, at all times, that she will be self-aware, respectful and sensitive to the culture and
religious beliefs of the participants in order to ensure that any differences of view do not

hinder or impede on the quality of the data collected.

7. Ethical considerations

Voluntary Participation
Participation in this study, will at all times be voluntary. The young women aforementioned

from both Town Two and the programme will be informed face-to-face about the study’s
aims and objectives before being asked whether they would like to participate. Two copies of
the informed consent forms (Appendix C and D) will be handed out and read together (both
by participants and researchers), after which the participants will be able to ask any questions.
Participants will then sign both the consent forms and give the researcher one copy and keep
the other. Thereafter, interested individuals will be asked to write down their names and

contact details and then contacted at a later date to participate in scheduled individual
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interviews which will be voluntary, regardless of whether or not they signed up to

participate.

A factor that may increase the vulnerability of participants might be the discussion of sexual
and reproductive health. Discussing negative health conditions or negative sexual experiences
may produce some discomfort to some women. Additionally, as the women live in an
impoverished township settlement and are unemployed, there may be various social and
economic issues that surface during the interviews that may be difficult to speak about. In
order to ensure the comfort and well-being of the participants, debriefing measures will be
put into place after every interview. Contact details of mental health professionals have also
been listed in Appendix F. Participants will be referred to these if any mental health-related

or any other relevant social issues emerge.

Confidentiality and anonymity
Throughout data collection, all participant-identifiers will be removed as data does not have

to remain linked to specific participants. Only views, perspectives and experiences will be
analysed. Confidentiality and anonymity will therefore be ensured by the removal of these

identifiers and if participants wish, pseudonyms will be used during write-up.

Ethics approval
Ethical approval for this study will be sought from the University of Cape Town’s Health

Science Faculty’s Human Research and Ethics Committee (HREC) and the University of
Cape Town’s School of Public Health and Family Medicine. This study is a sub-study of a
larger study titled “Uncertainty, sexual partnerships and the transition into adulthood in
Khayelitsha” which has already obtained ethics approval from the University of Cape Town’s
Health Science Faculty’s (HREC) and the University of Cape Town’s School of Public

Health and Family Medicine. The HREC reference number for this study is 321/2018.
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Risks
Overall, participation in this study is anticipated to be of moderate-risk. The resurfacing of

unpleasant or negative life/sexual experiences may be one potential harm that could befall the
participants as a result of participating in this research study. In order to ameliorate this harm,
when individual interviews will be conducted, participants can ask to skip any uncomfortable
questions or terminate the interview at any time. Additionally, if the participant requires
psychological support, a referral for counselling will be made to one of the mental health
professionals listed in Appendix F. SP is also currently a registered Social Worker (REG NO.
1047782 [01 April 2019- 31 March 2020] and has the necessary training and appropriate
skills to identify and effectively refer participants that may require additional support. SP has
experience working and training at SHAWCO Du Noon Clinic, ASTRA Jewish Sheltered
Employment Centre and Timour Hall Primary School as a Social Worker. She has also
volunteered with Cape Mental Health as a psycho-social group facilitator. No other physical,

professional or legal risks are anticipated.

Benefits
The benefits of the proposed research for participants is anticipated to include deeper selt-

awareness of how their religious and/or faith beliefs influence sexual and reproductive health
decision-making. Participation in this research study will also give participants the
opportunity to contribute to the generation of knowledge that will be used to further improve

public health interventions targeted at this specific population, within this context.
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8. Study period and time-frame

Research Activity Intended Time-line
1. Protocol submission April 2019

2. Literature review submission to AS June 2019

3. Data collection May-July 2019

4. Data Analysis June-August 2019
5. Journal “ready” manuscript August 2019

6. Draft submission to AS and final write-up mid-August 2019

7. Submission Ist September 2019

9. Write-up and dissemination
The final version of this mini-thesis will, upon completion, be submitted in partial fulfillment

for the Master in Public Health degree (Social and Behavioural Sciences track) offered at the
University of Cape Town. Part C, the journal “ready” manuscript will also be submitted to a
chosen peer-reviewed journal (Journal of Religion and Health or Culture, Health and

Sexuality) for publication at a later period.

23



References

Abrahams, N., Mathews, S., Martin, L.J., Lombard, C. and Jewkes, R., 2013. Intimate partner
femicide in South Africa in 1999 and 2009. PLoS Medicine, 10(4), p.e1001412.

Agha, S., Hutchinson, P. and Kusanthan, T., 2006. The effects of religious affiliation on
sexual initiation and condom use in Zambia. Journal of Adolescent health, 38(5),
pp-550-555..

Burchardt, M., 2011. Challenging Pentecostal moralism: erotic geographies, religion and
sexual practices among township youth in Cape Town. Culture, Health & Sexuality,
13(06), pp.669-683.

Chou, D., Cottler, S., Khosla, R., Reed, G.M. and Say, L., 2015. Sexual health in the
International Classification of Diseases (ICD): implications for measurement and
beyond. Reproductive health matters, 23(46), pp.185-192.

Cooper, D., De Lannoy, A. and Rule, C., 2015. Youth health and well-being: Why it matters.
South African Child Gauge. Cape Town: Human Sciences Research Council, 60.

Coovadia, H., Jewkes, R., Barron, P., Sanders, D. and Mclntyre, D., 2009. The health and
health system of South Africa: historical roots of current public health challenges. The
Lancet, 374(9692), pp.817-834.

De Vos, A.S., Delport, C.S.L., Fouché, C.B. and Strydom, H., 2011. Research at grass roots:
A primer for the social science and human professions. Van Schaik Publishers.

Edwards, W.M. and Coleman, E., 2004. Defining sexual health: a descriptive overview.
Archives of sexual Behavior, 33(3), pp.189-195.

Encyclopadia Britannica. Britannica Book of the Year 2003. Encyclopadia Britannica,
(2003) ISBN 978-0-85229-956-2 p. 306

Eriksson, E., Lindmark, G., Haddad, B. and Axemo, P., 2014. Young people, sexuality, and
HIV prevention within Christian faith communities in South Africa: A cross-sectional
survey. Journal of religion and health, 53(6), pp.1662-1675.

Garner, R. C. 2000. Safe sects? Dynamic religion and AIDS in South Africa. The Journal of
Modern African Studies, 38(1), 41-69.

Gaydos, L.M., Smith, A., Hogue, C.J. and Blevins, J., 2010. An emerging field in religion
and reproductive health. Journal of Religion and Health, 49(4), pp.473-484.

Graham, L. 2016. ‘I am a mother’: young women’s negotiation of femininity and risk in the
transition to adulthood. Culture, health & sexuality, 18(3), 265-279.

Ha, W., Salama, P., Gwavuya, S. and Kanjala, C., 2014. Is religion the forgotten variable in
maternal and child health? Evidence from Zimbabwe. Social science & medicine, 118,
pp-80-88.

Harling, G., Newell, M. L., Tanser, F., Kawachi, I., Subramanian, S. V., & Bérnighausen, T.
2014. Do age-disparate relationships drive HIV incidence in young women? Evidence
from a population cohort in rural KwaZulu-Natal, South Africa. Journal of acquired
immune deficiency syndromes (1999), 66(4), 443-451.
doi:10.1097/QAI1.0000000000000198

Harrison, A., Cleland, J. and Frohlich, J., 2008. Young people's sexual partnerships in
KwaZulu-Natal, South Africa: patterns, contextual influences, and HIV risk. Studies
in family planning, 39(4), pp.295-308.

Harrison, A., Colvin, C. J., Kuo, C., Swartz, A., & Lurie, M. 2015. Sustained High HIV
Incidence in Young Women in Southern Africa: Social, Behavioral, and Structural
Factors and Emerging Intervention Approaches. Current HIV/AIDS reports, 12(2),
207-215. doi:10.1007/s11904-015-0261-0

Holt, C.L., Schulz, E. and Wynn, T.A., 2009. Perceptions of the religion—health connection
among African Americans in the southeastern United States: Sex, age, and urban/rural
differences. Health Education & Behavior, 36(1), pp.62-80.

24



Honwana, A. 2014. 2 ‘Waithood’: Youth Transitions and Social Change. In Development and
Equity (pp. 28-40). Brill.

Human Sciences Research Council (HSRC) (2018). The Fifth South African National HIV
Prevalence, Incidence, Behaviour and Communication Survey, 2017: HIV Impact
Assessment Summary Report. Cape Town, HSRC Press.

Jewkes, R., Levin, J., & Penn-Kekana, L. 2002. Risk factors for domestic violence: findings
from a South African cross-sectional study. Social science & medicine, 55(9), 1603-
1617.

Jewkes, R.K., Dunkle, K., Nduna, M. and Shai, N., 2010. Intimate partner violence,
relationship power inequity, and incidence of HIV infection in young women in South
Africa: a cohort study. The lancet, 376(9734), pp.41-48.

Keikelame, M.J., Murphy, C.K., Ringheim, K.E. and Woldehanna, S., 2010. Perceptions of
HIV/AIDS leaders about faith-based organisations’ influence on HIV/AIDS stigma in
South Africa. African journal of AIDS research, 9(1), pp.63-70.

Maguire, M., & Delahunt, B. 2017. Doing a thematic analysis: A practical, step-by-step guide
for learning and teaching scholars. AISHE-J: The All Ireland Journal of Teaching and
Learning in Higher Education, 9(3).

Mantell, J.E., Correale, J., Adams-Skinner, J. and Stein, Z.A., 2011. Conflicts between
conservative Christian institutions and secular groups in sub-Saharan Africa:
Ideological discourses on sexualities, reproduction and HIV/AIDS. Global public
health, 6(sup2), pp.S192-S209.

Marston, C., & King, E. 2006. Factors that shape young people's sexual behaviour: a
systematic review. The lancet, 368(9547), 1581-1586.

McCree, D.H., Wingood, G.M., DiClemente, R., Davies, S. and Harrington, K.F., 2003.
Religiosity and risky sexual behavior in African-American adolescent females.
Journal of adolescent health, 33(1), pp.2-8.

Mmari, K., & Sabherwal, S. 2013. A review of risk and protective factors for adolescent
sexual and reproductive health in developing countries: an update. Journal of
Adolescent Health, 53(5), 562-572.

Moodley, C.G., 2017. Perceptions of South African Emerging Adult FET College Students
on Sexual Practices in Relation to Religion. Journal of religion and health, 56(5),
pp.1515-1536.

Moreau, C., Trussell, J. and Bajos, N., 2013. Religiosity, religious affiliation, and patterns of
sexual activity and contraceptive use in France. The European Journal of
Contraception & Reproductive Health Care, 18(3), pp.168-180.

Mutinta, G. and Govender, K., 2012. The socio-environmental determinants of students’
sexual risk behaviour and HIV prevention at the University of KwaZulu-Natal.
Journal of Human Ecology, 38(1), pp.17-29.

National Department of Health (NDoH), Statistics South Africa (Stats SA), South African
Medical Research Council (SAMRC), and ICF. 2019. South Africa Demographic and
Health Survey 2016. Pretoria, South Africa, and Rockville, Maryland, USA: NDoH,
Stats SA, SAMRC, and ICF.

Nattabi, B., Li, J., Thompson, S.C., Orach, C.G. and Earnest, J., 2012. Between a rock and a
hard place: stigma and the desire to have children among people living with HIV in
northern Uganda. Journal of the International AIDS Society, 15(2), p.17421.

Ngxiza, S. 2012. Sustainable economic development in previously deprived localities: the
case of Khayelitsha in Cape Town. In Urban Forum (Vol. 23, No. 2, pp. 181-195).
Springer Netherlands.

Osafo, J., Asampong, E., Langmagne, S. and Ahiedeke, C., 2014. Perceptions of parents on
how religion influences adolescents’ sexual behaviours in two Ghanaian
communities: Implications for HIV and AIDS prevention. Journal of religion and
health, 53(4), pp.959-971.

25



Palaganas, E.C., Sanchez, M.C., Molintas, M., Visitacion, P. and Caricativo, R.D., 2017.
Reflexivity in qualitative research: A journey of learning. The Qualitative Report,
22(2), pp.426-438.

Patten, G.E., Wilkinson, L., Conradie, K., Isaakidis, P., Harries, A.D., Edginton, M.E., De
Azevedo, V. and van Cutsem, G., 2013. Impact on ART initiation of point-of-care
CD4 testing at HIV diagnosis among HIV-positive youth in Khayelitsha, South
Africa. Journal of the International AIDS Society, 16(1), p.18518.

Pienaar, A., Swanepoel, Z., Van Rensburg, H., & Heunis, C. 2011. A qualitative exploration
of resilience in pre-adolescent AIDS orphans living in a residential care facility.
Sahara-J: Journal of Social Aspects of HIV/AIDS, 8(3), 128-137.

Romo, L.F., Berenson, A.B. and Segars, A., 2004. Sociocultural and religious influences on
the normative contraceptive practices of Latino women in the United States.
Contraception, 69(3), pp.219-225.

Sennott, C., & A. Mojola, S. 2017. ‘Behaving well’: the transition to respectable womanhood
in rural South Africa. Culture, health & sexuality, 19(7), 781-795.

South African Police Service 2016. “Crime situation in South Africa: 1 April 2015- 31 March
2016 (PDF) South African Police Service. 2 September 2016. p. 21

Southern, S., 2018. Recent perspectives on sexual health.

Spadt, S.K., Rosenbaum, T.Y., Dweck, A., Millheiser, L., Pillai-Friedman, S. and Krychman,
M., 2014. CME information: sexual health and religion: a primer for the sexual health
clinician (CME). The journal of sexual medicine, 11(7), pp.1606-1619.

Stats, S. A. 2011. Statistics South Africa. Formal census.

Swartz, A., Colvin, C. and Harrison, A., 2018. The problem or the solution? Early fertility
and parenthood in the transition to adulthood in Khayelitsha, South Africa.
Reproductive health matters, 26(54), pp.145-154.

Takyi, B.K., 2003. Religion and women's health in Ghana: Insights into HIV/AIDS
preventive and protective behavior. Social science & medicine, 56(6), pp.1221-1234.
Takyi, B.K., 2003. Religion and women's health in Ghana: Insights into HIV/AIDS
preventive and protective behavior. Social science & medicine, 56(6), pp.1221-1234.

Toska, E., Cluver, L. D., Boyes, M., Pantelic, M., & Kuo, C. 2015. From 'sugar daddies' to
'sugar babies': exploring a pathway among age-disparate sexual relationships, condom
use and adolescent pregnancy in South Africa. Sexual health, 12(1), 59—66.
doi:10.1071/SH14089

UNAIDS. 2018. [online] Available at:
http.//www.unaids.org/sites/default/files/media_asset/unaids-data-2018 en.pdf
[Accessed 12 Apr. 2019].

Yip, Andrew Kam-Tuck. 2010 "Special feature: Sexuality and religion/spirituality." (2010):

667-670.

26



PART B: STRUCTURED LITERATURE REVIEW

1. Introduction
The objectives of this literature review are to one, summarise and interpret contemporary

literature focusing on sexual health and its relationship to religion and two, to present any
gaps in the existing literature. A few key themes emerged in the review: 1) the evolving
nature of the concept of sexual health; 2) the myriad of factors influencing sexual health; 3)
the different perspectives on sex and sexuality in South Africa ; 4) the relationship between
sexual health and religion and 5) the transition to adulthood. Critical examination of the gaps
in these emerging themes point towards the need for future research that explores the /ived
experience of sexual health in relation to individual religious beliefs, the role that religious
organisations play and how sexual health decision-making unfolds in relation to discourses

on sexuality.

Search strategy
In order to find the most relevant literature, key terms such as “sexual health”, “religion”,

“Afric*”, “sub-Saharan Afric*”, “South Africa”, “faith-based” and “khayelitsha” were
entered into databases such as SCOPUS, PubMed, MEDLINE, Google Scholar and

EBSCOhost using Boolean phrases.

2. On ‘sexual health’
Since 1975, the definition of sexual health has continued to evolve and is said to be fluid,

dependent on time and space and shaped by historical events such as “the 1960s sexual
revolution, the ongoing struggle over reproductive rights and abortion, the maturation of the
gay rights movement, overpopulation concerns, and the devastating international impact of
HIV/AIDS” (Edwards & Coleman, 2004: 189). Originally, it referred to the “integration of

somatic, emotional, intellectual and social aspects of sexual being, in ways that are positively
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enriching and that enhance personality, communication and love” (World Health
Organisation [WHO], 1975 as cited in Edwards & Coleman, 2004: 190). Newer definitions of
sexual health have come to encompass the knowledge of sexuality, self-awareness, self-
acceptance, the ability to be intimate and communicate sexual needs and desires with a sexual
partner, to be able to obtain sexual fulfillment, set healthy sexual boundaries and be free from
diseases that interfere with sexual functioning (Robinson et al., 2002).

The term ‘sexual health’ is also used interchangeably with ‘reproductive health’.
However, it is important to note that sexual health and reproductive health, while appearing
to be the same, are in fact, quite different from each other. The WHO (2010) defines
reproductive health as health concerning ‘the reproductive processes, functions and systems
at all stages of life’ and thus, there is a general consensus in the literature that ‘reproductive
health’ falls under the broader umbrella of sexual health (as cited in Edwards & Coleman,
2004).

While there is a considerable amount of literature on the theoretical and conceptual
understandings of ‘sexual health’, what is lacking however, is literature that goes beyond
theoretical conceptualisation and explores the term in its practical application in lived
experience. In South Africa, young women carry the greatest burden of sexual health disease
and thus, it would be useful to explore how sexual health is experienced and understood by
this at-risk population (Beksinska et al., 2014). Health promotion strategies can then address

any issues in understanding and improve upon sexual health literacy.

3. Factors influencing sexual health
Various factors affect sexual health. In the past 15 years, factors influencing young women’s

sexual and reproductive health (Siebold, 2011); sexual behaviour (Pettifor et al., 2005;
Marston & King, 2006; Eaton, Flisher & Aaro, 2003); sexual violence (Petersen, Bhana &

McKay, 2005; Coovadia et al., 2009); timing of first sexual intercourse (Tenkorang &
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Maticka-Tyndale, 2009); domestic violence (Jewkes, Levin & Penn-Kekana, 2002) and the
social determinants of health (Rao et al., 2012) (to name a few) have been explored more
specifically. Mmari and Sabherwal’s (2013) literature review on the risk and protective
factors of adolescent sexual and reproductive health in developing countries found that
between 2003 and 2010, the most published articles focused on condom use and sexual
initiation, followed by pregnancy and childbearing, HIV, contraception, number of sexual
partners, STIs and sexual coercion. Overall, risk factors for sexual and reproductive health
among adolescents were identified as being unmarried, unemployed, consuming alcohol,
having peers who had had sex, place of residence, early sexual debut orphan status and forced
sex with a sexual partner and biological risk factors (Mmari & Sabherwal, 2013; Harrison et
al., 2015). Protective factors were greater educational attainment and being able to discuss
reproductive health issues with partners (Mmari & Sabherwal, 2013).

In South Africa, young women, in comparison to their male counterparts, carry a
greater burden of sexual health disease with nearly one-fifth of all women of reproductive age
(15-49 years) being identified as HIV-positive (StatsSA, 2011). Gender-related contextual
factors such as age-disparate relationships may precipitate gender-based violence and limited
condom-use negotiation which has been extensively covered in the literature (Harrison et al.,
2015; Marston & King, 2006; Pettifor et al., 2005). However, some scholars contend that
age-disparate relationships do not predict HIV- acquisition and suggest that this may be due
to women having more power over the formation and dissolution of relationships and because
they may be selective of partners to avoid risk of infection (Harling et al., 2015). Women's
socio-economic vulnerability also places them at higher risk of experiencing domestic abuse,
sexual assault and rape (Harrison et al., 2015; Jewkes, Levin & Penn-Kekana, 2002; Cooper
etal., 2015).

The rate of sexual violence in South Africa is amongst one of highest in the world -

in 2016, nearly 52 000 sexual crimes were reported to the South African Police Service
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(SAPS)- although the actual number is believed to be higher (SAPS, 2016). Marston and
King’s (2006) study revealed that girls were told to keep quiet about sexual coercion and
violence occurring in their relationships. These gender inequalities and economic
vulnerability shaping the context of HIV-risk among women are referred to as the ‘dynamics
of hypervulnerability’ (Leclerc-Madlala, 2009 as cited in Harrison et al., 2015).
Additionally, risk of HIV-infection and other sexually transmitted infections (STIs) is
also highest among women transitioning to adulthood between the ages 18 and 25 (Harrison
et al., 2015). This is due to greater substance use, experimentation and sexual risk-taking
behaviour during this period (Myer et al., 2009 as cited in Harrison et al., 2015). Studies
show that alcohol use increases during the transition to adulthood, which coincides with the
decreased use of condoms as alcohol consumption increases (Pitpitan et al., 2012 as cited in
Harrison et al., 2015). The use of condoms is stigmatised in long-term, committed
relationships and is associated with inviting accusals of infidelity (Marston & King, 2006;

Heeren et al., 2007 as cited in Harrison et al., 2015).

4. The different perspectives on sex and sexuality
Trinitapoli (2006) notes that religion and spirituality are central to African social and cultural

life and therefore, have a strong bearing on sexual behaviour and health outcomes. In South
Africa, Christian missionaries in the 19th Century brought about the separation of sexuality
as a set of ‘practices and knowledge’ from ‘concepts of kinship and reproduction’ (Delius &
Glasner, 2002 as cited in Burchardt, 2013: 497). Thus, there are now two competing
discourses on human sexuality. One, is rooted in religious (Christian) discourse and asserts
that “sex is for procreation within marriage and not a topic for discussion with young people”
(Coovadia et al., 2009: 822). However, South Africa's history of forced removals and the
growing mining industry and migrant labour system does not ensure the guarantee of fidelity

or monogamy and thus, the notion that sexual activity is purely for reproduction within the
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union of marriage does not hold in the face of these social issues (Mantell et al., 2011;
Coovadia et al., 2009).

The other view is the traditional African perspective that “sex is normal, healthy and
[an] essential feature of life for all ages, and something about which there should be openness
and communication”(Delius & Glaser, 2002; Jewkes, Penn-Kekana & Rose-Junius, 2005 as
cited in Coovadia et al., 2009: 822). Studies have found that in reality, matters of sex are
discussed among peers or learnt through media due to numerous barriers in parent-adolescent
and intergenerational communication on issues related to sexuality and sexual health such as
embarrassment, culture and religious beliefs ( Coetzee et al., 2014; Motsomi et al., 2016;
Fearon et al., 2015). Thus, the impact that religion and culture have on sexual health is an

important component of gaining deeper understanding about sexual health issues.

5. The relationship between religion and sexual health
The impact that religion has had on various aspects of sexual health have been well-

documented. Moodley’s (2017) study among college students in Cape Town found that there
was a large need for more open communication about youth sexual health by religious
institutions and that there was a general perception that religion did not have the ability to
make any significant impact to changing sexual health behaviours. However, authors such as
Leclerc-Madlala (2000) argue that discarding religion may make youth more susceptible to
HIV-infection and others such as Forman (1998) and Puffer and colleagues (2012) advise that
partnerships between public health and religious institutions be encouraged in order to
improve youth sexual health (as cited in Moodley, 2017).

In South Africa, studies concerning religion and sexual health have explored
pentecostal moralism and sexual practices (Burchardt, 2011), sexual partnerships and
sexuality (Harrison, Cleland & Frohlich, 2008; Eriksson et al., 2014; Moodley, 2017),

conservatism vs. secularism (Mantell et al., 2011), faith-based organisations (FBOs)
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(Keikelame et al., 2010) and the social determinants of risky sexual behaviour (Mutinta &
Govender, 2012) - to name a few. Religion and sexual health are generally discussed or
investigated within the context of HIV (Garner, 2000), HIV-related stigma (Keikelame et al.,
2010), HIV-prevention (Mutinta & Govender, 2012; Eriksson et al., 2014), HIV-treatment
(Medved-Kendrick, 2017) and HIV-risk (Harrison, Cleland & Frohlich, 2008) -reflecting the
impact HIV has had in the region.

During the early years of the HIV-epidemic, religious involvement in the health sector
was considered detrimental as some religious groups perceived AIDS to be a punishment for
the sin of human sexual promiscuity and thus, opposed prevention efforts such as the
promotion of condom-use and sex education (Balogun, 2010; Shaw & El-Bassel, 2014).
More recently however, FBOs have become major players in HIV-prevention partnerships,
with Christian organisations spearheading faith-based responses to the epidemic (Shaw & El-
Bassel, 2014; Balogun, 2010).

However, the partnership between FBOs and public health is not without its
drawbacks. Casale and colleagues’ (2010: 140) study exploring the dilemmas and tensions
facing faith-based organisations when promoting HIV-prevention programmes found that the
“moral dichotomisation of right and wrong” when religious institutions deliver sexual health
messages can silence or stigmatise those who have behaved ‘badly’ or ‘wrongly’. Keikelame
and colleagues (2010) note that this stigmatisation and discrimination can hinder testing for
STIs/HIV and prevent individuals from knowing their status and obtaining life-saving
treatment.

Another major barrier to collaboration between FBOs and public health is conflict
over prevention strategies (Olowu, 2015). The main source of conflict is over which
prevention effort is promoted: FBOs favour abstinence and faithfulness, while secular
officials prefer methods proven to be effective such as condom-use and contraception

(Olowu, 2015). Consequentially, mixed messages about condom use are delivered, in which

32



the primary sexual health message from FBOs is to abstain from premarital sex and to use
condoms and contraceptives from health organisations (Eriksson et al., 2014; Olowu, 2015;
Amoateng et al., 2014). This contradiction is referred to in the literature as the ‘condoms
versus abstinence discourse’ (Casale et al., 2010). However, Mbotho, Cilliers and Akintola
(2011) found that among university students at the University of KwaZulu-Natal, the
message of abstinence gave them the opportunity to fulfil their spiritual obligations to God
but also, to avoid emotional hurt and any physical costs of having sexual intercourse.
Secularism has also had an effect on the relationship between religion and sexual
health. Before 1994, South Africa was a society based on racial segregation and Christian
values and had a history of international isolation however, after the demise of apartheid, it
became part of the global economy and had to learn to adhere to the modernist values of
economic freedom and secularism (Vorster, 2013). Since the 1990s, South Africans have
been faced with an explosion of information caused by the media, internet, and mobile phone
industries (Vorster, 2013). This exposure to cultural variation has shifted discourses,
transformed values and norms and allowed for freedom of choice between beliefs (Vorster,
2013). Some studies suggest that secularism may be one reason for the perception of religion
having a lessening effect on sexual behaviour (Moodley, 2017). Other studies suggest that
neither secularism nor religious practice appear to play a significant role in influencing sexual
behaviour, regardless of the strength of religious commitments, as these commitments
themselves are constantly shifting, reflecting the nature of insecure socio-economic situations
and experimentation with self-expression (Burchardt, 2011). The transition to adulthood is

seen as a period of greater self-experimentation among youth.

6. The transition to adulthood
The transition to adulthood period refers to the period between 18 and 25 years and is

generally seen as moving from schooling to employment and then to raising one’s own
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family (Honwana, 2014; Harrison et al., 2015). In many parts of the world, marriage, having
children and taking responsibility for their development are seen as significant markers along
the transition to adulthood (Juarez & Gayet, 2014). However, many studies have found that
for youth facing a lack of employment opportunities, access to post-secondary schooling and
other basic resources, the ability to become independent- ‘to build, buy, or rent a house for
themselves, support their relatives, get married, establish families and gain social recognition
as adults’- is severely inhibited (Honwana, 2014: 28; Juarez & Gayet, 2014; Graham, 2016;
Swartz, Colvin & Harrison, 2016; Sennott & Mojola, 2017). Honwana (2014) introduces the
term ‘waithood’ which refers to the transitional period between adolescence and adulthood,
which is oftentimes longer for youth that do not have the resources to become independent.
The failure to do so is not ascribed to young people’s capabilities but rather, to the failure of
the State that does not provide the opportunities to study further or find gainful employment
(Honwana, 2014). Some authors have identified that the absence of traditional markers of
transitioning to adulthood have led to the emergence of alternatives. For women, Swartz and
colleagues (2018: 152) suggest that “early fertility, though clearly a public health problem,
can become a solution to social circumstances" as parenthood may build self-esteem and
develop a sense of responsibility. Similarly, biological motherhood and respectability, which
is performed through taking responsibility over domestic duties, can serve as important
markers of womanhood (Sennott & Mojola, 2017).

In Khayelitsha, the transition to adulthood involves the navigation of uncertainty and
a lack of opportunity however, while these are some of the many challenges that young
people face, there is also a great capacity and potential to find creative means to express
empowered agency (Swartz, Colvin & Harrison, 2016; Graham, 2016). The intersection
between this creativity and agency culminate in success stories of performing well
academically, being involved in community-development efforts or starting a small business

of one’s own (Swartz, Colvin & Harrison, 2016). Nevertheless, the majority of youth are
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caught somewhere within the stage of ‘waithood’, which can often continue for long periods
of time (Swartz, Colvin & Harrison, 2016). Thus, parenthood and intimate sexual
relationships can exist as avenues into the transition to adulthood and play a central role in

young people's lives (Swartz, Colvin & Harrison, 2018; Burchardt, 2011).

7. Gaps in the literature
From the review of this literature, what we know is that the theoretical and conceptual

understanding of sexual health is located within landscapes that are influenced by socio-
political and historical events (Edwards & Coleman, 2004). We also know that sexual health
is an umbrella term encompassing various aspects related to sexual health such as sexual
fulfillment, lack of disease, reproductive-health, healthy relationships and greater self-
awareness (Robinson et al., 2002). There is also extensive literature pointing out the fact that
young women are at greater risk of sexual health problems (StatsSA, 2011; Harrison et al.,
2015). The partnership between faith-based organisations involved in sexual health
interventions and health facilities offering sexual health services is also identified to be
fraught with conflict (Casale et al., 2010; Eriksson et al., 2011; Olowu, 2015; Amoateng et
al., 2014).

From this information, we can deduce that there are a number of gaps to which we
require the answers. The first question is how the tensions in the relationship between sexual
health and religion express themselves in communities that are at-risk and how these tensions
are experienced. We also do not know how the relationship is experienced at the time of
transitioning to adulthood, which is considered to be a time at which HIV-infection is
considered particularly high (Dick & Ferguson, 2015 as cited in Harrison et al., 2015). The
context of uncertainty and socio-economic deprivation in which this relationship is
experienced is also under-studied, with respect to how it influences the experiences of

individual religiosity and sexual health decision-making. While we also know that religion
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and spirituality are considered a central focus in African culture, we do not know how
contemporary youth culture plays a role in influencing the sexual health-religion relationship,
at the time of transitioning to adulthood and when faced with socio-economic uncertainty.
Greater insight is required into how young people make sense of the tensions in how public
health interventions involving religious organisations are being delivered. Their perceptions
of religious organisations’ involvement in providing sexual health programmes and how they
think it can be strengthened may also provide valuable insight into how we can better tailor

health interventions to at-risk populations.

8. Conclusion
This literature review has provided an overview on the topic of sexual health and religion

with particular attention to the South African context. the main themes discussed with the
conceptual nature of sexual health factors influencing sexual health different perspectives of
human sexuality the relationship between sexual health and religion and the transition to
adulthood. the main gaps in the literature include a lack of exploration of the experience of
tensions in the sexual health religion relationship how sexual health decision-making unfolds
in light of these tensions and how the partnership between religious organisations and health

facilities offering sexual health services is perceived.
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PART C: JOURNAL “READY” MANUSCRIPT

“You don’t feel in control”: the relationship
between sexual health, religion and the
transition to adulthood in a context of
uncertainty

Shehani Perera! -

Abstract  South Africa continues to have the highest HIV-prevalence in the world,
in addition to other sexual health-related issues. A vast majority of its population is
also religiously affiliated with Christianity. This study sought to understand how
young women living in Khayelitsha experience the relationship between sexual health
and religion within the context of uncertainty and socio-economic deprivation. How
their sexual health-decision making unfolds given the tensions that arise between
religious expectations and socio-economic realities and how they perceive the
partnership between religious organisations and public health facilities offering sexual
health services was also explored. Data collection consisted of ethnographic field
notes, 11 semi-structured interviews and 3 focus group discussions with 6 people in
each group. Data were then analysed using a thematic analysis approach. The findings
reveal that young women experience the tension between religious expectations and
their socio-economic realities through the “moral dichotomisation of right and wrong”
and that this, in addition to the ‘dynamics of hypervulnerability’ consisting of gender

inequalities and economic vulnerability, leads to a sense of lacking control over sexual
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health decision-making. The call for church involvement in sexual health-related
matters reveals a deeper desire for various forms of support as they transition to
adulthood in the context of uncertainty and socio-economic marginalisation. The
article argues that young people navigating uncertainty and dealing with the
complexities of transitioning to adulthood may perceive religion and the church to
play the role of a custodian in sexual health issues, however, expectations of the
church are difficult to live up to and sit in tension with socio-economic realities. Thus,
a division of duties between religious organisations and public health facilities should

be established to strengthen sexual health promotion and prevention efforts.

Keywords  Sexual health - Religion * Sexual health decision-making * Youth *

Transition to Adulthood

Introduction

Sexual health is the “integration of somatic, emotional, intellectual and social aspects
of sexual being, in ways that are positively enriching and that enhance personality,
communication and love” (World Health Organisation [WHO], 1975 as cited in
Edwards & Coleman, 2004, p. 190). Sexual health promotion is intended to promote
sexual fulfilment, control over sexual and reproductive behaviours and the use of
health services to prevent disease (Mace, Bannerman & Burton as cited in Edwards &
Coleman, 2004, p. 189).

A myriad of factors influence sexual health such as gender stereotypes, social
expectations, the nature of sexual partnerships and stigmatisation- despite varying
contexts (Marston & King, 2006; Pettifor et al., 2005). In South Africa, rape, sexual

violence, unintended pregnancies and unsafe abortions occur against a backdrop of
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historical apartheid policies and social issues related to poverty, unemployment, social
isolation and conservative ideas about women’s societal position (Jewkes, Levin &
Penn-Kekana, 2002). Sex remains a controversial issue due to religious and cultural
views on sexuality impacting the uptake of sexual health interventions.

Religion and spirituality are central to African social and cultural life and have
a strong bearing on sexual behaviour and health outcomes (Trinitapoli, 2006). In
South Africa, there are two competing discourses on human sexuality. One is rooted
in religious (Christian) discourse and asserts that “sex is for procreation within
marriage and not a topic for discussion with young people” (Coovadia et al., 2009:
822). However, South Africa's history of forced removals and the growing mining
industry and migrant labour system do not ensure guarantees of fidelity or monogamy
and thus, the notion that procreation should occur only within marriage does not hold
in the face of these social issues (Mantell et al., 2011; Coovadia et al., 2009).

The other view is the traditional African perspective that “sex is normal,
healthy and [an] essential feature of life for all ages, and something about which there
should be openness and communication”(Delius & Glaser, 2002; Jewkes, Penn-
Kekana & Rose-Junius, 2005 as cited in Coovadia et al., 2009: 822). Studies have
found that in reality, there are numerous barriers to parent-adolescent communication
on issues related to sex such as embarrassment, culture and religious beliefs (Motsomi
et al., 2016; Coetzee et al., 2014; Burchardt, 2013). Instead, matters of sex are
discussed among peers or learnt through media (Motsomi et al., 2016; Fearon et al.,
2015).

Studies concerning sexual health and religion have explored pentecostal
moralism and sexual practices (Burchardt, 2011), sexual partnerships and sexuality

(Harrison et al., 2008; Eriksson et al., 2014; Moodley, 2017), conservatism vs.
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secularism (Mantell et al., 2011), faith-based organisations (FBOs) (Keikelame et al.,
2010) and social determinants of risky sexual behaviour (Mutinta & Govender,
2012).

These studies are generally discussed within the context of HIV, reflecting the
impact the epidemic has had in the region (Garner, 2000; Keikelame et al., 2010;
Mutinta & Govender, 2012; Eriksson et al., 2014; Medved-Kendrick, 2017; Harrison,
Cleland & Frohlich, 2008; Burchardt, 2016). During the early years of the epidemic,
religious involvement in the health sector was considered detrimental as some
religious groups perceived AIDS to be a punishment for the sin of human sexual
promiscuity (Balogun, 2010). There was high opposition to prevention efforts such as
condom-use and sex education (Balogun, 2010; Shaw & El-Bassel, 2014). More
recently, however, FBOs have become major players in HIV-prevention partnerships,
with Christian organisations spearheading faith-based responses to the epidemic
(Shaw & El-Bassel, 2014; Balogun, 2010; Ochillo, Teijlingen & Hind, 2017).

While some significant steps have been made, the partnership is rife with
tensions and contradictions. One major source of conflict is over prevention strategies
(Olowu, 2015). FBOs favour abstinence and faithfulness, while secular health
officials advocate for methods such as condom-use (Olowu, 2015). Consequently,
mixed sexual health messages - referred to in the literature as the ‘condoms versus
abstinence discourse’ - are delivered (Olowu, 2015; Amoateng et al., 2014; Casale et
al., 2010).

Additionally, Casale and colleagues’ (2010, p. 140) study exploring the
dilemmas and tensions facing FBOs when promoting HIV-prevention programmes
found that the “moral dichotomisation of right and wrong” can silence or stigmatise

those who are perceived to have behaved ‘badly’ or ‘wrongly’. Keikelame and
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colleagues (2010) note that this stigmatisation and discrimination can hinder testing
for STIs/HIV and prevent individuals from knowing their status and obtaining life-
saving treatment.

In order to gain a deeper understanding of these issues, this study explored the
complex relationship between sexual health and religion in Khayelitsha, an
impoverished township in Cape Town, South Africa, focusing on the experiences and
perceptions of young women.

Khayelitsha means ‘Our New Home’ in isiXhosa, the main language spoken
in the township, and was established as a result of apartheid racist geographical design
(Ngixa, 2012). It is one of the largest townships in South Africa with a population of
approximately 500 000 people and has one of the highest burdens of HIV-infection
(Ngixa, 2012). While nearly 16% of the population is HIV-positive, the burden of
disease is disproportionately borne by women (Garone et al., 2011; Ngxiza, 2012).
Given that the vast majority of the population, 77%, identifies as being Christian, this
study focuses on the relationship between Pentecostal Christianity and sexual health
(Dinbabo et al., 2017).

Since Khayelitsha’s establishment, there have been persistent interconnected
challenges linked to socio-economic deprivation, high unemployment rates,
inadequate infrastructure and a lack of economic opportunity (Ngixa, 2012). In many
parts of the world, obtaining educational qualifications, employment, getting married
and having children are seen as significant markers in the transition to adulthood
(Juarez & Gayet, 2014). However, for youth in Khayelitsha, the ability to become
independent- ‘to build, buy, or rent a house for themselves, support their relatives, get
married, establish families and gain social recognition as adults’- is severely inhibited

(Honwana, 2014, p. 28; Swartz, Colvin & Harrison, 2016). Honwana (2014)
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introduces the term ‘waithood’ to characterise the lengthened period between
childhood and adulthood for youth unable to become independent. The failure to gain
independence is not ascribed to young people’s capabilities but rather, to the failure
of the State that is unable to provide educational or employment opportunities
(Honwana, 2014).

Despite these challenges, youth find creative means to express empowered
agency (Swartz, Colvin & Harrison, 2016; Graham, 2016). The intersection between
this creativity and agency culminate in success stories of performing well
academically, being involved in community-development efforts or starting small
businesses (Swartz, Colvin & Harrison, 2016). The majority, however, are caught
somewhere within the stage of ‘waithood’ (Swartz, Colvin & Harrison, 2016).

The study’s objectives were, therefore, to understand how young women
experience the relationship between sexual health and religion within the context of
uncertainty and socio-economic deprivation and how they perceive the partnership
between FBOs and public health facilities offering sexual health services. The concept
of religion was explored in two ways: 1) with regards to individual beliefs and 2) the
role that religious organisations play in their lives.

The article ultimately argues that young people navigating uncertainty and
dealing with the complexities of transitioning to adulthood may perceive religion and
the church to play the role of a custodian in sexual health issues, however,
expectations of the church are difficult to live up to and sit in tension with socio-
economic realities. The findings explore how this tension is experienced and how
sexual health decision-making unfolds in this context. The exploration of perceptions
regarding the partnership between FBOs and public health facilities offering sexual

health services reveals a need for FBOs to provide support to youth as they transition
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to adulthood and for public health to be embedded in every aspect of youth life:

neighbourhoods, schools and recreational spaces.

Methodology

Study design and population

This study was part of a broader ethnographic study exploring uncertainty, sexual
partnerships and the transition to adulthood among young people living in
Khayelitsha. A qualitative, exploratory study design was used to gain an in-depth
understanding of the relationship between sexual health and religion (De Vos et al.,
2011). Young women living in Khayelitsha between the ages of 18 and 25 years were
selected for this study. Many of the participants were unemployed and lived at home,
while only a few were still at school or lived alone. Three of the participants had

children and one was pregnant.

Recruitment and sampling

Participants were recruited from two different networks. Dr. Alison Swartz (AS), the
supervisor of this study, has conducted extensive ethnographic research with young
people living in Khayelitsha and introduced me to some of the young women she had
already worked with. These members were approached, given information about the
study and asked whether they would be willing to be involved. The second network
through which participants were recruited was a Khayelitsha-based psycho-social
project teaching business, self-development and entrepreneurial skills to young
women. | provided all prospective members with information about the research-

project and asked them if they would be willing to participate. Subsequently,
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purposive and snowballing sampling were used to select participants. The sample for
this study consisted of 11 participants for individual interviews and 6 participants in

each of the focus group discussions.

Data Collection

Data for the study was collected between February and August 2019. Field notes were
written during the first initial visits in order to ensure credibility through the
triangulation of field notes, FGDs and individual interviews. FGDs were based on the
‘River of Life’ activity which seeks to explore life histories from birth into 5 years
into the future and was conducted as a first exercise to gain insight how the women
positioned themselves in relation to social systems such as FBOs, schools, their
families and the community’s health system (Pienaar et al., 2011). Eleven semi-

structured interviews were later conducted.

Data Analysis

Braun and Clarke’s (2006 as cited in Maguire & Delahunt, 2017) six-step framework
for thematic analysis was used to guide the analysis of the data collected. Thematic
analysis 1s “the process of identifying patterns of themes within qualitative data”
(Maguire & Delahunt, 2017, p.3352). Data was first transcribed and uploaded onto
DEDOOSE software. An audit trail was kept throughout data analysis to detail the
process of coding the transcripts several times, grouping them into themes and
revising them using an iterative process by both SP and AS. The research process and

data analysis were reviewed by AS to ensure findings were consistent.
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Findings

Three main themes emerged in the analysis of the data: 1) the “moral dichotomisation
of right and wrong” experienced as the ‘party girl’ and the ‘church girl’; 2) tensions
between religious expectations and socio-economic realities; and 3) a desire for

community support through church involvement.

Theme 1- ‘The party girl vs. the church girl’: the religious dichotomisation of

‘right’ and ‘wrong’

Church services preach the gospel through the “moral dichotomisation of right and
wrong”. For many of the women interviewed, religious doctrine provides a framework

for what is deemed ‘right” and ‘wrong’ behaviour. One participant said:

Being Christian helps you avoid wrong things. It is a home where you are protected

and taught the right way.

The word “home” here, refers to the solace found in religious doctrine. For young
people continuously in motion and striving to make ends meet in the period of
‘waithood’, adhering to religious values or being part of a religious community
provides protection and a safe retreat when life becomes overwhelming. Religion also

has a moralising effect. One woman said:

When you believe in something, you know that whenever you make a bad decision it
[religion] comes into your mind to alert you that “This is not meant to happen, this

is wrong.” If I didn't believe in God, I would enjoy each and every wrong thing I do.
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Contemporary youth cultural activities often conflict with biblical canons and are,
therefore, categorized as ‘bad’ in the dichotomous framework of Christian morality.
In Khayelitsha, youth culture consists of “parties, music, dance, alcohol consumption
[and] the collective smoking of marihuana” (Burchardt, 2011, p.679). The majority of
participants 1 interviewed, despite their religious affiliation and intimate
understanding of the requirements of Christian morality, confirmed that they often
transgressed these rules, going to parties, bars and clubs; having boyfriends and
premarital sex. However, despite the apparent statistical normality of their actions, the
sense that they had ‘broken the rules’ led to profound feelings of shame and guilt. In
fact, young women often seem uncomfortable facing their previous night’s actions in

the morning. Thus, one participant said:

[Young women] drink alcohol and dance, then meet someone who takes them home...

But then, when you wake up, you just leave... just like that.

The avoidance of facing the other person in the morning indicates a desire to maintain
a certain sense of respectability and quickly escape the sobering realisation of having
engaged in something deemed “immoral”. In a sense, avoiding facing the other person
is a way for these young women to avoid facing themselves. The split between being
sexually promiscuous at night and ‘respectable’ during the day can be paralleled to
religious dichotomies between right and wrong, darkness and light, heaven and hell.
Psychologically, the participants I have interviewed develop multiple contradictory
identities, trying to reconcile ‘party girl’ and ‘church girl’. The young women that [

interviewed feel torn between the collective pressure, particularly from parents and
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clergy, as well as their personal aspirations to be ‘good’ and ‘respectable’ on the one
hand, and the peer pressure and biological urge to engage in activities that contravene
socio-religious norms. This complexity not only leads to psychological suffering, but
also reinforces harmful stereotypes. The archetypes are used to deal with the tension
that arises between the expectations placed on them by religion and their navigation
of uncertainty and waithood. They are not only linked to what it means to be a good
Christian woman, but also what it means to be ‘respectable’ in society. Theme 2

explores this notion further.

Theme 2- Sexual health decision-making unfolds amidst the tension between

religious expectations and socio-economic realities

To be perceived as a good, respectable Christian woman, young women are expected

to get married, have children and raise a family. One participant said:

I think religion plays a role because in the Bible even God says that “I’ve
brought you into life so that you can reproduce life on earth.” So, I think [that

is] the main reason I would never not want to have kids.

Having children is considered a significant expression of religious commitment and
devotion, but also gives life meaning and purpose. For women living in contexts
lacking socio-economic opportunities, having children gives them a sense of purpose

and responsibility. One participant said:
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I would like to have [children] because I want to live for someone. It’s what
motivates me to live, to know my purpose in life. When you have a child, you

have to get up in the morning and do something!

Despite this, many women expressed that they would first like to establish themselves
and be financially independent, or at least, independent from their parents, before
getting married or having children. However, due to the socio-economic context that
push women to use sexual relations to obtain basic needs and a contemporary youth
culture that promotes premarital sexual encounters, young women may have children
before marriage. Contraceptive measures are seen to contradict religious values. Thus,
although parenthood is considered to be in accordance with religious values, having
premarital sex, using contraceptives and potential abortions are not. This can cause
women to feel as though they have “failed” if they do not live up to the expectation

of being married first before becoming pregnant. One woman said:

[ failed my religion by getting pregnant and disappointed a lot of people. It
was an embarrassment to my family. My family are people that go to church

and then I got pregnant out of wedlock. It was a big thing.

While the “failure” that brings about “disappointment” and “embarrassment” was
getting pregnant “out of wedlock™, it is the public knowledge of having had premarital
sex which brings the greatest shame. Thus, a woman’s reproductive decisions are the
concern of not only her or her family, but also of “a lot of [other] people” in their
broader community. There is a sense, therefore, that women lack control in making

sexual health decisions. One participant said:
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Men believe that if you get married to them that they will be the head of the
house. He is going to be the one to control everything, but only if you come
together, and talk about such things [sexual health] ...it will be much better, it

will make some harmony in the relationship.

Women are limited in their sexual-health related decision-making because of
community pressures and gender-dynamics within households (Jewkes & Morell,
2010). Social media, on the other hand, is used to control womens’ socio-economic

ranking:

Facebook and Instagram also play a role in the youth’s lives. For instance, on
Facebook people fake themselves, people want to meet a standard of living
that they can’t afford. They pretend to be the someone they are not because

they want to be slay queens and buy clothes.

Social media has made the lives of young people more transparent, and there is more
pressure to “keep up” with the lifestyles they see. The term ‘slay queen’ refers to
women from impoverished backgrounds who maintain a facade of opulence through
the conspicuous consumption of branded clothing, expensive meals and frequenting
exclusive clubs. Linked to the context of socio-economic uncertainty, conspicuous
consumption becomes important for social ranking amongst peers. Men use
environments such as bars to alert women of their wealth through extravagant displays

of consumption. One participant explains:
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Let's say we go to a club and this guy comes directly to me, out of all my friends
he likes me and he says “Look here, I want you and I could buy all of your

friends stuff but you must go home with me tonight.”

The need to be materially provided for and a desire to move up the social hierarchy
amongst peers, attracts women in these spaces to multiple partnerships based on
transactional sex which places them at risk of sexual ill-health. The very gendered
dynamic of being a ‘good’” woman or wife, and being a ‘respectable’ Christian
therefore sits in tension with socio-economic realities that push women to behave in
ways that might risk their sexual health. Due to this tension, young women call for
some kind of redemption through the involvement of churches, clinics and parents in

sexual health matters. Rather than judgement or social exclusion they require support.

Theme 3- The desire for church involvement in sexual health matters is a call for

further community support

Many participants expressed their desire for church involvement in sexual health-
related matters, however, when explaining how they envisioned this collaboration,
they identified numerous practical barriers. Thus, many participants explained that the
church favours abstinence over condom-use, which they argued was unrealistic and
impractical. Further, participants noted that it is generally deemed inappropriate to ask
for and receive sexual health advice at church. Of course, the two are related, as one

participant explained in the following way:
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They can’t teach two things at the same place. They say we should not have sex, yet,
they give us condoms... which are used to have sex. What are they saying we must do

with them?

As they perceived that two contradictory things could not be taught at the same place,
many suggested a division of activity between churches and public health facilities.
Churches were seen as most effective in supporting youth as they navigate uncertainty

and transition to adulthood:

1 think if [the church] had talks with the young kids, to tell them about how they grew
up and if they shared their experiences, their stories; I think that would be better. If
pastors offered support to kids that parents don’t offer them, that would also be fine.
And if they donated more, anything, clothes for example, anything that will make the

young people feel good... Even food.

The two dynamics at play here are 1) the desire to break the silence between
generations and ‘share’ life experiences and 2) a desire for more support. In this case,
material support in the form of food and clothing is being requested, however, many
other participants spoke of emotional, psychological and spiritual support. Saying that
pastors could offer support to individuals whose “parents don’t offer” support, also
reveals a call for more psycho-social and emotional support from parents. Public
health facilities were perceived as being most effective when embedded within youth-

Spaces:

Constant pop ups maybe? A few months there would be a pop up and nurses in the

parks [can teach] young people about sex. I think there should be more pop up clinics
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for young people. Maybe at the backyard of a school, maybe the backyard of a church,
at the park, so that they can be encouraged to go get tested...[and] learn more about

sexual health.

The reference to “pop ups” suggests that women expect the public health facilities do
more preventative work, to come to them rather than asking them to come to clinics.
This is particularly true because public health facilities offering sexual health services
are frequently described as intimidating for young women seeking sexual health
advice. Many expressed anxieties about having a bad experience with healthcare
workers who might “shout” at or “judge” them for having had pre-marital sex. Further,
many women explained that going to clinics could result in stigma and ostracisation.
Women may thus avoid going to clinics to learn about sexual health altogether
perpetuating the cycle of sexual ill-health. The solution suggested by the participants
was to normalize sexual health related discussions though “pop-ups” in public spaces.
This would not only eliminate the stigma currently associated with clinics, but also

prioritize prevention over treatment.

Discussion

This study explored the relationship between sexual health and religion among young
women living in an impoverished South African township. I argue that for youth
navigating the transition to adulthood in contexts of uncertainty, the church can play
the role of custodian regarding sexual health matters. However, church expectations
sit in tension with socio-economic realities and contemporary youth culture. While

other studies have looked at the morality of transactional sex (van der Heijden &
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Swartz, 2014) and the moralised discourse on gender and HIV (Mindry, Knight & van
Rooyen, 2015), this study examined the lived experience of the “moral

2

dichotomisation of ‘right’ and ‘wrong’” and how sexual health decision-making
unfolds given the tensions experienced (Casale et al., 2010, p.140). The archetypal
“party girl” or “church girl” are borne out of contradictory discourses on womens’
sexuality, their socio-economic vulnerability and their engagement in youth culture.

In order to understand the sexual behaviour of young women in contexts of
socio-economic instability and vulnerability, it is important to note that adulthood is
not only a biological or legal concept, but also socially constructed. As a social
construct, adulthood is generally associated with financial independence, autonomous
decision-making and a sense of personal responsibility (Arnett, 2004; Settersten,
2011). In addition to biological changes, therefore, the transition to adulthood is also
marked by psycho-social and behavioural changes. Progressively, children are
recognized as adults and experience themselves as adults because they comply with
the social norms which define adulthood. In the context of extreme socio-economic
instability and vulnerability, parenthood, womanhood, respectability and intimate
sexual relationships have been found to exist as alternative modes of transition into
adulthood (Swartz, Colvin & Harrison, 2018; Sennott & Mojola, 2017).

To this, one can add other activities that are reserved for adults, such as
drinking alcohol, smoking, going to clubs and bars. Some studies have also found that
‘partying’ can be seen as a form of social and political participation (Riley, More &
Griffin, 2010). For individuals unable to become adults through the attainment of
financial independence and autonomy, sexual activity and activities such as drinking,
smoking and partying are the only available way to distinguish themselves from

children and to feel adult. Consequently, women living in contexts of socio-economic

56



instability may be prone to engaging excessively in activities - promiscuous sex and
drinking in particular - that expose them to greater health risks. Most studies
investigating sexual health among impoverished South African youth are centred
around notions of economic vulnerability and the need to engage in transactional sex
to fulfil basic resources and improve social status (Harrison et al., 2015).

The findings reveal that there is also a perceived sense of loss of control over
sexual health decision-making and that this control lies not in the hands of women,
but in the hands of their partners, family members, church and wider community.
Greater self-empowerment, therefore, is required for women to regain a sense of
control over their sexual health. Yet, the disempowering socio-economic realities they
face, and the inhibition of their social and political participation requires that a more
accessible mode of empowerment is available. This is, perhaps, the role that social
media plays in their lives. For instance, the archetype of the ‘slay queen’ who
maintains a facade of opulence, despite her socio-economic background, becomes a
way in which young women can express their empowered agency and attain a higher
social status amongst peers (Sennot & Mojola, 2017). The portrayal of being from a
‘higher’ class may also attract men of a similar class and allow young women to climb
up the social hierarchy through their partner’s social status. While there is
acknowledgement that this lifestyle may be afforded though transactional sex or
multiple relationships which increase the risk of sexual ill-health, there is also a
collective, silent understanding that it is due to the difficulty of becoming self-
sufficient given the circumstances.

Thus, many of the participants called for the involvement of churches in sexual
health related issues. However, similar practical issues such as the contradictory

‘abstinence vs condom use discourse’ and the inappropriateness of learning about
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sexual health from pastors were identified (Casale et al., 2010). The women suggested
that church involvement could, instead, be enhanced if there was greater
differentiation between sexual health-related activities offered by churches and those
provided by public health facilities in their community. Churches were perceived to
be better suited to provide support for youth as they transition to adulthood by
providing material and emotional support. Given that women are at higher risk of
sexual ill-health because of their engagement and/or reliance on transactional sex and
multiple relations to fulfill their socio-economic needs, the church’s potential function
as a ‘basic needs provider’ may decrease the need for transactional sex and assist in
promoting sexual health. Public health services were seen to be most effective when
embedded in spaces frequented by youth such as recreational parks and schools. The
disjuncture between the secularised nature of health services and the moralising nature
of religion can be used to their advantage in this case. If recognised that both domains
are working towards the same objectives, then health facilities can focus their efforts
on providing secularised sexual health services to youth in neutral spaces to eliminate
moralised judgement, while religious organisations provide various forms of support
in accordance with the religious values of generosity and love. This may ease the
tensions that young women experience due to these conflicts and allow them to gain

more control over their lives and sexual health.

Limitations

This study may have been limited by the language barrier between SP and participants.
Interviews were conducted in English which was not the primary language of the

participants and might have influenced how they translated their perceptions. While
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it was beneficial that SP was of a similar age to the participants which promoted
openness in discussions about sex, sexual health and youth culture, the fact that SP is
of Sri Lankan culture and Asian ethnicity may have influenced responses. Another
limitation is that many of the participants were involved in a community-programmes
and thus, their views might not be representative of other young women living in
Khayelitsha who are uninvolved in similar programmes. Given the similarities in the
"sexual health discourses" of most religions, many of the findings might well be
transferable to other similar contexts. However, the relationship between sexual
health, religious values and contemporary youth culture as described in this article,

are unique to Khayelitsha, and thus, might not be generalisable.

Conclusion

The relationship between sexual health and religion is complicated by the tensions
that arise between moralised religious dichotomies and the socio-economic realities
of youth living in contexts of instability, poverty and uncertainty. The partnership
between FBOs and public facilities offering sexual health services is also fraught with
conflict. This study explored these tensions and complications within the context of
socio-economic deprivation and contemporary youth culture in Khayelitsha. It
contributes to a deeper understanding of how the tensions between sexual health and
religion are expressed and experienced by young women and how these tensions
influence their sexual health decision-making. When contemporary youth culture,
coupled with the increasing occurrence of transactional sex and multiple relationships
intersects with religious views on contraception and other prevention strategies, there

is an increased risk of unintended pregnancies or HIV/STI- infection implying
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increased sexual ill-health, social exclusion, mental health issues, and further
economic vulnerability. The call for church involvement reveals that youth require
positive role models who can support them and inspire hope for the future. While this
study focused on the role of religious organisations, it is clear that community efforts
involving parents, community members, schools, health services and religious
organisations are required to support youth as they navigate uncertainty and the
complexities of transitioning to adulthood in a context of uncertainty, instability and

socio-economic deprivation.
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PART D: APPENDICES

Appendix A: Semi-structured Interview Schedule

*Consent procedure will occur immediately prior to the interview. All issues such as the freedom of
the participant to choose not to respond to any questions or to opt-out of the study completely will be
clarified before beginning the interview.

General
e Introductory comments about the study
e  Please tell me a bit about yourself: your name, where you are from, where you live now,
how old you are, if you work and if so what do you do, what your relationship status is, who
you live with, if you have children, affiliation with any religion.

Religious/faith beliefs
e  What role does religion play in your life, if any?
e  When did you first encounter your religious beliefs or understandings? Were there any
people in your life that played a role?
e  What role does your faith (or absence of faith) play in making life decisions, if any?
e  What types of religious and/or faith beliefs have you adopted in your life, if any? Could
you tell me a bit more about that?
e  Are there some religious beliefs or understandings that you prefer over others? What are
some reasons for this?
e  What types of religious beliefs or understandings have you left out? What are some
reasons for this?

Relationships (Sexual partnerships), Marriage, fertility desires and motherhood
e  What are some factors you consider when starting a relationship? Could you tell me
more about why you chose to reflect on those factors?
e  When choosing a sexual partner, do you take your religious and/or faith beliefs into
consideration?
e  How important is it that your partner has similar religious and/or faith beliefs? What are
some reasons for this?
e  Are you currently married? And if not, do you ever want to be married?
e  How do you think your religious and/or faith beliefs have influenced your choice, if at
all?
e Do you have any children? And if not, do you ever want to? Could you tell me a little bit
more about that?
e  How do you think your religious and/or faith beliefs have influenced your decisions, if at
all?
e How do you define motherhood? How do your religious and/or faith beliefs
perceive/regard motherhood?

Sexual health and partnership between PH & Religion
*First: an explanation of what is meant by sexual health. “Sexual health is the ability to enjoy and
control sexual and reproductive behaviour, freedom from fear, shame, guilt, false beliefs and other
psychological factors inhibiting sexual response, freedom from disease that interfere with sexual and
reproductive functioning.”
e  How would you define sexual health?
e  From what I have explained about sexual health, do you feel you have the ability to
control your sexual behaviour?
e  Are there any areas where you feel your sexual health is being limited? Please tell me a
little bit more about this.
e  Have any religious and/or faith beliefs influenced your decisions about sexual health-
related behaviours?
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e  How do you think sexual health-related interventions can be improved?
e Do you think incorporating religious and/or faith beliefs would make a difference?
Please tell me a little bit more about why you think this.

Gender Issues & Contemporary Peer Culture
e Do you think that religion and faith plays a role in how men and women choose to
behave sexually? Could you please tell me a little bit more about this?
e Do you think that the spread of HIV/AIDS and STIs is something that young people are
taking into account when forming sexual partnerships?
e  What types of things are part of the youth culture here in Khayelitsha?
e Do you think consumerism, going out to parties or nightclubs and the use of social
media affects forming sexual relationships and young people’s sexual behaviour? Please tell
me more about this. (This question will also include what the participants say to the previous
question).
e Do you think that religion and faith are important characteristics of youth culture here in
Khayelitsha? Please tell me why you think so.

Concluding remarks
e  We have come to the end of the interview. Thank you so much for the time that you
have spent answering my questions.
e  All the information that you have given me will be kept confidential. Only my
supervisor and I will have access to it.
e [ will also not use your name (unless you would like me to) if [ use any of the
information you have given me.
e  We will also like to share the findings of the research with you- I will notify you at a
later date of how we will do this.
e s there anything you would like to add? Do you have any questions for me?
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Appendix B: Focus Group Discussion Schedule

General
e Informed consent will occur immediately before any of the focus group discussions
e  Introductory comments about the study
e  Draw up mutually-agreed-upon confidentiality ‘contract’
e  Debrief after each session

Activity 1: The Transition to Adulthood: ‘River of Life’

e Please spend some time drawing your ‘River of Life’ using these questions to guide you:

1. Relationships: Who are the various people who have accompanied you along your river’s
journey?
2. Who has most shaped you?
3. Faith: In what different ways have you understood faith across your life?
Who or what was your faith to you at the different times depicted in your drawing?
What caused you to feel closer to, or more distant from your faith at these different times?
Have you faced any situations or experiences that changed your sense of God?
4. Challenges: In relation to your life’s journey, what types of challenges might you, or people
close to have faced?
What is most challenging to young people your age?
What do you associate with challenging experiences?
5. Values: What values, commitments/causes/principles were most important to you?
6. Goals: What purposes or goals have helped shape the flow of water in your river at a given
time in your experience?

Activity 2: Follow-up & de-brief

1. What were some of your thoughts and/or feelings during this exercise?

What common themes did you hear?

How have friends, partners, church, community members, health clinics or any others played
arole in your life?

4. How has religion and faith played a role in your lives?

How has this shaped your life and decisions about the future?

wi

b

Closing
e  Debrief

e  Go over the consent procedure and reiterate confidentiality
e  Are there any questions for me?
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Appendix C : Informed Consent Form for Individual Interviews

Title: Sexual health in relation to religious beliefs: perceptions of young South African women
living in Khavelitsha

Lead Researcher: Alison Swartz
Email: alison.swartz@uct.ac.za Phone: 021 406 6706

Student Researcher: Shehani Perera
Email: shehaniperera@hotmail.com Phone: 0607815587

Contact Information: Human Research Ethics Committee (HREC), Faculty of Health Sciences.
University of Cape Town Email: marc.blockman@uct.ac.za Phone: 021 406
6338

Purpose of Research: We are inviting you to participate in a study that aims to research the
perceptions of sexual health and religious/faith beliefs among young women in Khayelitsha. In
particular, we would like to ask questions about relationships, including those with romantic partners
and children, reproductive and sexual health and faith and religious beliefs.

What is involved in participation? Are there any risks or benefits for me? Your participation in
this research study is completely voluntary. If you choose to participate, we will have a discussion
about your perceptions and beliefs as young women about reproductive and sexual health in relation
to your religious/faith beliefs. Your responses will have no effect on your participation in the
programme- our work has some similar goals but is also very different. All of us would like to better
understand and support young women in Khayelitsha, but the programme has a slightly different
focus to ours. Our goal is to conduct research on how religion and faith beliefs might influence sexual
health. We value your opinions and personal experience because they will help us to increase our
understanding of how young women in Khayelitsha are making decisions about sexual and
reproductive health, and how they could be better supported. The programme is separate and provides
you with business, IT and psycho-social skills.

If at any time you feel uncomfortable during the conversation, you can request to stop without any
explanation. You can also refuse to answer certain questions or ask to move on to the next question
without answering at any time. If you have questions or concerns, you are free to pause the
conversation and ask for clarification. Following the discussion, you can also withdraw your answers
at any time. If you are upset about any questions or feel stressed during or after the conversation,
please let me know and we can refer you to a counsellor.

Confidentiality and disclosure of information: Any information obtained in this study will only be
shared with your permission. Direct quotes or summaries of your words might be used but these will
be anonymous and you will not be identified by name. If we need to refer to your words, we will use a
fake name (pseudonym). We will only use your real name if you voluntarily request that we do so. In
order to listen to the conversation in more detail later, we need to record the discussion. If you feel
uncomfortable at any point, you can ask me to stop the tape. Any written or audio interviews will be
stored on a password-protected computer.

Thank you so much for agreeing to participate in this study!

Consent: (Signature of participant)

(Name of participant) (Date)

67



Appendix D: Informed Consent Forms: Focus Group Discussions

Title: Sexual health in relation to religious beliefs: perceptions of voung South African
women living in Khavelitsha

Lead Researcher: Alison Swartz
Email: alison.swartz@uct.ac.za Phone: 021 406 6706

Student Researcher: Shehani Perera
Email: shehaniperera@hotmail.com Phone: 0607815587

Contact Information: Human Research Ethics Committee (HREC), Faculty of Health Sciences. University of
Cape Town
Email: marc.blockman@uct.ac.za Phone: 021 406 6338

Purpose of Research: We are inviting you to participate in a study that aims to research the perceptions of
health and well-being among young women in Khayelitsha. In particular, we would like to ask questions
about relationships, including those with romantic partners and children, reproductive and sexual health,
faith and religious beliefs, and what your plans are for the future.

What is involved in participation? Are there any risks or benefits for me? Your participation in this
research study is completely voluntary. If you choose to participate, we will have a discussion about your
perceptions and beliefs as young women about reproductive and sexual health. Your responses will have
no effect on your participation in the programme- our work has some similar goals but is also very
different. All of us would like to better understand and support young women in Khayelitsha, but the
programme has a slightly different focus to ours. We value your opinions and personal experience because
they will help us to increase our understanding of how young women in Khayelitsha are making decisions
about sexual and reproductive health, and how they could be better supported.

If at any time you feel uncomfortable during the conversation, you can request to stop without any
explanation. You can also refuse to answer certain questions or ask to move on to the next question
without answering at any time. If you have questions or concerns during your time with any members of
the research team, you are free to pause the conversation and ask for clarification or let one of us know.
Following the discussion or activity, you can also withdraw your answers at any time. If you are upset
about any questions or feel stressed during or after the conversation, please let one of us know and we can
refer you to a counsellor.

Confidentiality and disclosure of information: Because this discussion will happen in a group, we can’t
make absolutely sure that your confidentiality will be maintained. However, we will ensure that everyone
participating knows that they should not talk about anything shared in the group with other people. Any
information obtained in this study will only be shared with your permission. We may use direct quotes or
summaries of your words but these will be anonymous and you will not be identified by name. If we need
to refer to your words, we will use a fake name (pseudonym). We will only use your real name if you
voluntarily request that we do so. In order to listen to the conversation in more detail later, we need to
record the discussion. If you feel uncomfortable at any point, you can ask us to stop the tape. Any written
or audio interviews will be stored on a password-protected computer.

Thank you so much for agreeing to participate in our study!

Consent:

(Signature of participant)
(Name of

participant) (Date)
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Appendix E: Participant General Information Sheet

Title: Sexual health in relation to religious beliefs: perceptions of voung South African
women living in Khavelitsha

-Lead Researcher: Alison Swartz
Email: alison.swartz@uct.ac.za Phone: 021 406 6706

-Student Researcher: Shehani Perera
Email: shehaniperera@hotmail.com Phone: 0607815587

Contact Information: Human Research Ethics Committee (HREC), Faculty of Health
Sciences. University of Cape Town
Email: marc.blockman@uct.ac.za Phone: 021 406 6338

Before you decide on whether you would like to participate in this study, it is important that
you understand why the research is being done and what it would involve for you. Please take
time to read this information, and discuss it with others if you wish. If there is anything that is
not clear, or if you would like more information, please ask me.

What is the purpose of this study?

The purpose of this study is to research the perceptions of health and well-being among young
women in Khayelitsha. In particular, we would like to ask questions about relationships,
including those with romantic partners and children, reproductive and sexual health, faith and
religious beliefs, and what your plans are for the future.

Why have I been invited?

Your opinions and personal experience are valued because they will help us to increase our
understanding about how young women in Khayelitsha are making decisions about sexual and
reproductive health, and how young women, between the ages of 18 and 25 can be better
supported.

Do I have to take part? What will happen if I don’t want to carry on with the study?
Your participation in this research study is completely voluntary. If you choose to participate,
we will have a discussion about your perceptions and beliefs as young women about sexual
health and your religion and/or faith beliefs. If you do not want to carry on with the study or
feel uncomfortable at any point in time during the interview/focus group discussions, you are
free to choose to drop-out of the study. Your participation, or decision to leave the study, will
have no effect on your participation in the programme. Following the discussion or activity,
you can also withdraw your answers at any time. If you are upset about any questions or feel
stressed during or after the conversation, please let one of us know and we can refer you to a
counsellor.

Are there any possible risks from taking part? Will the things I share be kept
confidential?

The study does not have any serious disadvantages of risks that could occur from taking part.
However, because some discussions will happen in a group setting, we cannot make absolutely
sure that your confidentiality will be maintained. However, we will ensure that everyone
participating knows that they should not talk about anything shared in the group with other
people. Any information obtained in this study will only be shared with your permission. We
may use direct quotes or summaries of your words but these will be anonymous and you will
not be identified by name. If we need to refer to your words, we will use a fake name

69



(pseudonym). We will only use your real name if you voluntarily request that we do so. In
order to listen to the conversation in more detail later, we need to record the discussion. If you
feel uncomfortable at any point, you can ask us to stop the tape. Any written or audio interviews
will be stored on a password-protected computer.

What are the possible benefits of taking part?

Your participation in this study may not have any direct benefits, however, your opinions and
personal experiences will help us to increase our understanding about how young women in
Khayelitsha perceive their sexual health in relation to their religious and/or faith beliefs, and
how we could use this information to improve public health interventions.

Will I be reimbursed for taking part?
Unfortunately, you will not be reimbursed for taking part in this study. However, refreshments
will be served at every focus group discussion session/interview.

What happens at the end of the study?

At the end of the study, the research findings may be published, presented at conferences and
presented back to you. I will contact you when the findings have been finalised in order to relay
what was found. The research being undertaken will also contribute to the fulfilment of an
education requirement of my Master of Public Health degree. Please be reassured that you will
not be identifiable from any report or publication.

Thank you for reading this information and for considering taking part.
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Appendix F: Contact details of mental health organisations

1.Trauma Centre- For survivors of violence and torture
° Address: Cowley House, 126 Chapel Street, Woodstock, Cape Town, 7925
° Phone: +27 21 465 7373

2. Rape Crisis
° Address: 23 Trill Road, Observatory, Cape Town, 7925
° Counselling lines: 24hr Crisis line: 021 447 9762 **Khayelitsha: 021 361
9085

3. Simlela Centre
° Address: 89 Sulani Dr, Village 3 North, Cape Town, 7784
° Phone: 021 361, 0543

4. Township Parents and Children Counselling Centre
° Address: 4 Sipho Xulu St, Mandela Park, Khayelitsha, Cape Town, 7784
° Phone: 021 367 6012

5. Cape Mental Health
° Address: 22 Ivy Street, Observatory, Cape Town, 7935
° Phone: 021 447 9040

6. The South African Depression and Anxiety Group (SADAG)
e Phone: 080 045 6789

7. Philani

Address: Phaphani St, Ikwezi Park, Cape Town, 7784
Phone: 021 387 5124
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Appendix G: Confirmation of formal ethics approval

UNIVERSITY OF CAPE TOWN
Faculty of Haalth Sciances

Human Research Ethics Committea

Aoam EF3-44 Dld Madn Buliding
Groote Schuur Hoapial
Obsacvatory 7915
Telaphoma [021] 406 6453

Erviil;

03 July 2019
HREC REF: 288/2018

Dr A Swarks
Echool of Public Health & Family Medicine

Room 3.49, Falmeuth Bullding
FHE

Dear Dr Swartz

PROJECT TITLE: SEXUAL HEALTH IN RELATION TO RELIGIDUS BELIEFS: PERCEPTIONS OF
YOUNG SOUTH AFRICAN FEMALES LIVING IN KHAYELITSHA [SUB-STUDY LINKED TO
32172008} (MASTERS CANDIDATE: MS & PERERA)

Thank you for your response letter dated 19 June 2019, addressing the issues ralsed by the Human
Aesezrch Bthics Commiltbes (HREC).

It is & pleasurs b Inform you that the HREC has formally approved the above-mantioned study,
Approval s granted for one year until the 30 July 2020,

Please submit & progress form, using the standardised Annual Report Form I the study continues
beyond the approval parod. Please submilt a Standard Clasure form IF the study 5 completed within the
approval pariod.

(Forms can be found an our websiba; wamws

We scknowladge that the student: Ms Shehan! Perers will slso be lnvolved In this study.

Flease guote the HREC REF in all your corrasgpondsios.

Fiease note that the ongoing ethical conduct of the study remains the responalbllity of the principal
Investigator.

Piease nabe thet for sl studies approved by the HREC, the princlpal Imestigatar must obtaln appropriate
Institutional approval, whare necessary, before the resssrch may ooour,

TOUrs sinceraly

Signature Removed

EHOFESSOR M BLOCKMAN
CHAIRPERSON, FHS HUMAN RESEARCH ETHICS COMMITTEE

Federal Wide Assurance Number: FWARIIO1637.

FrrdibiHmnsl Pacloc: Dased FIFEE el TP ARG S8R
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Appendix H: Journal of Religion & Health- Instructions to Authors

Instructions to Contributors

Journal of
1gion & Health

‘¢ « Pyycholsge Spirinuelty - Medicine - Pyt

Ociober 20175

Journal of Religion and Health

Manuscript Submission

Manuscripts, in English, should be submitted to the Editor-in-Chief via the journal's web-based online manuscript
submission and peer-review system:

http://jorh.edmgr.com

Inquiries regarding journal policy, manuscript preparation, and other such general topics should be sent to the Editor-in-
Chief:

Curtis W. Hart, M.Div.

Editor-in-Chief, Journal of Religion and Health

e-mail: cuh9001@med.cornell.edu

Tel.: (347) 752-7421

The online system offers easy straightforward log-in and submission; supports a wide range of submission file formats [such
as Word, WordPerfect, RTF, TXT, and LaTeX for manuscripts; TIFF, GIF, JPEG, EPS, PPT, and Postscript for figures
(artwork)]; eliminates the need to submit manuscripts as hard-copy printouts, disks, and/or e-mail attachments; enables real-
time tracking of manuscript status by author; and provides help should authors experience any submission difficulties.
Manuscripts should be checked for content and style (correct spelling, punctuation, and grammar; accuracy and consistency
in citation of figures, tables, and references; stylistic uniformity of entries in the References section; etc.), as the typesetter is
instructed to follow (accepted) manuscripts as presented. Page proofs are sent to the designated author for proofreading and
checking. Typographical errors are corrected; authors’ alterations are not allowed.

Books for review and inquiries about book reviews should be sent to the Editor-in-Chief at the above address.

o www.jorh.edmgr.com

Copyright

Submission is a representation that the manuscript has not been published previously and is not currently under consideration
for publication elsewhere. A statement transferring copyright from the authors (or their employers, if they hold the
copyright) to Springer Science+Business Media, LLC is required. Upon commencement of typesetting, the contact author
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will receive an e-mail directing him/her to a webpage where the transfer-of-copyright form can be signed online. Such a
written transfer of copyright, which previously was assumed to be implicit in the act of submitting a manuscript, is necessary
under the U.S. Copyright Law in order for the publisher to carry through the dissemination of research results and reviews as
widely and effectively as possible.

Manuscript Style

Type double-spaced using generous margins on all sides, The entire manuscript, including quotations, references, figure-
caption list, and tables, should be double-spaced. Manuscript length, except under unusual circumstances, should not exceed
25 double-spaced pages. Number all pages consecutively with Arabic numerals, with the title page being 1. In order to
facilitate masked (previously termed "double-blind") review, leave all identifying information off the manuscript, including
the title page and the electronic file name. Appropriate identifying information is attached automatically to the electronic
file. Upon initial submission, the title page should include only the title of the article.

An additional title page is to be uploaded as a separate submission item and should include the title of the article, author's
name (with degree), and author's affiliation. Academic affiliations of all authors should be included. The affiliation should
comprise the department, institution (usually university or company), city, and state (or nation) and should be typed as a
footnote to the author's name. The title page should also include the complete mailing address, telephone number, fax
number, and e-mail address of the one author designated to review proofs. A brief autobiographical paragraph, preferably no
longer than 100 words, that includes highest degree, academic affiliation, expertise, projects, etc. (in that order) should be
included on the title page.

An abstract is to be provided, preferably no longer than 100 words.

The names, institutional affiliations, and e-mail addresses of three (or more) suggested potential reviewers should be
included on the additional title page.

A list of 3-5 key words is to be provided directly below the abstract. Key words should express the precise content of the
manuscript, as they are used for indexing purposes.

Confidential material

If your article contains any reference to material obtained under the HIPPA regulations regarding the use of Protected Health
Information(PHI), to guarantee the privacy and confidentiality of this information, the author is required to do the following
to be in compliance with HIPPA regulations:

1. Obtain from the subject(s) a signed and dated Release of Information Form which states explicitly that the subject(s) is
giving his/her informed consent to have his/her Protected Health Information published in the Journal of Religion and
Health. This form should include the title of the article to be published and should contain the original signature of the
subject(s) and it should remain securely contained in the author’s possession in perpetuity.

2. Submit to the Editor-in-Chief of the Journal of Religion and Health an Authorization Form to be obtained from the Editor-
in-Chief with the original signature of the author, indicating that the author has the permission of the subject(s) to publish
his/her material and authorizing the Journal of Religion and Health to publish the article in compliance with HIPPA
regulations regarding Protected Health Information. This form will also be signed by the Editor-in-Chief of the Journal of
Religion and Health and the original form will be placed in a locked file under the auspices of the Editor-in-Chief in
perpetuity. A copy of this form will be mailed to the author for his/her files in an envelope marked: “Personal and
Confidential” .

3. The author will make every effort to protect the identity of the subject by using pseudonyms, and changing any
information that might make it possible for the reader to identify the subject. This would include any illustrations, including
photographs, that might reveal the subject's identity.

Illustrations

Ilustrations (photographs, drawings, diagrams, and charts) are to be numbered in one consecutive series of Arabic numerals
and cited in numerical order in the text. Photographs should be high-contrast and drawings should be dark, sharp, and clear.
Artwork for each figure should be provided on a separate page. Each figure should have an accompanying caption. The
captions for illustrations should be listed on a separate page.

Tables should be numbered (with Arabic numerals) and referred to by number in the text. Each table should be typed on a
separate page. Center the title above the table, and type explanatory footnotes (indicated by superscript lowercase letters)
below the table.

References

List references alphabetically at the end of the paper and refer to them in the text by name and year in parentheses.
References should include (in this order): last names and initials of all authors, year published, title of article, name of
publication, volume number, and inclusive pages. The style and punctuation of the references should conform to strict APA
style—illustrated by the following examples:

Journal Article

Plante, T. G., & Aldridge, A. (2005). Psychological patterns among Roman Catholic clergy accused of sexual misconduct.
Pastoral Psychology, 54, 73-80.

Book

Levin, J. (2002). God, faith and health: Exploring the spirituality—healing connection. New York: Wiley.

Contribution to a Book

Cutler, D. L., Bigelow, D., Collins, V., Jackson, C., & Field, G. (2002). Why are severely mentally ill persons in jail and
prison? In P. Backlar & D. L. Cutler (Eds.), Ethics in community mental health care: Commonplace concerns (pp. 137—154).
New York: Kluwer Academic/Plenum Publishers.

Footnotes
Footnotes should be avoided. When their use is absolutely necessary, footnotes should be numbered consecutively using
Arabic numerals and should be typed at the bottom
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of the page to which they refer. Place a line above the footnote, so that it is set off from the text. Use the appropriate
superscript numeral for citation in the text.

In general, the journal follows the recommendations of the 2009 Publication Manual of the American Psychological
Association (Sixth Edition), and it is suggested that contributors refer to this publication.

No Page Charges

The journal makes no page charges. Reprints are available to authors. Upon commencement of typesetting, the contact
author will receive an e-mail directing him/her to a webpage that provides reprint ordering information, including the current
price schedule, and where reprints can be ordered online.

English language editing

For editors and reviewers to accurately assess the work presented in your manuscript you need to ensure the English
language is of sufficient quality to be understood. If you need help with writing in English you should consider:

Asking a colleague who is a native English speaker to review your manuscript for clarity.
Visiting the English language tutorial which covers the common mistakes when writing in English.

e  Using a professional language editing service where editors will improve the English to ensure that your
meaning is clear and identify problems that require your review. Two such services are provided by our
affiliates Nature Research Editing Service and American Journal Experts. Springer authors are entitled to
a 10% discount on their first submission to either of these services, simply follow the links below.

e English language tutorial

o Nature Research Editing Service

o American Journal Experts

Please note that the use of a language editing service is not a requirement for publication in this journal and does not imply
or guarantee that the article will be selected for peer review or accepted.

If your manuscript is accepted it will be checked by our copyeditors for spelling and formal style before publication.
Springer open choice

Open Choice Publication: In addition to the normal publication process (whereby an article is submitted to the journal and
access to that article is granted to customers who have purchased a subscription), Springer now provides an alternative
publishing option: Springer Open Choice. A Springer Open Choice article receives all the benefits of a regular “subscription-
based” article, but in addition is made available publicly through Springer’s online platform, SpringerLink. After acceptance
and upon commencement of typesetting, the contact author will receive an e-mail directing him/her to a webpage that
provides Springer Open Choice ordering information, including the current price schedule, and where Springer Open Choice
can be ordered online. Payment must be received in full before publication or articles will be published as regular
subscription-model articles. For more information, please visit:

o www.springeronline.com/openchoice

Ethical responsibilities of authors

This journal is committed to upholding the integrity of the scientific record. As a member of the Committee on Publication
Ethics (COPE) the journal will follow the COPE guidelines on how to deal with potential acts of misconduct.

Authors should refrain from misrepresenting research results which could damage the trust in the journal, the
professionalism of scientific authorship, and ultimately the entire scientific endeavour. Maintaining integrity of the research
and its presentation is helped by following the rules of good scientific practice, which include*:

® The manuscript should not be submitted to more than one journal for simultaneous consideration.

® The submitted work should be original and should not have been published elsewhere in any form or
language (partially or in full), unless the new work concerns an expansion of previous work. (Please
provide transparency on the re-use of material to avoid the concerns about text-recycling (‘self-
plagiarism’).

o A single study should not be split up into several parts to increase the quantity of submissions and
submitted to various journals or to one journal over time (i.e. ‘salami-slicing/publishing’).

e Concurrent or secondary publication is sometimes justifiable, provided certain conditions are met.
Examples include: translations or a manuscript that is intended for a different group of readers.

o Results should be presented clearly, honestly, and without fabrication, falsification or inappropriate data
manipulation (including image based manipulation). Authors should adhere to discipline-specific rules
for acquiring, selecting and processing data.

® No data, text, or theories by others are presented as if they were the author’s own (‘plagiarism’). Proper
acknowledgements to other works must be given (this includes material that is closely copied (near
verbatim), summarized and/or paraphrased), quotation marks (to indicate words taken from another
source) are used for verbatim copying of material, and permissions secured for material that is
copyrighted.

Important note: the journal may use software to screen for plagiarism.
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e Authors should make sure they have permissions for the use of software, questionnaires/(web) surveys
and scales in their studies (if appropriate).

e Authors should avoid untrue statements about an entity (who can be an individual person or a company)
or descriptions of their behavior or actions that could potentially be seen as personal attacks or allegations
about that person.

e  Research that may be misapplied to pose a threat to public health or national security should be clearly
identified in the manuscript (e.g. dual use of research). Examples include creation of harmful
consequences of biological agents or toxins, disruption of immunity of vaccines, unusual hazards in the
use of chemicals, weaponization of research/technology (amongst others).

e Authors are strongly advised to ensure the author group, the Corresponding Author, and the order of
authors are all correct at submission. Adding and/or deleting authors during the revision stages is
generally not permitted, but in some cases may be warranted. Reasons for changes in authorship should
be explained in detail. Please note that changes to authorship cannot be made after acceptance of a
manuscript.

*All of the above are guidelines and authors need to make sure to respect third parties rights such as copyright and/or moral
rights.

Upon request authors should be prepared to send relevant documentation or data in order to verify the validity of the results
presented. This could be in the form of raw data, samples, records, etc. Sensitive information in the form of confidential or
proprietary data is excluded.

If there is suspicion of misbehavior or alleged fraud the Journal and/or Publisher will carry out an investigation following
COPE guidelines. If, after investigation, there are valid concerns, the author(s) concerned will be contacted under their given
e-mail address and given an opportunity to address the issue. Depending on the situation, this may result in the Journal’s
and/or Publisher’s implementation of the following measures, including, but not limited to:

e  [fthe manuscript is still under consideration, it may be rejected and returned to the author.

e  [fthe article has already been published online, depending on the nature and severity of the infraction:
- an erratum/correction may be placed with the article
- an expression of concern may be placed with the article
- or in severe cases retraction of the article may occur.

The reason will be given in the published erratum/correction, expression of concern or retraction note. Please note that
retraction means that the article is maintained on the platform, watermarked “retracted” and the explanation for the
retraction is provided in a note linked to the watermarked article.

e The author’s institution may be informed

e A notice of suspected transgression of ethical standards in the peer review system may be included as
part of the author’s and article’s bibliographic record.

Fundamental errors

Authors have an obligation to correct mistakes once they discover a significant error or inaccuracy in their published article.
The author(s) is/are requested to contact the journal and explain in what sense the error is impacting the article. A decision
on how to correct the literature will depend on the nature of the error. This may be a correction or retraction. The retraction
note should provide transparency which parts of the article are impacted by the error.

Suggesting / excluding reviewers

Authors are welcome to suggest suitable reviewers and/or request the exclusion of certain individuals when they submit their
manuscripts. When suggesting reviewers, authors should make sure they are totally independent and not connected to the
work in any way. It is strongly recommended to suggest a mix of reviewers from different countries and different
institutions. When suggesting reviewers, the Corresponding Author must provide an institutional email address for each
suggested reviewer, or, if this is not possible to include other means of verifying the identity such as a link to a personal
homepage, a link to the publication record or a researcher or author ID in the submission letter. Please note that the Journal
may not use the suggestions, but suggestions are appreciated and may help facilitate the peer review process.

Authorship principles

These guidelines describe authorship principles and good authorship practices to which prospective authors should adhere to.

Authorship clarified

The Journal and Publisher assume all authors agreed with the content and that all gave explicit consent to submit and that
they obtained consent from the responsible authorities at the institute/organization where the work has been carried out,
before the work is submitted.

The Publisher does not prescribe the kinds of contributions that warrant authorship. It is recommended that authors adhere to
the guidelines for authorship that are applicable in their specific research field. In absence of specific guidelines it is
recommended to adhere to the following guidelines*:

All authors whose names appear on the submission

1) made substantial contributions to the conception or design of the work; or the acquisition, analysis, or interpretation of
data; or the creation of new software used in the work;
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2) drafted the work or revised it critically for important intellectual content;
3) approved the version to be published; and

4) agree to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of any
part of the work are appropriately investigated and resolved.

* Based on/adapted from:

o [CMIJE, Defining the Role of Authors and Contributors,

e Transparency in authors’ contributions and responsibilities to promote integrity in scientific publication,
McNutt at all, PNAS February 27, 2018

Disclosures and declarations

All authors are requested to include information regarding sources of funding, financial or non-financial interests, study-
specific approval by the appropriate ethics committee for research involving humans and/or animals, informed consent if the
research involved human participants, and a statement on welfare of animals if the research involved animals (as
appropriate).

The decision whether such information should be included is not only dependent on the scope of the journal, but also the
scope of the article. Work submitted for publication may have implications for public health or general welfare and in those
cases it is the responsibility of all authors to include the appropriate disclosures and declarations.

Data transparency

All authors are requested to make sure that all data and materials as well as software application or custom code support their
published claims and comply with field standards. Please note that journals may have individual policies on (sharing)
research data in concordance with disciplinary norms and expectations. Please check the Instructions for Authors of the
Journal that you are submitting to for specific instructions.

Role of the Corresponding Author
One author is assigned as Corresponding Author and acts on behalf of all co-authors and ensures that questions related to
the accuracy or integrity of any part of the work are appropriately addressed.

The Corresponding Author is responsible for the following requirements:

e ensuring that all listed authors have approved the manuscript before submission, including the names and
order of authors;

e managing all communication between the Journal and all co-authors, before and after publication;*

e  providing transparency on re-use of material and mention any unpublished material (for example
manuscripts in press) included in the manuscript in a cover letter to the Editor;

e making sure disclosures, declarations and transparency on data statements from all authors are included
in the manuscript as appropriate (see above).

* The requirement of managing all communication between the journal and all co-authors during submission and proofing
may be delegated to a Contact or Submitting Author. In this case please make sure the Corresponding Author is clearly
indicated in the manuscript.

Author contributions

Please check the Instructions for Authors of the Journal that you are submitting to for specific instructions regarding
contribution statements.

In absence of specific instructions and in research fields where it is possible to describe discrete efforts, the Publisher
recommends authors to include contribution statements in the work that specifies the contribution of every author in order to
promote transparency. These contributions should be listed at the separate title page.

Examples of such statement(s) are shown below:
* Free text:

All authors contributed to the study conception and design. Material preparation, data collection and analysis were
performed by [full name], [full name] and [full name]. The first draft of the manuscript was written by [full name] and all
authors commented on previous versions of the manuscript. All authors read and approved the final manuscript.

o Example: CRediT taxonomy:

* Conceptualization: [full name], ...; Methodology: [full name], ...; Formal analysis and investigation: [full name], ...;
Writing - original draft preparation: [full name, ...]; Writing - review and editing: [full name], ...; Funding acquisition: [full
name], ...; Resources: [full name], ...; Supervision: [full name],....

For review articles where discrete statements are less applicable a statement should be included who had the idea for the
article, who performed the literature search and data analysis, and who drafted and/or critically revised the work.
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For articles that are based primarily on the student’s dissertation or thesis, it is recommended that the student is usually
listed as principal author:

e A Graduate Student’s Guide to Determining Authorship Credit and Authorship Order, APA Science
Student Council 2006

Affiliation

The primary affiliation for each author should be the institution where the majority of their work was done. If an author has
subsequently moved, the current address may additionally be stated. Addresses will not be updated or changed after
publication of the article.

Changes to authorship

Authors are strongly advised to ensure the correct author group, the Corresponding Author, and the order of authors at
submission. Changes of authorship by adding or deleting authors, and/or changes in Corresponding Author, and/or changes
in the sequence of authors are not accepted after acceptance of a manuscript.

e Please note that author names will be published exactly as they appear on the accepted submission!

Please make sure that the names of all authors are present and correctly spelled, and that addresses and affiliations are
current.

Adding and/or deleting authors at revision stage are generally not permitted, but in some cases it may be warranted. Reasons
for these changes in authorship should be explained. Approval of the change during revision is at the discretion of the Editor-
in-Chief. Please note that journals may have individual policies on adding and/or deleting authors during revision stage.

Author identification

Authors are recommended to use their ORCID ID when submitting an article for consideration or acquire an ORCID ID via
the submission process.

Deceased or incapacitated authors

For cases in which a co-author dies or is incapacitated during the writing, submission, or peer-review process, and the co-
authors feel it is appropriate to include the author, co-authors should obtain approval from a (legal) representative which
could be a direct relative.

Authorship issues or disputes

In the case of an authorship dispute during peer review or after acceptance and publication, the Journal will not be in a
position to investigate or adjudicate. Authors will be asked to resolve the dispute themselves. If they are unable the Journal
reserves the right to withdraw a manuscript from the editorial process or in case of a published paper raise the issue with the
authors’ institution(s) and abide by its guidelines.

Confidentiality

Authors should treat all communication with the Journal as confidential which includes correspondence with direct
representatives from the Journal such as Editors-in-Chief and/or Handling Editors and reviewers’ reports unless explicit
consent has been received to share information.

Compliance with ethical standards

To ensure objectivity and transparency in research and to ensure that accepted principles of ethical and professional conduct
have been followed, authors should include information regarding sources of funding, potential conflicts of interest
(financial or non-financial), informed consent if the research involved human participants, and a statement on welfare of
animals if the research involved animals.

Authors should include the following statements (if applicable) in a separate section entitled “Compliance with Ethical
Standards” when submitting a paper:

e Disclosure of potential conflicts of interest
e  Research involving Human Participants and/or Animals
e Informed consent
Please note that standards could vary slightly per journal dependent on their peer review policies (i.e. single or double blind

peer review) as well as per journal subject discipline. Before submitting your article check the instructions following this
section carefully.

The corresponding author should be prepared to collect documentation of compliance with ethical standards and send if
requested during peer review or after publication.

The Editors reserve the right to reject manuscripts that do not comply with the above-mentioned guidelines. The author will
be held responsible for false statements or failure to fulfill the above-mentioned guidelines.

Disclosure of potential conflicts of interest

Authors must disclose all relationships or interests that could influence or bias the work. Although an author may not feel
there are conflicts, disclosure of relationships and interests affords a more transparent process, leading to an accurate and
objective assessment of the work. Awareness of real or perceived conflicts of interests is a perspective to which the readers
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are entitled and is not meant to imply that a financial relationship with an organization that sponsored the research or
compensation for consultancy work is inappropriate. Examples of potential conflicts of interests that are directly or
indirectly related to the research may include but are not limited to the following:

e Research grants from funding agencies (please give the research funder and the grant number)
® Honoraria for speaking at symposia
e Financial support for attending symposia
e Financial support for educational programs
e Employment or consultation
e Support from a project sponsor
® Position on advisory board or board of directors or other type of management relationships
e Multiple affiliations
¢ Financial relationships, for example equity ownership or investment interest
o Intellectual property rights (e.g. patents, copyrights and royalties from such rights)
® Holdings of spouse and/or children that may have financial interest in the work
In addition, interests that go beyond financial interests and compensation (non-financial interests) that may be important to

readers should be disclosed. These may include but are not limited to personal relationships or competing interests directly
or indirectly tied to this research, or professional interests or personal beliefs that may influence your research.

The corresponding author collects the conflict of interest disclosure forms from all authors. In author collaborations where
formal agreements for representation allow it, it is sufficient for the corresponding author to sign the disclosure form on
behalf of all authors. Examples of forms can be found

® here:

The corresponding author will include a summary statement on the title page that is separate from their manuscript, that
reflects what is recorded in the potential conflict of interest disclosure form(s).

See below examples of disclosures:
Funding: This study was funded by X (grant number X).

Conlflict of Interest: Author A has received research grants from Company A. Author B has received a speaker honorarium
from Company X and owns stock in Company Y. Author C is a member of committee Z.

If no conflict exists, the authors should state:

Conflict of Interest: The authors declare that they have no conflict of interest.

Research involving human participants and/or animals

1) Statement of human rights

When reporting studies that involve human participants, authors should include a statement that the studies have been
approved by the appropriate institutional and/or national research ethics committee and have been performed in accordance
with the ethical standards as laid down in the 1964 Declaration of Helsinki and its later amendments or comparable ethical
standards.

If doubt exists whether the research was conducted in accordance with the 1964 Helsinki Declaration or comparable
standards, the authors must explain the reasons for their approach, and demonstrate that the independent ethics committee or
institutional review board explicitly approved the doubtful aspects of the study.

If a study was granted exemption from requiring ethics approval, this should also be detailed in the manuscript (including the
name of the ethics committee that granted the exemption and the reasons for the exemption).

Authors must - in all situations as described above - include the name of the ethics committee and the reference number
where appropriate.

The following statements should be included in the text before the References section:

Ethical approval: “All procedures performed in studies involving human participants were in accordance with the ethical
standards of the institutional and/or national research committee (include name of committee + reference number) and with
the 1964 Helsinki declaration and its later amendments or comparable ethical standards.”

Ethical approval retrospective studies

Although retrospective studies are conducted on already available data or biological material (for which formal consent may
not be needed or is difficult to obtain) ethical approval may be required dependent on the law and the national ethical
guidelines of a country. Authors should check with their institution to make sure they are complying with the specific
requirements of their country.

2) Statement on the welfare of animals

The welfare of animals used for research must be respected. When reporting experiments on animals, authors should indicate
whether the international, national, and/or institutional guidelines for the care and use of animals have been followed, and
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that the studies have been approved by a research ethics committee at the institution or practice at which the studies were
conducted (where such a committee exists). Please provide the name of ethics committee and relevant permit number.

For studies with animals, the following statement should be included in the text before the References section:

Ethical approval: “All applicable international, national, and/or institutional guidelines for the care and use of animals were
followed.”

If applicable (where such a committee exists): “All procedures performed in studies involving animals were in accordance
with the ethical standards of the institution or practice at which the studies were conducted.(include name of committee +
permit number)”

If articles do not contain studies with human participants or animals by any of the authors, please select one of the following
statements:

“This article does not contain any studies with human participants performed by any of the authors.”

“This article does not contain any studies with animals performed by any of the authors.”

“This article does not contain any studies with human participants or animals performed by any of the authors.”
Informed consent

All individuals have individual rights that are not to be infringed. Individual participants in studies have, for example, the
right to decide what happens to the (identifiable) personal data gathered, to what they have said during a study or an
interview, as well as to any photograph that was taken. Hence it is important that all participants gave their informed consent
in writing prior to inclusion in the study. Identifying details (names, dates of birth, identity numbers and other information)
of the participants that were studied should not be published in written descriptions, photographs, and genetic profiles unless
the information is essential for scientific purposes and the participant (or parent or guardian if the participant is incapable)
gave written informed consent for publication. Complete anonymity is difficult to achieve in some cases, and informed
consent should be obtained if there is any doubt. For example, masking the eye region in photographs of participants is
inadequate protection of anonymity. If identifying characteristics are altered to protect anonymity, such as in genetic
profiles, authors should provide assurance that alterations do not distort scientific meaning.

The following statement should be included:
Informed consent: “Informed consent was obtained from all individual participants included in the study.”
If identifying information about participants is available in the article, the following statement should be included:

“Additional informed consent was obtained from all individual participants for whom identifying information is included in
this article.”
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