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1 Executive Summary 
The Foundation for Professional Development (FPD) was commissioned to evaluate the MSM/LGBTI 

Higher Education Institution programme that was implemented by NACOSA and made possible by The 

Global Fund and the South African National Aids Council. 

This evaluation was on a national scale and its purpose was to evaluate the effectiveness of the 

MSM/LGBTI programme and to inform the conceptualisation of an LGBTI programme.  The output 

indicators for the programme was (1) the number and percentage of MSM/LGBTI individuals reached 

with HIV testing and/or other prevention services, and (2) the number and percentage of MSM tested 

and received their results among those reached with a combination of prevention services. 

Following a mixed methods design, FPD proceeded to collect quantitative and qualitative data.  

Quantitative data was collected in the form of programme activity reports supplied by NACOSA’s 

monitoring and evaluation team, and an adaptation of the Knowledge, Attitude and Perception (KAP) 

survey.  Qualitative data was collection through group discussions, face-to-face individual interviews 

and individual telephonic interviews. 

The results of the programme activity reports indicate that 2715 men who have sex with men were 

tested and received their results among those reached with a combination of prevention services.  

This number represents 101% of the target and it can thus be confirmed that the target for this output 

indicator was indeed reached.  7652 MSM/LGBTI were reached with HIV testing and/or other 

prevention services.  Ninety-four percent (94%) of the target was reached for this output indicator. 

The University of South Africa achieved the highest percentage (181%) of the target for output 

indicator (1) and the University of Stellenbosch achieved the highest percentage (200%) of the target 

for output indictor (2).  The University of the Free State achieved the lowest percentage of their 

targets: 50% for output indicator (1) and 21% for output indicator (2).  Durban University of 

Technology and Nelson Mandela Metropolitan University were the only institutions to reach both of 

their targets for output indicator (1) and (2); 116% and 113% respectively for Durban University of 

technology, and 139% and 137% respectively for Nelson Mandela Metropolitan University. 

FPD applied for ethical clearance at the 14 higher education institutions where the programme was 

implemented.  Ethical clearance was only granted by 8 universities at the time of this report.  This was 

a major limitation in the evaluation. 

The adapted version of the KAP survey was made available online and students could access it via the 

campussex website.  An e-mail of invitation was also sent to the students of the universities where 

the ethical clearance were obtained.  The response rate on the survey was low.  

The majority of the respondents on the survey are female (55%) followed by males (44%) and 

intersexual individuals (0.4%).  There is a total of 58 MSM responses and 149 non-MSM responses.  

Twenty-four percent (24%) of the sample identifies as homosexual, 53% identifies as heterosexual, 7% 

identifies as bisexual and 7% identifies with other sexual orientations. 

Self-esteem scores, HIV knowledge scores, Sexual Behaviour Risk scores and Substance Abuse scores 

were calculated.  Several hypotheses were tested and the following results were found: 

 A chi-square test revealed no significant differences between the MSM and Non-MSM 

individuals in terms of their Sexual Behaviour Risk scores. 



Evaluation of the MSM/LGBTI HEI Programme | APRIL 2016  iv 
 

 The result of a chi-square test revealed that there is a highly significant association between 

the students’ comfortability in accessing sexual health services on campus and their level of 

satisfaction with the health care services on campus. 

 A chi-square test revealed that there is a highly significant association between the students’ 

comfortability in accessing sexual health services on campus and HIV testing on campus. 

 The result of the chi-square test revealed that there is a significant association between the 

respondents’ HIV knowledge scores and their corresponding Sexual Behaviour Risk scores.  A 

higher HIV knowledge score is associated with a Lower Sexual Behaviour Risk score. 

 A t-test was conducted in order to test if there is a significant difference between the mean 

self-esteem score of the MSM responses and the mean self-esteem score of the Non-MSM 

responses.  A significant difference was found.  This means that the self-esteem scores of the 

MSM respondents are significantly lower than the self-esteem scores of the Non-MSM 

respondents. 

 A Fisher’s Exact Test revealed no significant differences between the Substance Abuse score 

of the MSM and Non-MSM individuals (p = .207 for a confidence level of 95%). 

 A chi-square test was conducted in order to test the hypothesis that there is an association 

between the respondents’ Substance Abuse scores and their Sexual Behaviour Risk scores.  

The result of the chi-square test revealed that there is a significant association between the 

respondent’s Substance Abuse scores and their corresponding sexual behaviour.  This implies 

that an individual with a lower Substance Abuse score is likely to have a lower Sexual 

Behaviour Risk score. 

Fifteen (15) students, 7 programme co-ordinators, 7 programme managers and 11 health care workers 

were interviewed – totalling to 40 participants in the qualitative component of the evaluation.  The 

interviews were all audio recorded and transcribed verbatim.  It was decided that a deductive thematic 

analysis would be the best method of analysis to address the research questions.  A coding frame was 

developed prior to the final analysis of the data.  Five themes were gleamed from the semi-structured 

interview schedules.  The data indicates that the general perceptions of the participants were positive 

when they commented on the programme.  It was recommended in the report of the rapid KAP survey 

study conducted in 2013/2014 that qualitative information should be added to future studies.  The 

qualitative component used in this evaluation provided a subjective view of the programme that 

cannot be measured by numbers and variables. 

The findings of the data aided the Evaluation Unit in addressing the research questions, developing a 

theory of change and to make informed recommendations for future LGBTI programmes.  The 

limitations of this evaluation ensured that valuable lessons were learnt and how future evaluators 

could counter these limitations.  
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4 Glossary 
Indicator: An indicator demonstrates or measures the state, condition or level 

of something. Indicators are used in programmes to monitor 
progress and to measure the outcome.   
 

Result: That which is caused or produced by preceding events or stimuli. 
 

Output: The product of an intervention or programme. 
 

Outcome: The end result or consequence of a programme in relation to set 
indicators and targets. 
 

Impact: A significant effect or influence. 
 

Impact evaluation: In terms of programme evaluation, impact is defined as the reach 
or significance of a programme. Specifically the changes that can be 
directly attributed to a particular intervention, such as a 
programme or policy. 
 

Performance evaluation: A formal process of assessing an employee’s performance. 
 

Homosexual: A person who is sexually attracted to people of their own sex. 
 

Heterosexual: A person who is sexually attracted to people of the opposite sex. 
 

Bisexual: A person who is sexually attracted to people of their own and 
opposite sex. 
 

Intersex: Intersex is a general term used for a variety of conditions in which 
a person is born with a reproductive or sexual anatomy that does 
not correspond to the typical definitions of female or male. 
 

Men who have sex with 
men: 

A term used to categorise males who engage in sexual activity with 
other males, regardless of how they identify in regard to sexual 
orientation. The focus is on behaviour rather than culture or social 
self-identification. 
 

Sexual health: A state of physical, mental and social well-being in relation to 
sexuality. It requires a positive and respectful approach to sexuality 
and sexual relationships, as well as the possibility of having 
pleasurable and safe sexual experiences, free of co-ercion, 
discrimination and violence. 
 

Sexual minorities: A sexual minority is a group whose sexual identity, orientation or 
practices differ from the majority of the surrounding society. 
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7 Background 
The Networking HIV/AIDS Community of South Africa (NACOSA) is a national civil society network of 

organisations working in the HIV, AIDS, TB and related social development fields. NACOSA works to 

collectively turn the tide on HIV/AIDS and TB through grant management, capacity building, 

community systems strengthening, networking and promoting dialogue.  

NACOSA recognised the gap that existed in addressing the sexual health needs and prevalence among 

Lesbian, Gay, Bisexual, Transgender, and Intersex (LGBTI) identifying persons and Men who have Sex 

with Men (MSM) who remain marginalised, stigmatised and prejudiced despite progressive laws that 

protect sexual minorities.  NACOSA sought out to address this gap by managing grants that endeavour 

to build capacity and knowledge in communities; strengthen the systems that promote an enabling 

environment for a rights-based, sex-positive health care system where sexual minorities can access 

sexual health services without fear of infringement on their human rights.  

7.1 Programme description 
In 2012 NACOSA designed a MSM/LGBTI programme after reviewing other MSM/LGBTI programmes 

in South Africa and analysing possible gaps. Universities were identified as institutions where more 

support and interventions were needed in terms of providing a comprehensive package of care to 

MSM/LGBTI students and staff.  A two-pronged approach was developed to provide funding to tertiary 

institutions to establish MSM/LGBTI friendly health services on campuses and to effectively co-

ordinate and manage these programmes in collaboration with institutional programmes, with the 

assistance of Higher Education AIDS (HEAIDS). The programme ran from October 2013 to March 2016.  

The goal of the programme was to develop agency amongst sexual health minority groups at tertiary 

institutions by creating safe, enabling and stigma-free environments for them to make informed 

choices with regards to their sexual behaviour and for them to access sexual health services and HIV 

Counselling and Testing without fear, prejudice or discrimination.  

7.1.1 Programme Objectives 
1. To conduct rapid KAP Surveys at 14 identified universities. 

2. To establish and strengthen MSM/LGBTI friendly health services on campuses. 

3. To create a supportive environment for MSM/LGBTI students and staff to access health care. 

4. To co-ordinate, manage and evaluate the programme to ensure successful implementation. 

7.1.2 The 14 Higher Education Institutions 
Table 1 on the following page lists the 14 Higher Education Institutions where the rapid KAP Surveys 

were conducted and where the programmatic activities were implemented. 
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Table 1 List of universities 

 

University of Venda, Limpopo Province 

 

University of Limpopo, Limpopo Province 

 
University of South Africa, Gauteng & National 

 

Tshwane University of Technology, Gauteng Province 

 
Central University of Technology, Free State Province 

 
University of the Free State, Free State Province 

 Walter Sisulu University, Eastern Cape Province 

 
Nelson Mandela Metropolitan University, Free State Province 

 

University of the Western Cape, Western Cape Province 

 

University of Cape Town, Western Cape Province 

 Stellenbosch University, Western Cape Province 

 
Mangosuthu University of Technology, KwaZulu-Natal Province 

 Durban University of Technology, KwaZulu-Natal Province 

 

University of KwaZulu-Natal, KwaZulu-Natal Province 
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7.1.3 Programme Activities and indicators 

 Activity: Indicator: 

Phase 1:  The KAP survey was conducted at 14 HEIs and was 
initiated in September 2013 and ran to 25 March 2014.  

Baseline data. 

Phase 2: Establishment of Programme Co-ordinator posts tasked 
with the co-ordination and implementation of the 
campus based MSM/LGBTI programme.  
Their activities include:  

 

 Risk reduction workshops and support groups.  Number of people reached 
through risk reduction 
workshops/support groups. 

 Create healthy, conducive partnerships with 
campus counsellors and psychologists to enable 
MSM/LGBTI students and staff to access psych-
social support face-to-face. 

Number reached through 
counselling. 

 Consent forms were filled in during HCT drives, 
this included a question around sexual 
behaviour.  

Number and percentage of 
MSM/LGBTI reached with 
HIV testing and/or other 
prevention services. 
Number and percentage of 
MSM tested and received 
their results among those 
reached with combination 
prevention services. 

 Sensitisation is offered to heath care staff, 
health promoters, peer leaders and other 
campus staff to increase their knowledge 
around key populations, sexuality, diversity, 
sexual behaviour and MSM practices. 

Number reached through 
sensitisation training. 

 Campus dialogues are focused at the general 
and broader campus community to educate 
them about the sexual health issues facing Key 
Populations, in particular MSM/LGBTI persons. 

Number attending campus 
dialogues. 

 Information, education and communication 
materials and resources are distributed to raise 
awareness on campus aimed both at the 
general campus populations as well as 
MSM/LGBTI students specifically 

IEC materials distributed. 

 Condoms and lubrication were procured and 
supplied to HEIs for distribution. This is done by 
making packs of 10 condoms & lube, together 
with Information and Education 
Communication (IEC) materials for distribution 
at various sites and activities.  

Condom packs distributed. 
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7.1.4 Programme Evaluation Description 
The evaluation problem was to explore and investigate how many, and what percentage of, MSM and 

LGBTI individuals were reached with HIV testing and/or other prevention services at the 14 higher 

education institutions. The number, and percentage, of MSM who were both tested and informed on 

their results among those reached with a combination of prevention services also needed to be 

established.  Additionally, FPD was asked to evaluate the effectiveness of the programme in reaching 

its outcomes and to inform the conceptualisation of a LGBTI programme. 

7.1.5 Evaluation Questions 
The following main questions were proposed by the Programme Evaluation team and were approved 

by NACOSA’s Technical Advisory Committee in consultation with FPD: 

7.1.5.1 Main Questions 

 What were the participants’ perceptions of the motivations and barriers/challenges to 

changing their sexual and health-seeking behaviour following the NACOSA MSM/LGBTI HEI 

intervention? 

 What was the magnitude of change in sexual and health-seeking behaviour following 

exposure to the NACOSA MSM/LGBTI HEI intervention? 

 How effective was the NACOSA MSM/LGBTI HEI intervention in achieving its intended 

outcomes and why?  

7.1.5.2 Sub-questions 

 What were the structural or institutional barriers or challenges that hampered efficient and 

effective service delivery? 

 What is the role of the HEI or Higher Education SA (HESA) in ensuring institutional funding 

opposed to being reliant on external donor funding to enable a sustainable programme? 

 Did the raw data and findings of the Phase I KAP survey enable the HEIs to look at their internal 

structural barriers and policies that contribute towards stigma, prejudice and discrimination 

towards MSM/LGBTI students and staff? 

 Did the institution engage with their findings and raw data to assist with creating an enabling 

environment to support the programmatic implementation of the MSM/LGBTI programme? 

 Was there disconnect between the HEI and the implementers of the programme? 

 How can the MSM/LGBTI programme be re-conceptualised to maximise the strengthening of 

institutional systems to support the full spectrum of sexual minorities, as well as 

students/staff that do not conform to stereotypical gender norms or gender roles? 

 Has the capacity of the institutions to implement rights and evidence-based programmes for 

LGBTI students been developed and sustained (beyond the grant cycle)? 

 What will the institution need to be able to continue with the programme? 

 Would the institution perform fundraising to continue the programme? Is this included in the 

transformation agenda of the institution? 
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 What would an ideal MSM/LGBTI programme look like? 

 What role and core function should NACOSA be fulfilling when addressing the sexual health 

needs of LGBTI individuals? 

 Was there consistency between the standard of sexual health care and HCT provision across 

all 14 sites? 

 How can this programme benefit the communities beyond the parameters of the HEI, where 

LGBTI individuals live, work and socialise? 

 Did the programme increase students’ knowledge of their human rights? 

 Was the programme effective in promoting safer sex practises among MSM/LGBTI students 

with a greater knowledge, attitude and perception towards HIV and sexual behaviour? 

 Did the programme promote and contribute towards social acceptance, the breakdown of 

stigmatisation and an increase of social cohesion on campuses? 

7.2 Literature Review 
A literature review was conducted in order to gain a better understanding of the phenomenon of 

MSM, its history and the difficulties that this group face. 

7.2.1 A brief history of MSM 
Sexual relations between men can be dated back to ancient Greece and was commonly seen in 

relationships between an older man and an adolescent boy which was bound by the regulations and 

customs of Greek society (Calimach, 2002).  This was known as “paiderastia” meaning “love of boys” 

(Liddell, et al., n.d.).  Homosexual practices were not clearly attested in the classical era; however, 

thus such practices were usually frowned upon.  Paiderastic relationships functioned in a pedagogical 

way where the youth was educated in the arts, philosophy, culture and appropriate behaviour 

(Calimach, 2002). 

The term “men who have sex with men or MSM” was first coined in the 1990’s by epidemiologists to 

categorise this behaviour (UNAIDS, 1998).  Sex between men occur in different cultures and societies 

from around the world and is often misunderstood and accompanied by stigma.  Some people may 

regard MSM as a cultural taboo and it has been criminalised in some countries to the full extent of the 

law (UNAIDS, 1998).  It is for this reason that sex between men are kept hidden by many individuals 

in certain parts of the world.  MSM behaviour is not defined by sexual orientation.  There are many 

men who have sex with men that do not self-identify as homosexual or bisexual (UNAIDS, 1998).  

7.2.2 MSM: an understudied population 
MSM face abuse of human rights and criminalisation of behaviours which places them at high risk 

from their peers and the communities that surround them (Grasso, et al., 2015).  In South Africa the 

MSM community issues have been associated with HIV and the current 2012-2016 HIV/AIDS National 

Strategic Plan (NSP) has prioritised addressing the HIV epidemic by recognising the disproportionate 

burden of HIV carried by the MSM and LGBTI communities (Grasso, et al., 2015).   

The Data Triangulation Project argues that the growing body of MSM research and programme M&E 

data has not been systematically explored (Grasso, et al., 2015).  Data gathered by the data 

triangulation project noted significant gaps that needed filling to enable a full understanding of how 
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well South Africa is doing to contain and reverse a concentrated epidemic among MSM that has shown 

no signs of reduction to date. The Data Triangulation Project has noted that there is a lack of nationally 

representative data on HIV prevalence and incidence among the MSM/LGBTI communities; the data 

available has targeted larger metropolitan areas thus far (Grasso, et al., 2015).  Furthermore, the 

project highlighted a lack of MSM-specific data from the National Department of Health High 

Transmission area programme meaning that most provinces in South Africa had no data on 

interventions in low-density and rural areas or health service access data.  

According to Smart (2009), the National Strategic Plan (NSP) on HIV&AIDS and STI 2007-2011, stated 

that there was very little known about the epidemic amongst the MSM community in the country 

(Smart, 2009). In Africa at large, MSM continue to be a marginalised community, are hard to reach 

and are an understudied population. In 2007, the NSP failed to report on the indicators for MSM for 

the UN General Assembly progress report on universal access to HIV treatment and prevention 

because there was so little reliable data. This led to the call for more information from at-risk 

populations including the MSM community (Smart, 2009).  Additionally, Smart (2009) argued that the 

reason why MSM was understudied is because of the cultural and behavioural categories of MSM and 

transgendered individuals that are poorly understood when a study begins.    

According to the AMFAR research on MSM, HIV, and the Road to Universal Access (2008), men who 

have sex with men (MSM) face an HIV/AIDS crisis of enormous proportions. The results of the report 

show a lack of data and lack of action from countries on reporting on MSM issues and HIV (AMFAR 

Aids Research, 2008). The report argues that without data on the MSM populations, governments 

cannot access the MSM needs on prevention and treatment programmes. The lack of studies and 

funding for the MSM communities hinder any progress towards combating HIV. 

A study conducted by Middelkoop et al. (2014), suggest that the current emphasis in South Africa of 

HIV prevention and treatment policies and research is overwhelmingly focused on heterosexual and 

vertical HIV transmission. The study further suggests that this has resulted in research among MSM 

and HIV prevention policies being largely neglected (Middelkoop, et al., 2014). 

Doyle (2012) agrees that many countries do not collect data on HIV infections in MSM populations 

and policymakers ignore the needs of MSM because the MSM population has traditionally been 

understudied and underfunded (Doyle, 2012).  Doyle (2012) analysed research from around the world 

and found that there was a constant demonstration of MSM being underserved, understudied and at 

a higher risk of HIV acquisition than the heterosexual population. 

The lack of research on the MSM/LGBTI community proves to be a hindrance in improving sexual 

health behaviour and providing stigma-free environments despite the efforts made by organisations 

in most countries. Information on the values, prevention needs and behaviours of stigmatised 

minority groups is difficult to gather (Weatherburn, et al., 2013).  According to Weatherburn, et al. 

(2013), defining groups like MSM/LGBTI make estimating the size of the actual population difficult and 

random sampling is also hindered. Previously, most studies have relied on convenience samples from 

community venues, or clinical services. This relates to the NACOSA project as well whereby 

beneficiaries of the MSM/LGBTI project are not a true reflection of the entire South African population 

as the programme was only implemented in universities. Studying MSM issues is sensitive and this 

makes it difficult for researchers to embark on the studies. For example: in small countries it is 

especially difficult to recruit MSM participants, due to social, cultural or religious barriers (Dubois-

Arber, et al., 2009). 
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According to Piot (2015) the issue of HIV has been classified into three types of epidemics: first is the 

HIV infection epidemic, second is the AIDS epidemic, and third is the epidemic of social, cultural, 

economic and political reaction to AIDS (Piot, 2015). Mann (1998) argued that the third epidemic was 

worldwide and was central to the global challenge and this has hindered the progress of research 

towards the MSM/LGBTI communities (Mann, 1998).      

7.2.3 The role of substance use and mental health in HIV-infected MSM 
One of the world’s largest HIV epidemics is found in South Africa (Vu, et al., 2012). According to Vu, et 

al., (2012) critical populations, such as HIV positive men having sex with men (MSM) in South Africa 

have not received adequate attention. Social stigma and internalised homophobia are leading factors 

that prevent HIV positive MSM from making use of necessary health care services, including mental 

health support. The study conducted by Vu, et al., (2012) is supported by Safren, et al., (2015) who 

found that HIV positive MSM experience various psychosocial issues that negatively influence their 

self-care habits and have an impact on the effectiveness of health practice interventions (e.g. HIV 

care).  Vu, et al., (2012) stated that MSM in sub-Saharan Africa are nearly four times more likely to be 

HIV-positive. According to Rebe, et al., (2013), the risk of transmitting HIV by means of unprotected 

anal sex is approximately 16 times more likely than by means of vaginal intercourse. Additionally, the 

role of substance use and mental health in HIV-infected MSM/LGBTI is a growing issue (White, et al., 

2014). 

Substance abuse and mental health problems often negatively influence the adherence to 

antiretroviral therapy (ART), especially among HIV-infected MSM (White, et al., 2014).  Current 

interventions are therefore frequently focused on promoting psychosocial health in order to increase 

adherence to ART. According to Rebe, et al., (2013), who compiled a list of primary care preventions 

for HIV-infected MSM, addressing the use of recreational drugs and alcohol as well as screening for 

mental health problems are prominent factors.   

Trauma and depression are the most commonly reported mental health issues experienced by MSM 

who are infected with HIV (White, et al., 2014). In the peri-urban areas of Cape Town a study by Grasso, 

et al., (2015) has shown that discrimination and homophobia have a direct effect on increasingly high 

rates of depression as well as high-risk behaviours. In turn, among MSM, mental health problems 

including depression, anxiety, alcohol and recreational drug use influence health-seeking behaviours 

negatively (Grasso, et al., 2015). This may be a result of homosexual activity in a South African context 

remaining a rather covert issue. MSM often do not identify with the typical Westernised gay 

community but rather see themselves as heterosexual (Rebe, et al., 2013).  This lack of attention 

towards MSM who do not identify with a gay sub-culture has a particularly negative effect on health 

messaging. Often neither gay nor heterosexual consultation platforms target the non-gay-identifying 

MSM culture. Consequently, this key population is often overlooked in health care settings (Rebe, et 

al., 2013). 

According to White, et al., (2014), the depression rates among MSM who are infected with HIV are 

almost twice as high compared to those who do not suffer from this condition. Trauma and depression 

causes HIV infected MSM to disregard the importance of self-efficacy and self-care behaviours that 

are essential for disease management, such as adherence to ART (White, et al., 2014).  This view is 

supported by Huebner and Perry (2015) who argued that self-efficacy, among other constructs, are 

highly associated with sexual behaviours. Moreover, body image concerns resulting from the 
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lipodystrophy sometimes associated with ART may be particularly disturbing for MSM (White, et al., 

2014). 

Another factor that has been detected to interfere with ART adherence among some HIV infected 

MSM is substance use (White, et al., 2014).  Grasso, et al., (2015) stated that among MSM heavy 

alcohol consumption is frequent. Less common is the abuse of illegal substances such as 

methamphetamine (tik), cannabis (dagga) or other stimulants; however, the use of these drugs is 

drastically increasing (Grasso, et al., 2015).  The behavioural risk factors associated with this is that 

substances are often used in connection with sexual encounters and are therefore likely to increase 

high-risk sexual behaviours and to increase the frequency of high-risk sexual practices (Grasso, et al., 

2015).  

Common side effects of alcohol and other recreational drugs include loss of short term memory, poor 

judgment and impaired cognition (White, et al., 2014). This may result in the inability to adhere to the 

intake of antiretroviral medication. Among MSM the use of crystal methamphetamine has been 

suggested to be almost twenty times higher than in the general population (White, et al., 2014). 

In connection with the above, the psychosocial support services should be improved in order to 

monitor drug and alcohol use as well as mental health problems many HIV-infected MSM/LGBTI may 

experience. It has become evident that if the vulnerability can be reduced by investing in the unique 

health needs of the MSM/LGBTI population, the number of newly HIV infected individuals can come 

close to zero (Brink, 2014). 

The view that HIV positive men increasingly experience mental health issues is supported by 

McAdams-Mahmoud, et al., (2014) who explored how MSM in a South African context perceived and 

experienced minority stress in their everyday lives as well as their sexual relationships. Moreover, 

McAdams-Mahmoud, et al. (2014) explored how these perceptions were linked to coping strategies 

and mental health issues of HIV positive MSM. The notion of minority stress has been widely 

associated with mental health outcomes including substance abuse and psychopathology such as 

post-traumatic stress disorder and depression in individuals identifying as LGBTI (McAdams-

Mahmoud, et al., 2014). Almost half of the HIV positive MSM participants of the study conducted by 

McAdams-Mahmoud, et al. (2014) proclaimed that in order to cope with the discrimination they 

experienced they frequently turned to marijuana and alcohol. 

According to Vu, et al., (2012), there is a clear link between social stigma and homophobia and 

depression. Moreover, there seems to be an association between homophobia and high rates of HIV 

risk practices including low self-efficacy levels for the use of condoms, low self-esteem and decreased 

rates of HIV disclosures to sex partners (Vu, et al., 2012). These behaviours have the potential to 

increase the spread of HIV among the MSM community (Vu, et al., 2012).  

7.2.4 MSM and LGBTQIQ in South Africa 
South Africa’s political and social history has impacted the MSM and LGBTI communities. The South 

African apartheid legal and social system did not protect sexual preferences of gays, lesbians and 

transsexuals because their sexual orientation differed from the norm; they were condemned, 

excluded and even punished by the law in the civil and criminal spheres (Ilyayambwa, 2012). 

It can be argued that South Africa’s opposition to sexual orientations that deviate from the norm 

comes from religious tradition (Pushparagavan, 2012).  Ever since colonisation, Christianity has 
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dominated in shaping the beliefs of the South African society (Pushparagavan, 2012).  Missionaries 

altered the norms and perceptions towards sexuality and the shaping of morality, dictating what is to 

be considered moral (Pushparagavan, 2012). During the apartheid era, the extremist Afrikaner 

understanding of Christianity deemed sexual deviance as a degenerative virus that would weaken 

Afrikaner stock and was seen as a threat to the survival of South Africa (Pushparagavan, 2012). 

In 1990 South Africa saw the release of Nelson Mandela and the unbanning of the African National 

Congress (ANC) and the United Democratic Front (UDF) (Pushparagavan, 2012). This huge shift in 

South African society and politics allowed LGBT groups to engage in political discussions that would 

include sexual freedom as a fundamental human right in the new constitution (Pushparagavan, 2012).  

Consequently, the “South Africa’s 1996 constitution was the first in the world to include provisions of 

non-discrimination of people based on their sexual orientation” (Muvhandu-Mudzusi & Ganga-

Limando, 2014, p. 126). However, this progressive constitution did not reflect the attitudes of most 

South Africans who did not support gay rights; this created a gap in South Africa’s tolerant laws and 

the conservative social attitudes of its citizens (Ilyayambwa, 2012). 

Despite these forward thinking laws, MSM and LGBTI communities are still experiencing attacks and 

crimes based on sexual orientation and gender identity. There has been little research done on MSM 

and LGBTI communities in order to develop policies and programmes to offer them sufficient and 

effective health and social support. As a result the prevalence of HIV/AIDS in these communities is a 

high risk. Although MSM sexual activity is not associated with LGBTI issues, many of the health related 

consequences are similar (Jacques, 2013). 

South African governmental and societal stakeholders have not explored MSM and LGBTI research 

and programme monitoring and evaluation (M&E) data in order to assess the current status of MSM 

national response (Grasso, et al., 2015).  Research that does exist has been done by individual 

academic researchers or non-governmental organisations funded by international institutions that use 

heterogeneous methodologies, instruments and M&E frameworks (Grasso, et al., 2015).  

Non-gay-identifying MSM are not targeted in either mainstream heterosexual or gay media platforms 

and remain invisible in health care settings (Rebe, et al., 2013). This influences structural factors such 

as the lack of appropriate funding needed for MSM health care services, lack of training for health 

service providers and institutional stigma within the public health care sector; increasing the 

vulnerability of MSM (Rebe et al., 2013; Dijkstra, et al., 2015). 

LGBTI communities exist in all parts of Africa and are significantly vulnerable to HIV and other sexually 

transmitted diseases (Jacques, 2013). Research has suggested that discrimination such as homophobia 

has resulted in a lack of interventions and very little research being done on the impact of the epidemic 

on these communities (Jacques, 2013).  Despite legal, political and educational reforms, South African 

LGBTI communities continue to battle homophobia (Butler & Astbury, 2005). 

The South African legal system has transcended major constitutional and legislative hurdles in the 

attempt to ensure the universality of human rights but has met challenges on perceptions based on 

cultural and religious backgrounds which cannot be dealt with legislatively since they are within the 

consciousness of the individual (Ilyayambwa, 2012). This challenge makes the complete integration of 

societal differences in South Africa difficult. Discrimination against LGBTI people is an issue that is 

systematic, social and cultural (McAdams-Mahmoud, et al., 2014). 
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Traditional beliefs combined with homophobic stereotypes have resulted in traumatic experiences for 

lesbian and gay youth in South Africa, leaving no leeway for queer youth to sidestep these cultural 

beliefs in order to be recognised as an LGBTI citizen (Butler & Astbury, 2005). MSM can be viewed as 

a Eurocentric cultural construct which is considered as foreign and un-African (Rebe, et al., 2013). 

There is evidence of pre-colonial African societies’ acceptance of homosexuality on a situational basis 

(Pushparagavan, 2012).  Amongst the Zulu culture, homosexual acts were referred to as ‘hlobongo’ 

whereas amongst the Ngoni culture it was referred to as ‘metsha’ (Pushparagavan, 2012); however, 

missionaries were quick to repress such behaviours. MSM however, has been well described in African 

oral histories; colonial oppressors were largely responsible for the criminalisation of sodomy on the 

African continent (Rebe, et al., 2013).  

Current policies and public health programmes that are available are largely unresponsive to the 

needs of MSM, with the exceptions of small-scale LGBTI organisations which play an important role in 

responding to the HIV epidemic among MSM (Rispel et al, 2011). Although the 2007 National Strategic 

Plan on HIV, AIDS and STIs contained HIV programmes targeted at MSM and other vulnerable groups; 

there has been little, if any, progress in the implementation of actions pertaining to MSM (Rispel et al, 

2011).   

As a result, studies that have been conducted regarding MSM’s experiences found that MSM avoided 

health services as they were not catered for and felt stigmatised by the health care workers who have 

not received the appropriate training in order to deal with the issues faced by the MSM community. 

The non-gay-identification by MSM denied or avoided discussing their same-behaviour with health 

care workers as the health care workers were reported to not care for their needs, making it difficult 

for them to utilise HIV prevention and treatment services (Dijkstra et al, 2015; Rispel, et al., 2011).  

International organisations such as the Global Fund to fight AIDS, TB and Malaria, as well as the US 

PEPFAR programmes have included strong support for sexual and minority rights, principles of non-

discrimination in care and guidance on best practices for provision of care to MSM and other sexual 

minorities at risk for HIV prevention (Beyrer, 2012).  

Meanwhile, the National Coalition on Gay and Lesbian Equality (now known as the Lesbian and Gay 

project), has been at the forefront of bringing about societal change in issues concerning the LGBTI 

communities in South Africa. The National Coalition on Gay and Lesbian Equality (GLOW) movement 

was founded by anti-apartheid activist Simon Nkoli (1957-1998), this gay rights group moved away 

from the white-centred, apolitical stance of former gay rights movement groups such as the Gay 

Association of South Africa (Pushparagavan, 2012).  The movement led by Nkoli aligned itself with 

anti-apartheid groups such as the ANC and the UDF (Pushparagavan, 2012).  Through lobbying, GLOW 

has brought forward the economic and civil rights concerns of South Africans to the courts, 

mainstreamed gay rights among the poor and educated the most impoverished under apartheid about 

their constitutional rights (Ilyayambwa, 2012).  

Although the GLOW has positioned itself as the most successful NGO to bridge the gap between legal 

and social change in South Africa and has been instrumental in allowing the voices of young LGBTI 

people to be heard, the size of South Africa and isolated rural areas hampers efforts to network the 

MSM and LGBTI youth (Ilyayambwa, 2012; Butler & Astbury, 2005).  

At the 50th general meeting of the African National Congress, held in Mafikeng in 1997; a commitment 

was made to LGBTI youth ensuring their protection from discrimination at home, school, in the streets 
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and in the media. The LGBTI youth; however, insist that they are not protected in their everyday lives 

(Butler & Astbury, 2005). 

Another challenge facing LGBTI students is the lack of knowledgeable and supportive school 

counsellors as a result of lack of funding. Instead the schools rely on teaching staff that are not trained 

to counsel LGBTI students, or they do not have the necessary knowledge to address LGBTI issues 

(Butler & Astbury, 2005). An additional challenge facing the young [black] LGBTI students is the lack 

of literature written by and for LGBTI youth in the indigenous languages in South Africa and set in 

contexts to which the disadvantaged can relate (Butler & Astbury, 2005).  

Despite the forward thinking laws within South Africa’s constitution to protect those who are 

discriminated against based on their sexual orientation, it has all been based on paper. The reality that 

MSM and LGBTI communities face does not reflect this law. More especially, there have been no 

government services targeting the MSM community. It is crucial to understand the MSM utilisation of 

health services in order to plan the appropriate health services that they need deemed as their 

essential human right (Rispel et al, 2011). Unfortunately, current health care practices are still based 

on heterosexual assumptions rather than ensuring equal access to services that take into account the 

needs of different people and groups (Victor et al, 2014). Consequently, this produces unhelpful and 

disempowering interactions between health care providers and minority clients such as MSM (Victor, 

et al., 2014).  

7.2.5 Conclusion 
LGBTI and MSM communities face social and institutional discrimination from a society that 

marginalises their freedom of sexual orientation. As a result this has greatly impacted the HIV 

prevalence rate within South Africa.  There is a huge need for available and accessible programmes 

and services for MSM and LGBTI communities in order to empower them and to sensitise the 

communities and the health care services around them. There is a great need to provide an 

environment where South African MSM and LGBTIs are safe to seek the appropriate help without fear 

of discrimination and marginalisation. 

According to Vu, et al., (2012), South African MSM infected with HIV have not yet received appropriate 

attention. Due to the extensive social stigma and discrimination that MSM experience in their 

everyday lives, substance use and mental illness are a growing concern. The behavioural risk 

associated with alcohol use is that the individual may not adhere to the ART. Moreover, it has been 

shown that MSM who are HIV positive have lower self-esteem and self-efficacy levels which often 

leads to inadequate sexual health care behaviours (Vu, et al., 2012; Safren, et al., 2015).  Depression 

and trauma are among the most common mental disorders among HIV/positive MSM. This may be a 

result of the fact that the MSM community is often overlooked in health care settings.  

To conclude, in context with the NACOSA project, the MSM/LGBTI programme was a project that 

brought the MSM/LGBTI community to attention in universities in particular. This act was initiated to 

promote healthy sexual behaviour and promote stigma-free environments. The purpose of this 

evaluation henceforth has been to establish the effectiveness of the programme and possible 

recommendations. 

7.3 Geographic areas 
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Figure 1 Map of South Africa with geographic location of universities 

8 Research method 
A mixed-method approach to the design was followed. The quantitative component together with the 

qualitative component resulted in a concurrent triangulation strategy.  Mixed-methods are used to 

discover a paradox or fresh understanding in the hope of finding new perspectives of a phenomenon, 

which may be planned or unplanned. Mixed-methods research allows creative research adaptations 

to particular settings and questions. The quantitative and qualitative methods can be used to discover 

overlapping and possibly different aspects of a phenomenon – yielding an enriched, elaborated 

understanding of that phenomenon. 

8.1 Sampling method 
Non-probability sampling methods were used for both the quantitative and qualitative components 

of this evaluation. 

An invitation message of voluntary participation in a survey was distributed via e-mail to the students 

of the universities where ethical clearance was obtained.  There were no exclusion criteria for the 

sampling of the quantitative component.  All students were welcome to respond to the survey 

regardless of biological sex, sexual preference or sexual orientation, which resulted in a convenient 

sampling method. 

Student participants were purposefully and conveniently selected for the qualitative component and 

had to meet one or more of the following criteria: 
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 Have been part of programmatic activities relating to risk-reduction gatherings (MPowerment 

groups); 

 Attended behaviour change conversations; 

 Were referred for sexual health and psycho-social services; 

 Were involved in advocacy activities. 

The student participants were sampled from the survey in which they had the option to disclose their 

contact details for the purpose of voluntary interviewing.  Other students who fit the abovementioned 

criteria were also sampled with the assistance of the programme co-ordinators, programme managers 

and health care staff who nominated these students. 

The other interview participants included the programme co-ordinators, the programme managers 

and health care staff who were in contact with the student population where they were employed 

during the implementation of the MSM/LGBTI programme. 

8.2 Data collection methods 
Quantitative data was collected through a survey and the programme activity reporting data supplied 

by NACOSA’s Monitoring and Evaluation Unit.  Qualitative data was collected through individual 

interviews and group discussions. 

8.2.1 Quantitative data acquisition 
The KAP survey used in the 2013/2014 study, which formed part of the first objective of the 

programme’s implementation, was adapted and used to collect demographical, behavioural and 

perceptual data from the South African student population (Brink, 2014).  The majority of the original 

questions were retained in the adapted version in the hope of comparing the results from the 

2013/2014 study with the results of this evaluation. The adapted survey consisted of 121 questions. 

The adapted survey was in electronic format and the respondents could access it either through the 

campussex website or directly through a link to the online facility that hosted the survey.  The link to 

the survey was sent with the invitation message via e-mail to the students.  

8.2.2 Qualitative data acquisition 
A semi-structured interview guide was constructed for each category of participant i.e. students, 

programme co-ordinators, programme managers and health care staff.  This interview guide was 

based on the programme evaluation questions.  The duration of each interview/group discussion 

ranged between 15 minutes and 40 minutes. 

Each interview was audio recorded with the consent of the participants.  Due to the time constraints 

of some of the students and health care staff and the timeslot in which the participants were available, 

group discussions were conducted in order to accommodate the schedules of those participants. 

Telephonic interviews were conducted with the programme co-ordinators and programme managers 

who were not available for face-to-face interviews at the time of data collection. 

8.3 Ethical considerations 
Ethical clearance was first sought from the FPD Research Ethics Committee (REC) and the Evaluation 

team received ethical clearance from the REC on the 8th of December 2015.  Soon thereafter, ethical 
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clearance requests were sent via e-mail to each university’s representative programme co-ordinator 

and programme manager.  Ethical clearance was obtained in 2016 from the following universities: 

 Central University of Technology 

 Durban University of Technology 

 University of the Free State 

 University of Limpopo 

 University of the Western Cape 

 Stellenbosch University 

 Nelson Mandela Metropolitan University 

 Walter Sisulu University 

Ethical clearance was not received from the following universities at the time that this report was 

written: 

 Mangosuthu University of Technology 

 University of KwaZulu-Natal 

 University of Venda 

 Tshwane University of Technology 

 University of South Africa 

 University of Cape Town. 

8.3.1 Additional ethical considerations 
Participation in this evaluation was voluntary and the participants had the right to withdraw from the 

study at any time without repercussions.  The participants were informed of the purpose of the survey 

as well as the purpose of the interviews or group discussions.  The face-to-face interview participants 

were required to read and sign a consent form.  The telephonic interview participants were required 

to give verbal consent.  The first few pages of the electronic survey contained information on consent 

and all other relative information regarding the rights of the participants.  The survey respondents 

were asked to give their consent prior to the commencement of the survey questions. 

The survey was anonymous and the respondents were asked whether they would like to continue 

their participation in this evaluation by volunteering for an interview.  The respondents were also 

asked if they would like to enter a draw to win a prize.  These two questions required that the 

respondents provide their contact details.  In order to prevent a linkage between the respondents and 

their responses, an additional survey was constructed with the purpose of collecting the contact 

details of those who wished to enter the draw or participate in an interview.  This additional survey 

made it impossible to link the identity of the respondents with their responses. 
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Confidentiality was ensured by storing the raw data on a secure network which is protected by 

password as well as against malware.  No names have been mentioned in the write up of the 

qualitative results and all names and references to any institutions have been omitted.    

8.4 Data analysis methods 
The quantitative data was statistically analysed and qualitative data was thematically analysed. 

8.4.1 Quantitative data analysis 
The raw data from the adapted survey as well as the programme activity reporting data were analysed 

using the Statistical Package for the Social Sciences (SPSS) software programme.  The raw data was 

entered into Excel™ for coding and cleaning, and imported into SPSS for further coding and analysis.  

Frequencies, percentages and crosstabulations were calculated and graphically represented in charts 

and tables. 

8.4.2 Qualitative data analysis 
The audio recordings were transcribed verbatim.  The transcripts were deductively and thematically 

analysed through the use of Tesch’s (1990) method of analysis (Creswell, 2009).  Tesch’s method 

consists of the follow steps: 

8.4.2.1 Step 1 (open coding) 

 The researcher should gain a sense of the whole phenomenon under study. 

 All the transcripts should be read through carefully. 

 Ideas should be jotted down as they come to mind. 

8.4.2.2 Step 2 

 One document or transcript should be selected – the most interesting, the shortest, or the 

one on top of the pile. 

 The selected transcript or document should be read through to gain a sense of what it is about. 

 The researcher should not think about the substance, but rather its underlying meaning. 

 Thoughts should be written up in the margins of the pages. 

8.4.2.3 Step 3 

 Step 2 should be repeated for several documents or transcripts and a list of all the themes 

should be made. 

 Similar themes should be clustered together. 

 The selected themes should be formed into columns that might be arrayed as major themes, 

unique themes and remaining themes. 

8.4.2.4 Step 4 

 The list should be verified against the data. 

 The themes should be abbreviated as codes and written next to the appropriate segments of 

text. 
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 This preliminary organising schema should be tested to see whether new themes and codes 

emerge. 

8.4.2.5 Step 5 

 The most descriptive wording for the theme will be converted into categories. 

 The list of categories could possibly be reduced by grouping topics that relate to each other. 

 Lines could be drawn between the categories to show interrelationships. 

8.4.2.6 Step 6 

 A final abbreviation for each category is made and alphabetised these codes (naming each 

category). 

8.4.2.7 Step 7 

 The data is then assembled according to each category in one place and a preliminary analysis 

can be performed. 

8.4.2.8 Step 8 

 If necessary, recode the existing data. 

8.4.2.9 Step 9 

 The themes and categories should be verified in this final step with verbatim quotations and 

literature. 

8.5 Study limitations 
The following limitations were discovered during the evaluation process: 

 The ethical clearance application started in the last month of 2015 – a time when the 

universities are preparing to finalise the marking of student examinations and all other end-

of-year proceedings.  There is thus no ethical committee meetings during this period. 

 All the universities are closed over the December-January period and re-open again in late 

January 2016 for the new and existing student cohort to commence with their studies.  The 

student population is thus inaccessible during the summer break. 

 The student uprisings diverted the management’s attention at each university to this unrest, 

making the MSM/LGBTI programme evaluation less of a priority for the universities affected 

by these uprisings. 

 The student uprisings lead to the closing of some universities for a brief period of time, which 

made it difficult to gain access to the universities’ resources during that time. 

 The Evaluation Unit did not have access to the student databases and could not distribute the 

invitation message to the students directly.  The Evaluation Unit thus had no control over the 

number of students reached at each university.  This could possibly be a factor in the low 

response rate on the survey. 

 There were only approximately 496 responses to the survey which could be used for analysis.  

Approximately one-fifth of these responses were from 1st year students.  The dearth of 

responses makes it futile to compare the data with that of the 2013/2014 KAP survey because 
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no accurate inferences can be made since the sample size is too small and not representative 

of the entire programme beneficiary population. 

 Ethical clearance was only received from 8 universities; some of which only provided ethical 

clearance after the data collection period had ended.  The collected data is thus not 

representative of the entire programme and only reflects those universities where sufficient 

data was collected. 

 The acronym ‘MSM’ does not denote any specific sexual identity.  MSM is a class of sexual 

behaviour seen in the male biological sex.  Some individuals may interpret this type of 

behaviour as indicative of homosexual tendencies.  The discourses used by individuals have a 

broad spectrum and these biases cannot be controlled for by the evaluators.  The categories 

of MSM and non-MSM in the quantitative section are variables and should not be viewed as 

a social label or an attempt to segregate the male respondents’ sexual orientations.  

 

 



9 Research Findings 

9.1 Quantitative programme activity results 
The campus programme co-ordinators and programme managers were responsible for supplying 

NACOSA’s M&E unit with monthly programme activity reports for each quarter.  The programme 

activities are divided into 10 quarters.  The reports for the first and second quarter were combined. 

Eight indicators for these programme activity reports were recorded during the implementation of 

the programme: 

 The number of MSM/LGBTI students and staff reached through risk reduction workshops or 

gatherings; 

 The number of MSM/LGBTI individuals reached through counselling; 

 The number of MSM that received an HIV test and who know the result; 

 The number of health and other campus staff who received MSM/LGBTI sensitisation training; 

 The number of people who attended campus dialogues; 

 The number of IEC materials distributed; 

 The number of condom and lubrication packs distributed; 

 The number and percentage of MSM that received an HIV test and know their results. 

 

Figure 2 Example of reporting data spreadsheet compiled by an M & E officer 
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The following information was provided by NACOSA’s M&E unit as an overview of what each indicator 

meant, how the data was captured, each indicator’s unit of measure and what the sources of data 

were. 

9.1.2 The number of MSM/LGBTI students and staff reached through risk reduction 

workshops or gatherings 
 

Table 2 Information on indicator: #MSM/LGBTI students and staff reached through risk reduction workshops/gatherings 

Description of indicator 

Level of indicator: Process Indicator 

Definition: 
Every MSM/LGBTI student who attends a risk reduction workshop or 
gathering is counted. 

Unit of measure: 
Number of MSM/LGBTI students reached through risk reduction workshops 
or gatherings. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
male or female or age. This should not limit organisations whose policy 
requires that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count of all individuals who 
attended MSM/LGBTI HIV prevention interventions. Tracking this indicator 
over time aims to monitor the programme reach. 

Plan for data acquisition 

Data collection 
method: 

All MSM/LGBTI attending a risk reduction workshop or gathering will be 
required to complete an attendance register. The data source is therefore 
the attendance register. All attendance registers for this purpose should be 
clearly marked “MSM/LGBTI risk reduction workshop or gathering”, include 
the date, name and signatures of those attending. These completed 
attendance registers will be handed to the Project Co-ordinator 
immediately after the workshop/gathering and kept in a locked filing 
cabinet by the Project Co-ordinator. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly. 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of individuals reached, indicating 
overall reach of the message. This indicator does not provide any 
information of the quality of outreach programme or subsequent 
behavioural change. 

Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable. It is important for Project 
Co-ordinators to monitor the quality of risk reduction workshops. It could 
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be useful to have a questionnaire to “rate” the workshop/facilitator to 
ascertain quality of the activity and whether or not future students would 
find the workshop useful. 

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.3 The number of MSM/LGBTI individuals reached through counselling 
 

Table 3 Information on indicator: #MSM/LGBTI individuals reached through counselling 

Description of indicator 

Level of indicator: Process Indicator 

Definition: 
Every MSM/LGBTI student that is counted will attend a counselling session 
at the university. 

Unit of measure: 
Number of MSM/LGBTI attending a counselling session by psychologists, 
counsellors and HCT counsellors. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
male or female or age. This should not limit organisations whose policy 
requires that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count of all MSM/LGBTI who 
are counselled in the programme during a quarter. 

Plan for data acquisition 

Data collection 
method: 

All MSM/LGBTI attending a counselling session will be documented on 
intake forms and transferred to a counselling register by the counsellor. The 
completed registers will be handed to the Project Co-ordinator 
weekly/monthly and kept in a locked filing cabinet by the Project Co-
ordinator. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly. 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of individuals reached, indicating 
overall reach of the message. This indicator does not provide any 
information of the quality of counselling. 
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Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable. 

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.4 The number of MSM that received an HIV test and who know the result 
 

Table 4 Information on indicator: #MSM that received HIV test and know result 

Description of indicator 

Level of indicator: Process Indicator 

Definition: 

This indicator measures the number of MSM pre-test counselled, tested 
and received their test results (post-test counselled). The indicator only 
counts males who report EVER having sex with males. The term ‘men who 
have sex with men’ (MSM) describes men who have sex with men, 
regardless of whether or not they have sex with women or have a personal 
or social gay or bisexual identity. The term is used because it also includes 
men who self-identify as heterosexual but have sex with other men.  The 
term refers specifically to a behaviour and not an identity. See Data 
collection method below for details on how to distinguish between MSM 
from other students being tested. 

Unit of measure: Number of MSM individuals tested and received their results. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
ages. This should not limit organisations whose policy requires that data 
should be disaggregated. 

Justification and 
Management Utility: 

This indicator provides a count of those people who have received their 
results. It is anticipated that knowledge of one’s own status leads to 
appropriate behaviour change and access to services if necessary. 

Plan for data acquisition 

Data collection 
method: 

Testing and counselling consent forms that indicate results were received. 
During HCT events MSM will be identified through the use of a brief self-
administered questionnaire and/or HEAIDS HCT forms which includes 
questions to identify whether the person is male or female and whether 
they have ever had sex with a male.  The number of males who are tested 
and who report ever having had sex with a man will be counted as MSM. 
The focus is on the behaviour and not whether the person self identifies as 
gay or bi-sexual. The questionnaire and/or HEAIDS form and process of 
completing the forms will be anonymous. For example, all people tested 
will be asked to complete the self-administered questionnaire and/or 
HEAIDS form before being tested which they will drop into a box.  The 
completed registers will be handed to the Project Co-ordinator 
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weekly/monthly and kept in a locked filing cabinet by the Project Co-
ordinator. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Daily, Monthly. 

Location of data 
storage: 

Sub-recipients with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. Sub-recipients will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

Tertiary Institutions/NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

The indicator does not consider the quality of service provision, which 
would require more in-depth evaluation efforts such as surveys. This 
indicator does not measure the quality of the services provided to the client 
up and including the post-test counselling. The indicator is cumulative but 
does not check for repeat tests.  There might be MSM students that are 
tested twice over the programme period of ten quarters. 

Actions taken or 
planned to address 
this limitation: 

Regular internal data quality audits are required to ensure that processes 
yield reliable data. There should be clear quality assurance mechanisms in 
place to ensure quality of services. 

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.5 The number of health and other campus staff who received MSM/LGBTI sensitisation 

training 
 

Table 5 Information on indicator: #Health care and campus staff who received sensitisation training 

Description of indicator 

Level of indicator: Process Indicator 

Definition: 
Every campus staff member including health professionals and health 
workers who attends a sensitisation training is counted. 

Unit of measure: Number of health and other staff reached through sensitisation training. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
male or female or age. This should not limit organisations whose policy 
requires that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count of all individuals who 
attended sensitisation training is counted. Tracking this indicator over time 
aims to monitor programme reach and is an indication of the number of 
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people reached to influence a more positive MSM/LGBTI environment on 
campus. 

Plan for data acquisition 

Data collection 
method: 

All staff attending a sensitisation training will be required to have an 
attendance register. The data source is therefore the attendance register. 
The attendance register should be clearly marked “MSM/LGBTI 
Sensitisation training”, include the date, name and signatures of those 
attending. These completed attendance registers will be handed to the 
Project Co-ordinator immediately after the workshop/gathering and kept in 
a locked filing cabinet by the Project Co-ordinator. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly. 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of individuals reached, indicating 
overall reach of the message. This indicator does not provide any 
information of the quality of the programme or subsequent behavioural 
change. 

Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable. 

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.6 The number of people who attended campus dialogues 
 

Table 6 Information on indicator: #people who attended campus dialogues  

Description of indicator 

Level of indicator: Process Indicator 

Definition: 
Every person who attends a campus dialogue is counted.  Persons include 
the general student and staff population. 

Unit of measure: Number of students reached through campus dialogues. 
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Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
male or female or age. This should not limit organisations whose policy 
requires that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count of all individuals who 
attended campus dialogues. Tracking this indicator over time aims to 
monitor programme reach. 

Plan for data acquisition 

Data collection 
method: 

All students attending a campus dialogue will be required to complete an 
attendance register. The data source is therefore the attendance register. 
All attendance registers for this purpose should be clearly marked “campus 
dialogue”, and include the date, name and signatures of those attending. 
These completed attendance registers will be handed to the Project Co-
ordinator immediately after the workshop/gathering and kept in a locked 
filing cabinet by the Project Co-ordinator. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of individuals reached, indicating 
overall reach of the message. This indicator does not provide any 
information of the quality of outreach programme or subsequent 
behavioural change. 

Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable.   

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.7 The number of IEC material distributed 
 

Table 7 Information on indicator: #IEC material distributed 

Description of indicator 

Level of indicator: Process Indicator 
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Definition: 

IEC material developed for this programme and distributed by Project Co-
ordinators during any event, which includes HIV testing drives, at 
MSM/LGBTI risk reduction workshops or gatherings, sensitisation training 
or campus dialogues on campus is counted. These materials should be 
distributed during these events. 

Unit of measure: Number of materials distributed. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated 
type of materials or event distributed. However this should not limit 
organisations whose policy requires that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count IEC materials distributed. 

Plan for data acquisition 

Data collection 
method: 

The Project Co-ordinator receives IEC materials from NACOSA and notes the 
number received and the date. Each time the Project Co-ordinator takes 
from the IEC material stock they note the number taken. The number not 
distributed and brought back to the office is noted. This provides an 
indication of the number distributed. The stock sheet for materials is the 
data source which records the number of materials received, the number 
taken out of the stock and the number returned at the end of an event. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of materials distributed, it does not 
measure quality of the materials or subsequent behavioural change. 

Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable. 

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.8 The number of condom and lubrication packs distributed 
 

Table 8 Information on indicator: #condom and lubrication packs distributed 
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Description of indicator 

Level of indicator: Process Indicator 

Definition: 

Condom and lube packs procured for this programme and distributed by 
Project Co-ordinators during any event, which includes HIV testing drives, 
at MSM/LGBTI risk reduction workshops or gatherings or in dispensers is 
counted. An effort must be made to inform MSM/LGBTI where these 
condoms can be found as they are specifically procured for MSM. These 
condom and lube packs should be distributed during these events. A pack 
includes condoms and lube and a pack is counted, not the individual 
condoms in the packs. 

Unit of measure: Number of condom and lube packs. 

Disaggregated by: 

Data should be reported to the Global Fund as a total of condom and lube 
packs distributed to people whether male or female of any age. 
Disaggregation according to male or female or ages is not needed. However 
this should not limit organisations whose policy requires that data should 
be disaggregated. 

Justification and 
Management Utility: 

This indicator is intended to capture a total count of condoms and lube 
packs distributed. 

Plan for data acquisition 

Data collection 
method: 

The Project Co-ordinator receives condom and lube packs from NACOSA 
and notes the number received and the date. Each time the Project Co-
ordinator takes from the ‘stock room’ they note the number taken. The 
number not distributed and brought back to the office is noted. This 
provides an indication of the number distributed. The stock sheet for 
materials is the data source which records the number of materials 
received, the number taken out of the stock and the number returned at 
the end of an event. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Monthly 

Location of data 
storage: 

Programme Officers with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
up and archiving data where necessary. They will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

This indicator measures the number of condoms distributed. It does not 
measure the number of people – male or female – receiving condom packs. 

Actions taken or 
planned to address 
this limitation: 

It is important that regular internal data quality audits are conducted to 
ensure that data collection processes are reliable.   

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 
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Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

9.1.9 The number and percentage of MSM that received an HIV test and know their results 
 

Table 9 Information on indicator: # and % of MSM received HIV test and know results 

Description of indicator 

Level of indicator: Output 

Definition: 

This indicator measures the number of MSM pre-test counselled, tested 
and received their test results (post-test counselled) for a specific quarter 
divided by the total number of estimated MSM on campus. The indicator 
only counts males who report EVER having sex with males. See Data 
collection method below for details on how to distinguish between MSM 
and other students being tested and estimates for MSM. 

Unit of measure: 
Number of MSM individuals tested and received their results divided by the 
total number of MSM reached by the programme. 

Disaggregated by: 
Data should be reported to the Global Fund as a total and not separated by 
ages. However this should not limit organisations whose policy requires 
that data should be disaggregated. 

Justification and 
Management Utility: 

This indicator provides a count of those people who have received their 
results. It is anticipated that knowledge of one’s own status leads to 
appropriate behaviour change and access to services if necessary. 

Plan for data acquisition 

Data collection method: 
 
Numerator: 
The indicator does not consider the quality of service provision, which would require more in-depth 
evaluation efforts such as facility surveys. Caution is required in measurement and interpretation 
of this indicator during data entry i.e. the number of clients pre-test counselled should equate to 
the number of clients tested and to the number of clients who received their results. This indicator 
does not measure the quality of the services provided to the client up to and including the post-test 
counselling. The indicator is cumulative but does not check for repeat tests.  There might be MSM 
students that are tested twice over the programme period of ten quarters. 
 
Denominator: 
The denominator is estimated as 4% of the total student population per HEI. 
 
The consent forms and questionnaires will be filed in a locked cabinet to which the Project Co-
ordinator has access, to verify numbers reported. 

Data source: Tertiary Institutions/NACOSA. 

Frequency and 
timing of data 
acquisition: 

Daily, Monthly. 

Location of data 
storage: 

Sub-recipients with management information systems will store data 
electronically and in addition a paper based system will be used for backing 
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up and archiving data where necessary. Sub-recipients will also use Excel™ 
spreadsheets and Word™ documents to archive data. 

SRs Responsible of 
reporting: 

Tertiary Institutions/NACOSA. 

Data quality issues 

Known data 
limitation and 
significance: 

The indicator does not consider the quality of service provision, which 
would require more in-depth evaluation efforts such as facility surveys. 
Caution is required in measurement and interpretation of this indicator 
during data entry i.e. the number of clients pre-test counselled should 
equate to the number of clients tested and to the number of clients who 
received their results. This indicator does not measure the quality of the 
services provided to the client up and including the post-test counselling. 
The indicator is cumulative but does not check for repeat tests.  There might 
be MSM students that are tested twice over the programme period of ten 
quarters. 

Actions taken or 
planned to address 
this limitation: 

Using the 3 indicator measurements, one may be able to ascertain uptake 
into testing as it is not always the case that Testing and counselling 
programmes report 100% uptake. Careful programmatic monitoring and 
action planning of this measurement is required. Regular internal data 
quality audits are required to ensure that processes yield reliable data. 
Have clear quality assurance mechanisms in place.   

Plan for data analysis, review and reporting 

Data analysis: 
For each indicator, how actual performance data will be compared with 
past performance, planned or targeted performance or other relevant 
benchmarks. 

Review of data: Monthly. 

Reporting of data: Monthly to PR, quarterly or half-yearly to Global Fund as required. 

Data feedback: Data will be reviewed and feedback would be provided monthly by the PR. 

Data audience: PR/CCM. 

 

The provided data was analysed by the FPD Evaluation Unit using Excel™ and SPSS and summarised in 

the tables and graphs to follow.  The cells in the tables that are highlighted in green indicate that a 

target has been reached. 

Table 10 Programme activity report for quarter 1 & 2 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 1 & 2 

CUT 0 2 10 20 282 2904 1051 

SUN 22 4 127 11 178 5650 2366 

UKZN 16 0 36 12 100 2400 10656 

MUT 22 0 10 27 83 1000 0 
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DUT 18 0 23 24 0 730 5544 

NMMU 175 3 68 14 20 3474 3623 

WSU 0 0 0 31 51 591 541 

UWC 15 10 56 26 724 4850 3850 

UNISA 0 2 0 28 0 116 280 

UL 0 0 0 0 0 0 0 

UNIVEN 0 0 0 0 0 0 0 

TUT 0 0 0 0 0 0 0 

UCT 59 0 73 15 148 1425 1666 

UFS 0 0 0 0 0 0 0 

Total 

% of target 

327 

36.0% 

21 

7.8% 

403 

199.0% 

208 

112.0% 

1586 

113.3% 

23140 

22.8% 

29577 

89.2% 
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Table 11 Programme activity report for quarter 3 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 3 

CUT 16 3 0 52 69 2400 466 

SUN 85 10 18 98 105 8400 2520 

UKZN 21 3 10 16 148 3850 2800 

MUT 32 0 9 15 57 2120 1030 

DUT 135 8 25 36 107 7940 9792 

NMMU 109 6 25 0 84 512 5570 

WSU 26 0 3 20 101 9000 630 

UWC 9 8 29 6 193 6160 6601 

UNISA 24 0 0 0 56 640 1073 

UL 110 0 0 18 68 1885 19 

UNIVEN 31 28 7 24 132 7750 3940 

TUT 120 0 0 148 0 0 0 

UCT 47 15 13 85 121 1600 6850 

UFS 0 4 0 0 26 60 10 

Total 

% of target 

765 

85.0% 

85 

22.45 

139 

3.5% 

518 

280.0% 

1267 

90.5% 

52317 

51.4% 

41301 

124.6% 
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Table 12 Programme activity report for quarter 4 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 4 

CUT 24 2 19 0 303 950 1750 

SUN 107 34 34 0 167 5000 3124 

UKZN 13 3 76 0 53 4550 3900 

MUT 9 0 9 77 129 2780 2420 

DUT 96 17 32 0 178 7072 16663 

NMMU 139 11 15 19 227 1072 10720 

WSU 48 9 37 0 107 2221 4293 

UWC 29 19 60 0 654 8100 3805 

UNISA 33 78 0 0 194 4178 3439 

UL 107 0 74 79 98 0 0 

UNIVEN 58 30 16 0 154 7448 2992 

TUT 6 0 6 69 246 0 45744 

UCT 99 50 30 0 164 12800 12000 

UFS 0 0 0 0 25 40 60 

Total 

% of target 

768 

91.4% 

253 

61.7% 

408 

9.7% 

244 

N/A 

2699 

192.8% 

56211 

55.3% 

110910 

334.5% 
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Table 13 Programme activity report for quarter 5 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 5 

CUT 22 2 5 0 54 1200 34 

SUN 57 20 19 0 65 2140 1100 

UKZN 18 4 6 0 97 600 1400 

MUT 20 0 8 0 0 3100 600 

DUT 48 10 3 0 0 0 0 

NMMU 168 9 8 0 125 173 1730 

WSU 16 2 1 0 0 700 340 

UWC 20 10 10 0 63 6160 1455 

UNISA 43 9 0 0 34 3267 4000 

UL 108 0 29 0 0 1125 6480 

UNIVEN 20 16 6 0 12 7500 2320 

TUT 13 0 23 0 516 2132 2030 

UCT 36 50 28 0 0 0 7200 

UFS 0 0 0 0 0 0 0 

Total 

% of target 

589 

N/A 

132 

N/A 

148 

N/A 

0 

N/A 

966 

N/A 

28097 

27.6% 

28689 

87.1% 
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Table 14 Programme activity report for quarter 6 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 6 

CUT 47 2 3 17 113 2500 2710 

SUN 57 23 31 11 220 600 2111 

UKZN 30 4 98 0 233 6000 6500 

MUT 13 6 9 0 58 6521 4228 

DUT 24 0 12 0 60 0 0 

NMMU 4 10 91 0 160 2000 13789 

WSU 63 0 39 0 100 2259 9500 

UWC 0 5 73 22 3361 5692 2060 

UNISA 0 0 11 0 262 4785 14130 

UL 74 0 13 0 0 0 0 

UNIVEN 30 6 18 0 117 7754 1322 

TUT 10 0 25 11 148 7219 3520 

UCT 66 13 49 0 78 6150 34087 

UFS 6 0 0 0 37 0 3392 

Total 

% of target 

424 

N/A 

69 

N/A 

472 

N/A 

61 

N/A 

4947 

353.4% 

51480 

50.6% 

97349 

293.6% 
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Table 15 Programme activity report for quarter 7 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 7 

CUT 41 6 10 19 0 3573 6574 

SUN 97 15 119 0 160 400 2220 

UKZN 15 3 22 0 438 2050 3070 

MUT 28 0 11 25 85 4003 1656 

DUT 81 0 62 54 201 4598 245 

NMMU 0 20 11 0 158 35 215 

WSU 11 207 13 0 82 98 6905 

UWC 39 7 18 0 78 3871 960 

UNISA 25 26 7 25 94 8805 3773 

UL 206 0 0 0 49 431 103 

UNIVEN 41 29 21 0 148 5353 2570 

TUT 25 0 37 0 2300 7468 2500 

UCT 10 7 48 0 17 521 24014 

UFS 5 0 39 7 58 483 7684 

Total 

% of target 

624 

N/A 

320 

N/A 

418 

N/A 

130 

N/A 

3868 

276.3% 

41689 

41% 

62489 

211.2% 
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Table 16 Programme activity report for quarter 8 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 8 

CUT 36 24 24 0 254 1921 1601 

SUN 68 17 49 0 233 300 3257 

UKZN 25 0 53 0 167 500 2000 

MUT 45 0 59 0 25 2502 56 

DUT 77 11 49 5 133 217 217 

NMMU 25 17 28 12 122 357 392 

WSU 81 8 57 0 103 225 217 

UWC 18 0 46 0 45 1650 1400 

UNISA 10 161 140 0 193 4052 1320 

UL 720 0 6 0 902 3857 1379 

UNIVEN 79 0 37 0 101 7713 6200 

TUT 49 0 93 0 150 1040 8120 

UCT 20 17 95 0 186 220 1250 

UFS 5 0 72 0 203 276 5142 

Total 

% of target 

1258 

N/A 

255 

N/A 

808 

N/A 

17 

N/A 

2817 

216.7% 

24830 

24.4% 

32551 

113.6% 
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Table 17 Programme activity report for quarter 9 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 9 

CUT 44 14 14 0 0 910 2610 

SUN 2 35 64 0 0 0 1230 

UKZN 13 0 11 0 37 25 67 

MUT 0 0 0 0 0 0 0 

DUT 42 6 20 0 101 144 144 

NMMU 92 17 6 0 131 0 0 

WSU 19 0 9 0 22 200 1200 

UWC 0 0 32 0 67 825 595 

UNISA 0 23 18 39 38 2020 1088 

UL 0 0 0 34 0 534 250 

UNIVEN 25 0 4 0 12 7520 36440 

TUT 0 0 0 0 0 0 0 

UCT 0 1 33 34 0 2 10500 

UFS 0 0 0 0 0 0 2832 

Total 

% of target 

237 

N/A 

96 

N/A 

211 

N/A 

107 

68.6% 

408 

N/A 

12180 

12.9% 

56956 

225.0% 
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Table 18 Programme activity report for quarter 10 

University 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# MSM 
tested for 
HIV and 

know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Quarter 10 

CUT 20 25 25 20 70 2504 45030 

SUN 32 10 98 0 328 91 2600 

UKZN 20 0 51 17 53 200 100000 

MUT 67 0 19 0 0 3000 160 

DUT 63 9 33 37 0 4210 59610 

NMMU 54 7 88 0 231 2090 19000 

WSU 0 0 0 14 41 1000 12000 

UWC 0 0 87 32 1350 2580 46650 

UNISA 31 12 6 12 186 3427 4496 

UL 45 10 10 44 277 1045 1645 

UNIVEN 36 0 18 0 0 7274 220000 

TUT 0 0 19 0 0 0 0 

UCT 26 0 44 20 112 1057 5500 

UFS 0 0 0 0 37 20 3921 

Total 

% of target 

394 

N/A 

73 

N/A 

498 

N/A 

196 

117% 

2685 

192% 

28498 

28% 

520612 

1897% 
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Table 19 Programme activity summary report for quarter 1 to 10  

Quarter 

# reached 
through risk 

reduction 
workshops/ 

support 
groups 

# reached 
through 

counselling 

# 
MSM/LGB
TI tested 
for HIV 

and know 
their 

results 

# reached 
through 

sensitisation 
training 

# 
attending 
campus 

dialogues 
 
 

# IEC 
materials 

distributed 

#Condom 
packs 

distributed 

Totals 

Q1&2 327 21 403 208 1586 23140 29577 

Q3 765 85 139 518 1267 52317 41301 

Q4 768 253 408 244 2699 56211 110910 

Q5 589 132 148 0 966 28097 28689 

Q6 424 69 472 61 4947 51480 97349 

Q7 624 320 418 130 3868 41689 62489 

Q8 1258 255 808 17 2817 24830 32551 

Q9 237 96 211 107 408 12180 56956 

Q10 394 73 498 196 2685 28498 520612 

Total 

% of target 

5386 

N/A 

1304 

N/A 

3505 

42% 

1481 

213% 

21243 

219% 

318442 

35% 

980434 

355% 
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Figure 3 Graph of the number of people reached through risk reduction workshops/ support groups 
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Figure 4 Graph of the number of MSM/LGBTI reached through counselling 
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Figure 5 Graph of the number of MSM tested for HIV and know their results 
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Figure 6 Graph of the number of people reached through sensitisation training 

 

 

Figure 7 Graph of the number of people that attended campus dialogues 
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Figure 8 Graph of the number of IEC materials that were distributed 

 

  

0 2000 4000 6000 8000 10000 12000 14000

CUT

SUN

UKZN

MUT

DUT

NMMU

WSU

UWC

UNISA

UL

UNIVEN

TUT

UCT

UFS

NUMBER OF IEC MATERIALS 
DISTRIBUTED

Quarter 10 Quarter 9 Quarter 8 Quarter 7 Quarter 6

Quarter 5 Quarter 4 Quarter 3 Quarter 1 & 2



Evaluation of the MSM/LGBTI HEI Programme | APRIL 2016  45 
 

Figure 9 Graph of the number of condom packs that were distributed 
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Table 20 Summary of the results of the programme indicators for quarter 1 to 10 

University 

#MSM tested and received results among 
those reached with combination prevention 

services 

#MSM/LGBTI reached with HIV testing and/or 
other prevention services 

Quarter 1 to 10 

Actual Target 
Percentage 

of target 
Actual Target 

Percentage 

of target 

CUT 107 172 62% 392 511 77% 

SUN 457 228 200% 658 709 93% 

UKZN 295 221 133% 524 681 77% 

MUT 105 172 61% 352 511 69% 

DUT 194 172 113% 595 511 116% 

NMMU 243 178 137% 740 531 139% 

WSU 91 172 53% 486 511 95% 

UWC 315 221 143% 482 691 70% 

UNISA 114 151 75% 799 441 181% 

UL 132 205 64% 917 618 148% 

UNIVEN 124 172 72% 521 511 102% 

TUT 183 197 93% 389 591 66% 

UCT 313 222 141% 490 691 71% 

UFS 42 203 21% 307 611 50% 

Total 2715 2685 101% 7652 8100 94% 
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Figure 10 Graph of universities that reached their targets for the number of MSM who received HCT 

 
 

Figure 11 Graph of the number of MSM who received HCT categorised by university 
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Figure 12 Graph of universities that reached their targets for the number of MSM/LGBTI reached 

 
 

 
Figure 13 Graph of the number of MSM/LGBTI reached categorised by university 
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Table 21 Summary of programme indicator results categorised by province 

Province 
Provincial 

target1 

Number of MSM tested 

and received results 

among those reached 

with combination 

prevention services 

Provincial 

target1 

Number of MSM/LGBTI 

reached with HIV testing 

and/or other prevention 

services 

Count Percentage Count Percentage 

Free State 375 149 40% 1122 699 62% 

Western Cape 671 1085 162% 2091 1630 78% 

KwaZulu-Natal 565 594 105% 1703 1471 86% 

Eastern Cape 350 334 95% 1042 1226 118% 

Gauteng2 348 297 85% 1032 1188 115% 

Limpopo 377 256 68% 1129 1438 127% 

 

Figure 14 Graph of the percentage of MSM reached categorised by province 
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Figure 15 Graph of the percentage of MSM/LGBTI reached categorised by province 
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Table 22 Summary of demographics categorised by MSM and non-MSM 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

At which university are you 
registered? 

Durban University of Technology 5 8.6 22 14.8 69 

Nelson Mandela Metropolitan 
University 

24 41.4 38 25.5 
179 

University of South Africa 1 1.7 1 0.7 4 

University of Cape Town - - 1 0.7 1 

University of KwaZulu-Natal - - 1 0.7 1 

Central University of Technology 11 19.0 71 47.7 172 

University of the Western Cape 6 10.3 4 2.7 19 

Stellenbosch University 11 19.0 4 2.7 40 

University of Limpopo - - 7 4.7 11 

Total 58 
(11.7% of 

496) 
149 

(30% of 
496) 

496 

What is your citizenship? 
South African 57 98.3 139 93.9 457 

Other 1 1.7 9 6.1 32 

What is your home 
language? 

Afrikaans 16 27.6 14 9.4 57 

IsiNdebele 0 0.0 1 0.7 3 

IsiZulu 6 10.3 15 10.1 59 

Sesotho 5 8.6 36 24.2 93 

SiSwati 0 0.0 1 0.7 2 

Xitsonga 0 0.0 7 4.7 10 

English 10 17.2 26 17.4 96 

IsiXhosa 16 27.6 30 20.1 124 

Sepedi 0 0.0 3 2.0 5 

Setswana 4 6.9 10 6.7 28 

Tshivenda 1 1.7 3 2.0 7 

Other 0 0.0 3 2.0 9 

What is your biological sex? 

Female 0 0.0 0 0.0 272 

Intersex 0 0.0 0 0.0 2 

Male 58 100.0 149 100.0 216 

How old are you? 

Under 18 0 0.0 5 3.4 6 

18-20 20 34.5 47 31.5 173 

21-23 21 36.2 53 35.6 183 

24-26 10 17.2 18 12.1 73 

Older than 26 7 12.1 26 17.4 59 

Which best describes you? 

Homosexual 45 77.6 20 13.9 121 

Heterosexual 3 5.2 99 68.8 263 

Bisexual 8 13.8 2 1.4 37 

Other 2 3.4 23 16.0 57 

What is your ethnicity? 

Black 32 55.2 105 70.5 340 

White 14 24.1 21 14.1 71 

Coloured 10 17.2 12 8.1 50 

Other 0 0.0 0 0.0 4 

Indian 0 0.0 5 3.4 12 

Prefer not to answer 2 3.4 6 4.0 16 

Do you have a regular source 
of income? 

Yes 12 21.1 44 29.5 142 

No 45 78.9 105 70.5 350 

What is your source of 
income? 

Salary 5 8.6 21 14.1 57 

Parents 9 15.5 25 16.8 86 

Bursary 1 1.7 6 4.0 27 

Other 1 1.7 4 2.7 9 

Do you have children 
Yes  3 5.2 22 14.9 64 

No 55 94.8 126 85.1 424 

What is your marital status? 

Single 56 96.6 137 92.6 467 

Married 2 3.4 11 7.4 19 

Divorced/Separated 0 0.0 0 0.0 3 

Widowed 0 0.0 0 0.0 0 

What kind of area are you 
originally from? 

Rural area 7 12.1 57 38.5 117 

Peri-urban area 16 27.6 33 22.3 118 

Urban area 35 60.3 58 39.2 254 

University residence 14 24.1 25 16.8 115 
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Where do you live while at 
university? 

With my family 16 27.6 52 34.9 165 

With friends 5 8.6 14 9.4 30 

Other accommodation 23 39.7 58 38.9 179 

What is your year of study? 

1st year 10 17.2 56 37.6 143 

2nd year 17 29.3 31 20.8 113 

3rd year 14 24.1 33 22.1 115 

4th year 7 12.1 19 12.8 76 

5th year 3 5.2 8 5.4 25 

6th year 1 1.7 1 0.7 5 

7th year 1 1.7 1 0.7 4 

8th or more 5 8.6 56 37.6 10 

Are you an undergraduate or 
postgraduate student? 

Undergraduate 50 86.2 117 80.1 393 

Postgraduate 8 13.8 29 19.9 91 

With the exception of 
yourself, what is the highest 
level of education in your 
family? 

Did not go to school 0 0.0 1 0.7 4 

Did not finish high school 2 3.4 13 8.8 29 

Finished high school 13 22.4 35 23.6 98 

Some university education 12 20.7 15 10.1 74 

Undergraduate university degree 13 22.4 14 9.5 71 

Some postgraduate education 5 8.6 12 8.1 32 

Postgraduate university degree 12 20.7 48 32.4 158 

I don't know 1 1.7 10 6.8 22 

 

Table 23 Sexual orientation categorised per university 

University Homosexual Heterosexual Bisexual Other Total 

Durban University of 

Technology 

Count 17 36 6 6 65 

% of Total 3.6% 7.5% 1.3% 1.3% 13.6% 

Nelson Mandela 

Metropolitan 

University 

Count 42 108 16 11 177 

% of Total 8.8% 22.6% 3.3% 2.3% 37.0% 

University of South 

Africa 

Count 1 - - 2 3 

% of Total 0.2% - - 0.4% 0.6% 

University of Cape 

Town 

Count - - - 1 1 

% of Total - - - 0.2% 0.2% 

University of KwaZulu-

Natal 

Count - 1 - - 1 

% of Total - 0.2% - - 0.2% 

Central University of 

Technology 

Count 40 82 9 30 161 

% of Total 8.4% 17.2% 1.9% 6.3% 33.7% 

University of the 

Western Cape 

Count 4 12 - 3 19 

% of Total 0.8% 2.5% - 0.6% 4.0% 

Stellenbosch University 
Count 16 16 5 3 40 

% of Total 3.3% 3.3% 1.0% 0.6% 8.4% 

University of Limpopo 
Count 1 8 1 1 11 

% of Total 0.2% 1.7% 0.2% 0.2% 2.3% 

Total: 
Count 

% of Total 

121 

25.3% 

263 

55.0% 

37 

7.7% 

57 

11.9% 

478 

100.00% 
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Figure 16 Pie chart of sexual orientation 

 

 

Table 24 Sexual orientation categorised by ethnicity 

Ethnic group Homosexual Heterosexual Bisexual Other Total 

Black 
Count 83 173 26 46 329 

% of Total 17.4% 36.2% 5.4% 9.6% 68.6% 

White 
Count 21 39 6 4 70 

% of Total 4.4% 8.2% 1.3% 0.8% 14.6% 

Coloured 
Count 10 33 3 3 49 

% of Total 2.1% 6.9% 0.6% 0.6% 10.3% 

Other 
Count - 2 1 1 4 

% of Total - 0.4% 0.2% 0.2% 0.8% 

Indian 
Count 2 8 - 1 11 

% of Total 0.4% 1.7% - 0.2% 2.3% 

Prefer not to answer 
Count 5 8 1 2 16 

% of Total 1.0% 1.7% 0.2% 0.4% 3.3% 

Total 
Count 121 263 37 57 478 

% of Total 25.3% 55.0% 7.7% 11.9% 100.0% 

 

  

25,30%

55,00%

7,70%

11,90%

Sexual orientation (n = 478)

Homosexual Heterosexual Bisexual Other
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Figure 17 Clustered bar chart of sexual orientation categorised by biological sex 

 

 

Table 25 Place of residence categorised by area originally from 

Place of residence 
Area originally from 

Rural Area Peri-urban area Urban area Total 

University residence 
Count 35 27 53 115 

% of Total 7.2% 5.5% 10.9% 23.6% 

With family 
Count 23 41 101 165 

% of Total 4.7% 8.4% 20.7% 33.8% 

With friends 
Count 12 5 12 29 

% of Total 2.5% 1.0% 2.5% 5.9% 

Other accommodation 
Count 46 45 88 179 

% of Total 9.4% 9.2% 18.0% 36.7% 

Total 
Count 116 118 254 488 

% of Total 23.8% 24.2% 52.0% 100.0% 

 

  

11,16%

32,84%

5,68% 5,89%

0,21% 0,21%

14,11%

22,32%

2,11%

5,47%

0,00%

5,00%

10,00%

15,00%

20,00%

25,00%

30,00%

35,00%

Homosexual Heterosexual Bisexual Other

Biological sex categorised by sexual 
orientation 

Female Intersex Male
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Table 26 Question: "Do you have children?" categorised by marital status 

Marital status 
Do you have children? 

Yes No Total 

Single 
Count 48 418 466 

% of Total 9.8% 85.7% 95.5% 

Married 
Count 13 6 19 

% of Total 2.7% 1.2% 3.9% 

Divorced/Separated 
Count 3 0 3 

% of Total 0.6% 0.0% 0.6% 

Total 
Count 64 424 488 

% of Total 13.1% 86.9% 100.0% 

 

Single (Male only) 
Count 17 182 199 

% of Total 8.0% 85.8% 93.9% 

Married (Male only) 
Count 9 4 13 

% of Total 4.2% 1.9% 6.1% 

Total 
Count 26 186 212 

% of Total 12.3% 87.7% 100.0% 

 

9.2.2 Sexual behaviour 
 

Table 27 Summary of sexual behaviour results 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Select the option most true for you: 

I would prefer to have sex 
only with men 

42 72.4 0 0.0 247 

I would prefer to have sex 
only with women 

0 0.0 149 100.0 176 

I would prefer to have sex 
with either men or women 

16 27.6 0 0.0 53 

Have you ever had sexual intercourse? 
Yes 49 84.5 120 81.1 385 

No 9 15.5 28 18.9 95 

What form of sex have you had? 

Anal sex 45 77.6 12 8.1 89 

Oral sex 40 69.0 51 34.2 234 

Vaginal sex 13 22.4 115 77.2 326 

Did you use alcohol and/or drugs the last time you had 
sex? 

Yes 12 24.5 17 14.2 61 

No 37 75.5 103 85.8 319 

How often do you use alcohol and/or drug when you 
are having sex? 

All of the time 1 1.7 0 0.0 4 

Most of the time 5 8.6 2 12.5 14 

Sometimes 5 8.6 7 43.8 22 

Rarely 1 1.7 6 67.5 20 

Never 0 0.0 1 6.3 5 

Are you currently in a relationship with a primary 
partner? 

Yes 20 40.8 78 65.5 237 

No 29 59.2 41 34.5 146 

Do you have sex with your primary relationship 
partner? 

Yes 17 85.0 71 92.2 221 

No 3 15.0 6 7.5 16 

What is the biological sex of your primary partner? 

Male 18 90.0 0 0.0 137 

Female 1 5.0 77 100.0 96 

Intersex 1 5.0 0 0.0 2 

Do you have a steady, non-primary partner that you 
have sex with? 

Yes 13 27.1 47 40.2 117 

No 35 72.9 70 59.8 258 

What is the biological sex of your steady, non-primary 
partner? 

Male 13 92.9 3 6.3 63 

Female 1 7.1 45 93.8 55 
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Intersex 0 0.0 0 0.0 1 

Do you have a non-steady partner that you have sex 
with? 

Yes 19 32.8 46 40.0 116 

No 28 48.3 69 60.0 251 

What is the biological sex of your non-steady partner? 

Male 17 85.0 0 0.0 62 

Female 1 5.0 46 100.0 55 

Intersex 2 10.0 0 0.0 2 

How old were you the first time you had sexual 
intercourse? 

Younger than 10 3 6.3 2 1.8 7 

10-12 6 12.5 7 6.2 13 

13-15 9 18.8 15 13.3 57 

16-18 12 25.0 54 47.8 161 

19-20 12 25.0 20 17.7 87 

21-23 5 10.4 11 9.7 38 

24-26 1 2.1 2 1.8 3 

Older than 26 0 0.0 2 1.8 4 

Did you use a condom the last time you had sex? 
Yes 28 59.6 71 64.0 205 

No 19 40.4 40 36.0 158 

Was it a male or female condom? 
Male condom 28 48.3 72 100.0 208 

Female condom 0 0.0 0 0.0 2 

Did you also use lubrication? 
Yes 23 79.3 10 14.1 49 

No 6 20.7 61 85.9 163 

How often do you use condoms when you are having 
sex? 

All of the time 12 25.5 37 33.9 88 

Most of the time 23 48.9 38 34.9 128 

Sometimes 2 4.3 19 17.4 54 

Rarely 5 10.6 10 9.2 52 

Never 5 10.6 5 4.6 39 

Do you use drugs? 
Yes 5 10.6 13 11.8 30 

No 42 89.4 97 88.2 331 

Have you or your sex partner used needles to inject 
drugs? 

Yes 1 2.1 2 1.8 5 

No 46 97.9 107 98.2 356 

Have you ever had a Sexually Transmitted Infection? 
Yes 9 19.1 16 14.5 48 

No 38 80.9 94 85.5 310 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Has someone ever given you money, drugs or a place to 
stay in exchange for sex? 

Yes 3 6.4 2 1.8 15 

No 44 93.6 107 98.2 345 

Have you ever given someone money, drugs or a place 
to stay in exchange for having sex with you? 

Yes 4 8.5 9 8.2 14 

No 43 91.5 101 91.8 348 

Has a sex partner ever hit you? 
Yes 6 12.8 5 8.2 29 

No 41 87.2 105 91.8 330 

Has someone ever forced you to have sex when you did 
not want to? 

Yes 11 23.4 6 5.4 75 

No 36 76.6 105 94.6 286 

Would you be afraid to ask a partner to use condoms 
because they might hit you? 

Yes 1 2.2 0 0.0 4 

No 45 97.8 109 100.0 356 

Have you ever threatened to use force to get someone 
to have sex with you when they did not want to? 

Yes 3 6.4 2 1.8 10 

No 44 93.6 109 98.2 352 

Have you ever had sex with someone when they really 
did not want to? 

Yes 7 14.9 14 12.6 37 

No 40 85.1 97 87.4 326 

How many men have you had sex with in the last 12 
months? 

0 2 4.3 96 95.0 121 

1 13 28.3 0 0.0 116 

2-3 15 32.6 1 1.0 65 

4-5 9 19.6 1 1.0 23 

6-7 2 4.3 0 0.0 7 

8-9 2 4.3 0 0.0 4 

More than 9 3 6.5 3 3.0 13 

How many women have you had sex with in the last 12 
months? 

0 42 91.3 8 7.5 214 

1 2 4.3 41 38.3 66 

2-3 1 2.2 35 32.7 48 

4-5 0 0.0 10 9.3 10 

6-7 0 0.0 8 7.5 8 

8-9 0 0.0 0 0.0 0 

More than 9 1 2.2 5 4.7 8 

How many time have you had anal sex without a 
condom in the past 12 months? 

0 18 39.1 90 85.7 286 

1-2 16 34.8 9 8.6 30 

3-5 4 8.7 3 2.9 14 

6-10 2 4.3 0 0.0 6 

11-20 0 0.0 2 1.9 2 

21-30 2 4.3 1 1.0 6 

31-40 1 2.2 0 0.0 1 

41 or more times 3 6.5 0 0.0 7 

How many times have you had anal sex with a condom 
in the past 12 months? 

0 7 15.2 86 81.9 268 

1-2 15 32.6 12 11.4 41 
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3-5 9 19.6 3 2.9 16 

6-10 9 19.6 1 1.0 14 

11-20 4 8.7 3 2.9 8 

21-30 1 2.2 0 0.0 1 

31-40 0 0.0 0 0.0 1 

41 or more times 1 2.2 0 0.0 2 

How many times have you had vaginal sex without a 
condom in the past 12 months? 

0 43 93.5 28 26.4 131 

1-2 2 4.3 22 20.8 53 

3-5 0 0.0 19 17.9 53 

6-10 1 2.2 14 13.2 34 

11-20 0 0.0 11 10.4 31 

21-30 0 0.0 3 2.8 13 

31-40 0 0.0 3 2.8 11 

41 or more times 0 0.0 6 5.7 26 

How many times have you had vaginal sex with a 
condom in the past 12 months? 

0 41 91.1 17 16.5 107 

1-2 1 2.2 16 15.5 61 

3-5 2 4.4 11 10.7 46 

6-10 0 0.0 15 14.6 42 

11-20 0 0.0 13 12.6 35 

21-30 0 0.0 6 5.8 16 

31-40 0 0.0 10 9.7 14 

41 or more times 1 2.2 15 14.6 30 

How many times have you had sex with blood present 
in the past 12 months? 

0 32 74.4 77 75.5 238 

1-2 8 18.6 16 15.7 77 

3-5 2 4.7 5 4.9 21 

6-10 0 0.0 3 2.9 4 

11-20 0 0.0 1 1.0 4 

21-30 0 0.0 0 0.0 2 

31-40 0 0.0 0 0.0 0 

41 or more times 1 2.3 0 0.0 2 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

How many times have you had oral sex with semen in 
your mouth in the past 12 months? 

0 23 50.0 92 86.8 238 

1-2 14 30.4 5 4.7 62 

3-5 4 8.7 7 6.6 31 

6-10 1 2.2 1 0.9 9 

11-20 1 2.2 0 0.0 6 

21-30 0 0.0 0 0.0 4 

31-40 0 0.0 0 0.0 1 

41 or more times 3 6.5 1 0.9 5 

How many times have you had oral sex without semen 
in your mouth in the past 12 months? 

0 16 34.8 73 71.6 186 

1-2 12 26.1 9 8.8 58 

3-5 6 13.0 9 8.8 37 

6-10 7 15.2 4 3.9 34 

11-20 5 10.9 4 3.9 19 

21-30 0 0.0 0 0.0 5 

31-40 0 0.0 0 0.0 3 

41 or more times 0 0.0 3 2.9 9 

 

After careful examination, certain questions were selected from the sexual behaviour section of the 

survey in order to calculate a Sexual Behaviour Risk score for each respondent.  The following 

questions were included in the calculation: 

 Have you ever had sexual intercourse? 

 Did you use alcohol and/or drugs the last time you had sex? 

 How often do you use alcohol and/or drugs when you are having sex? 

 Do you have a steady, non-primary partner that you have sex with? 

 Do you have a non-steady partner that you have sex with? 
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 How old were you the first time you had sexual intercourse? 

 Did you use a condom the last time you had sex? 

 Did you also use lubrication? ("lube") 

 How often do you use condoms when you are having sex? 

 Do you use drugs? 

 Have you or your sex partner used needles to inject drugs? 

 Have you ever had a Sexually Transmitted Infection? 

 Has someone ever given you money, drugs or a place to stay in exchange for sex? 

 Have you ever given someone money, drugs or a place to stay in exchange for having sex with 

you? 

 Has a sex partner ever hit you? 

 Has someone ever forced you to have sex when you did not want to? 

 Would you be afraid to ask a partner to use condoms because they might hit you? 

 Have you ever threatened to use force to get someone to have sex with you when they did 

not want to? 

 Have you ever had sex with someone when they really did not want to? 

 How many men have you had sex with in the last 12 months? 

 How many women have you had sex within the last 12 months? 

 How many times have you had anal sex without a condom in the past 12 months? 

 How many times have you had vaginal sex without a condom in the past 12 months? 

 How many times have you had sex with blood present in the past 12 months? 

 How many times have you had oral sex with semen in your mouth in the past 12 months? 

Sixteen of the questions were recoded because the questions were coded in a direction opposite to 

the required risk score calculation.  The scores for all of the above questions were summed and 

recoded into a new variable which was named “Sexual Behaviour Risk score.”  This variable was coded 

as follows: 1 = Low risk (a score between 1 and 41), 2 = Medium risk (a score between 42 and 74) and 

3 = High risk (a score between 75 and 96).  Only two respondents scored a high score on sexual risk 

behaviour.  The majority of the respondents fell within the low score range. 
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Table 28 Sexual Behaviour Risk score 

Sexual Behaviour Risk score 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Low risk 47 22.7 130 62.8 401 

Medium risk 10 4.8 19 9.2 80 

High risk 1 0.5 0 0.0 2 

 

A chi-square test was conducted in order to test the hypothesis that there is a significant difference in 

the Sexual Behaviour Risk score between MSM and Non-MSM individuals.  

𝐻0 = The distribution of Sexual Behaviour Risk scores are the same for MSM and Non-MSM 

individuals. 

𝐻1 = The distribution of Sexual Behaviour Risk scores are different for MSM and Non-MSM 

individuals. 

The result of the chi-square test revealed that there is no significant difference between the MSM and 

Non-MSM individuals in terms of their Sexual Behaviour Risk scores.  The null hypothesis is retained 

because 𝑝 >  .05 for a confidence level of 95%.  

 

Figure 18 Bar chart of sexual preference 
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Figure 19 Bar chart of sexual preference for males only 

 

 

Figure 20 Bar chart of sexual preference for females only 
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Figure 21 Pie chart of question: "Have you ever had sexual intercourse?" 

 

 

9.2.3 HIV Testing 
 

Table 29 Summary of HIV testing question results 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Have you ever been for an HIV test? 
Yes 42 76.4 102 75.6 347 

No 13 23.6 33 24.4 100 

Have you ever been for an HIV test on campus? 
Yes 32 55.2 52 38.5 219 

No 23 39.7 83 61.5 229 

Did the HIV testing service on campus inform you of 
your HIV status? 

Yes 32 100.0 50 100.0 215 

No 0 0.0 0 0.0 1 

What were the results of your most recent HIV test? 

HIV positive 0 0.0 1 2.0 4 

HIV negative 32 100.0 47 94.0 206 

Don’t know 0 0.0 1 2.0 2 

Refuse to answer 0 0.0 1 2.0 5 

How many times have you been tested for HIV on 
campus? 

1 8 25.0 16 32.7 66 

2 7 21.9 15 30.6 52 

3 4 12.5 6 12.2 35 

4 13 40.6 12 24.5 62 

More than 4 0 0.0 0 0.0 0 

Was your last HIV test done in the past 12 months? 
Yes 25 78.1 38 76.0 181 

No 7 21.9 12 24.0 36 

Do you plan to get tested again on campus? 
Yes 31 96.9 38 77.6 193 

No 1 3.1 11 22.4 23 

Which of the following services on campus have you 
made use of? 

HIV testing 32 55.2 45 30.2 207 

STI screening 4 6.9 11 7.4 25 

ART 0 0.0 1 0.7 1 

Counselling 15 25.9 16 107 72 

Free condoms 28 48.3 41 27.5 134 

Please rate your satisfaction with the health services on 
campus. 

Very good 20 64.5 22 44.9 103 

Good 8 25.8 14 28.6 62 

Satisfactory 3 9.7 11 22.4 42 

Bad 0 0.0 2 4.1 7 

Very bad 0 0.0 0 0.0 0 

Table 30 Crosstabulation of HIV testing on campus and comfortability in accessing sexual health services 

80,20%

19,80%

Have you ever had sexual intercourse?
n = 480

Yes No
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Have you ever been for an HIV test on campus? 

Do you feel comfortable accessing sexual 

health services on campus? 

Yes No Total 

Yes 
Count 174 33 207 

% of Total 41.1% 7.8% 48.9% 

No 
Count 125 91 216 

% of Total 29.6% 21.5% 51.1% 

Total 
Count 299 124 423 

% of Total 70.7% 29.3% 100.0% 

 

A chi-square test was conducted in order to test the hypothesis that the comfortability of a student 

accessing sexual health services has an influence on HIV testing on campus.  The hypothesis is as 

follows: 

𝐻0 = There is no association between the students’ comfortability in accessing sexual health services 

on campus and HIV testing on campus. 

𝐻1 = There is an association between the students’ comfortability in accessing sexual health services 

on campus and HIV testing on campus. 

The result of the chi-square test revealed that there is a highly significant association between the 

students’ comfortability in accessing sexual health services on campus and HIV testing on campus.  

The null hypothesis is rejected because 𝑝 <  .001 for a confidence level of 95%.  It can be inferred that 

the more students feel comfortable in accessing sexual health services on campus, the more likely 

they are to also have an HIV test on campus. 

Table 31 Crosstabulation of satisfaction with health services and comfortability with health services 

Please rate your level of satisfaction with the health 

services on campus 

Do you feel comfortable accessing sexual 

health services on campus? 

Yes No Total 

Very good 
Count 92 6 98 

% of Total 45.1% 2.9% 48.0% 

Good 
Count 50 10 60 

% of Total 24.5% 4.9% 29.4% 

Satisfactory 
Count 27 12 39 

% of Total 13.2% 5.9% 19.1% 

Bad 
Count 3 4 7 

% of Total 1.5% 2.0% 3.4% 

Very bad 
Count 0 0 0 

% of Total 0.0% 0.0% 0.0% 

Total 
Count 172 32 204 

% of Total 84.3% 15.7% 100.0% 

A chi-square test was conducted in order to test the hypothesis that the level of satisfaction with the 

health services on campus has an influence on the comfortability of a student accessing those sexual 

health services.  The hypothesis is as follows: 
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𝐻0 = There is no association between the students’ comfortability in accessing sexual health services 

on campus and their level of satisfaction with the health services. 

𝐻1 = There is an association between the students’ comfortability in accessing sexual health services 

on campus and their level of satisfaction with the health services. 

The result of the chi-square test revealed that there is a highly significant association between the 

students’ comfortability in accessing sexual health services on campus and their level of satisfaction 

with the health care services.  The null hypothesis is rejected because 𝑝 <  .001 for a confidence level 

of 95%.  It can be inferred that there is a relationship between how satisfied the students are with the 

health services on campus and whether they feel comfortable in accessing sexual health services on 

campus. 

Table 32 Crosstabulation of Sexual Behaviour Risk score and the question: "have you ever been for an HIV test?" 

Have you ever been for an HIV test? 

Sexual Behaviour Risk score 

Low Sexual 

Behaviour Risk 

score 

Medium 

Sexual 

Behaviour Risk 

score 

High Sexual 

Behaviour Risk 

score 
Total 

Yes 
Count 276 71 0 347 

% of Total 61.7% 15.9% 0.0% 77.6% 

No 
Count 91 7 2 100 

% of Total 20.4% 1.6% 0.4% 22.4% 

Total 
Count 367 78 2 447 

% of Total 82.1% 17.4% 0.4% 100.0% 

 

A hypothesis was made in order to test whether an individual’s sexual behaviour has any influence on 

them going for an HIV test.  A chi-square test was conducted. The hypothesis is as follows: 

𝐻0 = There is no association between the respondents’ Sexual Behaviour Risk scores and whether 

they have been for an HIV test. 

𝐻1 = There is an association between the respondents’ Sexual Behaviour Risk scores and whether 

they have been for an HIV test. 

The result of the chi-square test revealed that there is a highly significant association between the 

respondents’ Sexual Behaviour Risk scores and whether they have been for an HIV test.  The null 

hypothesis is rejected because 𝑝 <  .001 for a confidence level of 95%.  A person is thus more likely 

to have gone for an HIV test if they score lower on the Sexual Behaviour Risk scale. 
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9.2.4 Experiences on Campus 
 

Table 33 Summary of experiences on campus 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

How many people with HIV/AIDS have you ever 
known? 

None 19 35.8 46 36.2 122 

1-2 14 26.4 34 26.8 124 

3-5 9 17.0 16 12.6 92 

6-10 5 9.4 10 7.9 29 

11 or more 5 9.4 14 11.0 39 

Cannot remember 1 1.9 7 5.5 21 

Is free HIV testing available to you on campus? 

Yes 43 81.1 97 75.8 349 

No 0 0.0 0 0.0 2 

I don’t know 10 18.9 31 24.2 77 

Do you feel comfortable accessing sexual health 
services provided at your university? 

Yes 39 75.0 86 67.2 299 

No 13 25.0 42 32.8 124 

Have you accessed sexual health services provided 
outside your university in the past? 

Yes 28 52.8 68 53.5 229 

No 25 47.2 59 46.5 198 

Have you ever experienced verbal or physical abuse on 
campus due to your sexual orientation? 

Yes verbal abuse only 15 28.3 5 3.9 38 

Yes physical abuse only 0 0.0 0 0.0 0 

Yes both verbal and 
physical abuse 

3 5.7 0 0.0 4 

No 35 66.0 123 96.1 386 

How many friends on campus do you know who are 
openly from the LGBTQIQ community? 

0 11 20.8 83 64.8 173 

1-2 14 26.4 24 18.8 109 

3-5 13 24.5 9 7.0 70 

6-10 4 7.5 5 3.9 27 

11-20 6 11.3 1 0.8 19 

More than 20 5 9.4 6 4.7 26 

Do you consider your university an accepting 
environment for LGBTQIQ students? 

Yes 27 50.9 73 57.5 271 

No 8 15.1 4 3.1 30 

Not sure 18 34.0 50 39.4 125 

Do you consider your university a safe environment for 
LGBTQIQ students? 

Yes 29 54.7 74 57.8 269 

No 9 17.0 1 0.8 28 

Not sure 15 28.3 53 41.4 131 

Does the management of this institution take 
discrimination against the LGBTQIQ community 
seriously? 

Yes 18 34.6 39 31.2 123 

No 11 21.2 15 12.0 62 

Not sure 23 44.2 71 56.8 237 

Do the student leaders of this institution take 
discrimination against the LGBTQIQ community 
seriously? 

Yes 17 32.1 34 26.8 126 

No 13 24.5 15 11.0 55 

Not sure 23 43.4 79 62.2 245 

Do you feel confident that cases of discrimination that 
are reported by students at the university will be 
investigated properly? 

Yes 21 39.6 44 34.6 147 

No 15 28.3 20 15.7 89 

Not sure 17 32.1 63 49.6 188 

Did you attend a meeting or function regarding 
HIV/AIDS on campus in the past year? 

Yes 11 20.8 22 17.5 104 

No 42 79.2 104 82.5 319 

Did you attend a meeting or function regarding 
LGBTQIQ issues on campus in the past year? 

Yes 14 24.1 10 7.8 68 

No 39 67.2 118 92.2 360 

Did you receive information about HIV/AIDS on 
campus? 

Yes 35 67.3 76 59.8 288 

No 17 32.7 51 40.2 133 

Did you receive information about LGBTQIQ issues on 
campus? 

Yes 22 41.5 31 24.6 130 

No 31 58.5 95 75.4 295 

Are free condoms available on campus? 

Yes 46 86.8 101 79.5 360 

No 5 9.4 9 7.1 18 

Not sure 2 3.8 17 13.4 50 

Is free lubrication (“lube”) available on campus? 

Yes 14 26.4 43 33.9 136 

No 16 30.2 29 22.8 98 

Not sure 23 43.4 55 43.3 194 

Are you a member of an HIV/AIDS club or organisation 
on campus? 

Yes 6 11.3 6 4.7 28 

No 47 88.7 123 95.3 402 

Are you a member of a LGBTQIQ club or organisation 
on campus? 

Yes 12 22.6 3 2.3 37 

No 41 77.4 126 97.7 394 
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Table 34 Crosstabulation of abuse on campus and sexual orientation 

Have you ever experienced verbal 

or physical abuse on campus due 

to your sexual orientation? 

Homosexual Heterosexual Bisexual Other Total 

Yes verbal abuse only 
Count 19 11 5 3 38 

% of Total 4.5% 2.6% 1.2% 0.7% 9.0% 

Yes physical abuse only 
Count 0 0 0 0 0 

% of Total 0.0% 0.0% 0.0% 0.0% 0.0% 

Yes both verbal and 

physical abuse 

Count 3 1 0 0 4 

% of Total 0.7% 0.2% 0 0 1.0% 

No 
Count 81 228 29 41 379 

% of Total 19.2% 54.2% 6.9% 9.7% 90.0% 

Total 
Count 103 240 34 44 421 

% of Total 24.5% 57.0% 8.1% 10.5% 100.0% 

 

The above crosstabulation reveals that the majority of the respondents did not experience any verbal 

or physical abuse on campus; however, the homosexual category of respondents experienced the 

most abuse compared to the other categories.  Verbal abuse was found to be the most prevalent form 

of abuse. 

9.2.5 MSM/LGBTI Programme 
Two separate descriptive analyses were performed for this section of the adapted survey which 

focussed specifically on the MSM/LGBTI programme.  The first included 1st year students and the 

second excluded 1st year students.  It was found in both analyses that more MSM respondents were 

aware of the programme and participated in the programme than the non-MSM respondents.  Word 

of mouth seems to be the prominent source of information relating to the MSM/LGBTI programme.  

The majority of the respondents who made use of the campus counselling services indicated that it 

helped them. 

Table 35 Summary of MSM/LGBTI Programme question results 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 
Are you aware of the MSM/LGBTI support programme 
on your campus? 

Yes 23 42.6 20 15.6 109 

No 31 57.4 108 84.4 322 

Have you participated in the MSM/LGBTI Programme 
on your campus? 

Yes 10 43.5 4 22.2 36 

No 13 56.5 14 77.8 71 

How did you hear about the MSM/LGBTI Programme? 

Social Media 8 13.8 5 3.4 39 

SRC 4 6.9 2 1.3 17 

Flyers/posters on campus 10 17.2 7 4.7 56 

E-mail 9 15.5 2 1.3 26 

Word of mouth 13 22.4 14 9.4 63 

Have you made use of peer counselling services on your 
campus? 

Yes 6 26.1 5 26.3 31 

No 17 73.9 14 73.7 79 

Did the counselling services on campus help you? 
Yes 5 83.3 5 100.0 28 

No 0 0.0 0 0.0 2 

Questions Options 
MSM responses 

(excluding 1st year 
students) 

Non-MSM 
responses 

(excluding 1st year 
students) 

All 
responses 
(excluding 
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1st year 
students) 

Frequency % Frequency % Frequency 
Are you aware of the MSM/LGBTI support programme 
on your campus? 

Yes 21 46.7 12 15.2 87 

No 24 53.3 67 84.8 220 

Have you participated in the MSM/LGBTI Programme 
on your campus? 

Yes 10 47.6 4 40.0 33 

No 11 52.4 6 60.0 52 

How did you hear about the MSM/LGBTI Programme? 

Social Media 7 14.6 3 3.2 30 

SRC 3 6.3 1 1.1 13 

Flyers/posters on campus 10 20.8 5 5.4 47 

E-mail 9 18.8 2 2.2 23 

Word of mouth 13 27.1 9 9.7 51 

Have you made use of peer counselling services on your 
campus? 

Yes 6 28.6 4 36.4 30 

No 15 71.4 7 63.6 58 

Did the counselling services on campus help you? 
Yes 5 10.4 4 4.3 27 

No 0 0.0 0 0.0 2 
 

Table 36 Crosstabulation of participation in the programme and area of origin 

Kind of area originally from 

Have you participated in the MSM/LGBTI 
Programme on your campus? Total 

Yes No 

Rural area 
Count 14 13 27 

% of Total 13.1% 12.1% 25.2% 

Peri-urban area 
Count 10 17 27 

% of Total 9.3% 15.9% 25.2% 

Urban area 
Count 12 41 53 

% of Total 11.2% 38.3% 49.5% 

Total 
Count 36 71 107 

% of Total 33.6% 66.4% 100.0% 

 

A chi-square test was conducted in order to test the hypothesis that the kind of area where the 

beneficiaries are from has an influence on their participation in the programme.  The hypothesis is as 

follows: 

𝐻0 = There is no association between the kind of area from which the beneficiaries are originally from 

and participation in the programme. 

𝐻1 = There is an association between the kind of area from which the beneficiaries are originally from 

and participation in the programme. 

The result of the chi-square test revealed that there is a weak association between the type of area 

where a beneficiary is from and their participation in the MSM/LGBTI programme.  The null hypothesis 

is rejected because 𝑝 =  .03 for a confidence level of 95%.  Rural and urban origins show a higher 

association with participation than peri-urban origins.  A greater percentage of programme 

participants are originally from rural areas. 

Table 37 Crosstabulation of residence and programme participation 

Where do you live while at university? 

Have you participated in the MSM/LGBTI 
Programme on your campus? Total 

Yes No 

University 
residence 

Count 14 16 30 

% of Total 13.1% 15.0% 28.0% 

With my family 
Count 9 21 30 

% of Total 8.4% 19.6% 28.0% 
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With friends 
Count 2 7 9 

% of Total 1.9% 6.5% 8.4% 

Other 
accommodation 

Count 11 27 38 

% of Total 10.3% 25.2% 35.5% 

Total 
Count 36 71 107 

% of Total 33.6% 66.4% 100.0% 

 

Using the same chi-square test as before, no significant association was found between place of 

residence and programme participation (𝑝 =  .34) for a 95% confidence level. 

9.2.6 HIV knowledge 
 

Table 38 HIV knowledge categorised by MSM and non-MSM 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 
Having sex with only one faithful, uninfected partner can 
reduce the risk of HIV transmission. 

True 41 75.9 120 94.5 388 

False 9 16.7 3 2.4 31 

I don’t know 4 7.4 4 3.1 12 

Using condoms can reduce the risk of HIV transmission. True 51 94.4 120 94.5 408 

False 2 3.7 5 3.9 16 

I don’t know 1 1.9 2 1.6 7 

A healthy-looking person can have HIV. True 53 98.1 123 96.9 418 

False 1 1.9 2 1.6 7 

I don’t know 0 0.0 2 1.6 5 

A person can get HIV from mosquito bites. True 6 11.1 17 13.4 37 

False 42 77.8 93 73.2 347 

I don’t know 6 11.1 17 13.4 47 

A person can get HIV from sharing a meal with someone 
who is infected. 

True 2 3.7 2 1.6 5 

False 52 96.3 121 95.3 416 

I don’t know 0 0.0 4 3.1 10 

 

Perfect score on HIV knowledge  
Medium score on HIV knowledge  
Low score on HIV knowledge 

33 61.1 85 66.9 300 

20 37.0 40 31.5 127 

1 1.9 2 1.6 4 
 

The questions “a person can get HIV from mosquito bites” and “a person can get HIV from sharing a 

meal with someone who is infected” was recoded because the direction of these questions differed 

from the other HIV knowledge questions.  For example, the correct answer for the question “a person 

can get HIV from sharing a meal with someone who is infected” is false and the correct answer for the 

question “using condoms can reduce the risk of HIV transmission” is true.  We want all the correct 

answers to be coded as 1 = true so that we can calculate a score on HIV knowledge. 

All the HIV Knowledge questions were recoded and the options were collapsed to 1 = Correct and 2 = 

Incorrect or don’t know the correct answer. 

A new variable was created and was named “HIV Knowledge score.” This variable was calculated 

through the sum of all the answers to the five HIV knowledge questions.  Thus, if a respondent had all 

five questions correct, then that respondent will score 5 on HIV knowledge.  If a respondent had all 

five questions incorrect, then that respondent will score 10 on HIV knowledge. 

In order to simplify the HIV knowledge scores and categorise them from perfect to low, scores were 

recoded into a different variable.  A score of 5 on HIV knowledge was coded as 1 = perfect score.  A 
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score between 6 and 8 was coded as 2 = medium score and a score between 9 and 10 was coded as 3 

= low score. 

The majority of the respondents had a perfect score; more than 60% for each category (MSM, non-

MSM and all responses). 

A chi-square test was conducted in order to test the hypothesis that there is an association between 

the respondents’ HIV knowledge score and their Sexual Behaviour Risk scores.  The hypothesis is as 

follows: 

𝐻0 = There is no association between HIV knowledge scores and Sexual Behaviour Risk scores. 

𝐻1 = There is an association between HIV knowledge scores and Sexual Behaviour Risk scores. 

The result of the chi-square test revealed that there is a significant association between the 

respondents’ HIV knowledge scores and their corresponding Sexual Behaviour Risk scores.  The null 

hypothesis is rejected because 𝑝 <  .001 for a confidence level of 95%.  As can be seen in the graph 

below, a higher HIV knowledge score is associated with a lower Sexual Behaviour Risk score. 
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Figure 22 Clustered bar chart of HIV knowledge score 

 
 

 

Figure 23 Clustered bar chart of HIV knowledge score vs Sexual Behaviour Risk score 

 

 

9.2.7 Self-esteem 
There were 14 self-esteem questions in this survey.  The questions “At times I think I am no good at 

all”, “I wish I could have more respect for myself”, “In general, I feel like a failure” and “Sometimes I 

feel there is nothing to look forward to in the future” were recoded because the direction of these 

questions differed from the rest of the self-esteem questions.   
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The options were coded as follow: 1 = Disagree a lot, 2 = Kind of disagree, 3 = Kind of agree and 4 = 

Agree a lot.  A self-esteem score was calculated for the MSM, non-MSM and for all responses through 

the sum of the respondents’ answers.    The maximum score was 56 (Agree a lot x 14).  Please note 

that there were no correct or incorrect answers to these questions.  Lower scores reflect lower self-

esteem. 

Another way to analyse these self-esteem scores is to categorise these scores from low to high.  A 

score between 14 and 18 was coded as 1 = low score.  A score between 19 and 37 was coded as 2 = 

medium score and a score between 38 and 56 was coded as 3 = high score. 

Table 39 Summary of self-esteem results 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

In general I am satisfied with myself 

Disagree a lot 2 3.8 5 4.0 13 

Kind of disagree 9 17.0 17 13.6 42 

Kind of agree 23 43.4 30 24.0 151 

Agree a lot 19 35.8 73 58.4 218 

At times I think I am no good at all 

Disagree a lot 13 25.0 56 45.2 144 

Kind of disagree 7 13.5 22 17.7 89 

Kind of agree 19 36.5 36 29.0 141 

Agree a lot 13 25.0 10 8.1 47 

I feel that I have a number of good qualities 

Disagree a lot 0 0.0 1 0.8 5 

Kind of disagree 2 3.8 7 5.6 19 

Kind of agree 25 47.2 33 26.6 129 

Agree a lot 26 49.1 83 66.9 269 

I am able to do things as well as most people 

Disagree a lot 0 0.0 4 3.2 7 

Kind of disagree 5 9.4 7 5.6 28 

Kind of agree 20 37.7 38 30.6 134 

Agree a lot 28 52.8 75 60.5 253 

I feel that I am a person of worth, that I am at 
least as good as other people 

Disagree a lot 2 3.8 3 2.4 8 

Kind of disagree 4 7.5 6 4.9 19 

Kind of agree 16 30.2 30 24.4 109 

Agree a lot 31 58.5 84 68.3 284 

I wish I could have more respect for myself 

Disagree a lot 7 13.2 20 16.0 81 

Kind of disagree 14 26.4 19 15.2 59 

Kind of agree 15 28.3 24 19.2 98 

Agree a lot 17 32.1 62 49.6 185 

In general, I feel like a failure 

Disagree a lot 24 45.3 83 66.9 243 

Kind of disagree 12 22.6 23 18.5 96 

Kind of agree 15 28.3 13 10.5 68 

Agree a lot 2 3.8 5 4.0 15 

I take a positive attitude towards myself 

Disagree a lot 6 11.3 2 1.6 14 

Kind of disagree 7 13.2 7 5.6 36 

Kind of agree 18 34.0 37 29.6 144 

Agree a lot 22 41.5 79 63.2 228 

What happens to me in the future mostly 
depends on me 

Disagree a lot 2 3.8 1 0.8 3 

Kind of disagree 0 0.0 4 3.2 9 

Kind of agree 13 25.0 17 13.7 72 

Agree a lot 37 71.2 102 82.3 335 

I can do just about anything I set my mind to 

Disagree a lot 2 3.8 0 0.0 4 

Kind of disagree 2 3.8 7 5.7 26 

Kind of agree 19 35.8 32 26.0 113 

Agree a lot 30 56.6 84 68.3 279 

My future is what I make of it 

Disagree a lot 3 5.7 1 0.8 4 

Kind of disagree 2 3.8 4 3.2 8 

Kind of agree 11 20.8 21 16.9 74 

Agree a lot 37 69.8 98 79.0 336 

I have great faith in the future 

Disagree a lot 1 1.9 4 3.3 7 

Kind of disagree 6 11.3 8 6.5 24 

Kind of agree 17 32.1 24 19.5 92 

Agree a lot 29 54.7 87 70.7 297 

Sometimes I feel there is nothing to look 
forward to in the future 

Disagree a lot 17 32.1 65 52.0 218 

Kind of disagree 12 22.6 25 20.0 90 

Kind of agree 12 22.6 24 19.2 81 

Agree a lot 12 22.6 11 8.8 36 
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It’s really no use worrying about the future, 
because what will be will be 

Disagree a lot 11 21.2 48 38.4 145 

Kind of disagree 20 38.5 28 22.4 125 

Kind of agree 15 28.8 29 23.2 101 

Agree a lot 6 11.5 20 16.0 52 

 

Self-esteem score 
MSM responses 

n = 53 

Non-MSM 
responses 

n = 140 

All 
responses 

n = 426 
43 45.57 45.18 

 

Alternative self-esteem score 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Low self-esteem score 0 0.0 0 0.0 2 

Medium self-esteem score 12 22.6 11 7.9 40 

High self-esteem score 41 77.4 129 92.1 384 

 

Figure 24 Clustered bar chart of self-esteem scores 

 

A t-test was conducted in order to test if there is a significant difference between the mean self-

esteem score of the MSM responses and the mean self-esteem score of the Non-MSM responses.   

The hypothesis is as follows: 

𝐻0 = There is no significant difference in the mean self-esteem score between MSM and Non-MSM 

individuals. 

𝐻1 = There is a significant difference in the mean self-esteem score between MSM and Non-MSM 

individuals. 

A significant difference was found at the 95% confidence level (𝑝 <  .001).  This means that the self-

esteem scores of the MSM respondents were significantly lower than the self-esteem scores of the 

Non-MSM respondents. 
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9.2.8 Alcohol and Drug use 
A chi-square test was conducted in order to test the hypothesis that a drinking or drug problem has 

an influence on HIV status. The hypothesis is as follows: 

𝐻0 = There is no association between a drinking or drug problem and HIV status.  

𝐻1 = There is an association between a drinking or drug problem and HIV status. 

The result of the chi-square test revealed no relationship between drinking and drug abuse and HIV 

status.  

Table 40 Summary of alcohol and drug use 

Questions Options 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 
Have you, in your lifetime, ever had a drinking or 
drug problem? 

Yes 10 19.2 15 12.0 49 

No 42 80.8 110 88.0 373 

Have any of your family members ever had a drinking 
problem? 

Yes 34 65.4 55 44.4 223 

No 18 34.6 69 55.6 198 

Have you used alcohol or other drugs in the last 6 
months? 

Yes 38 73.1 74 59.7 274 

No 14 26.9 50 40.3 147 

Please select the alcohol and/or drugs that you have 
used in the last 6 months. 

Beer 27 46.6 70 47.0 178 

Cocaine 2 3.4 4 2.7 11 

Crystal meth 1 1.7 0 0.0 2 

Ecstasy 3 5.2 2 1.3 13 

Heroin 1 1.7 0 0.0 2 

LSD 1 1.7 0 0.0 3 

Magic Mushrooms 3 5.2 0 0.0 6 

Mandrax 1 1.7 0 0.0 2 

Marijuana 16 27.6 31 20.8 108 

Whoonga 1 1.7 0 0.0 4 

Wine 32 55.2 47 0.0 217 

Other 9 15.5 12 8.1 63 

Have you felt that you have used too much alcohol 
or other drugs in the last 6 months? 

Yes 19 50.0 33 44.6 106 

No 19 50.0 41 55.4 162 

Has your drinking or drug use ever negatively 
affected your studies at university? 

Yes 13 34.2 15 20.3 52 

No 25 65.8 59 79.7 216 

Have you tried to cut down or quit drinking or using 
alcohol or other drugs in the last 6 months? 

Yes 17 44.7 46 61.3 143 

No 21 55.3 29 38.7 126 

Have you gone to anyone for help because of your 
drinking or drug use in the last 6 months? 

Yes 2 5.3 4 5.4 10 

No 36 94.7 70 94.6 257 

Have you had any health problems in the last 6 
months? 

Had blackouts or memory loss 6 10.3 14 9.4 49 

Injured head after drinking or 
using drugs 

1 1.7 1 0.7 6 

Had convulsions or delirium, 
tremors 

1 1.7 0 0.0 3 

Had hepatitis or other liver 
problems 

0 0.0 0 0.0 1 

Felt sick, shaky, or depressed 
when stopped drinking or 
using drugs 

5 8.6 6 4.0 23 

Felt “coke bugs” after stopped 
using drugs 

1 1.7 1 0.7 3 

Been injured after drinking or 
using drugs 

4 6.9 2 1.3 17 

Used needles to “shoot” drugs 1 1.7 0 0.0 2 

I have not really had any 
health problems in the last 6 
months 

27 46.6 56 37.6 200 

Has your drinking or other drug use caused problems 
between you and your family and friends in the past 
6 months? 

Yes 5 13.2 18 24.0 41 

No 
33 86.8 57 76.0 227 

Have you been arrested or had other legal problems 
due to drug and/or alcohol use in the past 6 months? 

Yes 1 2.6 2 2.7 5 

No 37 97.4 72 97.3 262 

Have you lost your temper or gotten into arguments 
or fights while drinking or using drugs in the past 6 
months? 

Yes 9 23.7 20 26.7 56 

No 
29 76.3 55 73.3 213 

Yes 9 23.7 11 15.1 39 
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Did you need to drink or use drugs more and more to 
get the effect you want in the past 6 months? 

No 
29 76.3 62 84.9 228 

Did you spend lots of your time thinking about or 
trying to get alcohol or drugs in the past 6 months? 

Yes 5 13.2 9 12.0 36 

No 33 86.8 66 88.0 234 

In the past 6 months when drinking or using drugs 
were you more likely to do something you wouldn’t 
normally do? 

Yes 12 31.6 13 17.3 50 

No 
26 68.4 62 82.7 219 

In the past 6 months how often did you get drunk or 
high immediately before or during sex? 

Never 20 52.6 39 52.0 161 

Occasionally 12 31.6 29 38.7 86 

Often 3 7.9 7 9.3 18 

All the time 3 7.9 0 0.0 4 

In the past 6 months how often would you say that 
your alcohol and/ or drug use made it more difficult 
for you to have safer sex? 

Never 31 81.6 57 76.0 221 

Occasionally 5 13.2 13 17.3 29 

Often 2 5.3 4 5.3 14 

All the time 0 0.0 1 1.3 5 

 

A Substance Abuse score was calculated for each respondent.  The following questions were 

included in the calculation: 

 Have you, in your lifetime, ever had a drinking or drug problem? 

 Have you used alcohol or other drugs in the last 6 months? 

 Please select the alcohol and/or drugs that you have used in the last 6 months. 

 Have you felt that you have used too much alcohol or other drugs in the last 6 months? 

 Has your drinking or drug use ever negatively affected your studies at university? 

 Have you tried to cut down or quit drinking or using alcohol or other drugs in the last 6 

months? 

 Have you had any health problems in the last 6 months? 

 Has your drinking or other drug use caused problems between you and your family and friends 

in the past 6 months? 

 Have you been arrested or had other legal problems due to drug and/or alcohol use in the 

past 6 months? 

 Have you lost your temper or gotten into arguments or fights while drinking or using drugs in 

the past 6 months? 

 Did you need to drink or use drugs more and more to get the effect you want in the past 6 

months? 

 Did you spend lots of your time thinking about or trying to get alcohol or drugs in the past 6 

months? 

 In the past 6 months when drinking or using drugs were you more likely to do something you 

wouldn't normally do? 

 In the past 6 months how often did you get drunk or high immediately before or during sex? 

 In the past 6 months how often would you say that your alcohol and/or drug use made it more 

difficult for you to have safer sex? 
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Ten of the questions were recoded because the questions were coded in a direction opposite to the 

required score calculation.  The scores for all of the above questions were summed and recoded into 

a new variable which was named “Alcohol and drug use total.”  Thereafter, another variable was 

created and named “Substance Abuse score.”  This variable was categorised so that the respondents 

could be placed in one of the following: 1 = Low score (a score between 1 and 29), 2 = Medium score 

(a score between 30 and 42) and 3 = High score (a score between 43 and 51).  The majority of the 

respondents fell in the low score category. 

Table 41 Substance Abuse score 

Substance Abuse score 
MSM responses 

Non-MSM 
responses 

All 
responses 

Frequency % Frequency % Frequency 

Low score 50 28.2 124 70.1 418 

Medium score 2 1.1 1 0.6 3 

High score 0 0.0 0 0.0 1 

 

Figure 25 Clustered bar chart of Substance Abuse scores 

 

A Fisher’s Exact Test revealed no significant differences between the Substance Abuse score of the 

MSM and Non-MSM individuals. 

𝐻0 = The distribution of Substance Abuse scores are the same for MSM and Non-MSM individuals. 

𝐻1 = The distribution of Substance Abuse scores are different for MSM and Non-MSM individuals. 

The null hypothesis is retained because 𝑝 =  .207 for a confidence level of 95%. 
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Low Substance Abuse 
score 

Count 344 74 0 418 

% of Total 81.5% 17.5% 0.0% 99.1% 

Medium Substance 
Abuse score 

Count 0 2 1 3 

% of Total 0.0% 0.5% 0.2% 0.7% 

High Substance 
Abuse score 

Count 0 0 1 1 

% of Total 0.0% 0.0% 0.2% 0.2% 

Total 
Count 344 76 2 422 

% of Total 81.5% 18.0% 0.5% 100.0% 

 

A chi-square test was conducted in order to test the hypothesis that there is an association between 

the respondents’ Substance Abuse scores and their Sexual Behaviour Risk scores. The hypothesis is as 

follows: 

𝐻0 = There is no association between the Substance Abuse scores and the Sexual Behaviour Risk 

scores.  

𝐻1 = There is an association between the Substance Abuse scores and the Sexual Behaviour Risk 

scores. 

The result of the chi-square test revealed that there is a significant association between the 

respondent’s Substance Abuse scores and their corresponding sexual behaviour scores (𝑝 <  .001) for 

a confidence level of 95%.  This implies that an individual with a lower Substance Abuse score is likely 

to have a lower Sexual Behaviour Risk score. 
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9.3 Qualitative results 
The qualitative section of this report extracted themes from the participant interviews conducted with 

the students, health care workers, programme co-ordinators and managers. The themes were used in 

order to discover the direct impact of the programme on its beneficiaries. Additionally, the themes 

reflected the attitudes, behaviours and perceptions of the participants.   

9.3.1 Theme 1: Exposure to the MSM/LGBTI Programme 
The first theme ‘’Exposure to the MSM/LGBTI Programme" explores how the participants were 

introduced to the programme. It incorporates the activities of the programme which was found to be 

a motivating factor for learning, awareness and the sensitisation of the MSM/LGBTI community and 

university staff. The theme addresses the question whether the programme promoted social 

acceptance and contributed toward the breakdown of stigmatisation on campuses.  In connection 

with this, this theme also highlights the extent to which the programme was successful in promoting 

safer sex practices among the MSM/LGBTI student community with greater perception towards HIV 

and sexual behaviour.  

9.3.1.1 Students 

 The students were exposed to the programme through various activities dealing with MSM/LGBTI, 

group discussions, marches, HIV testing and counselling. The identification with the MSM/LGBTI 

community as well as the interest to learn more about sexual health and behaviours were motivating 

factors to participate in the programme. The students became increasingly aware of the MSM/LGBTI 

issues concerning sexual health and behaviour. This may be exemplified by the following statement 

made by a student:  

9.3.1.2 Health care workers 

Health care workers available on campus received training and workshops that concerned sexual 

health issues surrounding the MSM/LGBTI student community. This included counselling, 

sensitisation, identification of cases of STIs among LGBTI individuals and HIV testing. Various handouts 

and pamphlets were given to the staff for more guidance. One of the counsellors had the following to 

say:  

“What motivated me was that I wanted to learn...like there are things that I don’t know 

that other people also don’t know...so when we are sitting in those discussions we get to 

learn from other people’s challenges and you become free to talk about your challenges..” 

“Yes, last year we were in training with...we got information about how to treat LGBTI 

individuals, it was very informative…. now I can identify with the cases that I get and I 

also know how to treat people who are LGBTI” 
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9.3.1.3 Programme Co-ordinators and Managers 

The programme managers as well as the co-ordinators had educational background knowledge and 

experience that assisted them in the implementation and running of the programme targeted towards 

the MSM/LGBTI community on campus. A programme co-ordinator stated that: 

Another participant also supported their position in the programme with the following statement:  

Other parties involved managed to gain more skills from the implementation of the programme. For 

example, one of the co-ordinators said: 

These experiences from the service providers were a crucial element in the maintenance of the 

programme and provision of services to the student and staff clientele. 

To conclude this theme of exposure to the MSM/LGBTI programme, the service providers brought 

their expertise to the programme and they were also able to gain skills that enhanced the quality of 

the programme and provision of services needed by the MSM/LGBTI community. On the other hand, 

the students were made aware of the issues surrounding the needs of the MSM/LGBTI community 

and sexual health behaviour through group discussions and engaging in the programmatic activities.   

  

“….I initially first implemented a KAP survey and helped to orientate it….. yes and I was 

the co-ordinator of HIV prevention and research at the unit….” 

“…I have a psychology background so I offered counselling…’ 

“….It has helped me as an individual in the sense that I have gained a lot of skills, especially 

with project management, accounting, finances, monitoring and evaluation, you know, 

running the whole thing alone, you know, it is something that one could say, oh no, when 

you look back and you see when you hear the students and you are like, oh okay, I really 

made an impact…” 
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9.3.2 Theme 2: Sexual Health 
Sexual health is a state of well-being that requires a positive and a respectful approach to sexuality, 

relationships and also the possibility of having a safe sexual experience, free of co-ercion, 

discrimination and violence. In the interviews it was discovered that high proportions of MSM/LGBTI 

at tertiary institutions practice high risky sexual behaviours and do not know their HIV status nor are 

they willing to be tested. The goal of the programme was to develop agency amongst the MSM/LGBTI 

community by enabling a stigma-free environment for them to make informed choices with regards 

to their sexual behaviour and for them to access sexual health services without discrimination. 

The theme ‘sexual health’ was identified in the participant interviews conducted on the programme 

managers, programme co-ordinators, the health care workers and the students. This theme relates to 

the sub-questions of the research which was, identifying the role or the core function NACOSA 

facilitated when it was addressing the sexual health needs of MSM/LGBTIs. The ‘sexual health’ theme 

helps in answering this sub-question as a number of categories and codes were found in the interviews 

to support the facilitation role of NACOSA in addressing the sexual health needs of the MSM/LGBTI 

community. 

9.3.2.1 Information 

NACOSA aimed to address the challenge of accessing sexual health care facing the MSM/LGBTI 

community in the universities. It aimed to address this gap by providing various endeavours that build 

knowledge and capacity in the community. The programme provided information that would 

empower, educate and sensitise those who were involved with the programme.   

The programme facilitated the sharing of information between the participants involved. The co-

ordinators communicated the educational aspects of the programme to the learners and health care 

workers and provided counselling services to the students. A programme co-ordinator at one of the 

universities said:   

The programme co-ordinator facilitated sessions for students to inform them of the programme and 

also to empower and educate them on the issues of sexual health. One of the participants had the 

following to say: 

These group discussions also allowed for dialogue sessions which provided information for a variety 

of issues involving sexual health behaviours. A nurse commented on the following:  

“During each session I made sure to say something about safe sex and we did condom 

demonstrations on a regular basis.” 

“I always thought that as a lesbian I’m not at any risk of STIs...we were taught that we 

are not safe and we are told about the ways of preventing STI’s.” 
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9.3.2.2 Comfortability in disclosure 

The impact of the programme resulted in the students as well as the health care workers being more 

comfortable in discussing sexual health, behaviours and risk reduction measures. A student 

commented on how they gained confidence and became more comfortable: 

It was important for the programme to create an environment that had welcoming and sensitive 

health services. It was also important for the health care workers to be sensitised in order to make 

students feel comfortable in sharing and receiving the appropriate help. A health care worker had the 

following to say: 

 The health services were able to create a welcoming and sensitive environment for the MSM/LGBTI 

community. To support this, a programme co-ordinator highlighted the following:  

This was an important issue in successfully implementing the programme. 

9.3.2.3 Support 

The NACOSA programme was implemented to provide support in terms of providing a comprehensive 

package of care for the MSM/LGBTI students and staff.  As a result of the programme, most students 

preferred health care support services on campus.  A student said the following: 

 

“People with the same kind of issues and also I know (the co-ordinator) had group sessions 

at night.....it’s usually after six, after hours, so he had groups with them as well.” 

“Before the programme I was not comfortable but I gained a lot of confidence from this 

programme.” 

“My understanding was to make it more, or to let people be more comfortable in who and 

what they are, and to disclose, if I can say that, to people and be more, like, part of the 

community.” 

“That is when I realized, no, when they are at the clinic they are open. It is a good 

environment for them, they are not hiding their sexual orientation or their sexual 

behaviour at all.” 
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Some advocated to be referred to outside the university grounds. When asked if students preferred 

to be referred internally or externally, a nurse responded by saying externally. When asked why she 

said the following:  

Risk reduction activities provided by the health services was an important aspect in supporting positive 

sexual health. The programme co-ordinators and health care workers emphasised the need to use 

contraceptives to prevent transmission of HIV/AIDS.  A programme co-ordinator stated the following: 

The sexual health theme was identified; one of the objectives of the programme was to address these 

issues. The NACOSA programme was implemented to create an environment that could ensure the 

MSM/LGBTI community had access to sexual health services within these institutions. 

  

“I think I prefer the health services on campus...I felt comfortable because she (the nurse) 

was up to speed with LGBTI issues.” 

“It goes back to stigma….and you with students...being seen...because it’s a new 

programme but I think as time goes on we will overcome this….they will feel free to be 

referred internally” 

“…..So and one it helped them a lot because they know where to go when they need 

lubricants and whenever they would just walk in the office and ask for 

lubricants…..Because every Friday in my office we will be stuck with students coming to 

get condoms, even heterosexuals and they will even bring their partners along, you 

know….” 
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9.3.3 Theme 3: Perceived Benefits of the Programme 
The participants highlighted some positive outcomes that they experienced from the programme on 

campus. Through the implementation of the programme the MSM/LGBTI community were able to 

gain unity and acceptance, institutional support and community support. 

9.3.3.1 Unity and Acceptance 

The students gained a sense of unity and acceptance in the campus environment. Some students from 

the heterosexual community changed their attitudes and perception towards the MSM/LGBTI 

community.    A co-ordinator stated the following in connection with the heterosexual behaviour 

towards the MSM/LGBTI community:  

Also, the participants stated that the programme provided platforms and dialogues to discuss any 

issues that related to MSM/LGBTI, sexual health or anything that they felt they wanted to discuss. A 

student mentioned the following during one of the interviews:  

The statement above illustrates the conducive environment that the programme was able to create 

for the students. The programme did not discriminate and it allowed the students to express their 

sexual orientation.  

There were participants who believed that the programme has benefitted many individuals. In an 

interview one of the participants mentioned that there were personal gains: 

Lastly, the programme’s influence did not just affect the beneficiaries, but also those responsible for 

the implementation thereof.  A participant had the following to say: 

“...I remember some of the students they didn’t want to associate with other gays. But now 

it’s a family…….new friendships outside of the lesbian and gay circles, and outside of the 

activist safe place, a place to unpack and share and also to learn.  That was a huge 

contribution...” 

“...Joining such programmes gives you that platform to voice out and be heard and also 

knowing that you are not alone. We make friends who will not question they way you do 

things, friends who understand you. When you are with these people you become free, it’s 

like your other home.” 

“Okay, I think the programme has benefitted a lot on students… it has enhanced their skills, 

it has boosted their self-confidence and they are comfortable in their own sexual 

orientation, relationship and a rapport was built amongst students, you know.” 
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9.3.3.2 Institutional Support 

Most universities who advocated for the MSM/LGBTI community and positive sexual health behaviour 

were able to provide institutional support for the programme and its activities. One of the health care 

workers stated that: 

This was an indication that some collaboration was formed and the management was willing to offer 

their support at an individual level and at unit level as well. A programme manager mentioned that 

they had ease of access to the upper management of the institution: 

Unfortunately, some of the programme co-ordinators and managers perceived that they did not 

receive the institutional support that they required.  Two programme managers had the following to 

say: 

However, the overall impression given by the participants were that they were happy with the support 

received from their respective institutions.    

“We had a workshop with the management....and some of them they did attend and it was 

a successful workshop....and they were participating.” 

“We ask and we get and even support from the highest office, uhm, so there are no 

barriers, really institutional barriers, I mean from the highest office this is driven many HIV 

units report to a department of faculty….” 

“The overall problem was the democracy of the university…in the beginning we could not 

convince our own clinic to work with us and they uhm, they felt that [inaudible 06:12]…we 

won’t follow their confidentiality procedures…We had to take it to a higher committee.” 

“From the university it’s a flat out no.  Uhm, I think there, there should have been more 

interaction with management and management structures before, uhm, or even if it was 

just a periodic check-in throughout the programme…maybe every six months.” 

“It’s not only develop me professionally but it develop me personally.  I think it put me on 

the space where I have to, who I will helping and empowering others, help and empower 

myself. Uhm, coming into my own uhm sexuality and identity, coming into a space where 

I was able to use my life and my experience to empower other people…” 
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9.3.3.3 Community support 

The participants indicated that the MSM/LGBTI community was interlinked with other communities 

and that sensitisation also needed to be done on these other communities. The parents of the 

individuals belonging to the MSM/LGBTI were amongst the other community members that needed 

intervention. The programme co-ordinators were able to reach out to them and this was an advantage 

for the programme in achieving its goals in providing services to the MSM/LGBTI community and 

creating awareness.  The following quote was stated by a programme manager who saw how the 

programme benefited a wider audience than intended.  

To conclude the theme of perceived benefits of the programme, a wider audience was reached and 

they were sensitised towards the issues of the MSM/LGBTI community.  

  

“and at the end of the day this programme even just benefit the other community, it also 

benefitted the heterosexual community.” 

“...Parents have become more open-minded.....We are actually looking at having a 

workshop for our LGBTI parents because quite often I've had a student who, it was actually 

quite sad, heart-breaking…” 

“...The university is not only servicing the student, but it is now servicing the parent as well. 

I think that's very important.” 



Evaluation of the MSM/LGBTI HEI Programme | APRIL 2016  84 
 

9.3.4 Theme 4: Challenges facing the MSM/LGBTI Community and the health service 

providers 
Another pattern that emerged from the data which is important to mention for the purposes of this 

report is the theme of challenges facing the MSM/LGBTI community. This theme had an association 

with the research sub-question, “What were the structural or institutional barriers or challenges that 

hampered efficient and effective service delivery?” 

Various issues were raised by the students, health care staff, programme co-ordinators and the 

managers. Below are some of the highlights. 

9.3.4.1 Discrimination 

A major challenge for the MSM/LGBTI community was discrimination specifically from the university 

peers and staff members. One student stated: 

The above quote shows an extreme case of discrimination by students towards their peers who are 

open about their sexuality. In other instances programme co-ordinators also experienced some form 

of discrimination on campus. In an interview with the participants, a programme co-ordinator stated 

the following: 

In another instance, students from one of the universities demanded to have an LGBTI centre that was 

distinct from the issues of HIV, health and awareness because it brought about discrimination. One 

participant stated: 

Similarly, a programme manager had the following to say: 

“One of the SRC guys discriminated me in front of many people, we were attending an 

event, when I was suggesting something he told me to shut up because I’m gay and 

everybody was looking at me...I felt bad...and the other time one guy wanted to hit me 

because he wanted to change me from being gay to be straight.” 

“…, you will be labelled, you know, and of which it is no longer for one especially the 

heterosexual woman, uhm, running a homosexual or LBGTI programme, you will be given 

names at the end of the day.” 

“….students actually, when they were striking for …., last year, the list of demands that 

they had was an LGBTI centre that was separate from the health and wellness centre and 

the HIV unit because it brings about discrimination” 
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Although the programme was implemented, the participants did experience various forms of 

discrimination of which some were violent in nature. The programme needs to counter such problems 

so as to maximise on the benefits of the programme for its beneficiaries.  

9.3.4.2 Slow progress 

Another challenge experienced by the participants was that the overall progress of the programme 

was relatively slow. Sensitisation of students, health care staff and the university staff was essential 

for the programme in order to achieve its goals. However, the change in attitude and beliefs in the 

individuals on campus was slow. 

One of the participants, a health promoter stated: 

  Another participant, a programme co-ordinator, said the following: 

This evidence set back the programme from working effectively to offer students with crucial services 

that they needed at certain times. The participants were aware of the fact that the implementation 

and execution of the programme still needed time but unfortunately the programme was coming to 

an end. 

Furthermore, the lack of knowledge evident in the counsellors hindered the programme running as 

anticipated. The counsellors acknowledged the need for training in order to be able to assist the 

MSM/LGBTI community as they were not knowledgeable in some areas of need for the MSM/LGBTI 

community. This lack of knowledge is evidenced by one of the counsellors who stated that: 

This exemplifies the apparent lack of understanding of the needs of the MSM/LGBTI community. In 

some universities health service providers were sensitised and made aware of the MSM/LGBTI issues 

“If I refer a student to the clinic for STI...she doesn’t understand why the particular student 

has STI on his anus....so we have such challenges but we are getting there slowly but 

surely.” 

“….we have had a few problems where staff members when their personal views, morals 

gets released into the workplace which created a bit of a problem…” 

“I don’t want to lie, I don’t know anything about LGBTI or MSM” 

 

 “Even when they asked me for things that they use....I don’t know them. I have a 

challenge....” 

“..we did not really want to call it MSM/LGBTI...it isolates one group from another group…” 
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but that did not suffice the need for proper training to deal with various issues they met on a daily 

basis.  

A lack of communication between the health care service providers on campus was another challenge 

highlighted by the participants. For example, the referral system was inadequate in providing a swift 

handing over of the client. A co-ordinator emphasised the following: 

This process of sending students post to post affected the confidence of the students, their self-

esteem and the motivation they had gained in order access health care services. Referrals did not 

guarantee if the student did finally access the assistance they needed initially when they had 

approached the centres. This system affected the operations of the programme in achieving its goals. 

A nurse said the following: 

“...I need to now refer the patient, he is going to explain to him where I don’t even know if he 

really reaches that place…” 

 

Overall, the challenges that were met by the students, health care workers, and programme co-

ordinators were highlighted by the participants so that the programme could come up with 

contingency plans to not encounter these problems again. 

  

“....but the problem with referring from one person to another is that you lose feet in 

between because students feel that they are being send post to post and they don’t really 

like that. They want one person that is going to solve everything for them at one specific 

place ...” 
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9.3.5  Theme 5: Recommendations for continuation of the programme 
One of the questions the programme wanted to find out was, what would the ideal MSM/LGBTI 

programme look like? The participants were asked for recommendations and suggestions if the 

programme was to be continued within the institutions. Suggestions and recommendations about the 

programme from the participants will assist for future planning should the programme continue.  

Participants in the report highlighted several points for consideration towards the betterment of the 

programme. The report listed the recommendations and suggestions for the continuation of the 

programme as the last theme. 

9.3.5.1 Lack of Resources 

Firstly, the programme managers and co-ordinators stated that there was a lack of resources to sustain 

the programme and the need for funding was recommended. The health care workers were worried 

about the impact of the programme being ended and stressed the need for the continuation and the 

sustainability of the programme as an aid for the students and for them as health care workers. One 

health care worker said: 

This quote highlights that health services will continue on campus, however, there will be a lack of an 

information source, such as the co-ordinators the programme supplied. 

9.3.5.2 Leadership 

Secondly, there is a need for equal representation in leadership roles in terms of biological sex, gender, 

sexual orientation, HIV status and race in order to equally represent the diverse needs of the students. 

A student stated the following: 

By means of equal representation more efficient counselling for students can be made available. Also, 

more students will be able to disclose themselves if they can be able to get assistance from individuals 

that also belong to their communities and individuals that do not discriminate and have been trained 

on issues surrounding the MSM/LGBTI community.      

“Our concern is just like, we will carry on but if there is more information needed and all of 

that, where [the programme co-ordinator] or whatever, now we don’t know because we 

don’t want this to be now and in vain.” 

 

“I would say my ideal would be a great mixture between those of race, those of gender 

because I think we have a transgender, physical transgender counsellor here as well. Also, 

someone who is actually HIV positive.” 

They will still come to us for HIV and maybe talk to us, but then where do we refer 

because……..interact with each other if I don’t have information…” 
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9.3.5.3 Independence 

Thirdly, the wish for independence stems from the need to separate the MSM/LGBTI community from 

the HIV/AIDS health services. There also seems to be a need to stand as a separate organisation. One 

student mentioned the following: 

 One of the programme co-ordinators supported the above argument by highlighting how the NACOSA 

project treated the MSM/LGBTI issues in the same context as HIV/AIDS:  

The need for independence was an issue that was raised by students and is something that the 

students would like the programme to consider as this brought about discrimination of the 

MSM/LGBTI community from other communities. 

Overall the recommendations and the suggestions were directed towards the continuation and the 

sustainability of the programme to ensure that the NACOSA programme has a much wider reach not 

only within the MSM/LGBTI community but also the services and the community surrounding the 

group. 

9.3.6 Conclusion 
The objectives of the NACOSA programme were to establish and strengthen the MSM/LGBTI-friendly 

health care services on campus and to create a supportive environment for MSM/LGBTI students and 

staff to access health care. This would ensure successful implementation of the programme. 

The above themes were drawn from the interviews conducted with the participants of the universities 

where the programme was implemented. The themes illustrated the implementation of the 

programme and how it impacted the individuals involved with the programme. The themes also 

supported the objectives of the programme as they were a reflection of what really happened in the 

institutions before and during the programme.  

 

“Right now I think we are actually underneath the banner of health care, like our LGBTI 

is not standing alone. If we could actually stand-alone like be a society like all other 

organisations....like we’ll be more recognized ...people will feel free to come to us. I feel 

like we currently we don’t stand out that much.” 

“NACOSA puts emphasis on HIV/AIDS and that is one of the problems that we encountered 

at the university because now the students said they wanted an LGBTI centre that is distant 

from HIV/AIDS.” 
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10 Discussion and interpretation of findings 
This section of the report presents the discussion of the qualitative and quantitative results in relation 

to the research questions and the sub-questions that the programme evaluation sought to answer.  

As Kumar (2005, p. 6) stated “research is one of the ways to find answers to your questions”, we aim 

to interpret the findings of this evaluation by answering its research questions.  The sub-questions 

were a means to find the answers to the main questions.  The discussion is divided into three 

categories which will be discussed below.   

10.1 What were the participants’ perceptions of the motivations and 

barriers/challenges to changing their sexual and health-seeking behaviour 

following the NACOSA MSM/LGBTI HEI intervention? 
For this section of the discussion the Evaluation Unit explored the motivations and barriers perceived 

by the participants with regard to a change in their sexual and health-seeking behaviour following the 

NACOSA MSM/LGBTI HEI intervention. Specifically, the Evaluation Unit focussed on what the 

structural or institutional barriers or challenges were that hampered efficient and effective service 

delivery. Additionally, we also explored if there was disconnect between the HEI and the implementers 

of the programme. This discussion aimed to see whether the programme increased the students’ 

knowledge of their human rights. Lastly, The Evaluation Unit explored whether the programme 

promoted and contributed towards social acceptance, the breakdown of stigmatisation and an 

increase of social cohesion on campuses.  

A major challenge that hampered efficient and effective service delivery was discrimination 

specifically from the university peers and staff members. This also shows disconnect between the HEI 

and the implementers of the programme.  An interview revealed that a student had been verbally and 

physically discriminated against by an SRC member in front of others. The student had been 

discriminated against based on the fact that he/she was open about his/her sexuality. The survey also 

revealed that students still experience verbal and physical abuse on campus. Respondents with a 

homosexual orientation experienced more abuse than the other groups of sexual orientations. Also, 

in other instances programme co-ordinators experienced some form of discrimination on campus. A 

programme co-ordinator stated that as a heterosexual woman running a LGBTI programme receiving 

labels is almost unavoidable. Furthermore, some students demanded to have an LGBTI centre on 

campus that is separate from the issues of HIV/AIDS and sexual risk behaviours because from their 

point of view it brought further discrimination and prejudice. Although the programme was 

implemented, the participants did experience various forms of discrimination of which some were 

violent in nature. The programme needs to counter such problems so as to maximise on the benefits 

of the programme for its beneficiaries.   

A further challenge that hampered efficient and effective service delivery was the overall slow 

progress of the programme.  Sensitisation of students, health care staff and the university staff was 

essential for the programme in order to achieve its goals. However, the change in attitude and beliefs 

of the campus community was relatively slow. Students stated that sometimes the personal belief 

systems and ethical opinions of the staff members created problems in the workspace. This set back 

the programme from working effectively to offer students the crucial services that they deserve. The 

participants were aware of the fact that the implementation and execution of the programme still 

needed time; unfortunately, at this stage the programme was already coming to an end.   



Evaluation of the MSM/LGBTI HEI Programme | APRIL 2016  91 
 

Furthermore, the lack of knowledge evident in the counsellors hindered the programme running as 

anticipated. The counsellors acknowledged the need for training in order to be able to assist the 

MSM/LGBTI community as they were not knowledgeable in some areas of the specific needs that the 

MSM/LGBTI community has. This exemplified the apparent lack of understanding of the needs of the 

MSM/LGBTI community. In some universities health service providers were sensitised and made 

aware of the MSM/LGBTI issues but that did not suffice the need for proper training to deal with 

various issues they met on a daily basis.  

A lack of communication between the healthcare service providers on campus was another challenge 

highlighted by the participants. For example, the referral system was inadequate in providing a swift 

handing over of the client. The process of sending students post to post affected the confidence of 

the students, their-self-esteem and the motivation they had gained in order to access health care 

services. Referrals did not guarantee that the students actually received the assistance they needed 

initially when they had approached the centres. This system affected the operations of the programme 

in achieving its goals.  

The programme increased the students’ knowledge of their human rights in various ways.  NACOSA 

aimed to address the challenges of accessing sexual healthcare services for the MSM/LGBTI 

community on campuses. This was done by providing various endeavours that facilitated learning. The 

programme provided information that would empower, educate, and sensitise those who were 

involved in the programme. The sharing of information between the participants was facilitated.  The 

co-ordinators communicated the educational aspects of the programme to the learners and health 

care workers and provided counselling services to the students. In this sense, the programme 

facilitated a much needed platform for the students to discuss their specific issues. This increased the 

students’ knowledge of their human rights. By means of sensitisation, prejudice and discrimination 

were aimed to be diminished. Unfortunately, the interviews revealed that stigma still largely exists on 

campuses. 

The participants showed that the MSM/LGBTI community was interlinked with other communities and 

that sensitisation also needed to be done on these other communities. The parents of the individuals 

belonging to the MSM/LGBTI were amongst the other community that needed intervention. The 

programme co-ordinators were able to reach out to them and this was an advantage for the program 

in achieving its goals in providing services to the MSM/LGBTI community and creating awareness. A 

programme manager stated that the programme benefited a wider audience than intended. Thus, a 

wider audience was reached and they were sensitised towards the issues of the MSM/LGBTI 

community.   

Universities that advocated for the MSM/LGBTI community and positive sexual health behaviour were 

able to provide institutional support for the programme and its activities. This was an indication that 

some collaboration was formed and the management was willing to offer their support at an individual 

level and unit level as well. A programme manager mentioned that they had easy access to the high 

office of the institution. Overall, the impression was given that the participants were happy with the 

support received from the institution.    

Lastly, the programme did, to an extent, contribute towards social acceptance, the breakdown of 

stigmatisation and an increase of social cohesion, but as the survey revealed, the majority of the 

respondents were not aware of any MSM/LGBTI Programme on their campus. This could indicate that 

the programme still needs more time to gain popularity and to reach more individuals.   
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On the one hand the students gained a sense of unity and acceptance in the campus environment.  It 

was also mentioned in some of the interviews that some students from the heterosexual community 

changed their attitudes and perception towards the MSM/LGBTI community.  On the other hand, 

discrimination and stigma is still a major problem on campuses. However, the participants stated that 

the programme provided platforms and dialogues to discuss any issues that related to MSM/LGBTI, 

sexual health or anything that they felt they wanted to discuss. This gave the students a voice and 

provided affirmation for them that they are not alone in their worries. The programme facilitated a 

welcoming environment that did not discriminate and it allowed the students to exercise their sexual 

orientation. 

10.2 What was the magnitude of change in sexual and health-seeking behaviour 

following exposure to the NACOSA MSM/LGBTI HEI intervention? 
A major gap that the NACOSA programme aimed to address was the sexual health needs and HIV 

prevalence among the MSM/LGBTI individuals within Higher Education Institutions that did not 

receive sufficient attention. To address this gap, NACOSA strived to build capacity and knowledge in 

communities, strengthen systems that promote a rights-based and a sex-positive health care system, 

provide psycho-social care and sexual health services that sexual minorities such as the MSM/LGBTI 

individuals within the HEI can access in order to get the biomedical treatment they need without fear 

of being marginalised. 

As mentioned in Section 8.3, there were limitations during this evaluation as not all 14 sites were 

accessed as a result of ethical clearance not received from certain HEIs during the assigned timeline.  

Among those sites where data was collected, the qualitative data showed that there was to a greater 

extent a consistency in the standard of sexual health care and HCT provided.  The quantitative data of 

the adapted KAP survey could not be compared to the data from the phase 1 KAP survey conducted 

in 2013/2014 due to the low response rate and a lack of representativeness across all 14 sites.  The 

magnitude of change in sexual and health-seeking behaviour following exposure to the MSM/LGBTI 

HEI intervention cannot be quantitatively determined or confirmed.  The attempt to answer this 

research question was primarily based on the results of the qualitative analysis. 

The qualitative results show the magnitude of change not only in sexual and health-seeking behaviours 

but a change in attitude amongst the beneficiaries. The students and the health care workers who 

were involved in the programme voiced a perception of change following the exposure to the 

programme.  Students were reported to have become increasingly aware of the issues that concerned 

the MSM/LGBTI sexual health. This motivated them to want to know more about the programme and 

become empowered to create an enabling environment and access the health care services on 

campus.  

Another major change that was observed, was in the health care services on the campuses. This 

involved the counsellors, the health care providers and the nurses.  Health care workers reported that 

they did not feel comfortable discussing sexual health issues with students before the implementation 

of the programme, especially if the students identified themselves as MSM/LGBTI. This was a major 

problem as it deterred students from these services, ultimately increasing their risk in contracting 

STIs/HIV. The NACOSA programme implemented sensitivity training courses in order to assist health 

care workers to gain knowledge and be more comfortable when discussing MSM/LGBTI sexual health 

issues with the students and staff of the HEIs.  
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The impact of these training courses can be observed in the conduct of the health care workers as 

some participants reported to have changed the way they consult students who have self-identified 

as MSM/LGBTI.  Despite the need for further training, some of the health care workers reported to 

have become more knowledgeable on MSM/LGBTI sexual health issues and have become increasingly 

comfortable in discussing sexual health issues with them; ultimately changing their own attitudes and 

beliefs towards the MSM/LGBTI communities that approach them for consultation.  

During the implementation of the programme the management of the HEI were encouraged to attend 

the training courses as it would have been beneficial to create an enabling and supportive 

environment for the MSM/LGBTI individuals on campus. The majority of the participants reported that 

they have received support from the institution; this included students who identified themselves as 

heterosexual and university management.  However, some of the participants, especially the students, 

reported that despite the implementation of the programme the institution did not show their support 

for the programme nor the MSM/LGBTI community.  Students still reported instances of 

stigmatisation and discrimination from their peers, health care workers and from the institution itself.  

The majority of the survey respondents indicated that they were not sure if cases of discrimination 

would be taken seriously by the university management and SRCs.  This could indicate that issues of 

stigma and discrimination is still a real threat to the MSM/LGBTI community in HEIs.  

One health care worker reported not asking the students questions such as ‘where is your 

girlfriend/boyfriend?’ as this made the students uncomfortable especially if they identified as 

MSM/LGBTI.  The health care worker instead started rephrasing this question by asking ‘where is your 

partner?’  This change was a result of the sensitisation training that this health care worker has 

received. 

The majority of the respondents were disappointed at the closing of the programme and were anxious 

as to what was going to happen without it.  They demonstrated that NACOSA did indeed have a major 

role and function within their institutions in creating an enabling environment through educating and 

training the MSM/LGBTI and the communities that surround them. 

In respect of the communities surrounding the HEIs, the NACOSA programme co-ordinators reported 

to have been in contact with the parents of the MSM/LGBTI students who came to them for help. As 

a result of the programme, some parents have become open-minded to the MSM/LGBTI communities. 

This programme can benefit the communities outside the HEIs by orientating them to the MSM/LGBTI 

and providing sensitivity training for the community at large. 

MSM/LGBTI issues do not start and end within the confinement of the HEIs and as much as NACOSA 

aimed at creating an enabling environment within these institutions, creating the same environment 

outside the institution is equally important. Educating the public on MSM/LGBTI issues can create 

awareness of the social and institutional marginalisation they experience and sensitise communities 

in order to create an environment that is free of stigma and discrimination. A greater understanding 

of these issues could help in combating the HIV prevalence rate within the MSM/LGBTI population 

and improve their sexual health behaviour.  

Lastly, to address the magnitude of change following the exposure to the NACOSA programme, it can 

be seen in the interviews with the beneficiaries. The impact of the programme was perceived by the 

participants as significant; according to them, it changed the way in which the MSM/LGBTI community 

engaged with sexual and health-seeking behaviours. The more the institution engaged with the 
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programme the more support it received in creating a safe and enabling environment for providing 

better health care services, therefore, widening the scope of the implementation of the programme. 

10.3 How effective was the NACOSA MSM/LGBTI HEI intervention in achieving its 

attended outcomes and why?  
The intervention presented in the HEIs was received in a positive manner by the beneficiaries of the 

programme including the programme managers and the programme co-ordinators. However, it is 

appropriate at this stage to mention that not all of the HEIs participated in this evaluation due to 

ethical issues from the institutional committees; hence, the discussion is based on the available 

information that we were able to gather from the HEIs that gave permission.  

To answer the question “How effective was the NACOSA MSM/LGBTI HEI intervention in achieving its 

attended outcomes and why?” the participants in this study gave positive remarks that gave the 

notion that the programme was effective.  The students acknowledged that, through the risk 

reduction workshops and the dialogues offered on MSM/LGBTI and HIV issues, they were able to gain 

valuable information that led to them feeling comfortable in disclosing their status and accessing 

health care services on campus.  The findings from the survey supports the qualitative findings as can 

be seen in the frequency of the responses indicating that the majority of the respondents feel 

comfortable in accessing the health services on campus.  The majority of the respondents also 

indicated a high level of satisfaction with these health services.  Additionally, the programme co-

ordinators supported this notion as they highlighted how they observed a change in the beneficiaries 

of the programme and the health services providers. They added that they made condoms, lubricants 

and informative pamphlets available to the students. This is a reflection of the programme’s intended 

outcome being achieved. 

In terms of the HEIs providing their own support for the MSM/LGBTI and providing funding, not all the 

interviewed participants agreed with the idea that their institutions were going to provide funding for 

the programme to continue. Recently, universities were met with student strikes over the fees must 

fall issue and this has decreased the chances of the HEIs being able to internally fund the programme.  

The University of the Western Cape had positive experiences with their top management i.e. the vice 

chancellor. This was an indication that the university was willing to continue the programme with 

funding or at least offer ways on how to procure funding from outside stakeholders. The other 

participants from other HEIs admitted that though the programme lacked funding it would continue 

to offer support and services to the MSM/LGBTI community as it had shown that it was beneficial. 

In order to maximise the strengthening of institutional systems to support the full spectrum of 

MSM/LGBTI minorities, the programme has to consider the needs assessment of the MSM/LGBTI 

community. As mentioned previously, the participants stressed the need for a separation of the 

MSM/LGBTI community from HIV/AIDS because it created discrimination and stigma in the 

universities and it gave false impressions of the community. It was also highlighted that sensitisation 

was prioritised towards the issues surrounding healthy sexual behaviour and the needs of MSM/LGBTI 

individuals.  Also, the programme managers and the co-ordinators recommended that the programme 

needs a sustainability plan with a structure that can be followed by leaders and that the programme 

should not be complicated in terms of what is expected of them in ensuring the programme is a 

success. To add, the participants did not agree with the referral system as the services on campus 

were situated far apart which made it difficult for the beneficiaries to get full access.  Participants 
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preferred services and facilities being available in one confidential space as this would create easy 

accountability and reporting of activities done by the service providers.  

The programme evaluators in the HEIs were able to create platforms that sensitised the students on 

various issues. These included sensitisation around the areas of human rights issues and evidence-

based programmes.  To a certain extent, the participants provided some indication that a certain 

degree of capacity had been developed; however, the programme still needed further planning to 

ensure its sustainability because it had not lasted long enough to establish any grounded evidence. 

There are various needs that the institutions would benefit from if they had to continue with the 

programme. To begin with, the HEIs have to provide funding which will secure positions for peer 

educators, programme managers and co-ordinators as well as the capacity to offer training to health 

care providers.  The participants highlighted that HEIs have to separate the MSM/LGBTI community 

from HIV/AIDS.  The programme managers and co-ordinators suggested that the HEIs should have a 

sustainability plan towards prolonging the programme and should incorporate minority communities 

into the HEI’s policies and student rights. To add, the participants mentioned that institutions need to 

expand the infrastructure of the health services on campus in order to avoid referrals that are 

distanced from each other.  

Practical sessions conducted during student dialogues created awareness on proper condom use and 

offered knowledge on other issues. The programme proved effective to its beneficiaries in promoting 

safer sex practises among MSM/LGBTI students with a greater knowledge, attitude and perception 

towards HIV and sexual behaviour. This was highlighted in the results section whereby programme co-

ordinators mentioned that they offered demonstrations on condom use and awareness on other 

important issues and students acknowledging the easy access to condoms and lubricants, being able 

to disclose their status and get counselling services aligned with their affiliation.  The quantitative 

results of the survey also indicated that the majority of the respondents were practicing safer sexual 

acts and were aware that free condoms were available on campus.  There was, however, a greater 

number of respondents who were not aware that free lubrication was available on campus, but this 

could be because the lubricants were supplied as an addition to the condoms.  The majority of the 

respondents indicated that they were not aware of any MSM/LGBTI support programme on their 

campus.  This; however, does not mean that the programme did not reach these students.  The 

programme could merely have been called by a different name as some of the participants indicated 

in the interviews. 

Lastly, the communities where the MSM/LGBTI students are from require sensitisation, training and 

more awareness on the issues that MSM/LGBTI individuals have to confront on a daily basis. One of 

the participants mentioned that they were aware of a student who, out of fear of rejection and 

discrimination in his/her neighbourhood, had to register for a second degree so that he/she could be 

away from home.  When services are extended to the communities at large, then the minority groups 

will be able to have a place in society with no stigma and discrimination and dissociation from 

HIV/AIDS.  



11 Recommendations 
Recommendations were made specifically for the conceptualisation of an LGBTI programme, the 

future evaluation of similar programmes and other recommendations that we felt necessary to 

mention. 

11.1 Recommendations for a LGBTI programme 
The participants were asked what an ideal MSM/LGBTI programme should entail and look like.  The 

participants provided a diversity of opinions and suggestions.  The answer to this evaluation question 

is based on observations and the thematic analysis of the qualitative data, and is especially drawn 

from the theme “Recommendations for continuation of the programme.”  The interpretations of the 

findings are discussed below with a diagram to visually represent the findings.  

Figure 27 Visual representation of the ideal MSM/LGBTI programme 
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Participants stressed that each university has a unique context and that an MSM/LGBTI programme 

should be tailored to suit that context.  In conceptualising a new programme, one should view ones 

target population holistically, encompassing all facets of their existence.  One should consider factors 

such as religion, culture, tradition, social practices and context.  It was deduced from the results that 

a needs analysis should be conducted at each institution prior to the conceptualisation of a 

programme. 

The investigators should identify those structures within each institution that are already in place and 

from which the conceptualised programme can draw strength from and use as potential resource.  

The investigators need to establish what the institution caters for and does not cater for, and who the 

minority groups are at each institution.  The profile of programme representatives on campus should 

align more with an intersectional context i.e. people of different ethnicities and gender.  

Some individuals may still have to come to terms with their sexuality and may not be sure how to 

identify themselves. The programme should represent all sub-groups of the LGBTI community and 

avoid the segregation of people. 

A programme cannot function without a programme co-ordinator; however, it was found that some 

of the co-ordinators felt overwhelmed with responsibility.  A programme co-ordinator needs the 

available human resources to delegate tasks so that unnecessary pressure can be managed. A 

recruitment plan for programme advocates, who support the programme co-ordinator in his or her 

duties, should form part of the conceptualisation of a programme. 

The sensitisation of university staff should start at the administrative level where policy development 

and executive decisions are made.  The sensitisation of students should start at 1st year level.  People 

should thus have a basic understanding of sexual diversity issues.  This understanding is vital for the 

university management to be able to identify gaps in policy and university conduct where people are 

still viewed through a heteronormative lens. 

It was found in the quantitative analysis that the majority of respondents were not sure if their 

university will take issues of discrimination against LGBTI individuals seriously.  Examples of 

discrimination were illuminated during the interviews and a need for legal aid for the victims of 

discrimination was identified.  Victimised individuals should be made aware of their rights and should 

have access to a legal representative to assist in legalities during serious disputes.  The ideal 

MSM/LGBTI programme should lobby policies of mediation to help resolve disputes with minimal 

harm to the victim. 

There should be a central location where students should go for psychosocial support and health 

services on campus so that the students do not get lost in the chain of referral.  It was stressed by 

some health care workers that they do not know if the students who are referred elsewhere actually 

reach those services to which they were referred to. 

A major concern that came up in the majority of the interviews was the association between HIV/AIDS 

and the MSM/LGBTI programme.  HIV is a human disease and affects the entire human population, 

and by proxy will affect the MSM/LGBTI community as well; however, an ideal LGBTI programme 

should not use the HIV phenomenon as a means to reach out to LGBTI individuals.  As literature shows, 

HIV was and still is in some sub-groups associated with MSM behaviour.  The participants stressed the 

desire for their sexual orientations or sexual behaviour to be disassociated with the HIV disease.  As 
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long as the HIV phenomenon is still an epidemic amongst the human population, all individuals are at 

risk regardless of their sexual behaviour or sexual orientations. 

In order to improve the sustainability of the programme, the beneficiaries should be guided, mentored 

and motivated to mobilise themselves with the initiative to become advocates and future co-

ordinators themselves. 

The aforementioned recommendations are valid, but not necessarily realistically practicable or 

feasible.  The first and likely the most important step that NACOSA needs to follow in the 

conceptualisation of a new MSM/LGBTI programme is to refer to previous research done by theorists 

in the field of queer theory, epidemiology and public health services; such as Rosemary Hennessy, 

Judith Butler, Jasbir Puar, Cathy Cohen, Roderick Ferguson, Michel Foucault, Eve Segwick and Michael 

Warner.  A sound theory should be the foundation from which the objectives and outcome indicators 

stem and on which the programmatic activities are based. 

Secondly, the gaps in the needs of the LGBTI community should be established and compared to 

theory.  HIV/AIDS is a major problem for the South African population, but one should ask: “By 

addressing it, are we really addressing a priority need for the MSM/LGBTI community?”  As literature 

shows, HIV/AIDS was originally thought of as “a gay disease.”  We now know that this trail of thought 

is a farce.  HIV/AIDS is and shall remain a human disease – one that does not distinguish between race, 

biological sex or sexual orientation. 

Thirdly, some institutions already have a LGTI-friendly or a related unit established on campus and 

some of these units’ activities may overlap with the programmatic activities of the MSM/LGBTI 

programme.  NACOSA should identify these structures and combine their efforts to build the capacity 

of the programme.  Beneficiaries, regardless of biological sex or sexual orientation, should be able to 

identify with the implementers of the programme or at least be referred to a role-model or peer 

educator with whom they can identify. 

Lastly, as the results of this evaluation indicate, the programme did not, at all times, receive the 

necessary support from some university officials at certain institutions.  It is imperative that NACOSA 

sits down with the top management at each HEI and have a face-to-face in-depth discussion with 

them.  A contract should be drafted that addresses the expectations and the needs of each party.  A 

programme’s success will be greatly determined by the input of the institution’s management. 

11.2 Recommendations for future evaluations 
This evaluation was an invaluable learning opportunity for FPD’s Evaluation Unit.  In order to 

counteract the foreseen limitations the following recommendations are suggested. 

The relevant ethics committees should be identified beforehand and the dates on which these 

committees will be meeting should be communicated to the evaluators before the evaluation 

commences.  Each ethics committee should be informed in advance that an evaluation may take place 

at each respective institution.  The ethical application process should become less of a limitation if 

these recommendations are followed. 

Evaluators should have one main contact person per site.  Having multiple contact persons increases 

the chance of miscommunications.  The contact person should be responsible for assisting the 

evaluators in accessing the sample, recruiting participants and in the ethical clearance proceedings.  
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The contact person should have knowledge of his or her respective institution’s regulations on 

research and who to contact regarding any ethical queries or technical assistance. 

The academic calendar for universities in South Africa is different than the academic calendar of 

universities in other countries such as the United States of America.  The semesters in South Africa 

start in late January and ends in mid-December.  Future evaluations should not commence over the 

December/January period as the student and staff cohorts will be inaccessible and research ethics 

committees do not meet over this holiday period. 

This evaluation was conducted during the last quarter of the implementation of the programme.  The 

objectives of the evaluation is indicative of a summative report, but in reality this evaluation had to 

be a combination of process and summative research.  Future evaluations of the same scope should 

be conducted over a longer period of time and the data collection should be extended after the 

programme has concluded.   

11.3 Other recommendations 
It is not plausible to establish if the number of MSM tested on each campus can be directly associated 

with the programme.  A different measuring tool should be developed in order to determine if there 

exists such an association. 

The KAP survey should be implemented and evaluated annually so as to monitor and track the impacts 

and effects of the programme. 

The number of campuses on which the programme is conducted in order to establish a national 

behavioural change understanding should be heightened. 

Issues such as discrimination were still regarded as barriers to changing health seeking behaviour – 

the sensitisation training should be implemented beyond the scope of health care providers and 

extended to the general university faculties. 

Establish the procedures that failed in each section where targets were not met and hence refine 

these procedures. 
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Figure 28 Theory of change 
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Initially, a straight-forward theory of change was envisioned, but as the evaluation progressed, some 

confounding factors came to the fore.  The theory of change is visually represented in a diagram prior 

to this paragraph.  The blue shapes represent the basic process of the MSM/LGBTI programme with 

its intended outcomes.  The orange shapes represent the confounding factors and other processes 

needed to achieve the outcomes.  The green shape represents the final desired outcome of the 

NACOSA MSM/LGBTI programme.  The arrows indicate the flow of the process and a one-way 

relationship between processes.  Any break in the process (removal of the arrows) weakens the system 

and inhibits the flow of change. 

The theory of change can be explained as follows: 

1. The theory of change starts with a conceptualised MSM/LGBTI HEI programme. 

2. The stakeholders are identified and a programme co-ordinator is appointed at each HEI, but 

these individuals will require the necessary training to effectively implement the programme. 

(See arrows a, b, c and d). 

3. The stakeholders and programme co-ordinators are responsible for implementing the 

programmatic activities.  (See arrow g). These activities include:  

 Sensitisation training of university management, university staff, students and health 

care staff. 

 The distribution of information and educational material. 

 Risk reduction workshops. 

 Campus dialogues. 

 Free HIV counselling and testing. 

 The distribution of free condoms and lubrication. 

4. The sensitisation training, distribution of IEC material, risk reduction workshops and campus 

dialogues collectively contribute to the education of the programme beneficiaries whose 

awareness of the programme has been instilled.  The beneficiaries are inclusive of students, 

staff and health care workers. (See arrow p). 

5. The educated beneficiaries with a greater knowledge of the programme are more inclined to 

become actively involved in the programme; thus, becoming part of the process of change. 

(See arrows h, j and w). 

6. The availability of free HCT and condom packs, and the involvement of the beneficiaries 

contribute to an inclusive, integrated, friendly and safe sexual health care service on campus. 

(See arrows q and v). 

7. The aim of the programmatic activities is to promote the creation of an enabling environment 

on campus for students and staff, but this is only achieved through a combination of the 

aforementioned processes.  The greater the combination, the easier it will be to create this 

enabling environment.  (See arrows k, r, s, t and u). 
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8. The creation of an enabling environment should improve the health care systems on campus; 

making them more efficient.  (See arrow l). 

9. A greater awareness of the programme, its activities and support structures, and a better 

educated student population should motivate individuals to commit to responsible sexual 

behaviour when engaging in sexual activities.  (See arrows h and q). 

10. An inclusive, integrated, friendly and safe sexual health care service on campus should 

increase the beneficiaries’ willingness to get tested for HIV/AIDS on campus.  The free HCT, 

free condoms and lubrication, and the education of the beneficiaries should also motivate the 

individuals to get tested on campus.  (See arrows i, y and z). 

11. An increase in the willingness to get tested on campus in combination with responsible sexual 

behaviours and a more efficient health care system should reduce the target population’s 

vulnerability to HIV/AIDS infection.  (See arrows m, n and o). 

12 Conclusion 
The programme was successful in reaching the target for the number and percentage of MSM tested 

and received their results among those reached with a combination of prevention services.  The target 

was missed by 6% for the number of MSM/LGBTI reached with HIV testing and/or other prevention 

services; however, the reach of the services that the programme offered went beyond HCT and other 

prevention services. 

It could not be determined whether the number of MSM individuals tested on campus could be 

directly associated with the programme.  The quantitative results show that there is a highly significant 

association between the students’ comfortability in accessing sexual health services on campus and 

HIV testing on campus.  The health care staff that were interviewed confirmed that their clients are 

mostly comfortable in disclosing their sexual behaviour.  There were student participants who were 

impressed with the competency of the health care staff on their campus.   One of the objectives of 

the programme was to establish and strengthen a friendly health care service system on campus for 

MSM/LGBTI individuals.  This objective was either partially or fully fulfilled on each campus.  Some of 

the changes that resulted in this fulfilment were either individual or structural.   

The number of condom packs distributed, the number of people attending campus dialogues and the 

number of people who underwent sensitisation training exceeded the set targets.  It must; however, 

be noted that condoms are a preventative measure, but not a deterrent to sexual behaviour.  

Sensitisation training and campus dialogues can educate people, but does not necessarily negate a 

change in their behaviour.  A more longitudinally-based programme and evaluation would be needed 

to accurately and effectively establish whether or not the above methods were effective in the 

modification of behavioural patterns. 

The qualitative component of the evaluation provided an in-depth view of the perceived benefits of 

the programme.  These benefits cannot be measured objectively but only heard from the participants 

themselves.  The information gathered through the adapted KAP survey resulted in objectively 

measured variables that could be interpreted descriptively at face value, but none of its findings could 

be directly attributed to the programmatic activities of the MSM/LGBTI programme.   A portion of the 

participants reported that the programme was not only positive and beneficial, but provided a life-
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changing experience.  This is not an element of the programme that can be evaluated through surveys, 

but can be understood through interviews and personal recollections of participants. 

The Self-esteem scores of the MSM respondents was significantly lower than the Self-esteem scores 

of the non-MSM respondents.  This finding is congruent with established literature dealing with this 

topic. 

There was a weak association found between the area from which the respondents are originally and 

their involvement in the programme.  It was found that individuals from rural areas exhibited a higher 

participation rate than their urban and peri-urban area counterparts. 

The majority of the respondents were not aware of the MSM/LGBTI programme on their campus.  The 

target for the distribution of IEC materials were also not reached.  It is theorised that in order to 

maximise awareness of the MSM/LGBTI programme the targets for the distribution of IEC materials 

must be met or even possibly increased.  The lack of data from campuses where ethical clearance was 

not timeously received could have a negative impact on the true awareness of the MSM/LGBTI 

programme as students on those campuses were not reachable. 

The association found between higher HIV Knowledge scores and lower Sexual Behaviour Risk scores 

demonstrates that emphasis on increasing the knowledge of HIV on campuses is a powerful tool in 

minimising the Sexual Behaviour Risk scores of those involved in such programmes.  Similarly the 

association between lower Substance Abuse scores and lower Sexual Behaviour Risk scores also 

demonstrates that drives to educate about the hazards and risks of substance abuse are also powerful 

tools in minimising the Sexual Behaviour Risk scores. 

There was no feasible difference in the above associations for the MSM versus the non-MSM 

communities.  As a result emphasising the knowledge of HIV and the hazards and risks of substance 

abuse have an equally beneficial effect for the campus populace as a whole in relation to sexual 

behaviour. 

A portion of the interview participants felt that their campus environments were conducive of a 

supportive environment for MSM/LGBTI students and staff.  Another portion of the participants felt 

that their campus environments were not yet a fully conducive environment, but that their campus 

environment was slowly changing to such a conducive environment.  A feeling mutual to both of these 

portions of participants was that this safe environment will end with the conclusion of the programme. 

In conclusion, the programme had an overall positive impact on the participating campuses although 

the aims of the programme were not necessarily all entirely met on all campuses.  
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14 Appendix: Adapted KAP survey 
 

Student Sexual Health Survey 

Introduction and informed consent 

 

To whom it may concern, 
 

You are invited to participate in a research study conducted by the Foundation for Professional 
Development (FPD) on behalf of the Networking HIV/AIDS (Human Immunodeficiency Virus and 
Acquired Immune Deficiency Syndrome) Community of South Africa (NACOSA), South African National 
AIDS Council (SANAC) and the Global Fund. 
 

Please read the following information before you consent to participate. 
 

1. Purpose of the study 
 

The purpose of the study is to evaluate the effectiveness of the NACOSA MSM/LGBTQIQ (Men who 
have sex with Men/Lesbian, Gay, Bisexual, Transgender, Queer, Intersex and Questioning) Higher 
Education Programme in reaching its outcome, and to inform the conceptualisation of a 
MSM/LGBTQIQ programme for NACOSA. 
 

2. Procedures 
 

If you volunteer to participate in this study, we would ask you to do the following things: 
 

Please take some time to read the information presented here, which will explain the details of this 
project. It is very important that you are fully satisfied that you clearly understand what this research 
entails and how you could be involved. Also, your participation is entirely voluntary and you are free 
to decline to participate. If you say no, this will not affect you negatively in any way whatsoever. You 
are also free to withdraw from the study at any point, even if you do agree to take part.  The research 
will be conducted according to the ethical guidelines and principles of the International Declaration of 
Helsinki, South African Guidelines for Good Clinical Practice and the Medical Research Council (MRC) 
Ethical Guidelines for Research. This study has been approved by a relevant ethics committee. 
 

3. What is this study all about? 
 

It was found that the majority of higher education institutions had either limited or no services 
available specifically tailored for MSM and LGBTQIQ students. It has become evident that tailored 
health care environments are needed to increase access to HIV Counselling and Testing (HCT), HIV 
prevention, treatment, and care and support services for various MSM and LGBTQIQ individuals at 
higher education institutions. The study wants to explore and investigate how many and what 
percentage of MSM and LGBTQIQ individuals were reached with HIV testing and/or other prevention 
services at 14 higher education institutions. 
 

4. Why have you been invited to participate? 
 

You have been invited to participate because you are a registered student at a South African Higher 
Education Institution and we believe that the information that you may provide us could serve a vital 
role in determining the success of our evaluation of the MSM/LGBTQIQ programme. 
 

5. What will your responsibilities be? 
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If you give consent to voluntarily participate in this study, we will ask you to participate in an online 
survey and answer questions about your sexual behaviour, HIV knowledge, experience of HIV testing, 
attitudes about the LGBTQIQ community and some perceptions about yourself. It should not take 
longer than twenty (20) minutes to complete the online survey. We ask of you to please respond 
honestly. 
 

6. Potential risks and discomforts 
 

There are no foreseeable risks and you may stop your participation at any time. In the event that you 
become emotionally distressed during the online survey you may request information about where to 
seek psychological and support services. Additional contact details of national call centre support 
services will be provided at the end of the survey. 
 

7. What will happen in the unlikely event of some form of injury occurring as a direct result of you 
taking part in this research study? 
 

There are no foreseen circumstances in which injuries might occur. If any injuries do occur, they will 
be addressed in terms of university policies. 
 

8. Potential benefits to you and/or to society 
 

As a participant, it is not intended that you will benefit directly from this survey. However, it is possible 
that the results of the study will influence policy which might indirectly benefit the communities and 
institutions that you are from. 
 

9. Payment for participation 
 

You will not be paid to take part in the survey; however, you have the option to enter a draw to win a 
mini tablet computer. 
 

10. Confidentiality 
 

Any information obtained in connection with this study and that can be identified with you will remain 
confidential and will be disclosed only with your permission or as required by law. All records of the 
survey will be kept in a locked cabinet at the Foundation for Professional Development’s Head 
Quarters and on a password and firewall protected digital database. Only the research team, 
supervisor, authorised personnel at NACOSA, SANAC and Global Fund will have access to the data. 
Your information will be kept strictly confidential by the researchers and your email addresses will be 
deleted after the data has been analysed. If the data is published, you will not be identified by name. 
The data will be erased after a period of five years following publication of the data. 
 

11. Participation and withdrawal 
 

You can choose whether to be in this study or not. If you volunteer to participate in this study, you 
may withdraw at any time without consequences of any kind. You may also refuse to answer any 
questions you don’t want to answer and still remain in the study. 
 

12. Identification of investigators 
 

If you have any questions or concerns about the research, please feel free to contact: 
Project Manager: Alet Bosman 
Tel: 012 816 9000 
Email: aletb@foundation.co.za 
 

13. Rights of participants 
 

You may withdraw your consent at any time and discontinue participation without penalty. You are 
not waiving any legal claims, rights or remedies because of your participation in this research study. If 

mailto:aletb@foundation.co.za
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you have questions regarding your rights as a research participant, contact the Project Manager Alet 
Bosman. 
 

I hereby voluntarily consent to participate in this study: 
 

I read the information above. The survey is only available in English and I am in command of this 

language. (Please make a  in the circle) 
 

 I hereby give informed consent 

 I do not give consent 
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Student Sexual Health Survey 

Demographical questions 

 

Thank you for your willingness to participate in this Student Sexual Health Survey. Your time is 
appreciated.  Your information will be kept strictly confidential by the researchers. 
 

Please select your answer to each question below. 
 

1. At which University are your registered? 

 Durban University of Technology   Central University of Technology  

 Nelson Mandela Metropolitan 
University 

 
 Mangosuthu University of 

Technology 
 

 University of South Africa   University of the Western Cape  

 University of Cape Town   Stellenbosch University  

 Tshwane University of Technology   Walter Sisulu University  

 University of KwaZulu-Natal   University of Limpopo  

 University of the Free State   University of Venda  
 

2. What is your citizenship? 

 South African 

 Other 
 

3. What is your home language? 

 Afrikaans  English 

 IsiNdebele  IsiXhosa 

 IsiZulu  Sepedi 

 Sesotho  Setswana 

 SiSwati  Tshivenda 

 Xitsonga  Other 
 

4. What is your biological sex? 

 Female 

 Intersex  (biological sex characteristics that do not fit typical binary notions of male or female bodies) 

 Male 
 

5. How old are you? 

 Under 18 

 18-20 

 21-23 

 24-26 

 Older than 26  
 

6. Which best describes you? 

 Homosexual 

 Heterosexual 

 Bisexual 
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 Other 
 

7. What is your ethnicity? 

 Black  Coloured  Indian 

 White  Other  Prefer not to answer 
 

8. Do you have a regular source of income? 

 Yes  Continue with question 9 

 No Go to question 10  
 

9. What is your source of income? (Check all that apply) 

 Salary 

 Parents 

 Bursary 

 Other 
 

10. Do you have children? 

 Yes 

 No 
 

11. What is your marital status? 

 Single 

 Married 

 Divorced/Separated 

 Widowed 
 

12. What kind of area are you originally from? 

 Rural area  (a rural area or countryside is a geographic area that is located outside towns and cities.) 

 Peri-urban  (Immediately adjoining an urban area; between the suburbs and the countryside.) 

 Urban area  (Urban areas are very developed, meaning there is a density of human structures such as 

houses,    commercial buildings, roads, bridges, and railways. "Urban area" can refer to towns, 
cities, and suburbs.) 
 

13. Where do you live while at university? 

 University residence 

 With my family 

 With friends 

 Other accommodation 
 

14. What is your year of study? 

 1st  2nd   3rd  

 4th   5th   6th 

 7th  8th or more  
 

15. Are you an undergraduate or postgraduate student? 

 Undergraduate 

 Postgraduate 
 

16. With the exception of yourself, what is the highest level of education in your family? 

 Did not go to school  Undergraduate university degree 
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 Did not finish high school  Some postgraduate education 

 Finished high school  Postgraduate university degree 

 Some university education  I don’t know 
 

Sexual Behaviour Questions 

Below are a few more questions about your personal life. 
By "sex" we mean anal intercourse, vaginal intercourse or oral sex. 
By "sexual intercourse" we mean sex when the penis is put into the vagina or the anus (rectum). 
 

17. Select the option that is most true for you: 

 I would prefer to have sex only with men 

 I would prefer to have sex only with women 

 I would prefer to have sex with either men or women 
 

18. Have you ever had sexual intercourse? 

 Yes  Continue with question 19 

 No Go to question 53 (HIV testing questions) 
 

19. What form of sex have you had? Select one or more of the following: 

 Anal sex 

 Oral sex 

 Vaginal sex 
 

20. Did you use alcohol and/or drugs the last time you had sex? 

 Yes 

 No  
 

21. How often do you use alcohol and/or drugs when you are having sex? 

 All of the time 

 Most of the time 

 Sometimes 

 Rarely 

 Never 
 

22. Are you currently in a relationship with a primary partner? 
 By "primary partner" we mean someone you have lived with or have seen a lot, and to whom you feel a special 
 commitment. 

 Yes  Continue with question 23 

 No Go to question 25 
 

23. Do you have sex with your primary relationship partner? 

 Yes 

 No 
 

24. What is the biological sex of your primary partner? 

 Male 

 Female 

 Intersex 
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25. Do you have a steady, non-primary partner that you have sex with? 
 By "steady, non-primary partner" we mean a partner with whom you had sex with three or 
 more times in the past, but you don't consider a primary partner. 

 Yes  Continue with question 26 

 No Go to question 27 
 

26. What is the biological sex of your steady, non-primary partner? 

 Male 

 Female 

 Intersex 
 

27. Do you have a non-steady partner that you have sex with? 
By "non-steady partner" we mean a partner with whom you had sex less than three times in 
the past. 

 Yes  Continue with question 28 

 No Go to question 29 
 

28. What is the biological sex of your non-steady partner? 

 Male 

 Female 

 Intersex 
 

29. How old were you the first time you had sexual intercourse? 

 Younger than 10 

 10-12 

 13-15 

 16-18 

 19-20 

 21-23 

 24-26 

 Older than 26 
 

30. Did you use a condom the last time you had sex? 

 Yes  Continue with question 31 

 No Go to question 33 
 

31. Was it a male or female condom? 

 Male condom 

 Female condom 
 

32. Did you also use lubrication? ("lube") 

 Yes 

 No 
 

33. How often do you use condoms when you are having sex? 

 All of the time 

 Most of the time 

 Sometimes 
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 Rarely 

 Never 
 

34. Do you use drugs? 

 Yes 

 No 
 

35. Have you or your sex partner used needles to inject drugs? 

 Yes 

 No 
 

36. Have you ever had a Sexually Transmitted Infection? (E.g. Syphilis, Gonorrhoea, Chlamydia, 
Genital Herpes) 

 Yes 

 No 
 

37. Has someone ever given you money, drugs or a place to stay in exchange for sex? 

 Yes 

 No 
 

38. Have you ever given someone money, drugs or a place to stay in exchange for having sex with 
you? 

 Yes 

 No 
 

39. Has a sex partner ever hit you? 

 Yes 

 No 
 

40. Has someone ever forced you to have sex when you did not want to? 

 Yes 

 No 
 

41. Would you be afraid to ask a partner to use condoms because they might hit you? 

 Yes 

 No 
 

42. Have you ever threatened to use force to get someone to have sex with you when they did 
not want to? 

 Yes 

 No 
 

43. Have you ever had sex with someone when they really did not want to? 

 Yes 

 No 
 

44. How many men have you had sex with in the last 12 months? 

 0  6-7 

 1  8-9 

 2-3  More than 9 
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 4-5  
 

45. How many women have you had sex within the last 12 months? 

 0  6-7 

 1  8-9 

 2-3 

 4-5 

 More than 9 

 

46. How many times have you had anal sex without a condom in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5  31-40 

 6-10  41 or more times 
 

47. How many times have you had anal sex with a condom in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5  31-40 

 6-10  41 or more times 
 

48. How many times have you had vaginal sex without a condom in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5  31-40 

 6-10  41 or more times 
 

49. How many times have you had vaginal sex with a condom in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5 

 6-10 

 31-40 

 41 or more times 
 

50. How many times have you had sex with blood present in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5 

 6-10 

 31-40 

 41 or more times 
 

51. How many times have you had oral sex with semen in your mouth in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5 

 6-10 

 31-40 

 41 or more times 
 

52. How many times have you had oral sex without semen in your mouth in the past 12 months? 

 0  11-20 

 1-2  21-30 

 3-5  31-40 



Evaluation of the MSM/LGBTI HEI Programme | APRIL 2016  116 
 

 6-10  41 or more times 
 

HIV Testing Questions 

Please answer these next questions to the best of your knowledge. These questions are very sensitive 
and your answers will be kept private. 
 

53. Have you ever been for an HIV test? 

 Yes 

 No 
 

54. Have you ever been for an HIV test on campus? 

 Yes  Continue with question 55 

 No Go to question 62 (Experiences on campus) 
 

55. Did the HIV testing service on campus inform you of your HIV status? 

 Yes 

 No 
 

56. What were the results of your most recent HIV test? 

 HIV positive 

 HIV negative 

 Don't know 

 Refuse to answer 
 

57. How many times have you been tested for HIV on campus? 

 1 

 2 

 3 

 4 

 More than 4 
 

58. Was your last HIV test done in the past 12 months? 

 Yes 

 No 
 

59. Do you plan to get tested again on campus? 

 Yes 

 No 
 

60. Which of the following services on campus have you made use of? (Please select the options 
applicable to you) 

 HIV testing 

 Sexually Transmitted Infection (STI) screening 

 Anti-retroviral treatment (ART) 

 Counselling 

 Free condoms 
 

61. Please rate your satisfaction with the health services on campus (where you had your HIV 
test). 
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 Very good 

 Good 

 Satisfactory 

 Bad 

 Very bad 
 

Experiences on Campus 

Please answer these next questions to the best of your knowledge. Your answers will be kept 
confidential. 
By LGBTQIQ we mean people who consider themselves part of the lesbian, gay, bisexual, transgender, 
queer, intersex and questioning community. 
 

62. How many people with HIV/AIDS have you ever known? 

 None  6-10 

 1-2  11 or more 

 3-5  Cannot remember 
 

63. Is free HIV testing available to you on campus? 

 Yes 

 No 

 I don't know 
 

64. Do you feel comfortable accessing sexual health services provided at your university? 

 Yes 

 No 
 

65. Have you accessed sexual health services provided outside your university in the past? 

 Yes 

 No 
 

66. Have you ever experienced verbal or physical abuse on campus due to your sexual 
orientation? 

 Yes verbal abuse only 

 Yes physical abuse only 

 Yes both verbal and physical abuse 

 No 
 

67. How many friends on campus do you know who are openly from the LGBTQIQ community? 

 0  1-2 

 3-5  6-10 

 11-20  More than 20 
 

68. Do you consider your university an accepting environment for LGBTQIQ students? 

 Yes 

 No 

 Not sure 
 

69. Do you consider your university a safe environment for LGBTQIQ students? 
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 Yes 

 No 

 Not sure 
 

70. Does the management of this institution take discrimination against the LGBTQIQ community 
seriously? 

 Yes 

 No 

 Not sure 
 

71. Do the student leaders of this institution take discrimination against the LGBTQIQ community 
seriously? 

 Yes 

 No 

 Not sure 
 

72. Do you feel confident that cases of discrimination (e.g. based on gender, race, sexual 
orientation, etc.) that are reported by students at the university will be investigated properly? 

 Yes 

 No 

 Not sure 
 

73. Did you attend a meeting or function regarding HIV/AIDS on campus in the past year? 

 Yes 

 No 
 

74. Did you attend a meeting or function regarding LGBTQIQ issues on campus in the past year? 

 Yes 

 No 
 

75. Did you receive information about HIV/AIDS on campus? 

 Yes 

 No 
 

76. Did you receive information about LGBTQIQ issues on campus? 

 Yes 

 No 
 

77. Are free condoms available on campus? 

 Yes 

 No 

 Not sure 
 

78. Is free lubrication ("lube") available on campus? 

 Yes 

 No 

 Not sure 
 

79. Are you a member of an HIV/AIDS club or organisation on campus? 

 Yes 
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 No 
 

80. Are you a member of a LGBTQIQ club or organisation on campus? 

 Yes 

 No 
 

MSM/LGBTQIQ Programme questions 

By LGBTQIQ we mean people who consider themselves part of the lesbian, gay, bisexual, transgender, 
queer, intersex and questioning community. 
By MSM we mean men who have sex with men 
 

81. Are you aware of the MSM/LGBTQIQ support programme on your campus? 

 Yes  Continue with question 82 

 No Go to question 86 (HIV Knowledge Questions) 
 

82. Have you participated in the MSM/LGBTQIQ Programme on your campus? 

 Yes 

 No 
 

83. How did you hear about the MSM/LGBTQIQ Programme? (Select the options that are 
applicable) 

 Social Media 

 SRC 

 Flyers/posters on campus 

 Email 

 Word of mouth 
 

84. Have you made use of peer counselling services on your campus? 

 Yes  Continue with question 85 

 No Go to question 86 (HIV Knowledge Questions) 
 

85. Did the counselling services on campus help you? 

 Yes 

 No 
 

HIV Knowledge Questions 

Please select either TRUE, FALSE, or I DON'T KNOW to indicate your answers to the following. 
 

86. Having sex with only one faithful, uninfected partner can reduce the risk of HIV transmission. 

 True 

 False 

 I don't know 
 

87. Using condoms can reduce the risk of HIV transmission. 

 True 

 False 

 I don't know 
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88. A healthy-looking person can have HIV. 

 True 

 False 

 I don't know 
 

89. A person can get HIV from mosquito bites. 

 True 

 False 

 I don't know 
 

90. A person can get HIV from sharing a meal with someone who is infected. 

 True 

 False 

 I don't know 
 

Self-esteem Questions 

These questions ask how you feel about yourself, and what you think your future is going to be like. 
Say how much you agree with each of the following statements by selecting only one answer to each 
question. 
 

91. In general I am satisfied with myself. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

92. At times I think I am no good at all. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

93. I feel that I have a number of good qualities. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

94. I am able to do things as well as most people. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

95. I feel that I am a person of worth, that I am at least as good as other people. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 
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 Agree a lot 
 

96. I wish I could have more respect for myself. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

97. In general, I feel like a failure. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot  
 

98. I take a positive attitude towards myself. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

99. What happens to me in the future mostly depends on me. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

100. I can do just about anything I set my mind to. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

101. My future is what I make of it. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

102. I have great faith in the future. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

103. Sometimes I feel there is nothing to look forward to in the future. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
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104. It's really no use worrying about the future, because what will be will be. 

 Disagree a lot 

 Kind of disagree 

 Kind of agree 

 Agree a lot 
 

Alcohol and Drug use questions 

The questions that follow are about your use of alcohol and other drugs. Your answers will be kept 
private. Select the response that best fits for you. 
 

105. Have you, in your lifetime, ever had a drinking or drug problem? 

 Yes 

 No 
 

106. Have any of your family members ever had a drinking or drug problem? 

 Yes 

 No 
 

107. Have you used alcohol or other drugs in the last 6 months? 

 Yes  Continue with question 108 

 No Go to question 122 (Incentive) 
 

108. Please select the alcohol and/or drugs that you have used in the last 6 months (You may 
 select more than one) 

 Beer  Heroin  Marijuana (weed, dagga) 

 Cocaine (Coke)  LSD (Acid)  Whoonga (nyaope, wunga) 

 Crystal Meth (Tik)  Magic Mushrooms (shrooms)  Wine 

 Ecstasy (E)  Mandrax (buttons)  Other 
 

109. Have you felt that you have used too much alcohol or other drugs in the last 6 months? 

 Yes 

 No 
 

110. Has your drinking or drug use ever negatively affected your studies at university? 

 Yes 

 No 
 

111. Have you tried to cut down or quit drinking or using alcohol or other drugs in the last 6 
 months? 

 Yes 

 No 
 

112. Have you gone to anyone for help because of your drinking or drug use in the last 6 months? 

 Yes 

 No 
 

113. Have you had any health problems in the last 6 months? Please select those that apply: 
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 Had blackouts or periods of memory 
loss 

 Felt "coke bugs" or a crawling sensation 
under the skin after you stopped using 
drugs 

 Injured your head after drinking or 
using drugs 

 Been injured after drinking or using 

 Had convulsions or delirium, tremors 
(DTs) 

 Used needles to shoot drugs 

 Had hepatitis or other liver problems 

 Felt sick, shaky, or depressed when you 
stopped drinking or using drugs 

 I have not really had any health problems 
in the last 6 months 

 

114. Has your drinking or other drug use caused problems between you and your family and 
 friends in the past 6 months? 

 Yes 

 No 
 

115. Have you been arrested or had other legal problems due to drug and/or alcohol use in the 
past  6 months? 

 Yes 

 No 
 

116. Have you lost your temper or gotten into arguments or fights while drinking or using drugs 
in the  past 6 months? 

 Yes 

 No 
 

117. Did you need to drink or use drugs more and more to get the effect you want in the past 6 
 months? 

 Yes 

 No 
 

118. Did you spend lots of your time thinking about or trying to get alcohol or drugs in the past 6 
 months? 

 Yes 

 No 
 

119. In the past 6 months when drinking or using drugs were you more likely to do something 
you  wouldn't normally do? (E.g. breaking the law) 

 Yes 

 No 
 

120. In the past 6 months how often did you get drunk or high immediately before or during sex? 

 Never 

 Occasionally 

 Often 

 All the time 
 

121. In the past 6 months how often would you say that your alcohol and/or drug use made it 
 more difficult for you to have safer sex? 

 Never 
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 Occasionally 

 Often 

 All the time 
 

Incentive 

 
122. Please indicate if you would like to enter the draw to win 1 of 14 mini tablet computers. 

 Yes I would like to enter the draw  Continue with question 123 

 No thanks Go to question 124 
 

123. Please provide us with your contact details (email address or mobile number) so that we 
can enter  you in the draw and inform you if you have won a mini tablet. 

 
 

 
Please note that your contact details will be kept confidential. We will not disclose any personal 
information without your consent. 
 

Follow-up interview 

 
124. Please indicate whether you would like to participate in an interview to tell us more about 

 your experiences regarding the MSM/LGBTQIQ programme. 

 Yes, I would like to be interviewed Continue with question 125 

 No, I prefer not to be interviewed 
 

125. We will randomly select persons to interview and will contact you to inform you whether 
we will  interview you or not. You may enter a contact number or email address in the space 
below. 

 
 

 
Please note that your contact details will be kept confidential. We will not disclose any personal 
information without your consent. 
 

This is the end of the sexual health survey. Thank you for your time in completing it. 

 
Here are the contact details for support and referral services in South Africa: 

 
Alcoholics Anonymous 0861 HELP AA (435-722) 
Narcotics Anonymous 083 900 MY NA (083 900 69 62) 
AIDS Helpline 0800 012 322 
OUT Telephonic Counselling 0860 OUT OUT (0860 688 688) 
Online Counselling for Men www.men2men.co.za 
Online Counselling for Women www.womyn2womyn.co.za 

  



15 Appendix: Semi-structured interview schedule  
 

MSM/LGBTQIQ HEI Programme Evaluation 

Semi-structured interview schedule – students  

Questions: 

 Which of the programme activities did you partake in i.e. group discussions, sexual health 

and psycho-social services, HIV counselling and testing? 

 Probe as to how the participant heard of and joined the programme activities. 

 What motivated you to join the programme? 

 What have you learnt from the Programme? 

 Ask if the programme has changed their perceptions about sexual behaviour and 

MSM/ LGBTI issues. (human rights) 

 What was nice about the programme and what was not nice about the programme? 

 Have the programme activities influenced your lifestyle in some way? 

 If yes, how did it influence your lifestyle? 

 Probe further into their experiences outside and on campus. 

 How has the programme influenced your sex life? 

 In which way do you think the programme has benefited this institution and its students? 

 Probe specifically into benefits for Men who have Sex with Men and LGBTI 

individuals? 

 Do you feel comfortable to talk about your sexual orientation and sexual behaviour with the 

HIV counsellors and health care workers?  

 Probe further as to why the participant does or does not feel comfortable disclosing 

their sexual behaviour or orientation. 

 Probe as to whether the student would prefer health care services outside of the 

university. 

 Have you experienced any form of discrimination at university? 

 Probe further as to who discriminated against them – fellow students, health care 

staff, counsellors, university management, student leaders etc. DON’T ASK FOR 

NAMES! 
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 In what way do you think this programme can benefit the community you are from? 

 What should be done to improve the programme? What could have been done better? 

 What would an ideal LGBTI programme look like? 

 Were there any of your needs that weren’t addressed in the programme? 

 Ask what those needs are and what the student recommends should be done to 

address those needs in future. 

Semi-structured interview schedule – Programme co-ordinators  

Questions: 

 Tell me about your responsibilities as programme co-ordinator? 

 Tell me more about the risk reduction gatherings on campus. 

 Probe further for example:   What were they about? 

What role did the MPowerment peer-led model play in 

these gatherings or meetings? 

 How has the programme affected the partnerships with campus counsellors and 

psychologists to enable LGBTI students and staff, and men who have sex with men to access 

psycho-social support services? 

 Do you think that the health care staff, health promoters, peer leaders and other campus 

staff are now more sensitised to the MSM sexual behaviour? 

 Probe further into the participant’s thoughts on the above question. 

 Can you provide me with examples? 

 What did the campus dialogues entail? 

 Probe further by asking who the key populations were that participated in these 

dialogues. 

 What were the topics that students discussed? 

 In which way do you think the programme has benefited this institution and its students? 

 Probe specifically into benefits for Men who have Sex with Men and LGBTI 

individuals? 

 Please tell me about any success stories relating to university staff or students whom you 

have encountered. 

 Did you encounter any challenges when co-ordinating the programme? 
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 Probe further into the participant’s answer. 

 What would the institution need to be able to continue with the programme? 

 What are your recommendations for future programmes that could strengthen 

institutional systems so that the LGBTI students or staff can be better supported? 

Semi-structured interview schedule – Programme managers 

Questions: 

 Please tell me about your experience as manager of the MSM/LGBTI programme at this 

institution. 

 What were your expectations for the programme? 

 Did this institution use the findings of the Phase 1 KAP survey to assist and support the 

programmatic implementation of the MSM/LGBTI Programme? 

 You can probe further for example:  Do you think that you and your team received 

sufficient support from the university? 

 Were there any structural or institutional barriers or challenges encountered during the 

implementation of the programme? 

 Follow up by asking how these challenges, if any, were overcome and which 

strategies should be employed to prevent these challenges/barriers. 

 Follow up: Was there any disconnect between this university and the implementers 

of the programme? 

 In which way do you think the programme has benefited this institution and its students? 

 Probe specifically into benefits for Men who have sex with Men and LGBTI 

individuals? 

 What role has this programme played in combating the HIV epidemic among Men who 

have Sex with Men and LGBTI individuals? 

 Did the programme succeed in addressing issues of discrimination on a structural level? (I.e. 

policies, university politics etc.) 

 Probe further into the participant’s answer. 

 In what way can this programme benefit the communities where LGBTI individuals live, work 

and socialise? 

 What would you recommend NACOSA should change or improve upon for future LGBTI 

programmes? 
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 Has the capacity of this institution been developed to continue implementing a 

programme for LGBTI individuals after the grant has ended?  

 In other words, what will the institution need to be able to continue with the 

programme? 

 Would the institution do fundraising to continue with the programme? 

 Probe further into the university’s or manager’s strategy on a way forward. 

Semi-structured interview schedule – Health Care Staff 

Questions: 

 What do you know about the MSM/LGBTQIQ Programme that was implemented at this 

institution? 

 You may want to use follow up questions such as: Who informed you of the 

programme? 

 Did you attend any training sessions which informed you on the needs of LGBTI individuals 

and issues of stigma specifically in health care settings? 

 Ask the participant what they have learnt. 

 Did the programme inform you of the sexual behaviour of men who have sex with men and 

the challenges that these individuals may face? 

 Ask the participant what they have learnt. 

 How did it affect your own perception of male clients/ patients who have sex with 

other males?  

 When reflecting on your experience as a health care worker, how comfortable do you perceive 

students to be when asked to share information about their sexual behaviour with you? 

 Probe into the most recent experience of the health care worker when asking their 

patients about their sexual behaviour. 

 Why would the students feel uncomfortable or comfortable to share information 

about their sexual behaviour? 

 Are students who feel uncomfortable to share their sexual lifestyle referred to other 

health care workers or organisations outside of the university? 

 How often do you provide health care services to men who reveal that they have sex with 

other men? 

 When thinking about LGBTI students and those who reveal their sexual behaviour, how 

has the programme affected the partnerships with campus counsellors and psychologists 

to enable these individuals to access psycho-social support services? 
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 In which way do you think the programme has benefited this institution and its students? 

 Probe specifically into the benefits for men who have sex with men and LGBTI 

individuals? 

 What do you think an ideal LGBTI support programme would look like? 
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16 Appendix: Informed consent form 
 

To whom it may concern, 

You are invited to participate in a research study conducted by the Foundation for Professional 

Development (FPD) on behalf of the Networking HIV/AIDS Community of South Africa (NACOSA), 

South African National AIDS Council (SANAC) and the Global Fund. 

1. Purpose of the study 

*The purpose of the study is to evaluate the effectiveness of the NACOSA MSM/LGBTI Higher 

Education Programme in reaching its outcome; 

*To inform the conceptualisation of a LGBTI programme for NACOSA. 

2. Procedures 

If you volunteer to participate in this study, we would ask you to do the following things: 

Please take some time to read the information presented here, which will explain the details of your 

role in this study.  It is very important that you are fully satisfied that you clearly understand what this 

research entails and how you could be involved.  Also, your participation is entirely voluntary and you 

are free to decline to participate.  If you say no, this will not affect you negatively in any way 

whatsoever.  You are also free to withdraw from the study at any point, even if you do agree to take 

part. 

This study has been approved by a relevant ethics committee. 

3. What is this research study all about? 

It was found that the majority of higher education institutions had either limited or no services 

available specifically tailored for Lesbian, Gay, Bisexual, Transgendered and Intersex (LGBTI) 

individuals, and men who have sex with men (MSM). It has become evident that tailored health care 

environments are needed to increase access to HIV Counselling and Testing (HCT), HIV prevention, 

treatment, and care and support services for MSM and LGBTI people at higher education institutions. 

The study wants to explore and investigate how many and what percentage of MSM and LGBTI 

individuals were reached with HIV testing and/or other prevention services at the 14 higher education 

institutions. 

4. Why have you been invited to participate? 

You have been invited to participate because we want to hear from you what your experiences were 

of the MSM/LGBTI programme and also what your opinions are on, and your perception is of the 

discourses surrounding MSM/LGBTI.  We value your input in sharing your opinions and experiences 

with us as vital to the success of our evaluation of the programme. 

5. What will your responsibilities be? 

Your responsibilities will be to take part in an individual interview and to share your opinions and 

experiences.  We will ask you a few a questions.  You are in no way obliged to answer any questions 

that you do not feel comfortable answering.  We ask of you to please respond honestly. 
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6. Potential risks and discomforts 

There are no foreseeable risks and you may stop your participation at any time.  In the event that you 

become emotionally distressed during the interview you may request information about where to 

seek psychological and support services. 

7. What will happen in the unlikely event of some form of injury occurring as a direct result of 

your taking part in this research study? 

There are no foreseen circumstances in which injuries might occur.  If any injuries do occur, they will 

be addressed in terms of university policy. 

8. Potential benefits to you and/or to society 

As a participant, it is not intended that you will benefit directly from this research. However, it is 

possible that the results of the evaluation will influence policy which may indirectly benefit the 

communities and institutions that you form part of. 

9. Payment for participation 

You will not be paid to take part in the study.  There will be no costs involved for you, if you do take 

part. 

10. Confidentiality 

Any information obtained in connection with this study and that can be identified with you will remain 

confidential and will be disclosed only with your permission or as required by law.  Confidentiality will 

be maintained by ensuring that pseudonyms will be used in the write-up of the results.  All records of 

the interviews will be kept in a locked cabinet at the Foundation for Professional Development’s Head 

Quarters and on a password and firewall protected database. Only the research team and supervisor 

working on the study will have access to the data.  Your information will be kept strictly confidential 

by the researchers.  If the data are published, you will not be identified by name.  The data will be 

erased after a period of five years following publication of the data. 

11. Participation and withdrawal 

You can choose whether to be in this study or not.  If you volunteer to be in this study, you may 

withdraw at any time without consequences of any kind.  You may also refuse to answer any questions 

you don’t want to answer and still remain in the study.  The investigator may withdraw you from this 

research if circumstances arise which warrant doing so. 

12. Identification of investigator 

If you have any questions or concerns about the research, please feel free to contact: 

Project Manager:  Alet Bosman 

Tel:  012 816 9000 

Email:  aletb@foundation.co.za 
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13. Your rights 

You may withdraw your consent at any time and discontinue participation without penalty.  You are 

not waiving any legal claims, rights or remedies because of your participation in this research study. If 

you have questions regarding your rights as a research participant, contact the Project Manager Alet 

Bosman.  

 

Participant’s consent to participate in the study: 

 

I, ___________________________________________________ hereby confirm that I have read the 

conditions mentioned above on this form and that I understand what has been explained to me.  I 

agree to voluntarily participate in the interview and I am aware that I may terminate my participation 

at any time without consequence. 

 

Signature: ___________________________ Date signed: __________________ 

 

Witness:    ___________________________ Date signed: __________________ 

 

 

 


